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Hamed Tewfik, MD, Pres. 

IA Board of Medicine 

400 SW 8
th

 St., Ste C 

Des Moines, IA, 50309 

 

Re:  Proposed Telemedicine Standards 

 

Dear Dr. Tewfik: 

 

Please accept the following comments and suggestions for modifications of your board’s 

proposed telemedicine standards. 

 

My name is Rebecca Hafner-Fogarty.  I am a primary care physician, the CMO of 

Zipnosis a telemedicine company headquartered in MN, and a member of the MN BMP 

where I chair the licensure committee.  I do want to carefully and clearly state that I do 

not represent the MN BMP in this testimony. 

 

However, because of my role as an experienced medical regulator, I believe that I have a 

unique understanding of the tension between our mission as medical regulators to protect 

the public, and the need for innovation in health care to improve access and decrease 

costs.  As a clinician, I work hard to practice evidence based medicine.  As a regulator, I 

strongly believe that our policy making decisions should be informed by the most current 

medical evidence.    It is my personal belief that on-line care/telemedicine is the practice 

of medicine. Furthermore, I believe that a single standard of care should apply.    With 

that in mind, I’d now like to make a couple of specific comments on your proposed 

standards. 

 

First, congratulations on your thoughtful and thorough attempts to articulate a standard 

for reputable telemedicine clinicians. 

 

I would strongly encourage you to substitute another term for telemedicine.    I believe 

that the term telemedicine too narrowly defines the current and evolving practices of 

mHealth/ virtual medicine.  By using the term telemedicine, you may find yourself 

having to re-visit your standards in the very near future when patient administered 

technologies are combined with internet messaging between doctors and patients to 

provide medical care that does not involve real time video imaging.     

 

I would suggest using the term virtual medicine.  So on page 2 section653.11(1) 

Definitions, line 5; I would substitute  virtual medicine  for the word telemedicine and 

remove the word audio-visual.  I would also recommend removing lines 8-10 at the 

bottom of the page.    
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 In light of its wide acceptance, you may also wish to keep the term telemedicine, but 

define it more broadly to explicitly include current and emerging technologies that do not 

rely on real time video conferencing.   

 

Medical history and physical examination (653—13.11(8)).  Having served on the MN 

BMP during the “bad old days” of rogue internet pharmacies, I understand the inclusion 

of the final sentence of this section on lines 9-11.  I would suggest adding an additional 

sentence for clarity:  Adaptive interviews which may include the capture of relevant 

patient supplied photos or other data do not constitute questionnaires. 

 

Unlike most conventional telemedicine companies, Zipnosis provides asynchronous 

(store and forward) internet triage and care for mild acute primary care conditions.  Since 

2011 we have safely provided triage or treatment for over 70,00 patients (over 10,00 in 

2014).  The vast majority of these patients are patients of our partner health systems. 

These innovative organizations use our sophisticated adaptive interview (NOT a “simple” 

on-line questionnaire) to efficiently and effectively collect a structured chief complaint 

and patient history (sometimes including patient supplied vital signs or photos where 

appropriate).  This information is then reviewed by a physician (NP or PA) who makes an 

assessment, and if appropriate a treatment plan.  Patients with conditions not appropriate 

for virtual care are triaged to the next best point at care—either by the expert logic built 

into the interview, or by the clinician at the end of the interview.  Where there is evidence 

to support the safety and effectiveness of treatment based on history alone, clinicians are 

given the option to prescribe.   The medical record of the virtual visit is transmitted and 

stored as part of the patient’s EHR within the health system. 

In this capacity Zipnosis provides both another way for clinicians to effectively and 

efficiently connect with existing patients, and equally important an entry point into the 

medical system for patients without a medical home.     

 

To equate this highly sophisticated virtual care encounter (and others still in 

development) with a simple internet questionnaire is grossly inaccurate.  Yet, without the 

addition of the clarifying statement, future boards may be tempted to do just that. 

 

 

Thank you for the opportunity to comment on the proposed standards and congratulations 

on your fine work.  I would be happy to answer any questions or supply additional 

information that you might find helpful 

 

Sincerely, 

 

Rebecca J. Hafner-Fogarty, MD, MBA, FAAFP 

CMO Zipnosis 



Hello Mr. Bowden:  

 

Mr. Eastman reminded me of upcoming review of telemedicine in Iowa.    I have 

contacted the AAD to hopefully give you information on the Store and Forward 

Telemedicine protocol that the AAD started called ACCESSDERM.   The 

University of Iowa (Department of Dermatology) has been one of the 

participants in this process using accessderm. 

 

Mr. Eastman has helped me evaluate in-patients via direct telemedicine at 

Mercy but this is plagued by timing issues of the videography along with the 

physician and the patient being present at the same time.  Typically, it is 

impossible to schedule the consulting physician, consultant physician, the 

videographer, and the patients at the same time.  Store and Forward (such as 

accessderm) would allow the CONSULTING PHYSICIAN to take photos and details 

at the TIME OF THE EVENT/CONSULT and send the consultant for review.    The 

consultant physician can ask for more information or photos if needed but the 

time of consultation and photos are immediate and speed the consultant 

reviews the information avoids logistics that slow care or make specialty 

care difficult if not impossible.  The consulting physician using ACCESSDERM 

also knows if the photos are good images prior to sending the photos.   This 

is not as predictable using video.  More physician and nurses are familiar 

with taking photos vs running a video camera with less predictable lighting 

issues.  

 

I ask that the new rules allow for STORE and FORWARD TELEDERMATOLOGY using 

ACCESSDERM as a model.  For Teledermatology to work effectively, STORE AND 

FORWARD is essential! 

 

The AAD (American Academy of Dermatology) is currently using ACCESSDERM at 

select sites including the University of Iowa: 

https://www.aad.org/members/publications/member-to-member/2013-

archive/october-11-2013/enhance-patient-care-with-teledermatology- 

 

https://www.aad.org/members/volunteer-and-mentor-opportunities/accessderm-

teledermatology-program 

 

AAD testing with store and forward started in 2009: 

https://www.aad.org/members/publications/member-to-member/2014-archive/april-

25-2014/with-accessderm-as-a-bridge-no-patient-is-an-island 

 

General info on store and forward teledermatology: 

https://www.aad.org/members/practice-and-advocacy-resource-center/practice-

arrangements-and-operations/teledermatology 

 

I have included the AAD current position statement: 

https://www.aad.org/forms/policies/uploads/ps/ps-teledermatology.pdf 

 

Position Statement on Teledermatology  
(Approved by the Board of Directors February 22, 2002  

Amended by the Board of Directors May 22, 2004  

Amended by the Board of Directors November 9, 2013  

Amended by the Board of Directors August 9, 2014)  

 

Telemedicine is an innovative, rapidly evolving method of care delivery. The 

Academy supports the appropriate use of telemedicine as a means of improving 

access to the expertise of Board certified dermatologists to provide high-
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quality, high-value care. Telemedicine can also serve to improve patient care 

coordination and communication between other specialties and dermatology.  

The Academy strongly supports coverage and payment for telemedicine services 

provided by Board certified dermatologists when several important criteria 

are met (see details below in section III). These criteria are essential to 

ensure that dermatologic care provided by telemedicine is of high quality, 

contributes to care coordination (rather than fragmentation), meets state 

licensure and other legal requirements, maintains patient choice and 

transparency, and protects patient privacy.  

While teledermatology is a viable option to deliver high-quality care to 

patients in some circumstances, the Academy supports the preservation of a 

patient’s choice to have access to in-person dermatology services.  

Teledermatology is the practice of medicine. Board certified dermatologists 

have extensive knowledge and expertise in cutaneous medicine, surgery, and 

pathology. Whether in-person or via teledermatology, the optimal delivery of 

dermatologic care involves board certified dermatologists.  

Teledermatology providers choose between or combine two fundamentally 

different care delivery platforms (Store-and-Forward vs. Live Interactive), 

each of which has strengths and weaknesses.  

I. LIVE INTERACTIVE TELEDERMATOLOGY  

a. Definition  

Live interactive teledermatology takes advantage of videoconferencing as its 

core technology. Participants are separated by distance, but interact in real 

time. By convention, the site where the patient is located is referred to as 

the originating site and the site where the consultant is located is referred 

to as the distant site.  

b. Technology  

A high resolution video camera is required at the originating site, and a 

monitor with resolution matched to the camera resolution is required at the 

distant site. Videoconferencing systems work optimally when a connection 

speed of >384 kbps is used. Slower connection speeds may necessitate that the 

individual presenting the patient perform either still image capture or 

freeze frame to render a quality image. For most diagnostic images, a minimum 

resolution of 800 x 600 pixels (480,000) is required, but higher resolution 

may increase diagnostic fidelity.  

c. Credentialing and Privileging  

The Joint Commission (TJC) has implemented standards for telemedicine. Under 

the TJC telemedicine standards, practitioners who render care using live 

interactive systems are subject to credentialing and privileging at the 

distant site when they are providing direct care to the patient. The 

originating site may use the credentialing and privileging information from 

the distant site if all the following requirements are met: (i) the distant 

site is TJC-accredited; (ii) the practitioner is privileged at the distant 

site for those services that are provided at the originating site; and (iii) 

the originating site has evidence of an internal review of the  

 

practitioner’s performance of these privileges and sends to the distant site 

information that is useful to assess the practitioner’s quality of care, 

treatment, and services for use in privileging and performance management.  

d. Privacy and Confidentiality  

Practitioners who practice telemedicine should ensure compliance with the 

Health Insurance Portability and Accountability Act of 1996 (HIPAA), as 

amended, and it’s implementing regulations. While video or store-and-forward 

transmissions over ISDN infrastructure are thought to be secure, IP 

transmissions should be encrypted when transmitted over the public internet 

to ensure security. IP encryption in other settings such as private or semi-

private networks is also highly recommended. The handling of records, faxes, 



and communications is subject to the same HIPAA standards as apply in a 

standard office environment.  

e. Licensing  

Interactive telemedicine requires the equivalent of direct patient contact. 

In the U.S., teledermatology using interactive technologies is restricted to 

jurisdictions where the provider is permitted, by law, to practice. In other 

words, the provider using interactive technologies usually must be licensed 

to practice medicine in the jurisdiction where the patient is located.  

f. Current Reimbursement  

Medicare reimburses for live-interactive consultations, office visits, 

individual psychotherapy, and pharmacologic management delivered via a 

telecommunications system for patients located in non-metropolitan 

statistical areas (non-MSAs). This includes nearly all rural counties. A 

definition and listing of qualified areas is available via U.S. Census data 

at http://www.census.gov/population/metro. However, there is no limitation on 

the location of the health professional delivering the medical service. In 

some states, Medicaid reimburses for telemedicine services as well, but many 

have restrictions. Private insurers vary in their policies, but most will 

reimburse services provided to patients in rural areas. It is recommended 

that the provider write a letter of intent to the insurer informing them that 

the provider will be billing for telemedicine services. For the latest 

reimbursement information, see the American Telemedicine Association or CMS 

websites.  

g. Responsibility / Liability  

If a direct-patient-care-model (provider to patient) is used (no provider at 

the referring site), the consulting dermatologist bears full responsibility 

(and potential liability) for the patient’s care. The diagnostic and 

therapeutic recommendations rendered are based solely on information provided 

by the patient. Therefore, any liability should be based on the information 

available at the time the consult was answered. In a consultative model 

(provide to provider), liability may be shared; however, the allocation of 

responsibilities will vary on a case-by case and state-by state basis. In 

either case, dermatologists should verify that their medical liability 

insurance policy covers telemedicine services, including telemedicine 

services provided across state lines if applicable, prior to the delivery of 

any telemedicine service.  

