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ABSTRACT

The demand for telehealth services will continue to grow
alongside an increased need for audiology services among both children
and adults. Insurance coverage policies for audiologic services are
specific to each payer and vary widely in the level of coverage provided
for both in-person and telehealth-based audiology services. While
benefits for children are fairly comprehensive, coverage for audiology
services for adults is generally poor. TraditionalMedicare does not cover
hearing aids or other rehabilitative audiologic services, and other payer
policies vary widely. Lack of benefits for hearing and balance services is
inconsistent with the evidence base and leaves many beneficiaries
without access to meaningful care for hearing and balance disorders,
which are highly prevalent among and disproportionately affect Medi-
care beneficiaries. The purpose of this article is to discuss regulatory and
reimbursement considerations for telehealth provision in audiology and
elucidate opportunities to influence related health policy at both state
and federal levels.
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Audiologic services promote better
health, well-being, and quality of life across
the lifespan.1–3 The need for hearing and
balance care continues to increase for Ameri-
cans, especially in view of the growing demo-
graphic of older adults,4 as this population is

highly likely to experience age-related hearing
loss5,6 and vestibular disorders.7 Yet in the
United States, most insurance plans and Medi-
care Part B (traditional Medicare) do not cover
the majority of hearing or balance-related re-
habilitative services that can result in improved
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quality of life. Non-coverage determinations
also apply to telehealth provisions. The hearing
and balance coverage chasm constitutes a sig-
nificant barrier for timely access to care, leaving
beneficiaries with little financial assistance to
address their hearing and balance care needs.

In the United States, a quarter of adults
aged 60 to 69 years and over 50% of those aged
70 to 79 years have clinically significant hearing
loss.8 Hearing impairment has been identified
as the primary modifiable mid-life risk factor
for dementia, accounting for a greater propor-
tion of risk than both smoking and educa-
tion.9,10 Untreated hearing loss also is
associated with increased risk of social isola-
tion,11 depression,12 falls,13 hospitalizations,14

and adverse events.15 Hearing loss is the fifth
most common cause of years lived with a
disability16 and largely remains unaddressed
as a chronic health concern by most insurers
in the United States.17,18

Prevalence of hearing loss among children
is also common. Two out of every 1,000 infants
are born with a hearing loss19 and 12% of
children aged 6 to 19 years have a hearing
loss due to noise exposure from listening to
excessively loud music through headphones.20

Unaddressed hearing loss among children can
lead to lower academic achievement21 and
poorer literacy outcomes,22 as well as lower
earnings and higher risk for un- or underem-
ployment in adulthood.23,24 The per person
societal costs of childhood hearing loss are
estimated to be $1 million and include costs
related to lost productivity, increased health
care expenditures, educational support, and
societal costs of stigmatization of hearing loss.25

It is estimated that 35% of Americans
40 years and older have vestibular dysfunction,
which remains a large public health concern,
particularly among older adults.7 Vestibular
dysfunction contributes to falls which in turn
can result in injury, hospitalizations, and re-
stricted mobility.26 The annual cost of nonfatal
falls reached $55 billion in the United States in
2020.27 Individuals with vestibular dysfunction
are at a 2.6-fold increased risk for falls, increas-
ing to 12-fold risk when clinically symptomat-
ic.7 Delayed access to balance care can also
increase associated health care costs; an average
of 4.5 physician visits are conducted before

reaching diagnosis for balance disorders28 and
the average time between onset to diagnosis for
some vestibular disorders is as high as
740 days.29 These inefficiencies in access to
balance care often result in unnecessary expen-
ditures for testing and ineffective therapy (e.g.,
magnetic resonance imaging, overuse of repo-
sitioning maneuvers, or laboratory work). Per-
haps unsurprisingly, U.S. referral rates for
dizziness stay low at 9%.30

The modest size and uneven geographic
dispersion of the audiology workforce31 in the
United States leavesmany individuals with poor
access to hearing and balance services that could
improve health. Hearing and balance issues
disproportionately affect older adults, for
whommobility may also constitute a significant
barrier to access. Telehealth provision in audi-
ology provides an opportunity to increase ac-
cessibility to hearing and balance care to meet
the growing need among both children and
adults.

Provision of telehealth services is an evolv-
ing issue with implications for timely access to
care for patients, as well as regulations and
reimbursements for services provided remotely.
The objective of this review is to discuss licens-
ing, regulatory, and reimbursement consider-
ations for telehealth provision in audiology, as
well as to identify opportunities for influencing
telehealth-related policy for hearing and bal-
ance care in the United States.

