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Abstract

The expansion of telemedicine has transformed healthcare
delivery by enabling remote consultations, diagnosis, and
treatment across geographical boundaries. However, this
rapid growth has created complex legal challenges
concerning medical jurisdiction and professional licensing,
particularly in federated systems where healthcare regulation
is primarily state-based. This examines the legal boundaries
and licensing conflicts arising from cross-border
telemedicine practices, focusing on issues of jurisdictional
authority, patient protection, and professional accountability.
Central to these challenges is the question of which
jurisdiction’s laws govern telemedicine interactions when
providers and patients are located in different states or
countries. Many regulatory systems follow the principle that
the law of the patient’s location applies, requiring out-of-state
physicians to obtain licensure in the patient’s jurisdiction. In
the United States, this has led to significant licensing barriers,
as providers must comply with multiple state-specific
licensing regimes, even for occasional or emergency
consultations. Interstate licensure compacts, such as the
Interstate Medical Licensure Compact (IMLC), have

emerged to ease these restrictions but still face limitations in
scope and participation. This also explores conflicts related
to malpractice liability, privacy laws, and informed consent
standards across jurisdictions. Variations in legal definitions
of “standard of care” and differing insurance regulations
complicate cross-border telemedicine further. Additionally,
inconsistent rules on electronic prescribing and controlled
substances pose operational risks for healthcare providers.
Emerging policy debates center on balancing patient access
to remote care with ensuring adequate professional oversight
and accountability. The analysis highlights global trends
toward regulatory harmonization, including proposals for
transnational licensing frameworks and mutual recognition
agreements. Ultimately, this calls for comprehensive legal
reforms and coordinated regulatory strategies to reconcile
medical licensing laws with the borderless nature of digital
healthcare. This includes enhanced collaboration among
medical boards, legislative bodies, and international
organizations to establish consistent, equitable, and patient-
centered approaches to telemedicine governance.
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1. Introduction

The evolution of digital technologies has accelerated the integration of telemedicine into modern healthcare systems,
fundamentally transforming how medical services are delivered (Ogungbenle and Omowole, 2012; Mustapha et al., 2018).
Telemedicine broadly refers to the use of telecommunication technologies to provide clinical healthcare services remotely,
encompassing a range of activities such as virtual consultations, remote diagnostics, and electronic prescribing (ADEWOQYIN
et al., 2020; OGUNNOWO et al., 202). Initially developed to address access challenges in remote or underserved areas,
telemedicine has expanded rapidly in recent years, particularly during the COVID-19 pandemic, where it became essential for
ensuring continuity of care amid physical distancing measures and overburdened healthcare facilities (Omisola eet al., 2020;
Adewoyin et al., 2020). Today, telemedicine plays a vital role in enhancing healthcare accessibility, reducing costs, and
improving patient outcomes (Mgbame et al., 2020). It facilitates real-time interaction between healthcare providers and patients
across geographic locations, supports chronic disease management through remote monitoring, and enables specialist
consultations without requiring patient travel.
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Additionally, telemedicine has improved healthcare
efficiency by minimizing waiting times and enabling quicker
diagnoses and treatment decisions (Wang et al., 2019; Napi
et al, 2019). Various modalities—including video
conferencing, mobile health apps, and secure messaging
platforms—are now embedded in routine clinical practice in
many countries.

However, despite its numerous benefits, telemedicine
presents complex legal challenges, particularly in the areas of
medical licensing and jurisdiction. These issues stem from
the inherently borderless nature of virtual care, where
healthcare providers can consult with patients located in
different states or countries (Townsend, 2017; Zubaydi et al.,
2019). In traditional, in-person healthcare, the location of the
physician and patient typically falls within the same legal
jurisdiction. Telemedicine, however, frequently involves
cross-border interactions, raising difficult questions about
which jurisdiction’s laws govern medical services, what
licensure requirements apply, and where legal liability
resides in the event of malpractice or regulatory breaches
(Bensemmane and Baeten, 2019; Prilukov et al., 2019).

One of the most pressing challenges is medical licensing.
Many countries, especially those with federal structures like
the United States, maintain state-specific licensing regimes.
In such systems, healthcare providers must obtain a license in
each state where they practice medicine, including where the
patient is located during a telemedicine consultation (Baker
and Stanley, 2018; Ateriya et al., 2018). This poses
significant barriers for cross-state telemedicine, as physicians
are often required to secure multiple licenses to provide care
to patients across jurisdictions. Although some mechanisms,
such as the Interstate Medical Licensure Compact (IMLC) in
the U.S., have emerged to streamline licensing processes,
substantial administrative burdens and variations in licensing
standards persist (Corrigan et al., 2018; Vaughn et al., 2019).
In many cases, these licensing restrictions limit patient access
to specialized care and deter healthcare providers from
offering virtual services across borders.

The issue of legal jurisdiction further complicates
telemedicine regulation. Generally, legal frameworks adopt
the “patient location rule,” meaning that the jurisdiction
where the patient receives care governs the medical
encounter. This approach subjects healthcare providers to
potentially unfamiliar laws, standards of care, malpractice
liabilities, and disciplinary procedures (Siracusa et al., 2019;
Rowthorn et al., 2019). In addition, inconsistencies in laws
relating to patient privacy, informed consent, prescribing
rights, and medical recordkeeping across jurisdictions create
operational challenges for telemedicine providers. Variations
in malpractice coverage between regions also raise financial
risks for physicians engaging in cross-border care (Paskalia,
2017; Sokolovich, 2017).