II. STORE-AND-FORWARD TELEDERMATOLOGY  

a. Definitions  

Store-and-forward teledermatology refers to a method of providing 

asynchronous consultations to referring providers or patients. A dermatologic 

history and a set of images are collected at the point of care and 

transmitted for review by the dermatologist. In turn, the dermatologist 

provides a consultative report back to the referring provider or patient at 

the point of care. Position  

Store-and-forward teledermatology is used in several settings:  

1. Teletriage involves the review of patient cases transmitted by a referring 

provider to determine which patients need to be seen in-person by a 

dermatologist, which patients can be cared for by teleconsultation, and which 

patients may not need dermatologic referral.  

2. Teleconsultation involves the review of patient cases transmitted by a 

referring provider and the provision of a consultative report back to the 

referring provider. Unless the patient’s care is then transferred to the 

consulting dermatologist, the referring provider typically maintains 

responsibility for carrying out treatment recommendations.  

3. Direct-to-patient telemedicine involves a patient originating his/her own 

consultation by transmitting a medical history and images to a dermatologist, 

who then receives some form of care from the dermatologist  

http://www.census.gov/population/metro


b. Technology  

A digital camera, whether integrated in a mobile handheld device or 

comprehensive telecommunications system or a stand-alone product, with a 

minimum of 800 x 600 pixel (480,000) resolution is required; however, higher 

resolutions may increase diagnostic fidelity. For systems that transmit over 

the Internet, a minimum 128-bit encryption and password-level authentication 

are recommended.  

c. Credentialing and Privileging  

Practitioners who render care using store-and-forward systems are viewed by 

TJC as "consultants" and may not be required to be credentialed at the 

originating site. However, standards can vary by state and organization.  

d. Privacy and Confidentiality  

In this case, HIPAA compliance is largely a matter of the originating site 

letting patients know that their information will be traveling by electronic 

means to another site for consultation. This should be noted in the consent 

form at the point of care, and the HIPAA notice of privacy practices. In 

addition, all electronic transmissions should be encrypted and reasonable 

care should be taken to authenticate those providers who have electronic 

access to the records.  

e. Licensing  

Most states require the physician to be licensed in the same state as where 

the patient resides, even when he or she acts only as a consultant. Providers 

who wish to provide store-and-forward consultations across state lines should 

limit such consultations to originating states in which they are permitted, 

by law, to provide care.  

f. Current Reimbursement  

As of 2014, CMS reimburses store-and-forward teledermatology only as a 

demonstration project in Hawaii and Alaska. However, several states are 

currently reimbursing store- and-forward teledermatology for Medicaid 

patients. There are also private insurers that are paying for store and 

forward modalities, including those that are part of a Medicare Advantage 

plan. Providers who wish to provide store-and-forward services should inquire 

with their payers regarding reimbursement.   

g. Responsibility / Liability  

In the teletriage and teleconsultation models (provider to provider), the 

referring provider ultimately manages the patient with the aid of the 

consultant’s recommendations. The referring provider may accept the 

recommendations in part or whole or none at all, and the responsibility and 

potential liability in this scenario may be shared (between the referring 

provider and the consultant) based on the extent to which the recommendations 

were followed by the referring provider. If a direct-to-patient model 

(provider to patient) is used (no provider at the referring site), the 

responsibility and potential liability rests entirely on the 

teledermatologist. In this case, the teledermatologist would also be 

responsible to ensure proper follow up and to address any medication 

complications. Dermatologists should verify that their medical liability 

insurance policy covers telemedicine services, including telemedicine 

services provided across state lines if applicable, prior to the delivery of 

any telemedicine service.  

III. CRITERIA for HIGH QUALITY TELEDERMATOLOGY  

The Academy supports the use of telemedicine services provided by Board 

certified dermatologists, as well as coverage and payment for those services, 

when several important criteria are met:  

a. Physicians delivering teledermatology services must be licensed in the 

state in which the patient receives services, and must abide by that state’s 

licensure laws and medical practice laws and regulations. Emergency treatment 

and situations that arise when a dermatologist’s existing patient is 



traveling to another state should be exceptions to this requirement, though 

existing laws and regulations may still apply. The Academy supports efforts 

by State Medical Boards to facilitate and lower burdens for physicians to 

obtain licenses in multiple states.  

b. Patients or referring physicians seeking teledermatology services must 

have a choice of dermatologist, and must have access in advance to the 

licensure and board certification qualifications of the clinician providing 

care. The delivery of teledermatology services must be consistent with state 

scope of practice laws. The Academy strongly believes that any use of non-

physician clinicians in the delivery of teledermatology should abide by the 

supervision requirements in the Academy’s Position Statement on the Practice 

of Dermatology.  

c. The patient’s relevant medical history must be collected as part of the 

provision of teledermatology services. For teletriage and teleconsultation, 

appropriate medical records should be available to the consulting 

dermatologist prior to or at the time of the telemedicine encounter. 

Consulting dermatologists should have a good understanding of the culture, 

health care infrastructure, and patient resources available at the site from 

which consults are originating.  

d. The provision of teledermatology services must be properly documented. 

These medical records should be available at the consultant site, and for 

teletriage and teleconsultation services, should also be available at the 

referral site.  

e. The provision of teledermatology services should include care coordination 

with the patient’s existing primary care physician or medical home, and 

existing dermatologist if one exists. This should include, at a minimum, 

identifying the patient’s existing primary care physician and dermatologist 

in the teledermatology record, and providing a copy of the medical record to 

those existing members of the treatment team who do not have electronic 

access to it. This is especially important so that information about 

diagnoses, test results, and medication changes are available to the existing 

care team.  

 

f. Organizations and clinicians participating in teledermatology should have 

an active training and quality assurance program for both the distant and 

receiving sites. In addition, those programs that are using teledermatology 

should have documentation of their training programs for any technician who 

is capturing clinical images and for any manager who is handling consults. 

Each organization should also maintain documentation on how the program 

protects patient privacy, promotes high quality clinical and image data, 

continuity of care, and care coordination for patients who may require 

subsequent in-person evaluations or procedures.  

g. Organizations and clinicians participating in teledermatology must have 

protocols for local referrals (in the patient’s geographic area) for urgent 

and emergency services.  

h. The physician-patient relationship:  

 

a. For teletriage and teleconsultation services where a referring provider ultimately 
manages the patient (including the prescription of medications), the consulting 
dermatologist is not required to have a pre-existing, valid patient-physician 

relationship. It is optimal, however, if the patient has available access to in-person 
follow-up with a local, board-certified dermatologist if needed.  
 

 

b. For direct-to-patient teledermatology, the Academy believes that the 

consulting dermatologist must either:  



i. Have an existing physician-patient relationship (having previously seen 

the patient in-person), or  

ii. Create a physician-patient relationship through the use of a live-

interactive face-to-face consultation before the use of store-and-forward 

technology, or  

iii. Be a part of an integrated health delivery system where the patient 

already receives care, in which the consulting dermatologist has access to 

the patient’s existing medical record and can coordinate follow-up care.  

 

i. The use of direct-to-patient teledermatology raises several additional issues (and 
all of the above criteria still apply):  
 

a. Providers must exercise caution regarding direct prescribing for patients 

via electronic communications. Most states have regulations that discourage 

or prohibit practitioners from prescribing for patients that they have not 

seen face to face. In many cases, the wording of these regulations is such 

that a live interactive teleconsultation would meet the requirements for a 

"face to face exam." The Federation of State Medical Boards established a 

National Clearinghouse on Internet Prescribing located at 

http://www.fsmb.org/ncip_overview.html. The Clearinghouse includes a state-

by-state breakdown of jurisdiction, regulations, and actions related to the 

regulation of Internet prescribing.  

b. Dermatologists providing direct-to-patient teledermatology must make every 

effort to collect accurate, complete, and quality clinical information. When 

appropriate, the dermatologist may wish to contact the primary care providers 

or other specialists to obtain additional corroborating information.  

c. Photographs obtained by patients, their family members, or their friends 

outside of a clinical setting may not be of adequate quality, or may not 

include the appropriate lesions or areas, to make an accurate diagnosis.  

d. Mechanisms to facilitate continuity of care, follow-up care, and referrals 

for urgent and emergency services in the patient’s geographic area must be in 

place. Any new medications prescribed or changes in existing medications must 

be communicated directly to the patient’s existing care team (unless they 

have easy electronic access to the teledermatology record).  

 

e. The Academy does not support direct-to-patient teledermatology services designed 
primarily for profit, or direct-to-patient teldermatology services designed primarily to 
provide prescriptions to patients via electronic means.  
Disclaimer This Position Statement is intended to be for informational and 

educational purposes only. It is not intended to establish a legal, medical, or other 
standard of care. Individual physicians should make independent treatment decisions 
based on the facts and circumstances presented by each patient. The information 
presented herein is provided "as is" and without any warranty or guarantee as to 
accuracy, timeliness, or completeness. AAD disclaims any liability arising out of reliance 
on this Position Statement for any adverse outcomes from the application of this 
information for any reason, including but not limited to the reader’s misunderstanding or 
misinterpretations of the information contained herein. Users are advised that this 
Position Statement does not replace or supersede local, state, or federal laws. As 
telemedicine laws vary by State, this Position Statement is not a substitute for an 
attorney or other expert advice regarding your State law, policies and legal compliance 
with applicable statutes. The material in this Position Statement is based on information 

http://www.fsmb.org/ncip_overview.html


available at the time of publication. As laws and regulations continually change, 
practitioners must keep themselves informed of changes on an  
 

Please ensure that STORE AND FORWARD TELEDERMATOLOGY is included as an 

option.     

 

Please discuss with the Univeristy of Iowa Dermatology Department and AAD 

respresentatives before finalizing the new rules.    

 

Another resource to consider is Alaska and Hawaii.  They have been LEGALLY 

BILLING MEDICARE for STORE AND FORWARD TELEDERMATOLOGY FOR the last 

DECADE....Their respective Boards of Medicine have 10 (ten) years of 

experience with this process. 

 

Timothy G. Abrahamson MD 

Greater Des Moines Dermatology PC 

2424 NW 128th Street 

Urbandale, Iowa 50323 

515-243-8676 phone 

515-243-0487 fax 

lbrtga@yahoo.com 
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From: Susan Koehler 

Here is the text of the proposed rule, with concerning verbage in CAPS 

653—13.11(9) 

Non-physician health care providers. If a licensee who uses telemedicine relies upon or delegates 
medical services to a **non-physician health care provider who requires physician supervision, 
the licensee shall: 

a. Ensure that each non-physician health care provider is qualified and competent to safely 
perform each medical service being provided by PERSONALLY ASSESSING the non-physician 
health care provider’s EDUCATION, TRAINING, experience and ability; 

b. Ensure that each medical service provided is within the scope of practice of the licensee, and 
the non-physician health care provider, including their EDUCATION, TRAINING, experience, 
ability, LICENSURE OR CERTIFICATION; 

c. Ensure that the licensee is available electronically to consult with non-physician health care 
providers, particularly in case of injury or an emergency;  

 The goal of these proposed rules is to ensure that individuals who provide telemedicine services are 

appropriately qualified and  supervised.   