LICENSING AND REGULATORY
CONSIDERATIONS

State Licensure and Regulation

When providing telehealth services, it is im-
portant to document patients’ geographic loca-
tion during the time in which telehealth services
are provided. Known as the originating site,
patients’ location at the time of service dictates
the terms of that encounter under the respective
licensure laws in the state of the originating site.
In other words, audiologists must have an active
license in the state where the patient is initiating
services. There is also a trade-off between
timely access to care and the associated admin-
istrative burden and time delays for licensure
application and approval. In efforts to decrease
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regulatory burden, some exceptions have been
made to expedite clinicians seeking to provide
health care remotely. For example, Texas has
temporarily waived licensure requirement for
physicians, where “episodic telemedicine medi-
cal services” can be provided by practitioners
without a Texas medical license (Texas Occu-
pations Code, §151.056 and §172.12(f)).32

Certain out-of-state providers can also apply
for a telehealth license in Texas.33

State law dictates scope of practice and
terms of telepractice for audiologists, support
staff (e.g., audiology assistants), and audiology
students under clinical supervision. Since each
state has different telehealth regulations and
licensure laws pertaining to hearing and balance
professionals, clinicians are encouraged to seek
information directly from state statutes and
regulatory bodies when considering scope of
practice and respective telehealth terms. State
code pertaining to scope and terms of practice for
audiologists and related support staff is com-
monly provided on state government web sites
for audiology regulatory boards.Useful resources
for identifying current telehealth laws and pro-
posed legislation in each state include the state
look-up tool from the Center for Connected
Health Policy and the telehealth law and regu-
lation tracker maintained by the American
Speech-Language-Hearing Association.34

Some state licensure boards maintain pro-
fession-specific telehealth regulations for
audiologists, such as Alaska, Arkansas, Kentu-
cky, Louisiana, Maryland, New Mexico, Ohio,
Texas, and West Virginia.35 New Hampshire
explicitly grants permission to conduct tele-
health visits only to certain types of health
care professionals, explicitly including “hearing
care providers.”36 Others, such as Illinois, have
taken a broader legislative approach by permit-
ting licensed health care professionals to “en-
gage in the practice of telehealth in Illinois to
the extent of his or her scope of practice as
established in his or her respective licensing act
consistent with the standards of care for in-
person services.”37

Federal Regulation

Federal regulations also dictate terms of
telehealth provision for practitioners. As

outlined under the Health Insurance Porta-
bility and Accountability Act (HIPAA) of
199638 and Health Information Technology
for Economic Clinical Health (HITECH)
Act of 2009,39 federal law assures privacy
and security of protected health information
(PHI) for patients. Generally, HIPAA rules
supersede state regulations unless state protec-
tions exceed those instituted through federal
statute.

HIPAA regulations similarly apply to cov-
ered entities for services provided via telehealth
as they would for in-person services. Risk and
vulnerability assessment should be conducted to
assure that protections are reasonable and ap-
propriate. Security standards are meant to be
flexible as they are applied across a variety of
different health care contexts. Considerations
are made for characteristics such as the size of
the business, technical infrastructure and capa-
bilities, and the costs of instituting security
measures. For detailed information regarding
these statutes, the reader is directed to the
HIPAA Regulation Text.40 At the time of
publication, certain HIPAA regulations are
under non-enforcement designations due to
the COVID-19 pandemic. The United States
Department of Health andHuman Services has
also relaxed certain HIPAA requirements for
telehealth provision during this public health
emergency.41

Practitioners are also cautioned regarding
the lack of absolute guarantees for security and
privacy for services or equipment that are
branded HIPAA-compliant, such as video-
conferencing software platforms, electronic
medical appointment scheduling and messag-
ing services, and remote devices (e.g., blood
glucose monitoring devices, accelerometers)
designed to track and relay important patient
health indicators to providers. While many of
these products utilize appropriate protections
and have features that assist in meeting compli-
ance standards, they are not without risk for
breach. Distinct legal responsibilities for cov-
ered entities and providers of HIPAA-compli-
ant technology and equipment remain unclear.
Practitioners are encouraged to scrutinize new
technologies adopted for patient care which
involve electronic transmission or storage of
PHI.
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Current Issues and Future