Against this backdrop, this aims to analyze the legal
boundaries and cross-state licensing conflicts in the context
of telemedicine, with a particular focus on federated
regulatory systems such as that of the United States. It
explores how the traditional geographic foundations of
medical licensing clash with the realities of virtual healthcare
delivery and identifies the resulting barriers for both
healthcare providers and patients. Furthermore, this examines
current regulatory mechanisms intended to address these
conflicts, such as licensing compacts, telehealth registration
schemes, and cross-border practice exemptions

This also evaluates potential legal and policy solutions to
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promote more seamless telemedicine practices while
maintaining patient safety and provider accountability. These
solutions include proposals for national licensing models,
reciprocal recognition agreements, and the creation of
transnational regulatory frameworks. Finally, this highlights
emerging global trends toward regulatory harmonization and
cross-jurisdictional  collaboration in  digital  health
governance.

By examining these issues, this contributes to the ongoing
legal discourse on telemedicine and offers policy
recommendations to reconcile the tension between
geographic-based medical regulation and the borderless
nature of virtual care. Addressing these legal challenges will
be crucial to unlocking the full potential of telemedicine in
delivering equitable, safe, and efficient healthcare across
geographic boundaries.

2. Methodology

The Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) methodology was employed to
ensure a rigorous, transparent, and replicable systematic
review on telemedicine and medical jurisdiction, with
specific emphasis on legal boundaries and licensing conflicts
across state lines. A comprehensive search strategy was
developed to identify relevant academic literature, legal
analyses, policy reports, and case law pertaining to
telemedicine regulation, interstate licensing frameworks, and
cross-border healthcare disputes.

Databases searched included PubMed, Scopus, Web of
Science, HeinOnline, Westlaw, and Google Scholar to ensure
broad coverage of healthcare, legal, and policy research. The
search included literature published between January 2000
and 2020, reflecting the rise of telemedicine and major
regulatory shifts during this period, particularly those
accelerated by the COVID-19 pandemic. Search terms
combined keywords and Boolean operators, including

"telemedicine,"” "telehealth,” "medical licensing,"
"jurisdiction,” "cross-border healthcare,” "state licensing
conflicts,” "interstate compacts,” and "malpractice liability."”

Reference lists of key studies and legal documents were also
examined to identify additional sources not captured through
database searches.

All records were imported into reference management
software to remove duplicates and organize citations. The
screening process involved two stages. First, titles and
abstracts were independently screened by two reviewers to
exclude irrelevant studies. Second, full texts of potentially
eligible studies were retrieved and assessed based on
predefined inclusion criteria. Eligible studies had to focus on
legal, regulatory, or policy issues related to telemedicine
licensing or jurisdiction, with particular emphasis on cross-
state or cross-national contexts. Studies focusing solely on
clinical outcomes or technical aspects of telemedicine
without addressing legal jurisdiction or licensing were
excluded.

Data were extracted systematically using a standardized
form, capturing key information such as publication year,
jurisdictional focus, type of legal issue addressed (licensing,
liability, dispute resolution), regulatory mechanisms
discussed (e.g., compacts, mutual recognition, national
licensing  models), and principal findings or
recommendations. Additionally, studies were classified
according to whether they addressed national, regional, or
international telemedicine frameworks.
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Risk of bias and quality assessment were conducted based on
the study type. For empirical legal studies and policy reports,
the Joanna Briggs Institute critical appraisal tools were
applied where applicable, while legal commentaries and case
law analyses were evaluated according to criteria of legal
reasoning, jurisdictional relevance, and comprehensiveness
of analysis.

A narrative synthesis approach was adopted due to the
heterogeneity of study designs, legal systems, and regulatory
approaches. Findings were thematically categorized to
identify key issues, including intra-national licensing
barriers, cross-jurisdictional liability conflicts, and proposed
legal reforms. Comparative analyses were performed to
explore differences and similarities in approaches to
telemedicine licensing across federal, regional, and
international systems. Recurring themes such as the tension
between regulatory control and access to care, the role of
interstate compacts, and the emergence of digital
credentialing tools were highlighted to provide a
comprehensive overview of legal trends in telemedicine
jurisdiction.

This PRISMA-guided methodology ensured systematic,
unbiased identification and synthesis of the most relevant
literature, offering robust evidence for evaluating current
legal frameworks and informing future policy discussions on
cross-jurisdictional telemedicine practice.

2.1 Legal Foundations of Medical Licensing and
Jurisdiction

Medical licensing serves as a fundamental regulatory
mechanism to ensure the competence, accountability, and
ethical conduct of healthcare providers (Sonoda et al., 2017;
LaRosa and Danks, 2018). Historically, licensure has been
closely tied to the evolution of modern healthcare systems
and reflects the enduring tension between safeguarding
public health and enabling professional mobility. In the
context of telemedicine, understanding the legal foundations
of medical licensing and jurisdiction is essential, as these
traditional frameworks now face significant challenges posed
by digital healthcare technologies that transcend geographic
boundaries.

