Literature Review:
California Assembly Bill 2861
Medi-Cal: Telehealth and Substance Use Disorder Services
Summary to the 2018–2019 California State Legislature, April 18, 2018

AT A GLANCE
On February 23, 2018, the Assembly Committee on Health requested that CHBRP complete a literature review examining
the use of telehealth for substance use disorder (SUD) treatment, related to the introduced version of California Assembly
Bill (AB) 2861. This bill would require the Department of Health Care Services to allow a “licensed practitioner of the healing
arts” or a certified substance use disorder counselor to receive Medi-Cal reimbursement for substance use disorder services
provided through telehealth, as defined in Section 2290.5 of the Business and Professions Code, in accordance with the
Medicaid state plan. CHBRP has prepared a limited policy analysis section and conducted a literature review. Our findings
are contained in this brief report.
1. Research approach and methods: Studies of telehealth for SUD treatment were identified through searches of
several databases. Of the 310 articles found, 65 were reviewed for potential inclusion in this report on AB 2861, and
a total of 10 studies were included in the medical effectiveness review for this report. The other articles were
eliminated because they did not focus on relevant telehealth modalities, were of poor quality, or did not report
findings from clinical research studies.
2. Overview of research questions: The key questions for this literature review are:
1. What is the effectiveness of treatments for substance use disorders delivered via telehealth?
a. Does the effectiveness differ by the specific telehealth modality?
b. Does the effectiveness differ by provider type?
c. Does the effectiveness differ by the type of substance being abused?
3. Key findings for live video for telehealth SUD treatment: There is limited evidence from two randomized
controlled trials (RCTs) on opioid addiction treatment, two RCTs for smoking cessation, two RCTs for alcohol use,
three non-randomized studies with comparison groups, and one feasibility study that videoconferencing is effective
in the treatment of substance use disorders reviewed in this report (opioid use disorder, tobacco use disorder, and
alcohol use disorder). However, there is insufficient evidence on the effectiveness of videoconferencing for cannabis
use disorder, stimulant use disorder, and hallucinogen use disorder.
4. Key findings for asynchronous store-and-forward for telehealth SUD treatment: Asynchronous store-andforward is the secure transmission of medical information (e.g. photo, x-ray image) to a health care provider for later
review. There is insufficient evidence on the effectiveness of store-and-forward in the treatment of substance use
disorders.
5. Key findings for remote patient monitoring for telehealth SUD treatment: There is insufficient evidence on the
effectiveness of remote patient monitoring in the treatment of substance use disorders.
6. Key findings for provider type in telehealth SUD treatment: There is insufficient evidence on effectiveness by
provider type (e.g. psychiatrists, psychologists, therapists, counselors, substance abuse counselors, peer providers)
in telehealth treatments for substance use disorders.
Conclusion: The medical effectiveness review for this report summarized the available literature on Medi-Cal
covered telehealth treatments for substance use disorders. Though there is a larger body of literature on telehealth
treatments for other areas, such as mental health treatment, there is limited high-quality literature available
specifically examining treatment for substance use disorders. It should be noted that a grading of insufficient
evidence is given when there is an absence of robust, high-quality studies available in the literature, it does not
mean there is no effect; it means that the effect is unknown. Additional medical and clinical research is needed to
definitively examine the potential for telehealth to improve substance use disorder treatment in the Medi-Cal
population.
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CONTEXT
Telehealth has been broadly defined as “the use of telecommunications and information technologies to
share information, and provide clinical care, education, public health, and administrative services at a
distance” (DHHS, 2018). Rather than being considered a distinct service, telehealth or telemedicine is a
platform through which services may be provided. Telehealth includes various “modalities,” which include
live video, asynchronous store and forward and remote patient monitoring, described below:
•

Live video: synchronous or occurs in “real time,” uses two-way, interactive video to connect users
patients and providers to other providers; can be used for consultation and diagnosis;

•

Asynchronous store and forward: asynchronous or does not occur in “real time,” captures medical
information (e.g., photo, x-ray image) and securely transmits information to a health care provider
for later review;

•

Remote patient monitoring: collects health data from a patient and securely transmits information
to health care providers for assessment (CCHP, 2018b).

BILL SUMMARY
Assembly Bill (AB) 2861 would require the Department of Health Care Services to allow a “licensed
practitioner of the healing arts” or a certified substance use disorder counselor to receive Medi-Cal
reimbursement for substance use disorder services provided through telehealth, as defined in Section
2290.5 of the Business and Professions Code, in accordance with the Medicaid state plan. Definitions of
a licensed practitioner of the healing arts (LPHA) vary by state. In California, the following providers meet
the requirements of a LPHA:

1. Psychiatrist, Medical Doctor, Psychiatric Resident (MD, DO)
2. Licensed Clinical Psychologist (PhD, PsyD)
3. Licensed Clinical Social Worker (LCSW)
4. Licensed Marriage and Family Therapist (LMFT)
5. Licensed Professional Clinical Counselor I (LPCC I)
6. Licensed Professional Clinical Counselor II (LPCC II)
7. Registered Nurse, Nurse Practitioner, Nurse Practitioner Intern (RN, NP, NPI)
8. Physician Assistant (PA)
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POLICY CONTEXT
Definitions of telehealth or telemedicine vary by entity and by state.