 

However, the broad reference to **NON-PHYSICIAN HEALTH CARE PROVIDERS fails to recognize that 

PAs are already appropriately supervised, educated, trained, credentialed and qualified through laws 

and rules of both the Iowa Board of Medicine and Iowa Board of Physician Assistants. Thus there 

become potentially confusing and conflicting rules. 

 

Therefore a simple solution with precedent already set would be to add: 

Physician assistants. Nothing in these rules shall be interpreted to contradict or supersede the rules 

established in IAC 645—Chapters 326 and 327. 

This is language that has previously been used in rules governing the regulation of medical spas, and would 

avoid conflicting or confusing rules. 

("IAC 653-13.8(7) Physician assistants. Nothing in these rules shall be interpreted to contradict or supersede 

the rules established in 645—Chapters 326 and 327.") 

 



 
 
 
 
 
 
January 12, 2015 
 
 
Mark Bowden 
Board of Medicine 
400 SW Eighth Street, Suite C 
Des Moines, IA 50309 
 
Dear Mr. Bowden, 
 
On behalf of the 118 hospitals providing medical care in Iowa, the Iowa Hospital Association (“IHA”) writes 
to provide the following comments regarding the Board of Medicine’s proposed telemedicine rule (ARC 
1769C). 
 
IHA is pleased to see the changes made to section 13.11(16), which allows for all three categories of 
telemedicine technologies: store and forward, remote monitoring and real-time.  IHA believes the 
language contained in this section to be beneficial not only for providers, but for patients.  IHA believes a 
broad definition of telemedicine allows for increased access and reduced costs to the health care system.  
Restricting the technologies allowed for by this proposed rule would have a significant negative impact 
on the ability of providers to use telemedicine technology to serve patients.  It is important that providers 
and hospitals understand the scope of this somewhat uncharted territory.   
 
IHA supports and advocates for telemedicine policy that provides for reimbursement parity from all payers 
operating in the state, as well as policy that creates an environment where physicians and health care 
providers are able to provide care within their scopes of practice and make care decisions based on their 
own professional judgment.  Telemedicine policy, whether in law or rule, that is inclusive of these 
considerations would help to promote consistent telemedicine adoption across the state, which would 
increase access for patients, cushion the current shortage of providers in areas like behavioral health, and 
decrease health care costs through achieved efficiency. 
 
Thank you for allowing IHA to provide comment on this noticed rule. 
 
Sincerely, 

 
Sara Allen 
Director of Government Relations/Staff Attorney 
(515)288-1955 



 

 

 

4500 N. Lewis Ave  

Sioux Falls, SD 57104 

 

November 11, 2014 

Mark Bowden 

Iowa Board of Medicine  

400 SW 8th Street, Suite C 

Des Moines, IA 50309‐4686 

Mr. Bowden,  

Avera eCARE supports the Iowa Board of Medicine in establishing standards of practice for physicians 

who use telemedicine in their medical practices and we agree with your proposed amendment for 653 

Iowa Administrative Code Chapter 13, “Standards of Practice and Principles of Medical Ethics”.   

Avera eCARE currently supports several hospitals, clinics and long term care centers in northwest 

Iowa with our eEmergency, eICU, ePharmacy, eConsult, and eLTC services.  These telemedicine 

services are making a positive impact on each community by keeping patients local, reducing the 

burden and expense of traveling to a larger city for specialty care, lowering total cost of care and 

improving patient quality which leads to better outcomes.  Each service operates in a unique 

fashion, keeping the needs of the patient and practice of quality medicine as the foremost 

priorities.   

We have carefully read your proposed amendments and have several points of concern we would like to 

draw your attention to.   

1)  653—13.11(10) Informed consent. 

“A licensee who uses telemedicine shall ensure that the patient provides appropriate informed consent 

for the medical services provided, including consent for the use of telemedicine to diagnose and treat 

the patient, and that such informed consent is timely documented in the patient’s medical record.” 

Currently, informed consent occurs at the originating site where the patient is located.  We feel that 

separate informed consent for the telemedicine services is redundant, confusing and burdensome for 

the patient especially in cases of emergency medicine and intensive care.  Consent for the use of 

telemedicine to diagnose and treat the patient is directed by the local provider, therefore, one 

consent‐to‐treat form should cover all services needed to diagnose and treat the patient.   

2) 653—13.11(13) Emergency services. 



 

 

“A licensee who uses telemedicine shall establish written protocols for referral of the patient to an 

acute care facility or an emergency department when it is necessary for the safety of the patient in 

case of emergency.” 

We feel that written protocols for referral of the patient to an acute care facility or an emergency 

department are the responsibility of the originating site where the patient is located.  In the event 

of an emergency, the local facility would ensure the safety of the patient and understand best what 

local resources are available.  Avera eCARE partners effectively with eight Iowa facilities and while 

we strive to understand the dynamics and resources of each facility, ultimately we rely on local staff 

for these protocols.  The telemedicine provider will follow the protocols established by the 

originating site when referring the patient to a higher level of care.   

3) 653—13.11(14) Medical records. 

“The licensee shall note in the patient’s record when telemedicine is used to provide diagnosis and 

treatment.” 

When we work in ICUs (eICU) and emergency rooms (eEmergency) the local provider retains the patient 

and the role of primary caregiver; therefore, the local provider retains the medical record and we may 

or may not have rights or access to the EMR.  In these cases, a licensee who uses telemedicine may not 

have the ability to note in the patient’s record in situations where they do not have access to the EMR.  

The originating site, where the medical record resides, is the primary owner and source for maintenance 

of the patient’s medical record.  As an alternative, we suggest that a licensee who uses telemedicine 

shall ensure that each encounter is documented in a log or separate record for timely access to all 

information obtained during the telemedicine encounter.  The licensee will also ensure that any 

electronic communications, records physician‐patient communications, laboratory and test results, 

evaluations and consultations, prescriptions, and instructions obtained or produced in connection 

with the use of telemedicine technologies are provided in writing to the originating site to include in 

the patient’s medical record. 

4) 653—13.11(17) Disclosures and functionality of telemedicine services. 

“A licensee who uses telemedicine shall clearly disclose the following information to the patient:  
a. Types of services provided;  
b. Contact information for the licensee;  
c. Identity, licensure, board‐certification, credentials, and qualifications of all health care providers 

who are providing the telemedicine services;  
d. Limitations in the drugs and services that can be provided via telemedicine: 

e. Fees for services, cost‐sharing responsibilities, and how payment is to be made;  
f. Financial interests, other than fees charged, in any information, products, or services provided 

by the licensee(s);  
g. Appropriate uses and limitations of the technologies, including emergency situations;  
h. Uses and response times for e‐mails, electronic messages and other communications 

transmitted via telemedicine technologies;  



 

 

i. To whom patient health information may be disclosed and for what purpose;  
j. Rights of patients with respect to patient health information; and  
k. Information collected and passive tracking mechanisms utilized.” 

Avera eCARE supports the CTeL telemedicine guideline where “the telemedicine encounter must be 

equal or superior to the same encounter done in‐person.”  Each originating site is responsible for 

ensuring the credentials and privileges for the providers offering services to patients in their facility.  We 

feel that a separate disclosure for the licensee who uses telemedicine is unnecessary, burdensome and 

excessive since the in‐person provider is not required to provide this information.  This has the potential 

to unnecessarily restrict access to telemedicine.  As an alternative, we recommend stating that this 

information be made available to patients upon request. 

 

Thank you for your consideration of our comments.  We look forward to the continued expansion of 

telemedicine services in the state of Iowa and are happy to answer any questions or provide more 

clarification and examples to support your proposed standards.   

Sincerely, 

 
David Erickson, MD  

Executive Vice President / Chief Medical Officer, Avera Health   

















Mr. Bowden, 
 
I am writing to you regarding the noticed rules to establish telemedicine standards for Iowa licensed 
physicians in 653-13.11. 
 
As we discussed on Friday, January 19th, The Iowa Clinic physicians have concerns regarding the ability 
to prescribe through telemedicine/telehealth interactions. Of particular concern are narcotics or other 
prescription drugs that could have life threatening consequences without a full and complete physical 
performed by the physician. We fully understand that the need for standards to be set by the Board of 
Medicine but the rules as currently written do not go far enough to patients and consumers.  
 
As you know, this is of particular concern for The Iowa Clinic and the Iowa Independent Physician Group 
in conjunction with the Iowa Board of Medicine's legislative proposal for an Interstate Medical Licensure 
Compact. The clinics do not believe the potential unintended consequences have been fully vetted or 
studied regarding the use of telemedicine and adequate regulation by all state licensure boards who are 
potential compact members. 
 
Please do not hesitate to contact me if you have questions. Thank you for the opportunity to continue to 
work with you on issues coming before the IBM. 
 
Karla Fultz McHenry 
Fultz McHenry Consulting LLC 
 



 

   

 

January 15, 2015 

 

 

 

Mark E. Bowden 

Executive Director      

Iowa Board of Medicine 

400 SW 8
th

 Street, Suite C 

Des Moines, IA 50309-4686 

 

RE: ARC 1769C Standards of Practice – Telemedicine  

 

Dear Mr. Bowden: 

 

On behalf of the 6,400 physician and medical student members of the Iowa 

Medical Society (IMS), thank you for this opportunity to comment on the Board 

of Medicine’s proposed rule ARC 1769C—Standards of Practice—Telemedicine. 

IMS supports the effort to increase access to health care for Iowans in rural and 

underserved areas. Appropriate telehealth practice holds the potential to help in 

these efforts. To this end, IMS recommends the following amendments to ARC 

1769C: 

 

653 – 13.11(7)(b) A valid physician-patient relationship may be 

established:  

1.  Through an in-person medical interview and a physical examination 

(when medically necessary) conducted prior to the use of telemedicine, 

where an in-person encounter would otherwise be required in the 

provision of the same service not delivered via telemedicine;  

2.  Through consultation with another licensee (or other healthcare provider) 

who has an established relationship with the patient and who agrees to 

participate in, or supervise, the patient's care; or,  

3(a). In accordance with evidence-based telemedicine practice guidelines 

that are established by nationally recognized medical specialty 

organizations and address the clinical and technological aspects of 

telemedicine 

(b). Where such nationally recognized medical specialty organization 

telehealth guidelines have not yet been established, by establishing via 

telemedicine a patient diagnosis through the use of acceptable medical 

practices, including patient history, mental status examination, physical 

examination (when medically necessary), and appropriate diagnostic and 
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laboratory testing to establish diagnoses, as well as to identify underlying 

conditions or contraindications, or both, to treatment recommended or 

provided. 

This proposed language clarifies that there are multiple ways to establish a valid 

physician-patient relationship other than in person and is consistent with AMA 

Policy H-480.946. The AMA guidelines, as well as the proposed language, 

outline that a valid patient-physician examination may be established in person, in 

consultation with a physician who has an ongoing relationship with the patient, or 

by meeting the standards established by national medical specialty organizations. 