The historical context of medical licensure is rooted in the
need to protect the public from unqualified practitioners and
to maintain professional standards. Formal licensing of
medical practitioners dates back several centuries, with early
examples such as the licensing laws enacted in 15th-century
Europe, where medical guilds and academic institutions
regulated practice. In the United States, medical licensing
emerged during the late 19th and early 20th centuries in
response to unregulated medical practice and the proliferation
of fraudulent providers. By the early 20th century, all U.S.
states had adopted licensing laws requiring physicians to
demonstrate their qualifications through formal education,
examinations, and adherence to ethical codes.

Medical licensure has traditionally been administered at the
state or provincial level, particularly in federal systems
(Young et al., 2018; Adams, 2018). State-based licensing
systems emerged from the principle of localized governance
and the belief that healthcare regulation should reflect
regional needs and community standards. These systems
allow states to establish specific criteria for licensure,
including education, examination, continuing education, and
character requirements. Such criteria are enforced by state
medical boards, which also handle disciplinary actions,
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license renewals, and scope-of-practice determinations.

The rationale for state-based licensing systems lies in
preserving patient safety, ensuring accountability, and
enabling regulatory oversight tailored to local contexts.
Licensing authorities can monitor healthcare providers more
effectively within their geographic jurisdictions and impose
sanctions when necessary (Wechsler et al., 2017; Campion et
al., 2019). Additionally, localized systems provide flexibility
in addressing public health priorities, workforce demands,
and evolving healthcare models at the state level.

However, these systems also exhibit several limitations,
particularly in the context of an increasingly mobile and
interconnected healthcare environment. The most notable
limitation is the fragmentation of licensing requirements,
which imposes administrative burdens on healthcare
professionals seeking to practice across state lines (Jarlenski
et al., 2017; Tsevelvaanchig et al., 2018). In telemedicine,
this fragmentation has become a major barrier, as
practitioners must navigate multiple licensing regimes to
provide virtual care to patients in different jurisdictions. This
creates inefficiencies, limits patient access to specialized
care, and restricts the scalability of telehealth services.
Moreover, such systems often struggle to keep pace with
technological advances, making it difficult to regulate
emerging forms of digital healthcare delivery consistently.
Key legal doctrines underpinning medical licensing reinforce
state-based systems. One of the most significant is the
doctrine of state sovereignty in regulating medical practice.
Under this principle, states possess broad authority to
regulate healthcare within their borders, including licensing
requirements, standards of care, and disciplinary procedures.
In the United States, this authority derives from the Tenth
Amendment of the Constitution, which reserves powers not
delegated to the federal government to the states. As a result,
each state can independently regulate medical practice,
including determining who may lawfully provide healthcare
services within its jurisdiction.

This sovereignty-based approach has been reinforced by
judicial decisions that affirm the states' right to impose
licensing restrictions on healthcare providers from other
jurisdictions. Courts have consistently upheld state licensing
laws as a legitimate exercise of police power aimed at
protecting public health and safety. Consequently, providers
delivering telemedicine services must comply with the
licensing laws of the state where the patient is physically
located, regardless of where the provider is licensed or
practicing from (Stanberry, 2017; Richmond et al., 2017).
Closely tied to state sovereignty is the patient-location rule, a
widely accepted legal doctrine that determines jurisdiction
based on the patient's location at the time of the medical
consultation. According to this rule, the medical service is
deemed to occur where the patient resides or is situated
during the interaction, even in virtual settings (Chandwani
and De, 2017; Islind et al., 2019). This doctrine ensures that
patients remain protected by the laws of their own state and
that healthcare providers are accountable to local licensing
boards.

The patient-location rule has profound implications for
telemedicine. It means that a physician providing virtual care
to a patient in another state must hold a valid license in that
state, regardless of where the physician is located. This legal
principle reinforces the authority of state medical boards to
oversee healthcare delivered to their residents and maintain
consistent standards of care within their jurisdictions.
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However, it also creates substantial regulatory hurdles for
telemedicine providers, who must navigate multiple state
licensing regimes to serve patients across state lines
(Mallipeddi et al., 2017; Myers et al., 2017).

Critics of the patient-location rule argue that it is ill-suited for
the digital age, as it imposes geographic constraints on a
technology designed to overcome distance. Nonetheless,
supporters assert that the rule remains essential for ensuring
patient safety and preserving state control over healthcare
regulation.

The legal foundations of medical licensing and jurisdiction
are deeply rooted in historical efforts to protect patients and
uphold professional standards through state-based regulatory
frameworks. The doctrines of state sovereignty and the
patient-location rule continue to shape medical licensing
laws, particularly in the context of telemedicine. While these
principles uphold vital protections, they also pose significant
challenges in a healthcare environment increasingly defined
by digital connectivity and cross-border interactions
(Kouroubali and Katehakis, 2019; Pickering et al., 2019).
Moving forward, legal reforms will need to balance these
foundational doctrines with the evolving realities of
healthcare delivery in the digital era.