California State Law
Currently, California law defines telehealth in Section 2290.5 of the Business and Professions Code as
“the mode of delivering health care services and public health via information and communication
technologies to facilitate the diagnosis, consultation, treatment, education, care management, and selfmanagement of a patient's health care while the patient is at the originating site and the health care
provider is at a distant site. The originating site is defined in the Business and Professions Code as “a site
where a patient is located at the time health care services are provided via a telecommunications system
or where the asynchronous store and forward service originates.” 1 The Business and Professions Code
also states that, “Telehealth facilitates patient self-management and caregiver support for patients and
includes synchronous interactions and asynchronous store-and-forward transfers.” 2
State regulations define telehealth as “the ability of physicians and patients to connect via technology
other than through virtual interactive physician/patient capabilities, especially enabling rural and out-ofarea patients to be seen by specialists remotely.” 3 Existing law defines two modalities of telehealth:
synchronous interactions and asynchronous store-and-forward transfers. Although the definition of
telehealth under current law (“information communication technologies”) does not exclude telephone, email, or messaging, these modalities are also not explicitly included. Similarly, California’s existing
definition of telehealth does not exclude evolving methods of telehealth, such as remote patient
monitoring or mobile health, nor does it explicitly include those methods. Remote patient monitoring
utilizes devices to store or transmit physiological data for provider review to enhance chronic disease
management (e.g., blood pressure and blood glucose readings for patients with diabetes) (NIH, 2016).
Mobile health (or “mHealth”) “is the use of mobile and wireless devices to improve health outcomes,
healthcare services and health research” (NIH, 2016).
Many states, including California, have laws in place to govern prescribing of controlled medications via
telehealth (CCHP, 2018a). Section 2242.1(a) of California’s Business and Professions Code prohibits
providers “from prescribing or dispensing dangerous drugs or dangerous devices on the Internet without
an appropriate prior examination and medical indication.” 4

Medicaid (Federal)
Medicaid defines the sites at which telehealth takes place as originating sites and distant sites. The
agency defines an originating site as: “location of the Medicaid patient at the time the service being
furnished via a telecommunications system occurs.” Medicaid defines a distant site as: “site at which the
physician or other licensed practitioner delivering the service is located at the time the service is provided
via telecommunications system.” 5 For example, a patient’s primary care physician at an originating site
may communicate with a specialist at a distant site via telehealth platforms.

1

BPC 2290.5(a)(4).
BPC 2290.5.
3 CA Code of Reg. Title 10 Sec. 6410.
4 CA Business & Professions Code Sec. 2242.1(a).
5 Available at: www.medicaid.gov/medicaid/benefits/telemed/index.html.
2
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Medicaid does not consider telemedicine to be a distinct service. Instead, Medicaid describes
telemedicine as an electronic communication that uses two-way, real-time, and interactive communication
between a patient and a provider at a distant site. Medicaid specifies that the communication should
include both audio and video equipment at a minimum; the Medicaid program’s definition of telehealth is
largely based on Medicare’s definition in 42 CFR 410.78. 6 States may also enact state-specific
regulations related to telehealth usage generally or in their Medicaid programs (CCHP, 2017b).

Medi-Cal
California’s Medicaid program, Medi-Cal, aligns its telehealth coverage and reimbursement with the
state’s California Telehealth Advancement Act of 2011 and federal regulations. Within Medi-Cal,
telehealth is not considered to be a distinct service, but rather a way for providers to deliver health care.
Medi-Cal does not limit the locations in which telehealth services can be delivered for the patient or by the
health care provider (DHCS, 2017).
State Medicaid programs vary in their approaches to telehealth reimbursement. Medi-Cal reimburses for
current Medi-Cal benefits “appropriately provided via telehealth” for the following types of services: 7
•

Selected Evaluation and Management (E&M) services for patient visit and consultation.

•

Selected psychiatric diagnostic interview examination and selected psychiatric therapeutic
services.

•

Teledermatology by store-and-forward.

•

Teleophthalmology by store-and-forward.

•

Teledentistry.

•

Transmission costs (up to 90 minutes per patient, per day, per provider).

•

Originating site facility fee.

•

Interpretation and report of x-rays and electrocardiograms performed via telehealth.

Key Assumptions
CHBRP considers live video, asynchronous store-and-forward, and remote patient monitoring to be the
telehealth modalities most relevant to AB 2861. It is unclear whether or not remote patient monitoring
would be reimbursable through Medi-Cal. Twenty-one states reimburse for remote patient monitoring in
some capacity in their Medicaid program, but California is not one of these states (CCHP, 2017a).
CMS specifies that asynchronous telecommunication does not include telephone calls, images
transmitted via fax, and text messages. Also, Medi-Cal does not reimburse for e-mail, phone, or fax as
telehealth services (CCHP, 2017c). 8 Therefore, CHBRP did not consider literature related to e-mail,
phone, or fax in regards to telehealth substance use disorder services in Medi-Cal. Additionally, CHBRP
did not consider text, chat, or apps to be relevant to AB 2861 because it appears unlikely that these
methods of communication would be reimbursable through Medi-Cal.
6

42 CFR Ch. IV (10–1–11 Edition). Available at: www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol2/pdf/CFR-2011title42-vol2-sec410-78.pdf.
7 Available at: www.dhcs.ca.gov/provgovpart/Pages/Telehealth.aspx.
8 Available at: www.dhcs.ca.gov/provgovpart/Pages/Telehealth.aspx.
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LITERATURE REVIEW: MEDICAL EFFECTIVENESS
AB 2861 would allow a licensed practitioner of the healing arts or a certified substance use disorder
counselor to receive Medi-Cal reimbursement for substance use disorder services provided through
telehealth. As discussed previously, the telehealth modalities most relevant to AB 2861 include live video
communications, asynchronous store-and-forward and remote patient monitoring. The medical
effectiveness review summarizes findings from evidence 9 from 2009 to present on the effectiveness of
live videoconferencing, asynchronous store-and-forward, and remote patient monitoring in the treatment
of substance use disorders.