The proposed language goes beyond the AMA guidelines to offer a method of 

establishing that relationship when no applicable national medical specialty 

organizations have established standards. This allows a physician to establish a 

valid relationship without an in-person encounter while still ensuring a baseline of 

appropriate care.  

 

 

653—13.11(9) Non-physician health care providers. Except in 

emergent care situations or consultations provided pursuant to 

13.11(7)(d)(2), I if a licensee who uses telemedicine relies upon or 

delegates the provision of the medical services to be provided by 

telemedicine to a non-physician health care provider who requires 

physician supervision, the licensee shall:  

 

a. Personally assess each non-physician health care provider’s 

education, training, experience, and ability to ensure that each provider is 

qualified and competent to safely perform each medical service being 

provided;  

 

b. Ensure that each medical service provided is within the scope 

of practice of the licensee, and that of the non-physician health care 

provider, as evidenced by the education, training, experience, ability, 

licensure or certification of the licensee and the non-physician healthcare 

provider;  

 

a. Ensure that the non-physician health care provider is qualified and 

trained to provide that service within the scope of the non-physician 

health care provider’s practice; 

 

c. b. Ensure that the licensee is available electronically to consult with 

non-physician health care providers, particularly in case of injury or an 

emergency; 
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The proposed rule imposes a degree of responsibility upon physicians that does 

not currently exits when a medical service is provided in-person. IMS believes it 

is unreasonable to require physicians to “personally” assess the qualifications of 

nonphysician providers to whom patient care when responsibilities are delegated. 

IMS believes that physicians should, generally speaking, be able to rely upon the 

credentialing and employment processes of the facilities in which they practice.  

The IBM’s proposed language is more specific than AMA Policy H-480.946, 

which states that practitioners delivering telemedicine services must be licensed in 

the state or otherwise authorized by that state’s board, and that the physician is 

responsible for the safety and quality of services provided to patients by 

nonphysician providers through telemedicine. Additionally, the Federation of 

State Medical Boards, in its model policy for telemedicine, does not require 

personal assessment of credentials.  

 

 

 

653 – 13.11(18)(e) Fees for services, cost-sharing responsibilities, and 

how payment is to be made, if these differ from an in-person encounter. 

 

This is not current practice for in-person visits given the administrative 

complexities of differing fee schedules for each payer and contracting 

arrangement. IMS believes this language is more in line with the Board’s 

intention of ensuring that patients are informed if there is an additional financial 

responsibility for receiving care via telemedicine, but that providers are not faced 

with an additional administrative burden if there are no additional fees for 

receiving care via telemedicine. 

 

 

653 – 13.11(21) Prescribing controlled substances based solely on an 

internet request, internet questionnaire or a telephonic evaluation – 

prohibited. Prescribing controlled substances to a patient based solely 

on an internet request or internet questionnaire is prohibited.  Absent a 

valid patient-physician relationship, prescribing to a patient based solely 

on or a telephonic evaluation is prohibited.  

 

IMS recognizes the need to ensure appropriate virtual and telephonic practice, and 

concurs with the IBM that prescribing based solely on internet requests or internet 

questionnaires is inappropriate and a patient safety concern. Iowa should prohibit 
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all prescribing on this basis to put in place even stronger public protections. It is 

common practice for physicians with an established patient relationship to 

evaluate patients telephonically from time to time. This language change would 

ensure that practice may continue, however, it would clarify that prescribing to a 

patient absent a valid existing relationship is inappropriate.  

Thank you again for the opportunity to provide comment. 

 

Sincerely, 

 

 
 

Clare M. Kelly 

Executive Vice President  
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Mark Bowden 

Executive Director 

Iowa Board of Medicine 

400 SW 8
th
 Street 

Suite C 

Des Moines, Iowa  50309-4686  

 

RE: Telemedicine Draft Rulemaking and Notice of Intended Action 

 

Dear Mr. Bowden: 

 

The American Telemedicine Association (ATA) appreciates the opportunity to comment on the Iowa 

Board of Medicine (“the Board”) Telemedicine Draft Rulemaking and Notice of Intended Action.  

However, we find that parts of the proposed rule are overly prescriptive, duplicative and conflicting and 

believe it will interfere with the intent of the Board to ensure safe and effective medical practice via 

telemedicine. 

 

ATA strongly supports mechanisms that assure patient safety and promote that all health services 

delivered either in-person or via telemedicine are of the highest quality.  Specifically with regard to 

medical practice rules, we believe that, as much as possible, the practice of telemedicine should not be 

regulated differently than in-person care.  While there are important clinical differences that should be 

recognized, allowed, and appropriately regulated, the provision of telemedicine should not be held to a 

different standard than in-person care. 

 

Your existing medical practice rules provide that consistency.  In fact, Iowa was graded an “A” by ATA 

for having a supportive policy landscape that accommodates telemedicine adoption and usage in our 50 

State Telemedicine Gaps Analysis:  Physician Practice Standards & Licensure.
1
  We do not see a need for 

the Board to change existing policies. 

 

We highlight important areas where the draft guidance would impose different and higher standards – and 

thus objectionable standards – for telemedicine.  To facilitate your understanding and consideration of our 

comments we are including some specific comments in this letter.



13.11(1) Definitions  

 

While we commend the Board for streamlining definitions pertaining to telemedicine, it is important to 

underscore that telemedicine is a delivery method and not a separate service such as surgery or anesthesia.  

Therefore it is not necessary to arbitrarily redefine the practice of medicine or patient encounters as it 

applies to those using telemedicine tools. 

 

ATA recommends that the Board consolidate the definitions for “telemedicine” and “telemedicine 

technologies” and allow licensed physicians to rely on their own medical judgment in the delivery of 

critical care services just as they would if the patient were present in the physician’s office. 

 

“Telemedicine” means the provision of services to a patient by a physician from a distance by 

electronic communication in order to improve patient care, treatment or services.   

 

The Board should maintain a consistent position and uphold your opinion that the “licensees using 

telemedicine will be held to the same standards of care and professional ethics as licensees using 

traditional in-person medical care”. 

 

13.11(3) Licensure  

 

We recommend that the Board observe its current policy on professional licensure and not create a 

separate and disruptive licensure standard for telemedicine providers.  Currently a physician must obtain a 

full and unrestricted license in order to practice medicine in the state of Iowa.  Moreover, the Board 

currently grants licensure exemptions to out-of-state physicians who meet the following criteria: 

 

 Physicians and surgeons or osteopathic physicians and surgeons of the United States army, navy, 

air force, marines, public health service, or other uniformed service when acting in the line of 

duty in this state, and holding a current, active permanent license in good standing in another 

state, district, or territory of the United States; and 

 

 Physicians and surgeons or osteopathic physicians and surgeons licensed in another state, when 

incidentally called into this state in consultation with a physician and surgeon or osteopathic 

physician and surgeon licensed in this state.  

 

There are several reasons for these exemptions.  The current rules are consistent with laws and policies of 

federal agencies, such as those affecting the health care for hundreds of thousands of military and veteran 

Iowa residents.  The proposed changes create a conflict with such a federal law.  Additionally, the 

licensure exemption for out-of-state physician-to-physician consultations is an adequate policy and should 

apply to consultations provided via telemedicine.  Forty-five states allow similar exemptions for out-of-

state consultations via telemedicine. 

 

One of the important uses of telemedicine is in emergencies, including both a patient’s medical 

emergency and other types of emergencies affecting a locality.  Sometimes telemedicine is the only 

alternative when no care is available.  It is important that regulations not hinder patients from getting the 

best care that can be done under extenuating circumstances.  The Board should extend licensure 

exemptions to out-of-state providers that meet the conditions outlined in section 13.11(20). 

 

 

 

 

 



13.11(7) Physician-Patient Relationship 

 

The proposed rule outlines a unique set of standards for the physician-patient relationship when 

telemedicine is employed.  However, like with in-person care, the range of service needs and care 

circumstances for telemedicine varies too widely for a “one size fits all” relationship requirement.  In 

particular, the nature of a required relationship is usually very different between on-going primary care 

and medical emergencies requiring a specialist.  We believe the most critical factor is whether the 

physician has sufficient, appropriate clinical and other information to provide a specific medical service. 

 

We are concerned that the Board would be taking an unprecedented step to propose higher standards for 

telemedicine-provided services than services provided in-person regarding relationship with a patient. 

Accordingly, we recommend that the Board delete this section and maintain a consistent position and 

uphold your opinion that the “a licensee who uses telemedicine shall be held to the same standards of care 

and professional ethics as a licensee using traditional in-person encounters with patients”.  Therefore, any 

such a requirement should apply to all licensees regardless of their method of providing care. 

 

13.11(10) Informed Consent 

 

It is important to underscore that telemedicine is a delivery method and not a separate service, such as 

surgery or anesthesia care.  Additionally, there are no national trends for requiring patient informed 

consent as a medical practice standard for telemedicine.  In fact, only 12 state medical boards have any 

patient informed consent requirements for telemedicine – and none have the draft’s set of specifics. 

 

We agree that it is important that the patient must be appropriately informed and limitations disclosed 

about their medical care.  However, we recommend this section be re-titled as Informing the Patient and 

moderating the specifications to be more guidance than rigid regulations.  

 

Sections 13.11(11-19) 

 

We believe these sections are overly prescriptive and recommend that the Board remove provisions 

13.11(11-19).  Generally, the outlined proposed rules overlook existing regulations and interfere with the 

original intent of the rulemaking which is to increase access to health care, expand utilization of specialty 

expertise, and achieve potential cost savings.  Telemedicine collaborations must be facilitated by 

streamlined processes that encourage physician participation if the transformative value of telemedicine is 

to be fully achieved.  Yet these proposed rules will reduce physician engagement and participation in any 

telemedicine program implemented in Iowa.  The net effect of these provisions would be to choke patient 

access to care that would become available through the use of telemedicine. 

 

Further ATA believes that the prescriptive nature of the language disregards a physician’s training, 

experience, and medical judgment in the provision of acceptable medical care, and dismisses evidence-

based medical practice guidelines established by nationally recognized groups.  Therefore, we 

recommend that the Board maintain a consistent position and uphold your opinion that the “a licensee 

who uses telemedicine shall be held to the same standards of care and professional ethics as a licensee 

using traditional in-person encounters with patients.” 

 

13.11(22) Internet Prescribing 

 

ATA strongly recommends that the Board delete this section and reevaluate its position on prescribing.  

Section 13.11(22) requires a physician to be “physically present in the same location as the patient when 

prescribing, administering, or dispensing medication or providing treatment regimens that can be 

administered only by a physician”.  Although it may not be intended, the language may even prohibit a 



patient from receiving follow-up care for normal interactions such accessing a different anti-biotic on the 

basis of a follow-up phone call.  The fact is many physicians already issue non-controlled prescriptions 

based on either a phone or video visit.  For mental health services such practice has commonly been in 

place for years and such a prohibition could seriously jeopardize existing mental health programs.  This 

section starkly contrasts section 13.11(20), which outline circumstances when a physician may treat a 

patient without being physically present. 