2.2 Cross-State Licensing Conflicts in Telemedicine

The expansion of telemedicine has transformed healthcare
delivery, enabling remote consultations and broadening
access to medical services. However, cross-state licensing
conflicts present significant legal and operational challenges
for healthcare providers seeking to practice across
jurisdictional boundaries. These challenges are particularly
evident within federal systems and regional blocs, where
variations in licensing requirements create legal obstacles
that may inhibit the scalability of telehealth services as shown
in figure 1 (Savelyev, 2018; Smith, 2018). Key issues involve
intra-national licensing barriers, as well as differing policy
approaches across jurisdictions.

Limitations on
cross-border
practice in
federal
systems

Variations in
state licensing
requirements

Temporary waivers
during emergencies
(e.g., COVID-19
pandemic) and their
impacts

Fig 1: Intra-National Licensing Barriers

Intra-national licensing barriers are among the most
significant obstacles to cross-state telemedicine practice. In
countries like the United States, medical licensure is
regulated at the state level, with each state imposing its own
set of requirements for licensure, practice, and discipline.
Physicians must typically obtain a separate license for each
state in which they intend to practice, even if the interaction
is virtual (Nochomovitz and Sharma, 2018; Spénig et al.,
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2019). These requirements often involve extensive
documentation, application fees, background checks, and, in
some cases, additional examinations or continuing education
mandates.

Such licensing fragmentation creates logistical and financial
burdens for healthcare providers, especially those offering
specialized care to patients located in multiple states.
Telemedicine providers may find it economically unfeasible
to obtain licenses in numerous jurisdictions, thus limiting
access to remote care for patients residing in underserved or
rural regions. Furthermore, federal systems inherently uphold
the sovereignty of subnational units in regulating medical
practice, meaning that constitutional or legislative barriers
often prevent national governments from imposing uniform
licensure standards.

Temporary waivers during public health emergencies, such
as the COVID-19 pandemic, highlighted both the necessity
and feasibility of relaxing licensing barriers. In response to
the pandemic, many U.S. states issued emergency orders that
temporarily allowed out-of-state healthcare providers to
deliver telemedicine services without obtaining full licensure
in the patient’s state of residence. For example, the Centers
for Medicare & Medicaid Services (CMS) waived certain
restrictions, while the U.S. Department of Health and Human
Services (HHS) encouraged cross-state practice under
emergency conditions.

These temporary waivers significantly increased access to
telemedicine and showcased the benefits of regulatory
flexibility in crises. However, the expiration of these waivers
following the reduction of emergency declarations has
reignited debates over the sustainability of such policies.
Many providers and patient advocacy groups have since
called for more permanent licensing reforms to maintain the
gains achieved during the pandemic (Waller and Stotler,
2018; Watt et al., 2019).

Several jurisdictions have developed structured models to
mitigate cross-state licensing conflicts. In the United States,
the Interstate Medical Licensure Compact (IMLC) represents
a prominent initiative aimed at streamlining licensing across
state lines. The IMLC allows physicians to apply for
expedited licensure in multiple participating states, provided
they meet certain eligibility criteria, such as holding a full,
unrestricted medical license in a compact member state and
having no disciplinary actions against them.

The IMLC has significantly reduced administrative barriers
for qualified physicians, facilitating broader telemedicine
adoption. However, its impact is limited by several factors.
First, not all states participate in the compact, leaving some
regions outside its scope. Second, physicians must still pay
separate licensing fees for each state, and the process remains
complex for providers with licenses in non-participating
states. Additionally, the IMLC focuses primarily on
physicians, with limited applicability to other healthcare
professionals such as nurses, psychologists, and therapists
who also engage in telehealth services (Alam et al., 2018;
Andriola, 2019).

In contrast, the European Union (EU) offers a different
model, rooted in the principle of mutual recognition of
professional qualifications. Under the EU’s Professional
Qualifications Directive, healthcare professionals who are
fully qualified and licensed in one EU member state generally
have the right to have their qualifications recognized in other
member states. This system theoretically allows cross-border
telemedicine across the EU, provided that practitioners
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adhere to national healthcare regulations.

However, despite the mutual recognition framework,
practical barriers persist. National licensing authorities retain
discretion in some cases, and variations in health system
structures, language requirements, and professional standards
can limit cross-border practice (Aly et al., 2018; Bobinski,
2019). Moreover, liability rules and reimbursement systems
differ across the EU, creating additional legal uncertainty for
cross-jurisdictional telemedicine.

Australia and Canada provide further examples of regional
approaches to license portability within federal systems.
Australia operates under the National Registration and
Accreditation Scheme (NRAS), which grants healthcare
providers a single national registration that permits them to
practice across all states and territories. This national
framework facilitates telemedicine by eliminating
subnational licensing requirements, enabling streamlined
interstate practice.

Similarly, Canada has introduced measures to enhance
license portability, though its approach remains more
fragmented. While provincial and territorial governments
retain control over medical licensing, initiatives such as the
Agreement on Internal Trade and regional licensure mobility
agreements have eased restrictions on interprovincial
practice. Additionally, several provinces implemented
expedited registration pathways during the COVID-19
pandemic to expand telemedicine services.

These case studies illustrate diverse approaches to resolving
licensing conflicts in telemedicine. While the U.S. IMLC
represents a collaborative but limited solution, the EU’s
mutual recognition framework offers greater cross-border
potential, albeit with practical constraints. Australia’s
national licensing model provides the most seamless system
for telemedicine, although it reflects a centralized regulatory
tradition not easily replicated elsewhere. Canada’s blended
approach highlights the importance of regional cooperation
within federal frameworks.