Substance Use Disorders and Behavioral Health Treatments
Substance use disorders (SUD) occur when the recurrent use of alcohol and/or drugs causes clinically
and functionally significant impairment (American Psychiatric Association, 2013). According to the
Substance Abuse and Mental Health Administration’s (SAMHSA) National Survey on Drug Use and
Health, 20.2 million adults (8.4%) had a substance use disorder (Hedden, 2015). SAMHSA classifies the
most common substance use disorder in the United States into the following categories: alcohol use
disorder, tobacco use disorder, cannabis use disorder, stimulant use disorder, hallucinogen use disorder,
and opioid use disorder (SAMHSA, 2015).
According to the National Institute on Drug Abuse (NIDA), behavioral therapies help engage people in
drug abuse treatment, increase abstinence, and help modify their behaviors and coping mechanisms
related to drug abuse. A number of evidence-based therapies have been shown to be effective in treating
substance use disorders, including Cognitive Behavioral Therapy (CBT), Motivational Enhancement
Therapy (MET), Medication-Assisted Treatments (MAT), and Contingency Management Interventions
(NIDA, 2018). These treatments often involve mental health and specific substance use treatment
providers, ranging from psychiatrists, psychologists, therapists, counselors, and substance abuse
counselors to peer providers (SAMHSA, 2016).

Telehealth Treatments for Substance Use Disorders
Telehealth is being used increasingly to overcome barriers to care, especially geographical barriers. Rural
communities face greater challenges in accessing mental health and substance use treatment services
as a result of difficulty recruiting and obtaining qualified professionals (Benavides-Vaello et al., 2013;
Young, 2012). Telehealth services offer the potential benefit of increasing access to care in these
communities.
There is a large body of evidence on the effects of telehealth, specifically videoconferencing, on health
outcomes for the treatment of mental health conditions. In 2016, CHBRP identified four RCTs and a
systematic review that reported that outcomes for psychiatry and counseling delivered by live
videoconferencing did not differ from in-person care (Fortney et al., 2015; García-Lizana and MuñozMayorga, 2010; Morland et al., 2010, 2014; Myers et al., 2015).

9 Much of the discussion below is focused on reviews of available literature. However, as noted in the medical
effectiveness approach document (see p.8 in the document posted here), in the absence of “fully-applicable to the
analysis” peer-reviewed literature on well-designed randomized controlled trials (RCTs), CHBRP’s hierarchy of
evidence allows for the inclusion of other evidence.
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This report focuses on reviewing the effectiveness of currently covered telehealth modalities under MediCal (videoconferencing, store-and-forward) and remote patient monitoring in the treatment of substance
use disorders.

Research Approach and Methods
Studies of telehealth treatments for substance use disorders were identified through searches of PubMed,
the Cochrane Library, Web of Science, Embase, Scopus, and PsycINFO. Websites maintained by the
following organizations that produce and/or index meta-analyses and systematic reviews were also
searched: the Agency for Healthcare Research and Quality (AHRQ), the International Network of
Agencies for Health Technology Assessment (INAHTA), the National Health Service (NHS) Centre for
Reviews and Dissemination, the National Institute for Health and Clinical Excellence (NICE), the National
Institute on Drug Abuse (NIDA), and the Substance Abuse and Mental Health Services Administration
(SAMHSA).The search was limited to abstracts of studies published in English.
Of the 310 articles found in the literature review, 65 were reviewed for potential inclusion in this report on
AB 2861, and a total of 10 studies were included in the medical effectiveness review for this report. The
other articles were eliminated because they did not focus on relevant telehealth modalities, were of poor
quality, or did not report findings from clinical research studies. A more thorough description of the
methods used to conduct the medical effectiveness review and the process used to grade the evidence
for each outcome measure is presented in Appendix B: Literature Review Methods.
The conclusions below are based on the best available evidence from peer-reviewed and grey literature.
Unpublished studies are not reviewed because the results of such studies, if they exist, cannot be
obtained within the 60-day timeframe for CHBRP reports.

Key Questions
1. What is the effectiveness of treatments for substance use disorders delivered via telehealth?
a. Does the effectiveness differ by the specific telehealth modality?
b. Does the effectiveness differ by provider type?
c.

Does the effectiveness differ by the type of substance being abused?

Methodological Considerations
The nature of the mandate for AB 2861 limits the literature available on telehealth services to only include
studies specifically on substance use, and of those, only studies that involved modalities covered by
Medi-Cal or remote patient monitoring, which Medi-Cal could potentially choose to cover in the future. As
a result, very few studies were identified that are applicable to the bill. Of the studies that were found to
apply, many had small sample sizes or were nonrandomized comparison studies, which may limit the
confidence of their conclusions.

Outcomes Assessed
The outcomes assessed by studies included in this review included participation in treatment, frequency
of substance use, medication adherence, satisfaction with treatment and resource utilization.
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Study Findings
This section summarizes CHBRP’s findings regarding the strength of the evidence for the effects of
telehealth treatments for substance use disorders as addressed by AB 2861. Separate charts are
presented for each telehealth service for which the bill would mandate coverage and for each outcome for
which evidence of the effectiveness of a treatment is available.