 

 

In conclusion, we urge the Board to propose consistent application among medical practices.  To help 

understand how difficult different and higher standards would be, we suggest the Board consistently 

measure the impact and use of the proposed standards as if they were applied to all medical care. 

 

Sincerely, 

 
Jonathan D. Linkous 

Chief Executive Officer 

 

                                                           
1
 American Telemedicine Association, 50 State Telemedicine Gaps Analysis:  Physician Practice Standards & 

Licensure. September 2014; http://www.americantelemed.org/docs/default-source/policy/50-state-telemedicine-

gaps-analysis--physician-practice-standards-licensure.pdf?sfvrsn=6  

http://www.americantelemed.org/docs/default-source/policy/50-state-telemedicine-gaps-analysis--physician-practice-standards-licensure.pdf?sfvrsn=6
http://www.americantelemed.org/docs/default-source/policy/50-state-telemedicine-gaps-analysis--physician-practice-standards-licensure.pdf?sfvrsn=6
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Iowa Physician Assistant Society 
6919 Vista Drive 
West Des Moines, IA 50266 

 ph: (515) 282-8192 fax: (515) 282-9117 
 
 
 

January 14, 2015 
Re: ARC 1769C, Medical Board’s proposed telemedicine rules 
 
Dear Mr. Bowden, 

I am writing today on behalf of the Iowa Physician Assistant Society (IPAS), the only state organization 
representing the 1,100 PAs licensed to practice in the state.  IPAS would like to comment on the Iowa 
Board of Medicine’s proposed plan to promulgate rules to regulate telemedicine in the state (ARC 
1769C). 
 
As we face unprecedented provider shortages coupled with the strain of covering millions of uninsured 
patients in a reformed health care system, barriers must be removed to allow providers to extend the reach 
of medicine to underserved communities and at-risk populations. Regulations providing clarity to those 
who practice telemedicine will allow health professionals to consult with physicians, PAs, and other 
health professionals by way of telehealth technology. 
 
The proposed regulations will benefit rural hospitals, rural communities, on-call physicians, PAs staffing 
the rural hospitals – and, most importantly, the patients who reside in rural communities and who rely on 
rural hospitals to provide excellent medical care. 
 
IPAS is concerned with the following section of proposed rule: 
653—13.11(9) 
Non-physician health care providers. If a licensee who uses telemedicine relies upon or delegates medical 
services to a non-physician health care provider who requires physician supervision, the licensee shall: 
a. Ensure that each non-physician health care provider is qualified and competent to safely perform each 
medical service being provided by personally assessing the non-physician health care provider’s 
education, training, experience and ability; 
b. Ensure that each medical service provided is within the scope of practice of the licensee, and the non-
physician health care provider, including their education, training, experience, ability, licensure or 
certification; 
c. Ensure that the licensee is available electronically to consult with non-physician health care providers, 
particularly in case of injury or an emergency;  
 
Our concern is that PAs are not exempted from the definition of “licensed or unlicensed non-physician 
person" in section 653-13.11(9) of the draft rules. The goal of these proposed rules is to ensure that 
individuals who provide telemedicine services are appropriately supervised.  PAs are already 
appropriately supervised, through laws and rules promulgated by both the Iowa Board of Medicine and 
Iowa Board of Physician Assistants. 
As you know, the laws and regulations governing PA practice already require physician supervision of 
PAs in every clinical setting. PAs work as members of physician-directed teams, and must comply with 
the supervision requirements expressed in §645-326.8 of the Iowa Administrative Code.  
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Under those regulations, PAs cannot practice unless they are supervised by a licensed physician. 
Supervising physicians are required to accept responsibility for care provided by PAs. The physical 
presence of the supervising physician is not necessarily required so long as the physician is readily 
available via telecommunication.  
 
The existing regulations governing PA practice also authorize supervising physicians to determine the 
scope of practice of PAs, as long as services provided by the PA are within the scope of practice of the 
supervising physician and the supervising physician has determined that the PA has sufficient training and 
experience to perform them: “Diagnostic and therapeutic medical tasks for which the supervising 
physician has sufficient training or experience may be delegated to the physician assistant after a 
supervising physician determines the physician assistant’s proficiency and competence.” - §645-327.1(1) 
IPAS would respectfully request that language be added to this telemedicine regulation to avoid 
conflicting rules that may confuse practitioners.  Such language may read as follows: 
 
Physician assistants. Nothing in these rules shall be interpreted to contradict or supersede the rules 
established in IAC 645—Chapters 326 and 327. 
 
This is language that has previously been used in rules governing the regulation of medical spas, and 
would avoid conflicting or confusing rules. 
 
 
Thank you for your consideration of this request. 
 
Sincerely,  
 

 
 
Laurie Clair, PA 
President Elect, Iowa PA Society 

 
 









HealthPartners 
8170 33rd Avenue South 
Bloomington, MN 55425 
 
healthpartners.com 
 
Mailing Address: 
PO Box 1309 
Minneapolis, MN 55440-1309 
 
Mark Bowden, MD, Executive Director 
Iowa Board of Medicine 
400 SW Eighth Street, Suite C 
Des Moines, Iowa 50309-4686 
 
Submitted electronically to mark.bowden@iowa.gov 
 
Date: January 15, 2015  
 
Re: ARC 1769C – Amend IAC 653 – Chapter 13.11 to establish the standards of practice for 
physicians who use telemedicine. 
 
Dear Dr. Bowden: 
 
Thank you for the opportunity to comment on the proposed standards of practice for physicians 
who use telemedicine. We are excited by the important role of telemedicine in today’s health 
care landscape and are grateful for the opportunity to provide input on related rules. We hope 
that our ideas and recommendations are useful to you.  
 
HealthPartners is a Minnesota-based, non-profit healthcare organization, which offers health plan 
products and provides health care services through a large integrated health system that includes 
six hospitals and more than 100 medical and dental clinics. In 2010, HealthPartners launched 
virtuwell, a 24/7 telemedicine medical clinic for common conditions like bladder infection, sinus 
infection or pink eye. virtuwell’s online diagnosis and treatment services are currently available 
to residents in Minnesota, Wisconsin, North Dakota, Michigan, Arizona, and Virginia and we are 
pleased to have offered these services to Iowa residents since July 2014. 
 
I. Background on virtuwell 
 
Designed by physicians, virtuwell reinvents the diagnosis and treatment process while taking a 
thoughtful and rigorous approach to ensuring quality and safety.  virtuwell offers a limited range 
of healthcare services (for about 50 simple conditions), and has engineered hundreds of safety 
protocols based on rigorous clinical best practices to ensure safe and effective care. We are 
particularly proud of our 3rd quarter 2014 quality data that we recently had a chance to share with 
you via email. 
 
At virtuwell, we ask patients the same questions you’d expect from a doctor’s office visit, except 
we do it through an online adaptive interview process.  As patients pace themselves through 
relevant presenting symptoms and medical history questions, virtuwell leverages sophisticated 
evidenced-based clinical algorithms to make sure all the right questions are asked.   Then the 
interview is reviewed by a board-certified nurse practitioner, who double checks allergies and 
medications, initiates a phone call as appropriate, writes a diagnosis and treatment plan and sends 
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electronic prescriptions, if indicated, to the patient’s pharmacy of choice.  If a patient’s answers 
show that she needs to be seen in person, we tell her to see her primary doctor and do not charge 
for the advice. We also follow up with every patient to make sure they’re getting better. And, 
patients may contact virtuwell with any follow up questions for which there is never an 
additional charge.  
 
virtuwell is an example of how unique and innovative approaches to telemedicine can improve 
patient access to care and provide high quality services all while reducing overall healthcare 
costs. As published in the February 2013 edition of peer reviewed Health Affairs, after tens of 
thousands of cases of patients using virtuwell.com, detailed analysis of cases treated show strong 
indicators of clinical effectiveness. 
 
While telemedicine holds much promise for improving access to high quality health care 
services, we know that virtuwell and other types of telemedicine are not right for every condition 
or every person.  In fact, about 20% of the people who begin the interview process through 
virtuwell will be referred to a doctor’s office because the standard of care suggests an in-person 
physical exam or lab test is appropriate.  These people will receive recommendations that they 
see their primary care physician, go to urgent care, etc., as appropriate, based on the information 
the patient has provided. 
 
Our virtuwell team of certified nurse practitioners has provided about 125,000 treatment plans 
for patients and 98 percent of our customers say that they would recommend us to a family 
member or friend. The success HealthPartners has experienced with virtuwell in increasing 
access to convenient, high-quality, and more affordable care informs our comments on the 
proposed rule. 
 
II. Proposed rule 
 
We first would like to thank you for your work on the proposed rule and to highlight the areas of 
the rule of which we are particularly supportive. These include the following sections:  
 

• 653–13.11(147, 148, 272C) Standards of practice–telemedicine 
• 13.11(3) Iowa medical license required. 
• 13.11(4) Standards of care and professional ethics. 
• 13.11(5) Scope of practice. 
• 13.11(6) Identification of patient and physician. 
• 13.11(9) Nonphysician health care providers. 
• 13.11(13) Emergency services. 
• 13.11(14) Medical records. 
• 13.11(15) Privacy and security. 
• 13.11(16) Technology and equipment. 
• 13.11(21) Prescribing controlled substances–prohibited.  

 
HealthPartners is committed to providing its patients with high quality health care and supports 
the concept that licensees using telemedicine should be held to the same standards of care and 
professional ethics as licensees using traditional in-person medical care. 
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Additionally, we are dedicated to providing telemedicine services that comply with privacy and 
security laws and to ensuring that our technology is in compliance with relevant safety laws, 
rules, and regulations. We appreciate and support the manner that you have addressed these 
items in the proposed rule.  
 
We would also like to share comments and recommendations on other parts of the proposed rule 
with which we have some concerns.  
 
Establishing a practitioner-patient relationship through a telemedicine encounter  
 
The practitioner-patient relationship has been and continues to be a keystone of medical care 
whether that relationship is with a physician, certified nurse practitioner, physician assistant, or 
other practitioner. At virtuwell, our certified nurse practitioners provide care to our patients by 
using physician developed algorithms and protocols and are supported through ongoing 
oversight by our medical directors. We have thus framed our recommendations for section 
13.11(7) Physician-patient relationship as the “practitioner-patient relationship.”  
 
We believe that a practitioner-patient relationship can be established through a telemedicine 
encounter where the standard of care does not require an in-person encounter. By illustration, 
virtuwell offers treatment for approximately 50 simple conditions that are generally associated 
with high diagnostic accuracy and treatment efficacy in both traditional and online care venues. 
Patients who use virtuwell choose to use an online convenience care service where the 
practitioner-patient relationship is established with a board-certified nurse practitioner at the time 
of the consultation. The nurse practitioner reviews each patient’s interview, initiates a phone call 
if appropriate, writes a diagnosis and treatment plan and can send electronic prescriptions. 
Patients can call the nurse practitioner with questions and also request a follow-up call after their 
session has ended. We thus recommend the following changes to the proposed rule to address the 
formation of a practitioner-patient relationship through a telemedicine encounter.  
 
Recommendation: We recommend including language to explicitly address the establishment of a 
practitioner-patient relationship through a telemedicine encounter where the standard of care does not 
require an in person encounter. We also ask that the phrase “are established by nationally recognized 
medical specialty organizations” be removed. We believe in the importance of evidence–based 
telemedicine practice guidelines, but these are not limited to those developed by medical specialty 
organizations. 
 