Cross-state licensing conflicts remain a significant barrier to
the growth of telemedicine, particularly in federal systems
with fragmented licensing regimes (Nwagwu, 2018;
McQuinn and Castro, 2019). While temporary emergency
waivers have demonstrated the potential for regulatory
flexibility, long-term solutions require structural reforms that
balance patient safety, regulatory oversight, and provider
mobility. Lessons from existing models suggest that
enhancing license portability through compacts, mutual
recognition agreements, or national frameworks will be
essential for expanding equitable access to telemedicine in an
increasingly interconnected healthcare environment.

2.3 Jurisdictional Challenges in Dispute Resolution and
Liability

The expansion of telemedicine has introduced complex
jurisdictional challenges in dispute resolution and medical
malpractice liability. As healthcare providers increasingly
deliver services across state or national borders, legal systems
face significant difficulties in determining which laws apply
to cross-border telemedicine disputes, how disciplinary
actions are enforced across jurisdictions, and how patients
can obtain remedies for harms suffered in virtual care
settings. These challenges stem largely from conflicts
between traditional territorial-based legal frameworks and
the inherently borderless nature of digital healthcare as
shown in figure 2.

One of the central legal issues in telemedicine malpractice
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disputes is identifying the applicable law governing the
medical encounter (Parimbelli et al., 2018; Wolf, 2019). In
traditional in-person care, the applicable law is generally
clear, as both patient and provider are physically located
within the same jurisdiction. However, in telemedicine, the
provider and patient may be located in entirely different legal
systems, raising uncertainty about which jurisdiction’s laws
govern liability claims, including standard of care, duty of
care, and damage thresholds.

In most jurisdictions, courts follow the “patient-location
rule”, meaning the law of the jurisdiction where the patient
receives care applies. This principle is grounded in the notion
that patients have the right to expect legal protections under
their own jurisdiction’s laws, regardless of the provider’s
location. However, this approach can place significant
burdens on healthcare providers, who may be subject to
unfamiliar legal standards and face heightened malpractice
risks in other jurisdictions.

Determining applicable law in
telemedicine malpractice cases

Conflict-of-laws principles: lex loci
delicti vs. choice-of-law clauses

~

Challenges in patient remedies and
provider defenses

Enforcement of disciplinary actions
across state or national borders

Fig 2: Jurisdictional Challenges in Dispute Resolution and
Liability

Resolving cross-border malpractice claims typically requires
the application of conflict-of-laws principles. The most
commonly applied principle is lex loci delicti commissi,
which holds that the law governing a tort claim is that of the
location where the harm occurred—usually, where the patient
was physically situated during the telemedicine interaction.
This reinforces the patient-location rule and supports the
argument that patients should benefit from their own
jurisdiction’s legal protections.

However, some legal systems allow for the use of choice-of-
law clauses in service agreements, permitting the parties to
specify which jurisdiction’s laws will apply in the event of a
dispute. While this approach offers predictability for
providers, many courts, particularly in healthcare disputes,
limit or invalidate such clauses where they conflict with
mandatory consumer protections or public policy
considerations related to patient rights.

Moreover, the application of conflict-of-laws principles in
telemedicine is far from uniform. Some courts may apply a
more flexible analysis, considering factors such as; The
provider’s physical location. The place where the medical
decision or negligent act occurred. The jurisdictions’
respective interests in regulating the dispute. This legal
inconsistency creates uncertainty for both patients and

167


www.allmultidisciplinaryjournal.com

International Journal of Multidisciplinary Research and Growth Evaluation

providers, potentially deterring providers from offering
telemedicine services across borders (Higdon, 2017,
Lustgarten and Elhai, 2018).

A further jurisdictional challenge involves the enforcement
of disciplinary actions arising from cross-border
telemedicine. Medical licensing boards traditionally exercise
authority over healthcare professionals within their
jurisdiction, including imposing sanctions for professional
misconduct, negligence, or ethical violations. However,
enforcing disciplinary actions across jurisdictions is often
difficult.

In federated systems such as the United States, medical
boards generally lack authority to sanction out-of-state
providers unless they also hold a license in the patient’s state.
This fragmentation may allow some providers to evade
accountability by limiting their in-state licensure. Although
licensing compacts like the Interstate Medical Licensure
Compact (IMLC) facilitate information-sharing among
states, they do not establish mutual enforcement powers.
Internationally, the problem is more acute. No global body
governs medical licensing, and few bilateral or multilateral
agreements exist for the mutual recognition of sanctions or
disciplinary rulings in healthcare. This creates regulatory
loopholes where providers can operate across borders without
adequate oversight, undermining patient protections in
virtual care settings.

Patients seeking compensation for harm resulting from
telemedicine services face significant legal and practical
barriers, particularly when pursuing claims against out-of-
state or foreign providers. Key challenges include;
Jurisdictional hurdles, courts may refuse to hear cases if they
lack personal jurisdiction over the provider, especially if the
provider has limited physical contacts with the patient’s
jurisdiction beyond the telemedicine consultation.
Enforcement of judgments, even when patients secure
favorable rulings, enforcing court judgments against out-of-
state or international providers can be difficult, especially in
the absence of reciprocal enforcement treaties. Choice of
forum, providers may seek to shift disputes to their home
jurisdiction through forum-selection clauses, which may not
always be enforceable but still complicate litigation for
patients.