Effectiveness of Live Videoconferencing for SUD Treatment
Live videoconferencing treatment involves real-time interaction with a provider via video communications.
Videoconferencing can improve access to substance use treatment by allowing patients to receive
counseling services in their homes or at rural area clinics (King et al., 2014). CHBRP identified 10 studies
that examined the effectiveness of videoconferencing for substance use disorders, specifically, opioid use
disorder, tobacco use disorder, and alcohol use disorder.

Opioid addiction treatment
CHBRP identified two smaller-scale randomized controlled trials and two retrospective comparison
studies that examined the effectiveness, feasibility, and patient satisfaction of live video conferencing for
opioid addiction treatment. In a preliminary study by King et al. (2009), patients testing positive for opioid
use (n = 37) were randomly assigned to an Internet-based videoconferencing group counseling platform
or onsite group counseling for 6 weeks. Patients in both groups achieved at least 2 consecutive weeks of
abstinence and high rates of session attendance and satisfaction. Similar results were found in a second
study by King et al. (2014). Opioid treatment program participants (n = 85) were randomly assigned to
receive 12 weeks of weekly individual counseling in-person or via a web-based videoconferencing
platform. Of those that completed the study, participants in both conditions had similar attendance rates,
low rates of positive drug test results, and reported high treatment satisfaction. Two retrospective
comparison studies of medication-assisted treatment to remote clinics reviewed clinic records of opioid
treatment patients to assess the differences in outcomes between face-to-face treatment and
videoconferencing. Both studies reported no significant differences in additional substance use during
treatment or time to achieve abstinence and no difference or increased retention rates with the telehealth
group (Eibl et al., 2017; Zheng et al., 2017).

Smoking cessation
CHBRP identified two randomized controlled trials that examined the effectiveness of video counseling in
smoking cessation, with phone counseling as the comparison group, and one non-randomized trial that
compared smoking cessation treatment delivered via telehealth videoconferencing to in-person treatment.
In a study by Richter et al. (2015), participants (n = 566) were randomly assigned to receive smoking
cessation treatment via video counseling or phone counseling and found that verified abstinence did not
differ between the two groups, participants in the video counseling group were significantly more likely to
use and manage their cessation medications and reported significantly higher satisfaction than the phone
counseling group. Another study that focused specifically on women of Korean ethnicity, randomly
assigned participants (n = 49) to either a video or phone arm for an 8-week smoking cessation counseling
intervention (Kim et al., 2016). Similarly, they found comparable self-reported rates of abstinence for both
groups and reported that satisfaction and feasibility ratings were highest among participants under 50
years old. Lastly, a non-randomized trial examined the outcomes of smoking cessation treatment
delivered via telehealth videoconferencing or in-person (telehealth n = 184; in-person n = 370)
demonstrated approximately 25% abstinence rates in both groups with no other group differences
reported (Carlson et al., 2012).
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Alcohol use disorders
One recent mixed-methods study reported on patient satisfaction with videoconferencing-based treatment
for alcohol use disorders. Participants were randomized to face-to-face counseling (n = 39) or video
counseling (n = 32). Results from a patient satisfaction survey and qualitative interviews indicated that
both groups were equally satisfied with treatment (Tarp et al., 2017). The literature examining
effectiveness on health outcomes of telehealth videoconferencing for alcohol use disorders is scarce, and
CHBRP found no recent generalizable studies in the literature review. However, one study from 2005
conducted a small feasibility and acceptability study of using videoconferencing for an 8-session group
relapse prevention therapy (n = 18). The authors reported high levels of satisfaction and that attendance
and attrition rates were comparable with conventional treatment and (Frueh et al., 2005). Additionally, a
pilot study with parolees and/or individuals on community supervision who were identified as at-risk
alcohol users randomized participants (n = 127) to therapy via videoconferencing within the community
supervision office or treatment as usual provided by their social services clinician. Findings indicated no
differences between groups on outcomes indicating that in-person treatment and video conferencing
perform similarly in this study. However, there were significant within group differences such that
participants in the videoconferencing group showed significant reduction in their alcohol use (StatonTindall et al., 2014).

Summary of findings regarding videoconferencing for SUD treatment: There is limited evidence from
two RCTs on opioid addiction treatment, two RCTs on smoking cessation, two RCTs on alcohol use,
three comparison studies, and one feasibility study that videoconferencing is effective in the treatment of
substance use disorders reviewed in this report (opioid use disorder, tobacco use disorder and alcohol
use disorder). However, there is insufficient evidence on the effectiveness of videoconferencing for
cannabis use disorder, stimulant use disorder, and hallucinogen use disorder.
Figure 1. Videoconferencing for Substance Use Disorders

Effectiveness of Asynchronous Store-and-Forward for SUD Treatment
CHBRP did not find any literature related to the use of store-and-forward for substance use treatment.
Summary of findings regarding asynchronous store-and-forward for SUD treatment: There is
insufficient evidence on the effectiveness of store-and-forward in the treatment of substance use
disorders.
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Figure 2. Asynchronous Store-and-Forward for Substance Use Disorders