13.11(7) Physician-patient relationship. 
 a.  A licensee who uses telemedicine shall establish a valid physician-patient relationship with 
the person who receives telemedicine services. The physician-patient relationship begins when: 
 (1) The person with a health-related matter seeks assistance from a licensee; 
 (2) The licensee agrees to undertake diagnosis and treatment of the person; and 
 (3) The person agrees to be treated by the licensee whether or not there has been an in person 
encounter between the physician and the person. 
 b.  A valid physician-patient relationship may be established: 
 (1) Through an in person medical interview and a physical examination (when medically 
necessary) where the standard of care would require an in person encounter would otherwise be required in 
the provision of the same service not delivered via telemedicine; 
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 (2) Through telemedicine, where the standard of care does not require an in person encounter; 
 (2)(3) Through consultation with another licensee (or other health care provider) who has an 
established relationship with the patient and who agrees to participate in, or supervise, the patient’s care; or 
 (3)(4) In accordance with evidence-based telemedicine practice guidelines that are established by 
nationally recognized medical specialty organizations and address the clinical and technological aspects of 
telemedicine. 

 
Narrowly defining “Internet questionnaire”  
 
We are attuned to the fact that a static Internet questionnaire is insufficient to achieve an 
acceptable standard of care, however we recommend adding further explanation to this section to 
differentiate between static questionnaires and adaptive, interactive and responsive online 
interviews that are used in coordination with relevant evidenced-based clinical protocols.  
 
The adaptive, interactive and responsive question and answer format virtuwell uses is based on 
sophisticated physician developed interview algorithms that gather a patient’s medical history, 
on-set of symptoms, digital pictures (e.g. rashes), medications, allergies and the like, allowing 
nurse practitioners to accurately diagnose common medical conditions while identifying 
situations where an in-person visit is needed. The service does not offer treatment for conditions 
in which the standard of care requires a lab test, imaging study, or in-person physical exam. In 
addition to the use of an interactive interview, a certified nurse practitioner examines each 
patient’s information and provides a diagnosis and treatment plan. Both patient- and clinician-
initiated telephonic interactions are available around the clock. And nurse practitioners benefit 
from additional decision-support tools which alert them to initiate outbound calls to customers in 
about half of the cases. While we recognize the concerns of relying solely on a basic 
questionnaire that may fail to provide adequate information, we want to emphasize the 
usefulness of a sophisticated adaptive, interactive, and responsive online interview when used in 
coordination with widely accepted clinical protocols and telephonic interactions.  
 
Recommendation: We recommend narrowly defining “Internet questionnaire” to differentiate between 
a static questionnaire and an adaptive, interactive, and responsive online interview to guide a provider 
who maintains the ultimate responsibility for making a diagnosis and treatment plan. This would 
prevent unintentionally limiting the potential positive impact technology could have on patient care. 
 

13.11(8) Medical history and physical examination. Prior to providing treatment, including issuing 
prescriptions, electronically or otherwise, a licensee who uses telemedicine shall ensure that the 
patient is interviewed to collect the patient’s relevant medical history and that the patient receives a 
physical examination, when medically necessary, sufficient for the diagnosis and treatment of the 
patient. Generally, the licensee shall perform an in-person medical interview and a physical 
examination of the patient. However, the medical interview and physical examination may not be in 
person if the technology utilized in a telemedicine encounter is sufficient to establish an informed 
diagnosis as though the medical interview and physical examination had been performed in person. 
An Internet questionnaire (i.e., a static questionnaire provided to a patient, to which the patient 
responds with a static set of answers, in contrast to an adaptive, interactive and responsive online 
interview) alone does not constitute an acceptable medical interview and physical examination for the 
provision of treatment, including issuance of prescriptions, electronically or otherwise, by a licensee. 
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Coordination of Care and Follow-up Care 
 
HealthPartners appreciates the importance of coordination of care when medically necessary as 
well as creating patient experiences that are more empowering regardless if the care was 
delivered in a clinic, an urgent care center or a telemedicine clinic. A provider delivering care 
through telemedicine should be expected to help coordinate care when in-person follow up is 
needed. By illustration, at virtuwell, if the standard of care suggests a patient needs to be seen in 
person we recommend she see her primary care provider, and there is no charge for the service.  
 
HealthPartners also believes that when a provider establishes a relationship with a patient, she 
should be responsible for medically appropriate follow up care, even if that care originated in a 
telemedicine visit. Care delivered through telemedicine should include medically appropriate 
follow up. And if that includes an in-person visit, that telemedicine provider should be 
knowledgeable about options for that patient. 
 
Recommendation: We recommend clarifying that coordination of care and follow-up care shall be 
provided based on what is medically appropriate to the particular circumstances and services.  
 

13.11(11) Coordination of care. A licensee who uses telemedicine shall, when medically appropriate, 
identify the medical home or treating physician(s) for the patient, when available, where in-person services 
can be delivered in coordination with the telemedicine services. Upon request of the patient, The the 
licensee shall provide a copy of the medical record to the patient’s medical home or treating physician(s). 
 
13.11(12) Follow-up care. When medically appropriate, a licensee who uses telemedicine shall ensure that 
the patient has access to appropriate follow-up care following a telemedicine encounter. In such cases, The 
the physician shall have adequate knowledge of the nature and availability of local medical resources to 
provide appropriate follow-up care to the patient following a telemedicine encounter. 

 
Financial Interests 
 
We agree that physician decision-making should be based on the standard of care rather than the 
personal financial interests of the physician. However, we believe that current federal anti-
kickback, self-referral and civil monetary penalty laws are well-developed and provide strong 
enforcement in this area. Adding this rule specific to telemedicine makes the regulation of 
telemedicine unnecessarily more complex and prescriptive than regulation of the same issues in 
other clinical settings.  
 
We also understand the concern about internet prescribing being tied to a specific pharmacy, 
where the prescribing and dispensing are inextricably linked. However, a “preferred” pharmacy 
relationship could occur in any clinical setting, and should not be automatically prohibited. The 
important thing is that the patient retains the freedom of choice in her ultimate selection of a 
pharmacy. 
 
Recommendation:  For the reasons cited above, we recommend striking this section. As an alternative to 
striking this section, we would recommend narrowing it, as follows: 
 

13.11(19) Financial interests. Advertising or promotion of goods or products from which the licensee(s) 
receives direct remuneration, benefit or incentives (other than the fees for the medical services) is 

Our mission is to improve health and well-being in partnership with our members, patients and community. 

 



6 
 

Our mission is to improve health and well-being in partnership with our members, patients and community. 

 

prohibited to the same extent as those activities are prohibited by federal law. Notwithstanding such 
prohibition, Internet services may provide links to general health information sites to enhance education; 
however, the licensee(s) should not benefit financially from providing such links or from the services or 
products marketed by such links. When providing links to other sites, physicians should be aware of the 
implied endorsement of the information, services or products offered from such sites. The maintenance of 
a preferred relationship with any pharmacy is prohibited, to the extent such relationship limits the patient’s 
freedom of choice in selecting a pharmacy. Licensees shall not transmit prescriptions to a specific 
pharmacy, or recommend a pharmacy, in exchange for any type of consideration or benefit from the 
pharmacy.  

  
On behalf of HealthPartners and our virtuwell program would like to thank you again for the 
opportunity to provide input to the Iowa Board of Medicine on this proposed rule and we 
welcome any chance to discuss this with you further either in person or via phone. If you have 
any additional questions or if we can be of assistance in any other way, please contact Kevin 
Palattao, Vice President of Clinic Patient Care Systems at Kevin.J.Palattao@HealthPartners.com, 
952-883-5348.  
 
 
Sincerely, 
 
 
 
 
Andrew Zinkel, MD     Brian Rank, MD 
Associate Medical Director    Executive Medical Director 
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Mr. Mark Bowden 
Executive Director 
Iowa Board of Medicine 
Mark.bowden@iowa.gov 
 
RE: ARC 1769C establishing standards of practice for telemedicine 
VIA EMAIL 
 
January 15, 2014 
 
Dear Mr. Bowden,  
 
Thank you for the opportunity to comment on the Board of Medicine’s (Board) proposed rules published 
at ARC 1769C.  UnityPoint Health operates in the states of Iowa, Illinois and Wisconsin, with over 30,000 
employees including more than 900 doctors and specialists.  Our team of professionals communicate 
with our patients to clearly and effectively address the patient’s healthcare in the most appropriate 
setting, including through use of telemedicine which aids in the delivery of high quality, efficient and 
value-based health care.  UnityPoint Health thanks the Board of Medicine for taking a leadership role to 
standardize the use of telemedicine in the practice of medicine.   
 
The proposed rules appear to be designed to address the possibility that telemedicine-enabled 
outpatient clinic visits between providers and patients may result in compromised, inadequate, 
inappropriate, or substandard care for patients in Iowa.  We agree with the intent to preclude such a 
possibility through the implementation of a standard of practice for telemedicine. 
 
In order to ensure proper patient care, these proposed standards have the stated intent of ensuring that 
care provided through telemedicine technologies must be equivalent to care provided in-person.  Again 
UnityPoint Health agrees with this position in concept.  However, there are several areas addressed in 
these proposed standards that overreach the intention of equivalent care and place undue burden on 
visits conducted through telemedicine that do not exist for in-person visits. 
 
Telemedicine is a capability that should enhance access to care and care coordination by removing 
geographic barriers between patients and providers within the state of Iowa.  By creating incremental 
burdens on providers using telemedicine in the provision of care, telemedicine use can be discouraged 
and the benefits of its use lost to Iowa patients. 
 
Specific comments regarding the proposed standards include the following:  
 
• Amend proposed rule 13.11(6) to hold telemedicine providers to the standards that all Board 

licensees must comply with.   The clinical setting should not impact the standard.   It is unclear why 
and how the licensee can “ensure” that the patient has the ability to verify the list of items.   At a 
minimum, we suggest the following changes to keep the standards for all Board licensees consistent.   
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13.11(6) Identification of patient and physician. A licensee who uses telemedicine shall verify 
the identity of the patient and ensure that the patient has the ability to verify the identity, 
licensure status, certification, credentials, and qualifications of all health care providers who 
provide telemedicine services prior to the provision of care. 

 
• Clarify when an in-person physical examination is “medically necessary.” It is unclear in proposed 

rules 13.11(8) and 13.11(20) when a medical interview and physical exam may not be in-person. 
Although the proposed rule is consistent with AMA policy regarding the collection of the patient’s 
medical history the requirement for a physical exam is not considered in AMA guidance. The rule 
appears to require the telemedicine physician to perform a medical interview and physical 
examination of the patient in-person. This assumption is further supported by the Board listing 
several limited instances in which an in-person exam of a patient may not be required, none of 
which fit UnityPoint Health’s current MDLive process. The rules states that a physical exam may not 
be in person if the technology utilized in a telemedicine encounter is sufficient to establish an 
informed diagnosis.    We suggest striking the sentence as indicated below.   