Providers also face challenges in mounting legal defenses.
They may be required to defend themselves in distant
jurisdictions, incurring substantial legal costs. Additionally,
providers may be subject to legal standards that differ from
their home jurisdiction, including differing requirements for
informed consent, recordkeeping, or treatment protocols.
The lack of uniformity in malpractice insurance coverage for
cross-border telemedicine adds another layer of complexity.
Many insurance policies exclude coverage for claims arising
from services provided outside the provider’s licensed
jurisdiction, leaving both patients and providers financially
vulnerable (Alcala et al., 2018; Chou et al., 2018).
Jurisdictional challenges in telemedicine malpractice liability
highlight the urgent need for legal reform and cross-
jurisdictional cooperation. The current system, rooted in
geographic boundaries, struggles to accommodate the
transboundary nature of digital healthcare, creating risks for
patients and providers alike. Addressing these issues requires
clearer conflict-of-laws rules, streamlined mechanisms for
cross-border enforcement of disciplinary actions, and
enhanced legal protections for both patients and telemedicine
practitioners. Without such reforms, telemedicine’s full
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potential to deliver accessible and accountable healthcare
across borders will remain constrained by legal uncertainty
and fragmented regulatory frameworks.

2.4 Policy Responses and Legal Reform Options

The rapid growth of telemedicine has exposed fundamental
shortcomings in traditional medical licensing regimes,
especially in federal systems where cross-border healthcare
is common (Sharmin et al., 2017; Krajewska, 2019). To
address licensing conflicts that restrict telemedicine’s
scalability, several policy responses and legal reform options
have emerged, including national-level licensing reforms,
regulatory technology solutions, and global or regional
governance models. These approaches aim to enhance
provider mobility while preserving patient safety and
regulatory oversight.

National-level licensing reform proposals offer a potential
solution for overcoming cross-jurisdictional barriers. One
such approach is the implementation of national licensure
models, which would create a unified, country-wide licensing
system. Under this model, healthcare providers would obtain
a single national license allowing them to practice in all states
or provinces. The principal benefit of this approach is the
elimination of administrative duplication and the facilitation
of seamless telemedicine across jurisdictions. By removing
the need for multiple state licenses, national licensure could
reduce costs, enhance provider flexibility, and improve
patient access to specialized care, particularly in rural and
underserved areas.

However, national licensure models face significant
drawbacks, particularly in federal systems where subnational
governments possess strong regulatory autonomy. In the
United States, for example, a national license would likely
require constitutional amendments or extensive federal
legislation, both of which face political resistance from state
medical boards concerned about losing control over local
standards of care. National licensure may also lead to
concerns about diluted regulatory oversight, as centralized
licensing authorities may struggle to address specific regional
needs or enforce localized public health measures.

An alternative to national licensure is the expansion of
interstate compacts or regional agreements that preserve state
regulatory authority while enabling license portability
(Critikos, 2017; Owusu et al., 2018). The Interstate Medical
Licensure Compact (IMLC) in the United States exemplifies
this model by allowing physicians to apply for expedited
licenses in participating states, provided they meet uniform
eligibility criteria. Expanding the IMLC or creating similar
compacts for other healthcare professions—such as nursing,
pharmacy, and psychology—could significantly reduce
licensing barriers for telemedicine providers. This approach
balances regulatory autonomy with provider mobility and can
be scaled gradually as more jurisdictions join compacts.

To complement licensing reforms, there is also a growing call
for the development of standardized minimum practice
requirements across jurisdictions. These requirements would
define baseline standards for clinical competence, ethical
conduct, and continuing education, ensuring that
practitioners meet essential qualifications regardless of
licensing location. Standardization would simplify cross-
border credentialing processes while maintaining patient
safety. Such standards could be incorporated into national
legislation, regional agreements, or adopted voluntarily by
licensing boards to facilitate mutual recognition of licenses.
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Regulatory technology solutions are emerging as crucial tools
for improving licensing compliance and oversight in the
digital age. Digital credentialing and license verification
platforms offer efficient means of managing cross-border
licensure. These platforms enable real-time verification of
providers’ licenses, certifications, and disciplinary histories
across multiple jurisdictions. By centralizing credentialing
information, such systems can reduce administrative burdens,
minimize fraud, and expedite the onboarding of telemedicine
providers.

Blockchain technology, in particular, has been proposed as a
foundation for secure and tamper-proof digital credentialing
systems. Blockchain-based solutions can create decentralized
databases where verified licensing records are maintained,
allowing healthcare organizations and regulators to
authenticate credentials instantly and transparently. These
systems can also be designed to accommodate dynamic
updates, such as license renewals or sanctions, ensuring that
credentialing data remains current.

Al-based compliance monitoring tools further enhance
regulatory enforcement by analyzing telehealth services for
licensing adherence and legal risks. These tools can
automatically detect instances where providers are operating
across jurisdictional lines without proper licensure and flag
potential violations for regulatory review. Additionally, Al
can assess provider compliance with jurisdiction-specific
telehealth rules, such as consent documentation or
prescribing limitations, helping regulators manage growing
caseloads more effectively (Rosenberg et al., 2018; Forest
and Martin, 2018). However, the deployment of Al in
regulatory contexts raises issues related to algorithmic
transparency, accountability, and fairness, necessitating
careful oversight.