Effectiveness of Remote Patient Monitoring for SUD Treatment
CHBRP reviewed the literature in regard to remote patient monitoring for substance use disorders.
Although there is literature on use of electronic health modalities that could be used for remote monitoring
such as phone applications, automatically delivered coaching, interactive voice response, and text
messaging, it was determined that these modalities did not fit the requirements for Medi-Cal reimbursable
telehealth services. CHBRP found no literature on the types of remote monitoring for substance use that
would be covered under the provisions of the bill.
Summary of findings regarding remote patient monitoring for SUD treatment: There is insufficient
evidence on the effectiveness of remote patient monitoring in the treatment of substance use disorders.
Figure 3. Remote Patient Monitoring for Substance Use Disorders

Effectiveness by Provider Type in Telehealth Treatments for SUD
CHBRP did not find specifications of provider type or comparisons across different providers in the
literature for telehealth for substance use disorders. However, treatment for substance use disorders
usually contains both mental health and specific substance use treatment providers, ranging from
psychiatrists, psychologists, therapists, counselors, substance abuse counselors to peer providers
(SAMHSA, 2016).
Summary of findings regarding provider type in telehealth treatments for SUD: There is insufficient
evidence on effectiveness by provider type in telehealth treatments for substance use disorders.
Figure 4. Provider Type in Telehealth Treatments for Substance Use Disorders
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Conclusion
The medical effectiveness review for this report summarized the available literature on Medi-Cal covered
telehealth treatments for substance use disorders. Though there is a larger body of literature on
telehealth treatments for other areas, such as mental health treatment, there is limited high-quality
literature available specifically examining treatment for substance use disorders. CHBRP concluded that
there is limited evidence from two RCTs on opioid addiction treatment, two RCTs on smoking cessation,
two RCTs on alcohol use, three comparison studies, and one feasibility study that videoconferencing is
effective in the treatment of substance use disorders reviewed in this report (opioid use disorder, tobacco
use disorder and alcohol use disorder). However, there is insufficient evidence on the effectiveness of
videoconferencing for cannabis use disorder, stimulant use disorder and hallucinogen use disorder.
CHBRP also concluded that there is insufficient evidence on the effectiveness of store-and-forward,
remote patient monitoring, and effectiveness by provider type in telehealth treatments for substance use
disorders. It should be noted that a grading of insufficient evidence is given when there is an absence of
robust, high-quality studies available in the literature. It does not mean there is no effect; it means that the
effect is unknown. Additional medical and clinical research is needed to definitively examine the potential
for telehealth to improve substance use disorder treatment in the Medi-Cal population.
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APPENDIX A TEXT OF BILL
CALIFORNIA LEGISLATURE— 2017–2018 REGULAR SESSION

ASSEMBLY BILL

No. 2861

Introduced by Assembly Member Salas
February 16, 2018

An act to add Section 14132.731 to the Welfare and Institutions Code, relating to Medi-Cal.

LEGISLATIVE COUNSEL'S DIGEST
AB 2861, as introduced, Salas. Medi-Cal: telehealth: substance use disorder services.
Existing law provides for the Medi-Cal program, which is administered by the State Department
of Health Care Services and under which qualified low-income individuals receive health care
services. The Medi-Cal program is, in part, governed and funded by federal Medicaid Program
provisions.
Existing law provides that in-person contact between a health care provider and a patient is not
required under the Medi-Cal program for services appropriately provided through telehealth, as
defined, subject to reimbursement policies adopted by the department to compensate a licensed
health care provider who provides health care services through telehealth that are otherwise
reimbursed pursuant to the Medi-Cal program. Existing law, for purposes of payment for covered
treatment or services provided through telehealth, prohibits the department from limiting the type
of setting where services are provided for the patient or by the health care provider.
This bill would require the department to allow a licensed practitioner of the healing arts or a
certified substance use disorder counselor to receive Medi-Cal reimbursement for substance use
disorder services provided through telehealth in accordance with the Medicaid state plan.
DIGEST KEY
Vote: majority Appropriation: no Fiscal Committee: yes Local Program: no
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BILL TEXT
THE PEOPLE OF THE STATE OF CALIFORNIA DO ENACT AS FOLLOWS:
SECTION 1.
Section 14132.731 is added to the Welfare and Institutions Code, immediately following Section
14132.73, to read:
14132.731.
The department shall allow a licensed practitioner of the healing arts or a certified substance use
disorder counselor to receive Medi-Cal reimbursement for substance use disorder services
provided through telehealth, as defined in Section 2290.5 of the Business and Professions Code,
in accordance with the Medicaid state plan.
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APPENDIX B LITERATURE REVIEW METHODS
This appendix describes methods used in the medical effectiveness literature review conducted for this
report. A discussion of CHBRP’s system for grading evidence, as well as lists of MeSH Terms, publication
types, and keywords, follows.
Studies of telehealth treatments for substance use disorders were identified through searches of PubMed,
the Cochrane Library, Web of Science, Embase, Scopus, and PsycINFO. Websites maintained by the
following organizations that produce and/or index meta-analyses and systematic reviews were also
searched: the Agency for Healthcare Research and Quality (AHRQ), the International Network of
Agencies for Health Technology Assessment (INAHTA), the National Health Service (NHS) Centre for
Reviews and Dissemination, the National Institute for Health and Clinical Excellence (NICE), the National
Institute on Drug Abuse (NIDA) and the Substance Abuse and Mental Health Services Administration
(SAMHSA).The search was limited to abstracts of studies published in English.
The search was limited to abstracts of studies published in English. The medical effectiveness search
was limited to studies published from 2009 to present. The majority of the articles returned did not focus
on relevant telehealth modalities, were not high quality randomized controlled trials, had small sample
sizes, or were not generalizable.
Reviewers screened the title and abstract of each citation retrieved by the literature search to determine
eligibility for inclusion. The reviewers acquired the full text of articles that were deemed eligible for
inclusion in the review and reapplied the initial eligibility criteria.
The literature review returned abstracts for 310 articles, of which 65 were reviewed for inclusion in this
report. A total of 10 studies were included in the medical effectiveness review for AB 2861.