 
13.11(8) Medical history and physical examination. Prior to providing treatment, including 
issuing prescriptions, electronically or otherwise, a licensee who uses telemedicine shall ensure 
that the patient is interviewed to collect the patient’s relevant medical history and that the 
patient receives a physical examination, when medically necessary, sufficient for the diagnosis 
and treatment of the patient. Generally, the licensee shall perform an in-person medical 
interview and a physical examination of the patient. However, The medical interview and 
physical examination may not be in person if the technology utilized in a telemedicine 
encounter is sufficient to establish an informed diagnosis as though the medical interview and 
physical examination had been performed in person.  An Internet questionnaire alone does not 
constitute an acceptable medical interview and physical examination for the provision of 
treatment, including issuance of prescriptions, electronically or otherwise, by a licensee. 

 
• Clarify the consent required by 13.11(10).  This seems clear for outpatient clinic visits, but it is 

unclear for other telemedicine environments.  UnityPoint Health and its rural affiliate hospitals 
currently use telehealth technologies for inpatient consultations and emergency department 
consultations.  In these situations, consent to care is already required from the patient.  Would 
13.11(10) require additional consent for telemedicine consultations, or can this be included within 
general consent to care? 

 
 

• Amend to require that medical records be transferred to the patient’s medical home or treating 
physician upon the request of the patient.  We propose the following amendment to 13.11(11):  

 
13.11(11) Coordination of care.  A licensee who uses telemedicine shall identify the medical 
home or treating physicians(s) for the patient, when available, where in-person services can be 
delivered in coordination with telemedicine services.  Upon the patients request, the The  
licensee shall provide a copy of the medical record to the patient’s medical home or treating 
physician(s).  



 
• Language as proposed in 13.11(12) in particular use of the term “ensure” indicates that the 

telemedicine provider will guarantee that the patient has access to appropriate follow-up care.  This 
is different than providing the information and it would appear that deleting the first sentence and 
leaving the second would appropriately address this issue.   

 
13.11(12) Follow-up care.  A licensee who uses telemedicine shall ensure that the patient has 
access to appropriate follow-up care following a telemedicine encounter.   The physician shall 
have adequate knowledge of the nature and availability of local medical resources to provide 
offer appropriate follow-up care to the patient following a telemedicine encounter.   

 
• Clarify the Board’s intent in 13.11(13).  Specifically, if a patient is referred to call 911 for emergency 

services, does this satisfy the requirement that a patient be referred to an acute care facility or an 
emergency department.   

 
• Clarify the requirements in 13.11 (16) (b).  The requirements for sufficient quality, size, resolution 

and clarity for safe and efficient provision of telemedicine services appear to be highly subjective.  
Would sufficiency be determined by the physician, or by another entity or agency? 

 

UnityPoint Health would welcome the opportunity to discuss our comments and concerns further with 
you and would be happy to meet at your convenience.  

Respectfully Submitted,  

Kate Walton   
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January 15, 2015 

Mark Bowden, Executive Director 

Board of Medicine 

400 S.W. Eighth Street 

Suite C 

Des Moines, IA 50309-4686 

 

Submitted Electronically 

 

Attention: ARC 1769C 

 

RE: Notice of Intended Action  

 

Dear Director Bowden:   

The National Women’s Law Center (NWLC) submits these comments in response to ARC 1769C (“the 

Rule”) which would amend Iowa Administrative Code 653 Chapter 13 and establish standards of practice 

for physicians using telemedicine. NWLC is a non-profit legal advocacy organization that has been 

working since 1972 to protect and advance the progress of women and their families in core aspects 

of their lives, with an emphasis on the needs of low-income women. The National Women’s Law 

Center has long advocated for women’s health care and reproductive rights. The Center’s efforts 

reflect extensive research and expertise regarding women’s specific health needs. 

The Rule promotes telemedicine as a “useful tool” for improving health care in the state; 

however, r. 653.13.11(22) keeps in place the Board's attempt to ban telemedicine for the 

administration of medication abortion. Specifically, r. 653.13.11(22) singles out the use of 

telemedicine for medication abortion by stating that the Rule does not “contradict or supersede” 

Iowa Administrative Code 653.B.10 (147,148,272C), a provision promulgated by the Board in 

2013.
1
 The 2013 Rule requires a physician to be physically present when a woman is provided 

with the drugs necessary for a medication abortion. This prohibition has been challenged and is 

currently under consideration by the Iowa Supreme Court, yet the Board has reinforced the 2013 

Rule prohibiting the use of telemedicine for medication abortion.
 2

 NWLC respectfully urges the 

Iowa Board of Medicine (Board) to delete entirely r. 653.13.11(22). 

As ARC 1769C states, telemedicine “can provide important benefits to patients, including 

increased access to health care, expanded utilization of specialty expertise, rapid availability of 

patient records, and potential cost savings.”
3
 The Iowa Department of Public Health has also 

acknowledged telemedicine as a necessary tool for improving the health care of rural residents. 

                                                 
1
 ARC 1769C Notice of Intended Action, r. 653.13.11(22). 

2
 Prior to publication of the current Rule, the Iowa Supreme Court temporarily stayed implementation of Iowa 

Administrative Code r. 653.B.10 (147,148,272C). See Planned Parenthood of the Heartland, Inc. v. Iowa Board of 

Medicine, No. 14-1415 (Iowa Sep. 16, 2014). The Court has not yet made a final decision in PPH's challenge to that 

rule, so it would be improper for the Board to continue with these efforts to ban the use of telemedicine in abortion 

care.   
3
 ARC 1769C, r. 653.13.11(147,148,272C). 
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In fact, the Department of Public Health Director Dr. Marinette Miller-Meeks stated, 

“Telemedicine will be very important in a state like [Iowa] because we are rural.  With 

telemedicine, we will be able to do more.”
4
 The Rule establishes standards that generally 

promote and will improve access to health care; however, r. 653.13.11(22) undermines these 

efforts by excluding the use of telemedicine for medication abortion. 

Like other forms of telemedicine, telemedicine for medication abortion will improve the health 

and well-being of Iowa women. Telemedicine is safe, increases access to medication abortion, 

and makes it possible for many women to obtain earlier abortions. This is particularly important 

for women who already have significant barriers to care, such as rural women, women living in 

poverty, and women facing intimate partner violence. Without telemedicine many of these 

women would be forced to obtain an abortion later in pregnancy or might not be able to obtain an 

abortion at all.  Singling out medication abortion and prohibiting telemedicine serves only to 

limit access to needed care which is directly contrary to the purpose of the Rule. In order to 

promote the health of Iowa women, NWLC urges the deletion of r. 653.13.11(22) and 

recommends that the Board recognize the importance of telemedicine for Iowa women by 

treating medication abortion the same as other types of health care in Iowa’s telemedicine 

policies.  

I. Using telemedicine to administer medication abortion is a safe method of increasing 

access to care. 

Medication abortions provided using telemedicine have been found to be just as safe and 

effective as those in which the prescribing physician and patient are in the same room. Medical 

groups, including the American College of Obstetrics and Gynecology, strongly support the use 

of telemedicine for medication abortion.
5
  

Telemedicine has already been safely used in Iowa for over six years. In 2008, Planned 

Parenthood of the Heartland (PPH) implemented a telemedicine program that connects patients 

and staff at outlying clinics to a physician in Des Moines or Iowa City using a live, two-way 

video conferencing system.  Since its inception, PPH’s telemedicine program has significantly 

improved access to abortion without compromising patient safety or satisfaction.
6
 Under PPH’s 

telemedicine program, women receiving a medication abortion through telemedicine have 

significant in-person contact with providers at the clinic and complete an ultrasound and an 

education counseling session with clinic staff before the doctor’s visit.
7
  The only difference 

between a telemedicine visit and an in-person visit with the physician is that the conversation 

                                                 
4
 Iowa Dep’t. of Pub. Health, Iowa Rural and Agricultural Health and Safety Resource Plan  97, 101 (2011) 

available at http://www.idph.state.ia.us/IDPHChannelsService/file.ashx?file=B1C024BE-5252-4075-BE16-

E57A2E914D4B. 
5
 Am. College of Obstetrics & Gynecology, Medical Management of First Trimester Abortion, 143 Practice Bulletin 

1, 4 (2014). 
6
 Daniel Grossman et al., Effectiveness and Acceptability of Medical Abortion Provided Through Telemedicine, 118 

Obstetrics & Gynecology 296, 300 (2011). 
7
  Kate Grindlay et al., Women’s and Providers' Experiences with Medical Abortion Provided Through 

Telemedicine: A Qualitative Study, 23 Women's Health Issues e117, e119 (2012). 

http://www.nwlc.org/
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between the patient and the doctor takes place using a two-way camera rather than sitting in the 

same room. 

The procedures used by PPH are typical for the administration of medication abortions through 

telemedicine and illustrate the safety and value of allowing medication abortion through 

telemedicine. A study of PPH’s program found no difference in the complication rate between 

women receiving a medication abortion through telemedicine and those who had in-person visits 

with the physician.
8
 In fact, research found women who used the telemedicine program were 

more likely to return for a follow-up visit than women who did not use the telemedicine 

program.
9
    

II. Many women prefer telemedicine for abortion because it increases access to 

medication abortion. 

Telemedicine improves women’s health by increasing the use of medication abortion. Through 

telemedicine, clinics are able to see patients earlier in pregnancy before the window of eligibility 

for medication abortion ends.
10

 In Iowa the use of medication abortion, particularly among 

women living more than 50 miles from a clinic offering surgical abortion, has increased since the 

inception of PPH's telemedicine program.
11

 Women who have used telemedicine often report 

choosing it because it enabled them to undergo the procedure sooner, guaranteeing them the 

ability to use medication abortion, rather than undergoing a surgical abortion.  Seventy-one 

percent of women in a study of PPH’s telemedicine program reported that they strongly wanted a 

medication abortion and 94% said that having the abortion as early as possible was very 

important to them.
12

  Indeed, the percentage of second trimester abortions has decreased since 

the program’s inception.
13

  Although second trimester abortion is very safe, it is invasive and the 

risk of complications increases with each week of pregnancy.
14

  It is also more expensive.
15

  

                                                 
8
 Daniel Grossman et al., Effectiveness and Acceptability of Medical Abortion Provided Through Telemedicine  at 

299-300. 
9
 Id. at 298. 

10
 Before the telemedicine program was implemented, patients could be forced to wait up to 2 weeks for an 

appointment. Because medication abortion can only be used up to a certain point in pregnancy, some women were 

unable to have a medication abortion. Kate Grindlay et al., Women’s and Providers' Experiences with Medical 

Abortion Provided Through Telemedicine: A Qualitative Study at e121.  
11

 Daniel Grossman et al., Changes in Service Delivery Patterns After Introduction of Telemedicine Provision of 

Medical Abortion in Iowa, 103 Am. J. Pub. Health 73, 76 (2012). 
12

  Daniel Grossman et al., Effectiveness and Acceptability of Medical Abortion Provided Through Telemedicine at 

300. 
13

  Daniel Grossman et al., Changes in Service Delivery Patterns After Introduction of Telemedicine Provision of 

Medical Abortion in Iowa at 76. 
14

 Bonnie Scott Jones & Tracy A. Weitz, Legal Barriers to Second-Trimester Abortion Provision and Public Health 

Consequences, 99 Am. J. Pub. Health 623, 623 (2009). 
15

 The median cost of a first-trimester abortion in the United States is $490, with a range between $225 and $750. 