Considerations

There are additional ethical considerations sur-
rounding telehealth services. Health-related
services provided remotely should be compara-
ble to those received through in-person care. It
is through this ideal of comparability that many
payers reimburse at the same rates for services
no matter the location of their provision. Pro-
fessionals are encouraged to reference their
respective professional organizations’ code of
ethics to ensure all services, regardless of deliv-
ery method, are provided in an equitable man-
ner. Licensure requirements and scope of
practice regulations vary greatly between states,
introducing potential inequities in access to
hearing care, particularly in the realm of tele-
practice. Standardization of licensing and prac-
tice regulations, including legislature that
enables licensure reciprocity across states, has
potential to increase access to telehealth for
millions of U.S. adults in need of hearing and
balance care. Regulatory burden can impede
timely access to services because of delays in
obtaining and maintaining multiple licenses to
provide services remotely. Facilitating licensure
reciprocity rules can increase access to remote
provision of hearing and balance care, particu-
larly in areas with shortages of audiologists and
related providers. Professional organizations
play an important role in shaping legislature
related to telehealth service provision. For
example, the Audiology Speech-Language-
Hearing Interstate Compact (ASLP-IC) seeks
to unify occupational licensure and remove
impediments to timely provision of and
patients’ access to care across state lines whether
provided in person or via telehealth.42 The
ASLP-IC needs 10 member states to initiate
an interstate commission who would conceive
the compact licensure rules. At the time of this
writing , the ASLP-IC has gathered the neces-
sary quorum of member states to establish the
commission.43

State legislative efforts regarding telehealth
provision and insurance coverage have increased
in volume since the COVID-19 public health
emergency. It should be noted that COVID-
related expansions were siloed from permanent
telehealth statutes in state law. At the time of
this writing, it is unknown at this time whether

these expansions or changes will be permanent-
ly adopted at the conclusion of this public
health emergency, but high levels of satisfaction
with telehealth have been uniformly reported by
beneficiaries.44 Increased demand for telehealth
provision by patients may force permanent
adoption of certain policies by payers.

REIMBURSEMENT
CONSIDERATIONS

Medicare

The Centers for Medicare and Medicaid Ser-
vices (CMS) coordinates Medicare benefits for
individuals with qualifying disabilities and for
all Americans 65 years and older. As the largest
single insurer of Americans, Medicare often
serves as a model for other insurers’ coverage
provisions.

Medicare national coverage determina-
tions for audiology services45 currently number
fewer than 50 and are primarily constituted of
diagnostic procedures, apart from coverage of
cochlear implants, osseointegrated bone-con-
duction hearing devices, and related program-
ming services. It is estimated that more than
75% of hearing care costs in the United States
are self-pay,17,46 with an average out-of-pocket
cost for services of $1,000 plus additional costs
for hearing aids, averaging $2,000 per unit.
Hearing care costs are a major access barrier
for the majority of U.S. adults who could pose
to benefit, considering that an out-of-pocket
cost of $2,500 would constitute a catastrophic
health expense for 77% adults with serious
hearing difficulty.47

Like many sectors of health care, Medicare
coverage for specialized professionals is limited
to a defined set of procedures. Medicare Part B
(traditional Medicare) does not have coverage
provisions for hearing aids, hearing aid services,
audiologic rehabilitation, nonmedical manage-
ment of hearing loss, vestibular dysfunction,
tinnitus, or auditory processing disorders when
provided by audiologists.45 Because many au-
diology services are not covered through Medi-
care Part B, non-coverage statutes also apply to
coverage for telehealth services. In other words,
face-to-face services not covered by Medicare
Part B are also not covered when provided via
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telehealth. Expanded COVID-19 telehealth
provisions for audiologic services were extreme-
ly limited, allowing only for coverage for co-
chlear implant programming services, but not
for services related to any other hearing loss
management or rehabilitation services.48

Other telehealth expansions during the
COVID-19 emergency allowed certain provi-
ders such as nutritionists, psychologists, speech-
language pathologists, occupational therapists,
and physical therapists to transition care to
telehealth and receive reimbursement for ser-
vices provided remotely.49,50 These same non-
physician providers who cannot report
evaluation and management (E/M) activities
were also provided access to reimbursements
for online assessment and management ser-
vices.49,50 Because Medicare audiology benefits
are considered “other diagnostic tests,” theCMS
could not provide audiologists access to these
codes as they were not considered diagnostic.
Audiologists do not typically report office or
outpatient E/M services, but uniformly partici-
pate in such activities such as taking a thorough
case history, evaluating and counseling the pa-
tient on findings, and developing a management
plan. Reporting of E/M services is tiered such
that it also accounts for whether patients are
established or new, the number and complexity
of problems addressed, and work of medical
decision-making.