Evidence Grading System
In making a “call” for each outcome measure, the medical effectiveness lead and the content expert
consider the number of studies as well the strength of the evidence. Further information about the criteria
CHBRP uses to evaluate evidence of medical effectiveness can be found in CHBRP’s Medical
Effectiveness Analysis Research Approach. 10 To grade the evidence for each outcome measured, the
team uses a grading system that has the following categories:
•

Research design;

•

Statistical significance;

•

Direction of effect;

•

Size of effect; and

•

Generalizability of findings.

The grading system also contains an overall conclusion that encompasses findings in these five domains.
The conclusion is a statement that captures the strength and consistency of the evidence of an
intervention’s effect on an outcome. The following terms are used to characterize the body of evidence
regarding an outcome:

10

Available at: www.chbrp.org/analysis_methodology/docs/medeffect_methods_detail.pdf.
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•

Clear and convincing evidence;

•

Preponderance of evidence;

•

Limited evidence

•

Inconclusive evidence; and

•

Insufficient evidence.

A grade of clear and convincing evidence indicates that there are multiple studies of a treatment and that
the large majority of studies are of high quality and consistently find that the treatment is either effective
or not effective.
A grade of preponderance of evidence indicates that the majority of the studies reviewed are consistent in
their findings that treatment is either effective or not effective.
A grade of limited evidence indicates that the studies had limited generalizability to the population of
interest and/or the studies had a fatal flaw in research design or implementation.
A grade of inconclusive evidence indicates that although some studies included in the medical
effectiveness review find that a treatment is effective, a similar number of studies of equal quality suggest
the treatment is not effective.
A grade of insufficient evidence indicates that there is not enough evidence available to know whether or
not a treatment is effective, either because there are too few studies of the treatment or because the
available studies are not of high quality. It does not indicate that a treatment is not effective.

Search Terms (* indicates truncation of word stem)
1.
2.
3.
4.
5.

Telehealth*[1]
Telemedicine*[1]
Live Video, Video Conferencing* [1]
(Asynchronous) Store and Forward * [1]
Remote (patient) monitoring (consultation)* [1]

[1] Indicates all above treatments/services* conditions and substance categories below
1. Substance use disorders
2. Substance abuse (treatment)
3. (Drug) Addiction
4. Alcohol, Alcoholism
5. Tobacco
6. Cannabis
7. Marijuana
8. Stimulant
9. Hallucinogen
10. Opioid

Current as of April 18, 2018

www.chbrp.org

B-2

REFERENCES
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders (DSM-5®).
Washington, DC: American Psychiatric Association; 2013.
Benavides-Vaello S, Strode A, Sheeran BC. Using technology in the delivery of mental health and
substance abuse treatment in rural communities: a review. Journal of Behavioral Health Services
& Research. 2013;40(1):111-120.
Carlson LE, Lounsberry JJ, Maciejewski O, Wright K, Collacutt V, Taenzer P. Telehealth-delivered group
smoking cessation for rural and urban participants: Feasibility and cessation rates. Addictive
Behaviors. 2012;37(1):108-114.
Center for Connected Health Policy (CCHP). Online Prescribing. 2018a. Available at:
www.cchpca.org/online-prescribing-0. Accessed April 9, 2018.
Center for Connected Health Policy (CCHP). State Telehealth Laws and Reimbursement Policies: A
Comprehensive Scan of the 50 States and the District of Columbia. 2017a. Available at:
www.cchpca.org/sites/default/files/resources/Telehealth%20Laws%20and%20Policies%20Report
%20FINAL%20Fall%202017%20PASSWORD.pdf. Accessed March 26, 2018
Center for Connected Health Policy (CCHP). Telehealth Medicaid & State Policy. 2017b. Available at:
www.cchpca.org/telehealth-medicaid-state-policy. Accessed March 26, 2018.
Center for Connected Health Policy (CCHP). CA Medicaid Program Email/Phone Fax. 2017c. Available
at: http://www.cchpca.org/ca-medicaid-program-emailphone-fax. Accessed March 9, 2018
Center for Connected Health Policy (CCHP). What is Telehealth. 2018b. Available at:
http://www.cchpca.org/what-is-telehealth. Accessed March 9, 2018.
Department of Health Care Services (DHCS). FAQ Telehealth Payments. 2017. Available at:
www.dhcs.ca.gov/provgovpart/Pages/FAQ-Telehealth-Payments.aspx. Accessed March 26,
2018.
Eibl JK, Gauthier G, Pellegrini D, et al. The effectiveness of telemedicine-delivered opioid agonist therapy
in a supervised clinical setting. Drug and Alcohol Dependence. 2017;176:133-138.
Fortney JC, Pyne JM, Kimbrell TA, et al. Telemedicine-based collaborative care for posttraumatic stress
disorder: A randomized clinical trial. JAMA Psychiatry. 2015;72(1):58-67.
Frueh BC, Henderson S, Myrick H. Telehealth service delivery for persons with alcoholism. Journal of
Telemedicine and Telecare. 2005;11:372-375.
García-Lizana F, Muñoz-Mayorga I. What about telepsychiatry? A systematic review. Primary Care
Companion to the Journal of Clinical Psychiatry. 2010;12(2):PCC.09m00831.
Department of Health and Human Services (DHHS). Telemedicine and Telehealth. Available at:
https://www.healthit.gov/topic/health-it-initiatives/telemedicine-and-telehealth. Accessed March
26.2018.