Beyond national reforms and digital tools, there is increasing
recognition of the need for global and regional governance
models to address cross-border telemedicine challenges
(Muller et al., 2017; Benzie et al., 2019). International
organizations such as the World Health Organization
(WHO), World Medical Association (WMA), and
International Telecommunication Union (ITU) are well
positioned to develop guidelines for cross-border
telemedicine practice. These guidelines could address ethical
standards, privacy protections, liability frameworks, and
mechanisms for mutual recognition of medical qualifications,
helping harmonize approaches across countries.

Global governance efforts could also include the
development of model laws or treaties to regulate
international telemedicine. Such legal instruments could set
minimum standards for telemedicine practice, define
jurisdictional rules for cross-border consultations, and
establish dispute resolution mechanisms. Regional bodies,
such as the European Union (EU) and Association of
Southeast Asian Nations (ASEAN), could likewise negotiate
binding agreements to enable telemedicine across member
states (Mattheis and Wunderlich, 2017; Deringer et al.,
2019). These agreements would likely involve provisions on
licensing, liability, data privacy, and patient consent,
ensuring coordinated governance within regional healthcare
markets.

Nevertheless, global and regional governance models face
significant implementation challenges, including divergent
legal systems, varying healthcare infrastructures, and
differing cultural attitudes toward telemedicine. The success
of such models will depend on their ability to balance respect
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for national sovereignty with the need for regulatory
convergence.

Policy responses and legal reforms to resolve telemedicine
licensing conflicts require a multi-pronged approach.
National-level licensure reforms, interstate compacts, and
standardized practice requirements offer pathways to
enhance provider mobility within countries. Regulatory
technology solutions, such as digital credentialing platforms
and Al-based compliance tools, can streamline licensing
processes and ensure ongoing oversight (Ubaldi et al., 2019;
Gurumurthy and Bharthur, 2019). Meanwhile, global and
regional governance initiatives can provide longer-term
solutions for international telemedicine regulation. A
collaborative, adaptive, and patient-centered legal framework
will be essential for fostering equitable access to telemedicine
while preserving high standards of care and professional
accountability.

2.5 Ethical and Equity Considerations

As telemedicine continues to reshape healthcare delivery,
ethical and equity considerations have emerged as central
issues in debates over regulation and licensing. While virtual
care has the potential to greatly expand healthcare access,
particularly for underserved and remote populations, it also
raises concerns about regulatory control, professional
accountability, and fairness as shown in figure 3(Agate,
2017; Bagchi, 2019). Three interrelated areas—balancing
access to care with local regulatory authority, preventing
regulatory arbitrage, and ensuring quality and accountability
in virtual healthcare—are particularly critical in evaluating
the ethical and equity implications of cross-border
telemedicine.

Access to
care vs. local
regulatory
control

Ethical and

Equity
Considerations

Risks of Ensuring
regulatory qualityand
arbitrage and accountability
"license invirtual
shopping" healthcare

Fig 3: Ethical and Equity Considerations

One of the most prominent ethical tensions in telemedicine
regulation lies in balancing expanded access to care with the
preservation of local regulatory control. Telemedicine allows
patients, particularly those in rural or medically underserved
areas, to consult with distant specialists, access second
opinions, and receive continuous management of chronic
conditions. This capacity can help reduce healthcare
disparities, alleviate shortages of skilled professionals, and
improve overall population health.
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However, the benefits of cross-border telemedicine often
collide with regulatory frameworks that are fundamentally
territorial in nature. Most jurisdictions require healthcare
providers to be licensed within the locality where the patient
is located, reflecting the principle of state sovereignty in
regulating medical practice. This ensures that providers are
familiar with local laws, practice standards, and cultural
expectations.

From an ethical perspective, however, overly restrictive
licensing laws may limit patient access to essential care,
particularly for rare diseases or specialized treatments not
available locally. Patients facing long wait times, limited
provider networks, or geographic isolation may be
disproportionately harmed by rigid regulatory barriers. This
raises important questions about the fairness of licensing
regimes that prioritize jurisdictional control over patient
welfare, particularly in global health contexts where cross-
border telemedicine could improve health equity.

A patient-centered ethical approach suggests that regulatory
systems should aim to facilitate access to safe and effective
telemedicine services, provided that appropriate safeguards
for quality and accountability are in place (Schwamm et al.,
2017; Schiza et al., 2018). This may require the development
of flexible licensing frameworks, such as cross-border
recognition agreements or special telemedicine licenses, to
balance access with regulatory oversight.

While easing cross-border telemedicine restrictions can
enhance care access, it also introduces the ethical risk of
regulatory arbitrage and “license shopping.” Regulatory
arbitrage occurs when healthcare providers deliberately
select jurisdictions with weaker regulations, lower standards,
or more lenient enforcement to practice medicine virtually,
potentially undermining patient protections.