The classification of audiologists under the
Medicare program is complex. Statutory lan-
guage in the Social Security Act and CMS
coverage determinations for Medicare benefi-
ciaries characterizes audiologists in a primary
role as diagnosticians by way of the narrow
benefit category for hearing and balance care.
CMS does not currently recognize audiologists
as providers of management or treatment activ-
ities,51 yet audiologists are required to report
some of these activities through the CMS’s
Quality Payment Program Merit-based Incen-
tive Payment Scale (MIPS),52 and they are
characterized as such in CPT definitions of
Medicare-covered audiology services.53,54 The
nebulous classification of audiologists within
Section 1861(II)(3) of the Social Security Act
drives coverage determinations by CMS, as this
health policy does not recognize audiologists
for their full scope of practice.

CMS policy, driven by the statutory limi-
tations within the Social Security Act, consti-
tutes a significant access barrier for U.S. adults
in need of hearing and balance care. Hearing
health care access barriers could be addressed by
amending language in Section 1861 of the
Social Security Act to include nonmedical
treatment and management under the defini-
tion of audiology services. Current legislation
introduced in March 2021, H.R. 1587 Medi-
care Audiologist Access and Services Act of
2021,55 would work to clearly define audiolo-
gists’ classification. Statutory language regard-
ing the classification of audiologists within the
CMS system could also be revisited to increase
access to hearing and balance care among a
growing pool of Medicare beneficiaries who are
disproportionately affected by hearing and bal-
ance issues. It is encouraging that increasing
access to address unmet hearing health care
needs of adults in the United States is gaining
legislative traction.

Joint Federal and State Programs:

Medicaid and Children’s Health

Insurance Program

Medicaid and Children’s Health Insurance
Program (CHIP) programs are need-based,
affordable health insurance plans provided
through joint efforts from federal and state
governments. These plans are administered by
state governments and regulated by the federal
government. Unless there is a national coverage
determination, coverage for hearing and bal-
ance care is defined at the state level.

Medicaid has a national coverage determi-
nation for hearing care for children,56 where
states must provide beneficiaries with assess-
ment and treatment for hearing loss, which
includes hearing aids. Conversely, there is no
Medicaid national coverage determination for
hearing care for adults. In our own work, we
found that 22 state Medicaid programs had no
hearing care provisions for adults and among
the 28 states with coverage, each varied widely
in candidacy and coverage requirements, as well
as available benefits.18,57

As Medicaid and CHIP benefits are spe-
cific to each state, telehealth regulations from
these payers will also vary from state to state.
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There are some federal requirements for state
Medicaid programs if they wish to change
reimbursement structures for telehealth. States
are obligated to submit a reimbursement state
plan amendment to the CMS for approval if
telehealth services are not reimbursed at the
same rate as in-person services.58

Medicaid and CHIP policies regarding
telehealth coverage policies for audiology ser-
vices can be found on state-maintained Medic-
aid and CHIP Web sites, in provider bulletins,
and/or by directly contacting provider relations
departments. Advocacy efforts to address ac-
cessibility issues for hearing and balance care
should target state legislatures and regulatory
boards, as any changes would require state
approval of statutory or regulatory change.57

Private Insurance: Medicare

Advantage, Commercial Payers, and

Third-Party Networks

Coverage policies for commercial payers and
MedicareAdvantage planswill vary from insurer
to insurer, policy to policy. Medicare Advantage
payers are contracted through CMS and plans
are required by law to minimally provide all
benefits available through traditional Medicare
Parts A and B.59MedicareAdvantage plans vary
widely in coverage policies, sometimes varying
down to the zip code. Significant barriers to care
still exist when coverage is provided, as many
plans do not allow for provider choice, type of
hearing aid, and are not transferrable to nonco-
vered providers, even if the beneficiary was
willing to make up the difference out of pocket.