Current as of April 18, 2018

www.chbrp.org

Hedden SL. Behavioral Health Trends in the United States: Results From the 2014 National Survey on
Drug Use and Health. Rockville, MD: Substance Abuse and Mental Health Services
Administration, Department of Health & Human Services; 2015.
Kim SS, Sitthisongkram S, Bernstein K, Fang H, Choi WS, Ziedonis D. A randomized controlled trial of a
videoconferencing smoking cessation intervention for Korean American women: preliminary
findings. International Journal of Women’s Health. 2016;8:453-462.
King VL, Brooner RK, Peirce JM, Kolodner K, Kidorf MS. A randomized trial of Web-based
videoconferencing for substance abuse counseling. Journal of Substance Abuse Treatment.
2014;46:36-42.
King VL, Stoller KB, Kidorf M, et al. Assessing the effectiveness of an Internet-based videoconferencing
platform for delivering intensified substance abuse counseling. Journal of Substance Abuse
Treatment. 2009;36:331-338.
Morland LA, Greene CJ, Rosen CS, et al. Telemedicine for anger management therapy in a rural
population of combat veterans with posttraumatic stress disorder: a randomized noninferiority
trial. Journal of Clinical Psychiatry. 2010;71:855-863.
Morland LA, Mackintosh M-A, Greene CJ, et al. Cognitive processing therapy for posttraumatic stress
disorder delivered to rural veterans via telemental health: a randomized noninferiority clinical trial.
Journal of Clinical Psychiatry. 2014;75:470-476.
Myers K, Vander Stoep A, Zhou C, McCarty CA, Katon W. Effectiveness of a telehealth service delivery
model for treating attention-deficit/hyperactivity disorder: a community-based randomized
controlled trial. Journal of the American Academy of Child & Adolescent Psychiatry. 2015;54:263274.
National Institute on Drug Abuse (NIDA). Principles of Drug Addiction Treatment: A Research-Based
Guide. 3rd ed. Rockville, MD: U.S. Department of Health and Human Services; 2018.
National Institutes of Health (NIH), National Institute of Biomedical Imaging and Bioengineering. What are
the reimbursement issues for telehealth? Available at:
https://www.nibib.nih.gov/scienceeducation/science-topics/telehealth. Accessed March 26, 2018.
Richter KP, Shireman TI, Ellerbeck EF, et al. Comparative and cost effectiveness of telemedicine versus
telephone counseling for smoking cessation. Journal of Medical Internet Research.
2015;17(5):e124.
Staton-Tindall M, Havens JR, Webster JM, Leukefeld C. METelemedicine: A pilot study with rural alcohol
users on community supervision. Journal of Rural Health. 2014;30:422-432.
Substance Abuse and Mental Health Service Administration (SAMHSA). Substance Use Disorders. 2015.
Available at: www.samhsa.gov/disorders/substance-use. Accessed March 28, 2018.
Substance Abuse and Mental Health Service Administration (SAMHSA). Substance Use Disorder
Treatment Providers and CCBHCs. 2016. Available at: www.samhsa.gov/section-223/carecoordination/substance-use-disorder-treatment-providers. Accessed March 28, 2018.
Tarp K, Mejldal A, Nielsen AS. Patient satisfaction with videoconferencing-based treatment for alcohol
use disorders. Addiction Disorders & Their Treatment. 2017;16(2):70-79.

Current as of April 18, 2018

www.chbrp.org

Young LB. Telemedicine interventions for substance-use disorder: a literature review. Journal of
Telemedicine and Telecare. 2012;18:47-53.
Zheng W, Nickasch M, Lander L, et al. Treatment outcome comparison between telepsychiatry and faceto-face buprenorphine medication-assisted treatment for opioid use disorder: a 2-year
retrospective data analysis. Journal of Addiction Medicine. 2017;11:138-144.

Current as of April 18, 2018

www.chbrp.org

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM
COMMITTEES AND STAFF
A group of faculty, researchers, and staff complete the analysis that informs California Health Benefits
Review Program (CHBRP) reports. The CHBRP Faculty Task Force comprises rotating senior faculty
from University of California (UC) campuses. In addition to these representatives, there are other ongoing
researchers and analysts who are Task Force Contributors to CHBRP from UC that conduct much of
the analysis. The CHBRP staff coordinates the efforts of the Faculty Task Force, works with Task Force
members in preparing parts of the analysis, and manages all external communications, including those
with the California Legislature. As required by CHBRP’s authorizing legislation, UC contracts with a
certified actuary, PricewaterhouseCoopers, to assist in assessing the financial impact of each legislative
proposal mandating or repealing a health insurance benefit.
The National Advisory Council provides expert reviews of draft analyses and offers general guidance
on the program to CHBRP staff and the Faculty Task Force. CHBRP is grateful for the valuable
assistance of its National Advisory Council. CHBRP assumes full responsibility for the report and the
accuracy of its contents.

