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Avoiding Liability  
in Telemedicine: 
Licensure & Coverage
Telemedicine has exploded in scope with the 

COVID-19 pandemic and will leave a lasting 

imprint on how medicine is practiced, so it is 

essential for physicians to understand its basic 

principles and the specific rules that govern it 

during the pandemic.

Normally, a patient’s residence does not matter, 

because you see them in the state where you are 

licensed. However, when you as, for example, 

a doctor in Manhattan have a video visit with  

your patient at home just across the river in New 

Jersey, you are reaching into another state to  

practice and so your licensure status becomes  

of interest to that state. As a result of the 

COVID-19 crisis, states have extended licen-

sure waivers. If you will be practicing telehealth 

with patients from states where you do not  

have a license, search fsmb.org for “states waiv-

ing licensure requirements” to make sure that  

is permissible.

Bear in mind that these modifications are  

related to the current pandemic. Do not assume 

that a waiver will continue past the end of the  

crisis, and make sure you meet all requirements  

that may re-establish if you want to continue to  

offer remote visits to your out-of-state patients,  

or you could face charges of practicing without 

a license.

The advent of the pandemic originally provoked 

a retreat by insurers, many of whom wanted to 

exclude COVID-related issues, but that was  

essentially a brief reaction, and virtual care cov-

erage is now an expanding and competitive 

market. However, again, beware that while these 

changes are significantly the result of carriers 

seeing an expanding opportunity even after the 

pandemic ends, they are currently backed up 

by laws that offer considerable immunity from 

suits for those involved in COVID-19 care.  

That rates may rise later when such immuniza-

tion is lifted should be assumed.

If you are getting coverage to do telemedicine, 

remember that it is not just about malpractice.  

You will need adequate coverage for technical  

issues and for privacy breaches. If you have free 

coverage of some $50,000 for cyber issues on 

your current policy, make sure to increase it to at 

least $1 million, because any 

breach can be costly and tele- 

medicine is inherently more  

risky being entirely in the  

vulnerable electronic realm.

This article was written by  

Dr. Medlaw, a physician and  

medical malpractice attorney. 

[ MEDLAW ]

L
eiomyosarcoma (LMS) is 

a rare gynecologic malig-

nancy, but it contributes 

to a significant proportion of 

uterine cancer deaths. Most 

LMS cases are uterine-con-

fined, early-stage disease, and 

while surgery is the mainstay 

of treatment, recurrence rates 

continue to be high. “Even 

with adjuvant chemotherapy, 

approximately 50% of patients 

will have their LMS recur,” says 

Anthony B. Costales, MD. “These recurrences  

are largely incurable and fatal.”

In general, most clinical trials investigating treat-

ment modalities for LMS—including radiation 

therapy and adjuvant chemotherapy—have failed 

to demonstrate a survival benefit compared with 

observation. “Given the rarity of LMS, data are 

needed to establish if adjuvant chemotherapy can 

improve oncologic outcomes,” Dr. Costales says. 

“Such data could facilitate our discussions with 

patients on what can be expected with this type  

of treatment and guide our decision making on 

the optimal course of action.” 

Identifying Important Trends
For a study published in the Journal of  

Gynecologic Oncology, Dr. Costales and colleagues 

assessed the survival impact of adjuvant chemo-

therapy in women with LMS. Using data from  

the 2008–2014 National Cancer Database, the  

analysis involved 1,030 women with early-stage  

disease. “We wanted to see if adjuvant therapy  

improved oncologic outcomes—specifically,  

over-all survival,” explains Dr. Costales. “We also 

wanted to determine if we could identify a certain 

population of women with specific uterine factors 

that could benefit from adjuvant chemotherapy.” 

He adds that these data may help identify trends 

in adjuvant treatment in the absence of prospec-

tive randomized data.

Most patients in the study received observa-

tion (53.1%) or chemotherapy alone (33.0%) 

while far fewer received radiation alone (7.7%) 

or chemoradiation (6.2%). Patients were more  

likely to be treated with observation if their  

tumor size was smaller than 5 cm and less likely 

to be observed if lymphovascular space invasion 

(LVSI) was present. Patients were more likely to 

receive chemotherapy if they were younger and  

if they had LVSI. 

Assessing Prognostic Indicators 
When the investigators assessed factors relat-

ing to mortality, they found that older patients, 

those with tumors larger than 5 cm, and those 

with LVSI had worse survival rates. The strongest  

predictor of mortality was the presence of LVSI.  

Dr. Costales and colleagues noted that their  

analysis is among the first to show that LVSI in  

women with LMS is associated with a poorer 

prognosis. The median overall survival for the  

entire cohort was 62 months. 

“Our study showed that no type of adjuvant  

therapy—including adjuvant chemotherapy—in 

early stage, uterine confined LMS improved over-

all survival when compared with observation,” 

Dr. Costales says (Figure). “In a subgroup analysis 

assessing the impact of clinicopathologic factors, 

none of the patient subgroups had an improved 

mortality rate when compared with observation.” 

The 3-year overall survival rates for observation,  

chemotherapy, and radiation, were 73.7%, 

71.3%, and 68.2%, respectively. 

Reexamining the Approach
“Our study adds to what has been seen in other 

studies of women with early stage, uterine con-

fined LMS,” says Dr. Costales. “The data support 

that observation should be considered standard  

of care rather than adjuvant chemotherapy. At 

most, adjuvant chemotherapy should be discussed 

with patients, but clinicians should not advocate 

for it since we lack data showing that this strate-

gy improves survival. As healthcare professionals, 

we are responsible for presenting data to patients 

to help them make the best possible decision on 

treatment. The unfortunate reality is that, regard-

less of whether they choose chemotherapy or ob-

servation, their survival chances are the same.”  

