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1. Abstract:

Telemedicine has become widely used as a result of the COVID-19 
epidemic, which has brought attention to its significance in promoting 
sleep health and expanding access to sleep care. The American Academy 
of Sleep Medicine’s 2015 position paper on the use of telemedicine for the 
diagnosis and treatment of sleep disorders is expanded upon in this update, 
which takes into account the lessons learned from such broad telehealth 
utilisation. An emphasis on value and quality, safety and privacy, health 
advocacy through sleep telemedicine, and future directions are important 
critical considerations in this edition.

2. Background:

Since the American Academy of Sleep Medicine released a position paper 
in 2015 about the use of telemedicine for the diagnosis and treatment of 
sleep disorders, the field of telemedicine has expanded rapidly [1]. The shift 
was first driven by the growing need for access to specialised treatment 
and developing technologies, but the novel severe acute respiratory 
syndrome coronavirus (SARS-CoV-2) was ultimately responsible for 
the widespread use of telemedicine. The COVID-19 pandemic put 
conventional approaches to providing healthcare in jeopardy as hospitals 
reduced non-emergent care and tried to provide the safest possible settings 
for patient care [2,3].

In 2020, the Centres for Medicare & Medicaid Services waived their 
reimbursement restrictions, easing the process of offering telehealth 
services. This was done by the US Department of Health and Human 
Services. Patients can now receive care anywhere, from the privacy 
and comfort of their own homes to public spaces, thanks to innovative 
platforms. Conventional center-to-home models were extended to 
incorporate the provider’s absence from the centre in addition to the 
patient’s. The AASM Board of Directors reviewed and updated the 2015 
document in response. In May 2020, a study of the current literature, 
materials, and policies was started by the Telemedicine Presidential 
Committee. The group’s initial conclusion was that the recommendations 
made in the original 2015 document were still applicable and ought to be 
used as a basis for future decisions.

Clinical care requirements for telemedicine services should be the same 
as those for in-person appointments, covering all facets of diagnosis and 
treatment choices that one could reasonably anticipate from a regular 
office setting. When deciding the breadth and depth of telemedicine 
applications in the diagnosis and treatment of individual patients and sleep 
disorders, clinical judgement should be used. If applied in accordance with 
the guidelines in this document, live interactive telemedicine for sleep 
disorders ought should be acknowledged and compensated in a way that 
is competitive with or equivalent to conventional in-person consultations.

3. Further Guidelines for Telemedicine Applications in Sleep 
Medicine:

Telehealth modalities, which are not geographically restricted, can offer 
complete, high-quality sleep therapy. If synchronous telehealth visits 
adhere to all licencing, state, federal, and HIPAA regulations for both the 
originating and distant sites—even if both sites are located outside of the 
traditional office—and replicate the live in-person office visits in terms 
of quality and process, they may be used in place of live in-person visits.
Asynchronous telehealth technologies can improve access to sleep 
medicine services and clinical care.A telemedicine programme needs 
to uphold a culture of good patient safety that includes professional 
responsibility, risk assessment, risk management, and infection control. 
It also needs to give special attention to the patient’s physical and 
mental well-being throughout the telemedicine visit. In order to lessen 
health inequities, campaigning for increased access to telehealth systems 
is necessary, even if telehealth may be essential for maintaining the 
continuity of sleep health. The optimal approach to combine in-person 
care with telemedicine going ahead will require clinical routes for the 
diagnosis and treatment of sleep problems, including the integration of 
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data from consumer-based and sleep-specific technologies.

3.1. Technology-Based Care:
The delivery of sleep care via telemedicine modalities can take place 
synchronously or asynchronously, as explained in the 2015 position paper 
[1]. Synchronous telemedicine services must replicate in real time in-
person office visits, involving audio and visual contacts between a patient 
at the originating site and a physician at the distant site. In the telemedicine 
interaction, additional staff members, carers, and providers may be 
included, as is customary in a typical office visit. During a telemedicine 
visit, a tele-presenter may be introduced to help with the technology and 
inspection at the original site.Asynchronous telemedicine services involve 
electronic communications between patients and providers, electronic 
consultations between providers, remote interpretation of store-and-
forward systems, and self-directed care mechanisms like data from health 
apps. These services occur when the patient and provider are separated 
not only by distance but also by time. The 2015 position paper contains 
more information.

3.2. Synchronous telemedicine service updates:
Fully out-of-center models may also offer comprehensive care, provided 
that they replicate in real time office visits, in addition to the center-to-
center and center-to-home models, which place the patient at home or 
at another centre and the clinician at the medical institution. Out-of-
center models can take place in any private, secure location that the 
patient and physician choose, and they include both the originating and 
remote sites outside of the traditional office. Multimedia communications 
technology that allows for real-time, two-way interactive audio and video 
communication is one method that these interactions can be carried out. 
Examples include conventional laptops and desktop computers as well as 
tablets and smartphones. In order to comply with the Health Insurance 
Portability and Accountability Act (HIPAA) and other state and federal 
requirements, privacy and interaction quality should be guaranteed in 
any mobile communication technology. Patients need to be made aware 
that the telehealth encounter is a substitute for the in-person, live office 
visit. In the event that an emergency is detected during the telemedicine 
consultation, patient safety should be guaranteed, and protocols for calling 
emergency services (such as e-911) should be in place. It is advisable 
to create a backup plan ahead of time in case of low signal quality or 
connectivity issues. At every visit, consent for synchronous care via a 
telehealth medium should also be acquired.