Faculty Task Force
Janet Coffman, MA, MPP, PhD, Vice Chair for Medical Effectiveness, University of California, San
Francisco
Sara McMenamin, PhD, Vice Chair for Medical Effectiveness and Public Health, University of California,
San Diego
Joy Melnikow, MD, MPH, Vice Chair for Public Health, University of California, Davis
Ninez Ponce, PhD, Co-Vice Chair for Cost, University of California, Los Angeles
Nadereh Pourat, PhD, Co-Vice Chair for Cost, University of California, Los Angeles
Sylvia Guendelman, PhD, LCSW, University of California, Berkeley
Marilyn Stebbins, PharmD, University of California, San Francisco

Task Force Contributors
Danielle Casteel, MA, University of California, San Diego
Shana Charles, PhD, MPP, University of California, Los Angeles,
and California State University, Fullerton
Shauna Durbin, MPH, University of California, Davis
Margaret Fix, MPH, University of California, San Francisco
Ronald Fong, MD, MPH, University of California, Davis
Brent Fulton, PhD, University of California, Berkeley
Sarah Hiller, MA, University of California, San Diego
Naomi Hillery, MPH, University of California, San Diego
Jeffrey Hoch, PhD, University of California, Davis
Michelle Ko, MD, PhD, University of California, Davis
Gerald Kominski, PhD, University of California, Los Angeles
Elizabeth Magnan, MD, PhD, University of California, Davis
Ying-Ying Meng, PhD, University of California, Los Angeles
Jack Needleman, PhD, University of California, Los Angeles
Dominique Ritley, MPH, University of California, Davis
Dylan Roby, PhD, University of California, Los Angeles, and
Current as of April 18, 2018

www.chbrp.org

University of Maryland, College Park
AJ Scheitler, EdD, University of California, Los Angeles*
Eleanor Bimla Schwarz, MD, MS, University of California, Davis
Riti Shimkhada, PhD, University of California, Los Angeles
Meghan Soulsby Weyrich, MPH, University of California, Davis
Steven Tally, PhD, University of California, San Diego
Christopher Toretsky, MPH, University of California, San Francisco
Ed Yelin, PhD, Professor Emeritus, University of California, San Francisco
Byung-Kwang (BK) Yoo, MD, MS, PhD, University of California, Davis
Sara Yoeun, University of California, San Diego

National Advisory Council
Lauren LeRoy, PhD, Strategic Advisor, L. LeRoy Strategies, Chair
Stuart H. Altman, PhD, Professor of National Health Policy, Brandeis University, Waltham, MA
Deborah Chollet, PhD, Senior Fellow, Mathematica Policy Research, Washington, DC
Allen D. Feezor, Fmr. Deputy Secretary for Health Services, North Carolina Department of Health and
Human Services, Raleigh, NC
Charles “Chip” Kahn, MPH, President and CEO, Federation of American Hospitals, Washington, DC
Jeffrey Lerner, PhD, President and CEO, ECRI Institute Headquarters, Plymouth Meeting, PA
Donald E. Metz, Executive Editor, Health Affairs, Bethesda, MD
Dolores Mitchell, (Retired) Executive Director, Group Insurance Commission, Boston, MA
Marilyn Moon, PhD, Vice President and Director, Health Program, American Institutes for Research,
Silver Spring, MD
Carolyn Pare, President and CEO, Minnesota Health Action Group, Bloomington, MN
Richard Roberts, MD, JD, Professor of Family Medicine, University of Wisconsin-Madison, Madison, WI
Alan Weil, JD, MPP, Editor-in-Chief, Health Affairs, Bethesda, MD

CHBRP Staff
Garen Corbett, MS, Director
John Lewis, MPA, Associate Director
Adara Citron, MPH, Principal Policy Analyst
Juan Miramontes, Intern
Erin Shigekawa, MPH, Principal Policy Analyst
Karla Wood, Program Specialist

California Health Benefits Review Program
MC 3116
Berkeley, CA 94720-3116
info@chbrp.org
www.chbrp.org
(510) 664-5306

*A small percentage of AJ Scheitler’s time is available to serve as a backup CHBRP staff resource.
CHBRP is an independent program administered and housed by the University of California, Berkeley, in
the Office of the Vice Chancellor for Research.

Current as of April 18, 2018

www.chbrp.org

CHBRP gratefully acknowledges the efforts of the team contributing to this analysis:
Danielle Casteel, MA and Sara McMenamin, PhD, both of the University of California, San Diego,
prepared the medical effectiveness analysis. Bruce Abbott, MLIS, of the University of California, Davis,
conducted the literature search. Content expert Allison Lewei Lin, MD, of the University of Michigan
provided technical assistance with the literature review and expert input on the analytic approach. Erin
Shigekawa, MPH, of CHBRP staff prepared the Policy Context and synthesized the individual sections
into a single report. Garen Corbett, MS, reviewed the analysis for its accuracy, completeness, clarity, and
responsiveness to the Legislature’s request. CHBRP assumes full responsibility for the report and the
accuracy of its contents. All CHBRP bill analyses and other publications are available at www.chbrp.org.
Garen Corbett, MS
Director
Please direct any questions concerning this document to: California Health Benefits Review Program; MC
3116; Berkeley, CA 94720-3116, info@chbrp.org, or www.chbrp.org

Current as of April 18, 2018

www.chbrp.org