The median cost for an abortion between 14 and less than 20 weeks is $750, with a range of $490 to $1,500. Sarah 

C.M. Roberts et al., Out-of-Pocket Costs and Insurance Coverage for Abortion in the United States, 24 Women's 

Health Issues e211, e214 (2014). 

http://www.nwlc.org/
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In general, women often have a strong preference for medication abortion
16

 because it offers 

greater privacy and autonomy, is less invasive, and seems more “natural” than surgery.
17

  For 

example, one woman describing her experience with medication abortion stated, “I was so 

thankful that there was an alternative to having a surgical abortion.  And that was… my biggest 

concern.”
18

  Another woman stated, “I was in my own home. I wasn’t in a hospital bed or 

anything. . . . I was with my family. . . . My ex was there with me. My mom was there.”
 19

  

Women also report choosing medication abortion over surgical abortion because medication 

abortion allowed them to maintain control
20

 and because it was easier for them to talk to a doctor 

in a more removed manner.
21

 

Sexual assault survivors in particular may prefer medication abortion. Intimate exams and 

childbirth can trigger post-traumatic stress in sexual assault survivors.
22

  Medication abortion is 

less invasive, allows women to have the abortion at home with the support of their families, and 

gives them more control. Telemedicine for medication abortion provides sexual assault survivors 

with a vital alternative to an invasive procedure at a time when they most need to assert control 

over their lives.
23

  

III. Telemedicine is necessary for many women for health reasons. 

Telemedicine improves access to medication abortion which is particularly important for women 

with pre-existing medical conditions for whom first-trimester surgical abortion is 

contraindicated.  Medication abortion is preferred over surgical abortion for patients at risk of 

surgical and anesthetic complications.
24

  Medication abortion may also be safer for extremely 

obese women and women with pelvic tumors that interfere with access to the cervix.  It is also 

safer for women with orthopedic conditions, such as hip disease, because medication abortion 

does not require lithotomy positioning.
25

  

Telemedicine allows more women to access medication abortion when they are already facing 

what can be an extremely difficult decision.  Denying access to a medical procedure that is best 

able to preserve a woman’s health jeopardizes women’s health and wellbeing. 
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IV. Telemedicine for medication abortion is particularly valuable for many Iowa 

women who already face barriers to accessing an abortion.  

A. Telemedicine increases access to necessary health care for women living in a rural 

area. 

Telemedicine improves access to abortion for rural residents by ensuring that more women are 

able to obtain abortion services closer to home and in a timely manner.  Thirty-five percent of 

Iowa’s population lives in a rural area,
26

 and a majority of Iowa women live in a county without 

an abortion provider.
27

 As a result, telemedicine is particularly important for Iowa women.  

Because telemedicine allowed PPH to offer abortions near where more of their patients lived,
28 

the use of telemedicine for medication abortion decreased the average distance that women 

traveled from their home to the clinic.
 29

 Without telemedicine, patients are forced to travel long 

distances in order to access an abortion.  For example, a woman living in Les Mars could have to 

travel up to 450 miles round trip to a clinic in Des Moines rather than accessing a medication 

abortion via telemedicine at a much closer clinic in Sioux City.  Travel can be a significant 

barrier for many women.  Up to 10% of women who obtained a later abortion reported that 

difficulties in travel contributed to the delay.
30

  In addition, the percentage of women able to 

obtain an abortion decreases the farther they have to travel to reach an abortion provider.
31

 

Telemedicine can help to overcome these barriers by allowing rural women to obtain a 

medication abortion closer to home. 

B. Telemedicine helps to remove barriers to obtaining an abortion for women living in 

poverty or who face other obstacles in obtaining health care. 

Telemedicine not only reduces travel time but also eases burdens faced by other vulnerable 

communities because it reduces the indirect costs of obtaining an abortion.  Although the direct 

cost of a medication abortion is the same whether a woman uses the telemedicine program or has 

an in-person visit, the overall cost—including factors such as transportation, child-care, and lost 

wages—is lower for women using telemedicine because they do not have to travel as far.   

Reducing the indirect costs of an abortion is particularly important for the thirteen percent of 

women in Iowa living in poverty.
32

  The rates of poverty are even higher for minority women—

36% of African American women, 23% of Latinas, 18% of Asian women, and 34% of Native 
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American women in Iowa live in poverty.
33

  Telemedicine reduces the additional burdens and 

expenses of obtaining an abortion that may otherwise be insurmountable for some women, 

forcing them to forgo having an abortion. 

These costs also take their toll on the twenty percent of Iowa women who work in low-wage 

jobs,
34

 which do not typically offer any benefits, such as paid time off, and often do not have 

fixed schedules.
35

  Women in low-wage jobs may be given their schedule only a few days in 

advance and may not be allowed to request particular days off or ask for changes.
36

  This can 

make it extremely hard or even impossible to schedule an appointment weeks in advance, 

arrange for travel and child care, find someone to go with them to the appointment, get time off 

from work, miss a day’s or more pay, and explain why they need to travel or miss work in order 

to get an abortion.  

Over a quarter of women obtaining later abortions report that the need to save money for the 

procedure contributed to the delay.
37

  Telemedicine helps alleviate some of these burdens by 

making it easier to make and schedule an appointment and reducing travel times.  Because 

women are able to visit a clinic closer to their homes, they are able to get appointments sooner.  

According to clinic staff, telemedicine allows them to offer services more frequently with a 

wider range of times.
38

 Staff found that greater flexibility was particularly beneficial for women 

who could only take a specific day off from work or school.
39

 

As the staff at one of PPH’s telemedicine clinics reported, telemedicine allows clinics to use their 

resources more efficiently because there are fewer cancellations and delays related to travel in 

inclement weather.
40

  One 36-year-old telemedicine patient explained, “I did not want to drive to 

Iowa City and have it done and then have to drive back… I didn’t want an hour and a half ride 

home in bad weather.”
 41 

An individual woman might have multiple barriers that make accessing abortion services 

challenging.  As a 19-year-old telemedicine patient explained:  

 

Traveling, that’d be a full tank of gas for me there and back and I 

don’t have money like that to blow around, [I’m] trying to get 

                                                 
33
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everything started and get a house and everything. So money’s 

kind of tight . . . and then being able to get my mom to have work 

off so she could go with me  ‘cause I wanted her to be there with 

me, and just making sure that I wouldn’t have to tell other people, 

“Well why are you going to Des Moines?” or something. I 

wouldn’t have had to tell them why I was going there all day.
42

 
 

Similarly, a member of PPH’s clinic staff participating in the telemedicine program described 

how telemedicine relieves many of the burdens facing vulnerable women seeking an abortion 

and improves access to care: 

 

The helplessness you feel about not being able to help 

people because they can’t get here—they don’t have a ride, 

they don’t have the money, they don’t have whatever, you 

know—a lot of those problems have gone away.
43

 

C. Telemedicine increases access for women who face particular difficulties obtaining 

an abortion because of intimate partner violence. 

Telemedicine has similar benefits for Iowa women experiencing intimate partner violence.  

There were 5,625 reported instances of intimate partner violence against women in Iowa in 2009, 

the most recent year for which data are available.
44

  Women in small, rural towns in Iowa are 

more likely than other women to experience intimate partner violence and the violence becomes 

more severe the more geographically isolated a woman is.
45

  Among Iowa women who reported 

intimate partner violence, 61.5% of isolated rural women reported four or more events of 

physical violence in the past year compared with 39.3% of urban women.
46

  Iowa women living 

in rural areas also have fewer domestic violence intervention programs available to them and 

have to travel farther to obtain help.
47

   

 

The use of telemedicine for medication abortion is a critical health care service for these women 

because of the unique need for and barriers they face in accessing abortion.  Women in abusive 

relationships are more likely to experience an unintended pregnancy than other women.
48

  

Abusive partners may engage in “reproductive coercion”—behaviors, such as interfering with 

contraception, intended to promote pregnancy.
49

  In one study, eight percent of women seeking 
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an abortion reported they did so because of an abusive partner.
50

  A 40-year-old woman in that 

study stated, “Our relationship became violent and I couldn’t see bringing another kid into a life 

that was going to be surrounded by violence.”
51

  Another woman echoed this sentiment.  “I 

didn’t want to[raise a child] by myself. I couldn’t and the man was abusive and horrible.”
52

   

 

Not surprisingly, women reported that having a child with an abusive partner would make it 

harder for them to leave the abusive relationship.
53

  According to one woman, “I was trying to 

leave an abusive relationship and I didn’t want to have any ties.”
54

  This woman’s concerns were 

well-founded.  Among women seeking an abortion, the chance of experiencing violence 

decreases if they have an abortion but remains the same if they do not.
55

  Women denied an 

abortion remain tethered to the abusive man and at risk for continued violence, even if they are 

able to end the romantic relationship.
56

   

 

Yet, obtaining an abortion can be especially difficult for women in abusive relationships.  

Abusive partners often engage in controlling behaviors such as isolating women from family and 

friends, keeping track of a woman’s whereabouts and phone calls, and controlling access to 

money or otherwise limiting her movements.
57

  Because telemedicine makes it possible for 

women to access medication abortion close to home, it might be the only way for a woman in an 

abusive relationship to obtain an abortion, enabling her to escape a violent relationship.  

 

Conclusion 
The use of telemedicine to provide medication abortions is a safe way to increase access to 

health care for all Iowa women. It has made it possible for many women to obtain medication 

abortions earlier in pregnancy, which some women prefer and others need for health reasons. 

Given that telemedicine for medication abortion is safe and is an effective means of achieving 

the Board’s stated goal of using telemedicine to increase access to necessary health care, NLWC 

urges the Board to delete 653.13.11(22) from the proposed Rule. Governing the use of 

telemedicine for medication abortion no differently than other forms of telemedicine will further 

the Rule’s stated goal of “provid[ing] important benefits to patients” and improve the health and 

well-being of Iowa women.
58
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For more information, please contact Kelli Garcia, Senior Counsel, National Women’s Law 

Center at 202-588-5180 or kgarcia@nwlc.org. 

 

Respectfully Submitted, 

 
Gretchen Borchelt 

Acting Vice President, Health and Reproductive Rights 

 

       

http://www.nwlc.org/


Executive Director Bowden, 
 
Thank you for offering stakeholders the opportunity to submit comments on ARC 1769C.  The Iowa 
Health Care Association and Iowa Center for Assisted Living represents long-term and post-acute care 
providers in the state of Iowa.  With Iowans needing long-term and post-acute services projected to 
grow in the future, we want to ensure our providers, particularly rural providers, have access to 
innovative health technology to continue their tradition of delivering quality care.  With that said, we 
have some concern over proposed rule 13.20(i).  
 
The rule as drafted states: “certain nursing home and hospice settings”. The inclusion of the word 
certain implies various nursing homes would not be covered by the exceptions as provided in 13.11.20. 
We would recommend 13.20(i) be struck and replaced with “entities licensed under Iowa Code 135C 
and certified under Iowa Code 231C”.  
 
 
Thank you for your time and consideration.  
 
 

Ted Stopulos  

Director of Governmental and Regulatory Affairs  

IHCA ICAL  
 
 




























































































































































































































































































































































































































































































































































