3.3. Asynchronous Telemedicine Service Updates:
In sleep medicine, store-and-forward technologies are now commonly 
utilised. Examples of store-and-forward technologies frequently used in 
the treatment of patients receiving sleep medicine include communications 
via patient portals, remote patient monitoring that includes review of data 
obtained remotely from a positive airway pressure device, and remote 
interpretation of home sleep apnea tests. Asynchronous telemedicine 
services include electronic consultations that involve reviewing medical 
data and communicating clinical decisions to referring providers, 

electronic patient communications, and virtual patient check-ins via 
electronic health record platforms. Asynchronous services require 
patient approval, just like synchronous telemedicine does. approval for 
asynchronous treatment should be sought on an annual basis at minimum. 
More asynchronous telemedicine services are now covered by insurance 
due to the COVID-19 regulation; nevertheless, in order to guarantee 
continued payment for these services, providers need communicate with 
payers on a regular basis.

4. Advocacy:

The COVID-19 epidemic has demonstrated the potential of telemedicine 
to offer patients with sleep disorders full care, and sleep medicine has 
established itself as a specialty capable of providing thorough and 
high-quality care from a distance. In times of national emergency or 
natural disaster, telemedicine makes sleep treatment more accessible to 
vulnerable groups, people living in remote and underdeveloped locations, 
and everyone else. The elderly, kids, people from poorer socioeconomic 
backgrounds, patients at high risk of immunocompromised or drowsy 
conditions, people with physical or mental disabilities, and anyone 
without a safe way to get to or from doctor’s appointments are vulnerable 
groups that may benefit from telehealth services.Indeed, telehealth has 
the potential to mitigate certain health inequalities and disparities linked 
to the conventional health care paradigm. Nonetheless, there is now a 
pronounced digital gap depending on socioeconomic and geographic 
variables,21 and the provision of telehealth care is heavily reliant on 
having access to broadband and high-speed internet. It is critical to 
recognise and address factors that have the potential to exacerbate health 
disparities, particularly in extremely remote areas with poor internet access 
and high poverty/low-income areas where access to smart electronics and 
the internet is expensive. State licencing laws have also created disparities 
in access to specialised knowledge by acting as major obstacles to the 
widespread use of telemedicine. State laws govern medical licencing, 
and while some jurisdictions permit cross-border medical care, others do 
not. Both the states where the provider practices (remote site) and the 
states where the patients reside at the time of the telehealth encounter 
(originating site) require the provider to hold a licence. Interstate Medical 
Licensure Compacts19 may speed up and simplify the process of 
obtaining a medical licence between states, but multistate licencing can 
still be costly and time-consuming. 

These policies establish needless restrictions that hinder access in the 
era of telemedicine, when geographic distance is no longer a barrier to 
care. While many state licensure requirements were suspended during 
the COVID-19 pandemic, enabling healthcare providers to treat patients 
regardless of the patient’s or provider’s location, these suspensions must 
end, or new regulations allowing cross-border care must be put in place, as 
is the case with the Department of Veterans’ Affairs. Without creating new 
health disparities or escalating preexisting ones, we must keep advancing 
in order to deliver safe, compassionate, and possibly cost-effective quality 
treatment using telehealth modalities. The expansion of telehealth must 
be accompanied by increasing access to high-speed internet and improved 
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connectivity. While telehealth may be essential to maintaining the 
continuity of sleep health, in order to lessen health inequities, we must 
push for increased access to telehealth networks.

5. Future Directions:

Examining the effectiveness of telemedicine in comparison to conventional 
in-person forms of care is an important field of research. Telemedicine is 
undoubtedly a practical means of providing care, but we still need to assess 
how clinical results stack up against face-to-face consultations. Proof of 
equivalency or noninferiority is required. Additionally, as telemedicine 
eliminates obstacles like physical space and many simultaneous patient 
check-ins, novel models of care, such shared medical sessions, may be 
carried out more readily. The majority of the discourse surrounding the 
use of telemedicine to treat sleep disorders has centred on the remote 
diagnosis and treatment of patients suffering from sleep apnea. In order 
to develop suggested processes and templates for diagnosing and treating 
additional common sleep disorders, such as insomnia, narcolepsy, 
parasomnias, restless legs syndrome, and circadian rhythm sleep-wake 
disorders, the next step is to examine them. It will be crucial to identify the 
components of a sleep disorder that require in-person care and those that 
can be evaluated remotely. Telemedicine can offer more alternatives for 
synchronous or asynchronous patient interaction if these components are 
identified. One way to compare telemedicine with in-person visits would 
be to use the quality metrics for sleep disorders that the American Academy 
of Sleep Medicine published in 2015. Patients are already using consumer 
sleep technology like wearables and smartphone apps extensively, 
and the massive amounts of data produced by medical equipment and 
consumer wearables could help with the development of algorithms for 
remote patient monitoring. As new technologies are developed, further 
investigation is required to assess not only their validity but also their 
influence on sleep behaviours and possible application in patient sleep 
care.
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