Benefit information on hearing and balance
care is defined in the evidence of coverage docu-
ment. At the time of this writing, eight states
(Arkansas,Connecticut, Illinois,Massachusetts,
Maine, North Carolina, New Hampshire, and
Rhode Island) have mandates requiring private
insurers to cover hearing aids and associated
services for at least some adults60,61; however,
significant variation in coverage allowances, in-
cluding telehealth reimbursement, exists be-
tween states. Patients are encouraged to
contact their insurance payer’s provider relations
department for detailed information regarding
hearing health care benefits and telehealth cov-
erage policies for audiology services.

Payer Policy Considerations

Payer policy may have additional technological,
security, and/or documentation requirements
for reporting of and reimbursement for tele-
health provision. Telehealth coverage may vary
by communication medium. Different policies
may apply for encounters conducted via video-
conference (real-time audio/video), telephone
call (real-time audio only), store and forward
technology (asynchronous digital information
or communication), or remote patient monitor-
ing. Clinicians are encouraged to reference
payer-specific policies when identifying addi-
tional reporting requirements for telehealth
services.

DISCUSSION
The shift to remote service provision and tele-
health has exposed accessibility issues in hear-
ing and balance care both for children and
adults in theUnited States. Audiologists, unlike
similar nonphysician providers such as speech-
language pathologists and physical therapists,
are not reimbursed for most rehabilitative and
management activities. And because audiolo-
gists are not classified as this type of provider,
payers also do not reimburse audiologists for
these activities when provided via telehealth.
Joint state–federal insurance programs such as
Medicaid and CHIP vary widely in how com-
prehensive the coverage policies are from state
to state. Few insurers—federal, state, or pri-
vate—provide coverage for certain audiologic
diagnostic services (e.g., hearing aid examina-
tions, communication/listening needs assess-
ments) and rehabilitative services (e.g.,
hearing aid programming, tinnitus manage-
ment, nonmedical vestibular rehabilitation).

Access barriers to hearing and balance care
have potential to negatively impact population
health over the lifespan. Over 60 million Ame-
ricans have a clinically significant hearing loss6

and 69 million adults 40 and older exhibit a
vestibular dysfunction.7 Audiologists’ benefit
category within the Medicare system of provi-
ders is nebulous and oftentimes contradictory.
Inconsistencies and gaps in insurance coverage,
including the fragmented hearing and balance
care coverage for Medicare Part B beneficiaries,
are poorly aligned with the evidence base which
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has demonstrated that such care is cost-effec-
tive62; increases satisfaction with health care
encounters63,64; reduces risk for undesirable
health care outcomes like hospitalizations,14

readmittance,65 and adverse events15; and
improves overall quality of life.2,3 Access to
hearing and balance care—for services provided
in person or via telehealth—may mitigate risk
for and associated costs of downstream issues
such as falls or dementia for older adults.

Uneven geographic distribution of audio-
logists also leads to large segments of the U.S.
population remaining underserved. State audi-
ology regulations are fragmented and may
impede timely provision of remote services to
populations in need. Telepractice represents an
opportunity to increase access to hearing and
balance care for these populations. Telehealth
provision may indeed be the most tenable way
to access hearing or balance care. Travel dis-
tance to clinics, mobility, and transportation
issues are barriers to in-person care and are
more commonly experienced by aging U.S.
adults.

Payer policy has also lagged behind tech-
nological advancements which have reduced
burdensome requirements for and costs of
conducting audiologic care remotely. For ex-
ample, remote programming of hearing aids is
available for nearly all FDA-regulated advanced
digital technology air-conduction hearing aids.
Increased portability of diagnostic equipment
has also made remote assessment feasible. Por-
table technologies for otoscopic examinations
and hearing assessment are now available (e.g.,
app-based otoscopy kits, Shoebox audiometry).
Other portions of audiologic assessment activi-
ties can be easily adopted to provision via
telehealth such as gathering a focused case
history, completing self-assessments or ques-
tionnaires, coordinating patient care, or
counseling on findings from hearing, amplifi-
cation, tinnitus, auditory processing, and ves-
tibular assessments.

The health care community, policy makers,
and beneficiaries at large should be aware of
these issues that face beneficiaries with hearing
and vestibular disorders. Access to timely and
effective interventions may mitigate the delete-
rious effects of hearing and vestibular disorders,
promoting health, mobility, and independence.

Legislative efforts at both federal and state
levels should strive to provide beneficiaries
with timely and affordable access to hearing
and balance care that contributes to improve-
ments in overall well-being and meaningful
functioning and productivity within
communities.
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