This risk is particularly significant in fragmented regulatory
environments, such as in the United States, where state-based
licensing systems vary widely in their stringency. Providers
might seek licensure in states with minimal continuing
education requirements, relaxed telemedicine rules, or
weaker disciplinary mechanisms, enabling them to practice
in other states without meeting more rigorous standards
elsewhere. Internationally, some providers may base their
operations in countries with weak enforcement or minimal
medical oversight to avoid stricter home-country regulations.
Such practices can undermine public trust in telemedicine
and exacerbate inequalities. Patients may unknowingly
receive care from providers who lack adequate training, have
histories of disciplinary violations, or operate under less
stringent regulatory regimes. Vulnerable populations—such
as elderly patients or those with limited digital literacy—are
especially at risk of exploitation or substandard care in these
scenarios.

Preventing regulatory arbitrage requires coordinated action
among regulatory bodies to harmonize standards and close
loopholes. Ethical policy design should prioritize mutual
recognition of high-quality credentials, establish minimum
professional conduct standards, and improve transparency
around provider qualifications and licensing status.
Additionally, robust oversight mechanisms—including
international databases of provider sanctions—could help
mitigate the risks associated with license shopping in
telemedicine.

Ensuring quality and accountability in virtual healthcare is a
foundational ethical concern in telemedicine governance.
Patients engaging in telemedicine are entitled to the same
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level of clinical quality, safety, and professional
accountability as those receiving in-person care
(Demaerschalk et al., 2017; Reed et al., 2019). However,
telemedicine poses distinct challenges in this regard.

First, the technological limitations of virtual care—such as
the inability to perform physical examinations or assess
nonverbal cues—can affect clinical judgment and decision-
making. This raises concerns about misdiagnosis,
inappropriate treatment, or overlooked health risks. Providers
must be trained in the unique competencies required for
virtual care, including remote diagnostics and digital
communication.

Second, fragmented legal frameworks and licensing systems
may make it difficult to hold providers accountable for
malpractice or professional misconduct. Patients harmed by
negligent telemedicine care often face challenges in
identifying the appropriate forum for legal claims, enforcing
judgments, or obtaining compensation. Without clear
pathways for redress, ethical concerns arise about fairness
and access to remedies.

Third, privacy and data security remain critical to ethical
telemedicine practices. Virtual care often involves the
transmission of sensitive health information over digital
platforms, creating risks of data breaches, unauthorized
access, or misuse. Ensuring that providers adhere to high
standards of cybersecurity and data governance is essential
for protecting patient autonomy and confidentiality.

From an ethical standpoint, regulators, healthcare
organizations, and technology developers must work
collaboratively to embed quality and accountability
safeguards in telemedicine systems.

Additionally, patient empowerment tools—such as
accessible information on provider qualifications, clear
consent forms, and straightforward avenues for reporting
concerns—can help uphold ethical standards and promote
accountability in digital health interactions.

Ethical and equity considerations must be central to the
development of legal and regulatory frameworks governing
cross-border telemedicine. While virtual care holds
enormous promise for improving healthcare access,
particularly for underserved populations, it also presents
significant risks related to regulatory arbitrage, quality
assurance, and patient protections. Balancing the imperative
to expand care access with the need for effective regulation,
professional accountability, and equitable treatment requires
thoughtful, collaborative policymaking that prioritizes
patient welfare, fairness, and safety (Moore and Owen, 2019;
Xafis et al., 2019). Only through such a balanced approach
can telemedicine fulfill its potential to promote both
innovation and justice in global healthcare.

3. Conclusion

The expansion of telemedicine has exposed fundamental
legal challenges related to jurisdiction, medical licensing,
malpractice  liability, and  cross-border  regulatory
enforcement. Traditional legal frameworks, rooted in
geographic boundaries and state sovereignty, often struggle
to accommodate the transnational nature of virtual healthcare
delivery. Key legal issues include identifying the applicable
law in malpractice disputes, enforcing disciplinary actions
across borders, and addressing licensing fragmentation that
creates barriers for both providers and patients. These
challenges raise critical concerns about access to care,
professional accountability, and legal certainty.
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Emerging solutions seek to reconcile these tensions through
innovative regulatory mechanisms. Licensing compacts, such
as the Interstate Medical Licensure Compact (IMLC) in the
United States, aim to streamline cross-state licensing
procedures, though their reach remains limited. Other
proposals advocate for specialized telemedicine licenses,
mutual recognition agreements, and clearer conflict-of-law
rules to guide malpractice claims. Additionally, greater use
of international cooperation and regional digital health
networks is beginning to foster dialogue on regulatory
harmonization.

Going forward, there is an urgent need for balanced legal
frameworks that safeguard patient safety while supporting
technological innovation. Regulatory systems must evolve to
ensure that telemedicine providers meet consistent quality
standards, while also allowing patients, particularly in
underserved areas, to benefit from broader access to care. A
rigid, protectionist approach risks undermining health equity,
while overly permissive models could compromise patient
protections.

Future directions should focus on advancing harmonized
licensing systems and developing coordinated global or
regional standards for telemedicine. Multilateral agreements,
shared ethical guidelines, and interoperable digital health
regulations could help establish clearer pathways for safe,
equitable, and effective virtual healthcare. Ultimately,
proactive legal reforms—grounded in collaboration among
policymakers, medical boards, and patient advocates—will
be essential to unlocking telemedicine’s full potential.
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