Dr. Costales notes that translational stud-

ies are needed to better identify which patients 

with LMS may benefit from adjuvant chemo- 

therapy. “Future research should seek to deter- 

mine if mutational signatures or subtypes may  

identify patients who can benefit from adjuvant  

chemotherapy,” he says. “It would also be bene- 

ficial to test novel therapies that may target  

identified mutations. Importantly, since LMS is  

rare, clinical trials investigating women with  

the disease will inevitably be small. It may be  

difficult to accept, but observation may be the  

best option for women with early stage LMS  

until more data emerge.”  

Characterizing the  
Treatment of Women With  
Early Stage Leiomyosarcoma 

Brachytherapy for 
Cervical Cancer

G
iven the poor survival  

rates for women with 

advanced cervical can-

cer, new treatment regimens 

are needed. Although today’s 

standard of care for advanced 

cervical cancer is chemother-

apy in combination with ex-

ternal beam radiation therapy 

(EBRT), a growing body of 

evidence demonstrates that brachytherapy ad-

ministered after chemo/EBRT improves over-

all survival. One study found a 12% increase 

in 4-year survival in women who received a 

brachytherapy boost compared with patients 

receiving EBRT alone, and other studies have 

shown that 3D image-guided brachytherapy  

using interstitial needles that expand the treat-

ment area and conform to the shape of the  

tumor is associated with improved clinical out-

comes, especially for patients with larger tumors.

Unfortunately, despite the clear benefits of add-

ing brachytherapy to the treatment regimen for 

advanced cervical cancer, there is a growing trend 

in the United States not to use it. Although the 

reason for this trend is still being evaluated, po-

tential contributing factors include inadequate 

physician training and experience in the use of 

brachytherapy for cervical cancer; lack of reim-

bursement for the procedure, which is a disin-

centive to performing a labor-intensive proce-

dure, such as brachytherapy; and the increasing 

number of cancer patients who receive care at 

out-patient centers that are not equipped to per-

form brachytherapy procedures. 

As physicians, it is incumbent upon us to do ev-

erything in our power to improve our patients’ 

care and outcomes. In the treatment of cervical 

cancer, this requires advocating for and contrib-

uting to improved training on brachytherapy 

procedures, supporting policies that align reim-

bursement with outcomes, and referring patients 

to care centers that are able to provide a com-

plete suite of cancer therapies, including brachy- 

therapy. New innovations in brachytherapy—

including new gynecologic applicators that  

simplify the use of brachytherapy to treat ad-

vanced cervical cancers in which the tumor has 

spread outside the cervix—may also help to re-

verse the alarming trend toward decreased use  

of a potentially lifesaving therapy. The data tell 

us what works. It’s our job as physicians to do 

what is best for our patients.  
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Table Examining Overall Survival
The Kaplan-Meier estimate below depicts the overall survival rate of women with early-stage (uterine 

confined) leiomyosarcoma based on adjuvant therapy.

Source: Adapted from: Costales AB, et al. J Gynecol Oncol. 2020;31(3):e21.

How Locum Tenens 
Can Help Your 
Permanent Job

W
hile locum tenens work 

is by nature temporary,  

it can also be helpful 

to those who want to remain  

in one place. How? Some use  

it to test out a new location or  

facility, while others enjoy  

the extra income or the variety 

of experiences it can offer.

These four physicians have full-time jobs, 

but they’ve also discovered the advantages that 

locum tenens brings to both their practices and 

their lives.

For those new to medicine, deciding where to  

start your career can be daunting. There is  

also pressure to accept the first offer that comes  

along, which is something that head and neck  

surgeon Dr. Kimberly Atiyeh felt acutely.  

“Toward the end of fellowship, I wasn’t ready to  

make a decision about the next step,” she says. 

After learning about locum tenens, she began  

working temporary assignments while con-

tinuing her permanent job search. “It really  

allowed me to relax and be patient in finding  

the right opportunity.”

For 35 years, Dr. Steven Berman worked as a  

general surgeon in private practice. While re- 

covering from a surgery of his own, he decided 

to take leave from his permanent position  

and give locums a try. Over the next 6 years, he  

worked locums on and off, eventually taking  

an assignment in North Carolina. “I got to  

know the community, and the hospital got to  

know me,” says Dr. Berman. He eventually was  

offered a full-time contract to work at the  

hospital, which he accepted. “It was certainly 

much easier to take a job knowing fully what 

that job was before committing.”

“Because of the decrease in reimbursement 

and the increase in regulation by the govern- 

ment, it’s hard to make a living in private 

practice,” says Dr. Mark Kowalski, an ortho-

pedic surgeon in Oklahoma City. This ac-

knowledgement led him to consider work-

ing locums to earn some extra income, and he  

now accepts weekend assignments that are close to  

home. The additional income has helped Dr.  

Kowalski maintain his private practice; however,  

he’s found that he enjoys locums so much that he  

says he may switch to locums work full-time.

Dr. Demetri Poulis was looking for a way to re-

lieve burnout after years on call—by himself—

as a general surgeon. While exploring alternative  

career options, he discovered locums. He decided  

to spend some time traveling across the country, 

working in a variety of settings, and experienc-

ing new ways of practicing medicine. “It let me 

see how it was done elsewhere, how other people 

handled things. I had more confidence in my-

self, especially after being burned out after that 

many years of being on call alone,” he says.    
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