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Coordinator
Thank you for standing by; today’s conference is being recorded.  If you have any objections, you may disconnect at this time.  Ma’am you may begin.

Pat
Thank you; hello everyone, this is Pat Kota and in the room here in Atlanta.  I have John and Beverly and Lindsay and Dora.  Our guest faculty on this call today includes Speranza Avram from the Northern Sierra Rural Health Network, and Janet Marchibroda from eHealth Initiative.  Just as a little bit of an overview, the way that we set up these calls, is everyone from the HRSA Programs that we work with in Network Planning Development and Outreach are invited to call in and listen to these presentations.  As a reminder and you should all have received the PowerPoint presentations that you can refer to throughout this call; but you will also be able to access a complete audio replay.  That information is in the bottom-left hand corner of the information that you received by way of e-mail or on the Listserv.


So with that as an introduction, I would just like to thank both Speranza and Janet; we are real excited about this call for a couple of reasons; but I think most importantly, it is because we have two ladies on the phone serving as our guest faculty, who are really top in their field.  We are real proud of that and happy to have both of you with us; so thank you.


Speranza, why don’t we begin with your presentation and just again, by way of background, Speranza operates The Rural Health Network in the Northern Sierra Area of California; and her network is really concentrating on the development of health information technology.  With that as an introduction, take it away Speranza.

Speranza
Thank you Pat and I just want to confirm how long you would like me to speak; so I can tailor my time?

Pat
Thank you; it is about 20 minutes for each of you.

Speranza
Okay perfect; thanks so much for allowing me to join you.  There really all rural areas of California; we would love to have you all come out and visit us.  We are up in the northeastern part of the state, which is fairly frontier; fairly remote; and has a unique set of challenges from other parts of California.


By way of background, I was – of  The Northern Sierra Rural Health Network – was one of the very first rural health networks developed with grantees back in 1997 and I can honestly say, without the support of the OSIV Rural Health Policy, we would not be here today.  So that is my whirl of introduction.


I am going to refer to the slides as we go through it.  I am on the slide that says, about Northern Sierra Rural Health Network.  We have about 45 members spread out on a geographic area of about 30,000 square miles.  One of the things that make us unique, at least within California, is that our network from day one has always had multiple kinds of providers at the table.  So we have had community health centers; rural health clinics; rural hospitals; public health departments; and other organizations working together for the past ten years to improve healthcare in the region.


We have been characterized by growth over our ten-year history; we started out with about 12 providers in four counties and we are now up to – as I said 45 in nine counties.  Growth has its challenges and – but also given a current focus on technology, I think has its benefits.


The next slide shows the geographic region that we are talking about.  As I said, it is significantly rural and frontier and has the most frontier designated MSSAs, Medical Service Study Areas in California. 


On the next slide, which I am going to talk about; provide just a quick overview about the various technology projects that we have worked on as a network over the years.  Probably our most significant and successful project to date has been the development of a regional telemedicine network; and I will talk a little bit more about that in detail.


We also, through our telemedicine network, our telemedicine services, do distance learning, which will help providers provide peer support to patients and have a vehicle for regional communication.  In our region, top to bottom, it is about six hour drive; so driving is challenging.  I have a board meeting this afternoon with members from all over the region; we are doing it by video.  To help us with our communication challenges, we have had to become experts in dealing with digital divide issues; working with the Universal Service and we will talk about that in a minute.


On the next slide, in addition to supporting our member’s development in telemedicine, we also have developed our internal capacity to provide telemedicine to special populations, particularly those with developmental disabilities.  Over the last few years, we have been branching beyond video conferencing and telemedicine and actually looking to bring the tools of technology to clinical providers, so they can do a better job managing their patients and improving health outcomes; I will talk about that as well.  

Then finally, because of the lack of technology services in many of our rural communities; meaning there is not a Radio Shack that you can go and buy a cable for; there is not a community college that is training IT people; we have had to develop that technical support capacity for our members up in our rural region and I will talk a little bit about that.


Telemedicine for us was a response because of the lack of access to specialty care.  Many of our communities, as I am sure is true for many of yours, are in remote rural areas that may have a pretty good primary care system, but a pretty inadequate specialty care system.  Specialists are located one; two; three hours away and sometimes five hours away, depending on the sub-specialty.


So in response to the lack of specialty care for our members, we have developed a telemedicine network that puts technology, video conferencing technology in our rural sites.  Then facilitates the ability of those sites to connect with specialists anywhere they want around the state.  That system has been used over the years to conduct over 3,600 telemedicine consultations and you will see on the next slides the growth over the years and we also use that system to do distance learning.


As you will see on the next slide, which talks about the breakdown on the specialty consultations, far and away the number one use of our telemedicine system is telepsychiatry.  That responds to the incredible crisis that we are having in California around mental health; and I do not think that that is unique to our state.  That challenge is exasperated in the rural communities, where there is lots of access to both behavioral health workers and psychiatrists.  So we have over the years, focused on helping our members deal with those services and the telemedicine network is a key part of that activity.


I am on the slide now that talks about provider education and that is another use of our video conferencing network.  Yesterday we had an excellent presentation by a physician from UC Davis, talking about different dimensions of dementia.  We had ten different sites connected; close to 25 clinical providers throughout our region and they were able to get continuing medical education for that.  So we use our network extensively for clinical provider education, but also for education and training of other kinds of healthcare workers.


We in years past relied on external partners to provide continuing medical education.  One of the things that we have done within our network is actually developed our own internal ability to do continuing medical education, CMEs and also continuing educational units for behavioral health workers.  So that is a real value-added that we bring to our members.


I am on the slide now; the next slide that talks about bridging the digital divide.  I know that I am not alone in having challenges with connectivity and the lack of infrastructure within rural communities.  My experience is that it is getting better somewhat, but it is still not perfect.  In the days that we were developing our telemedicine system we had a lack of ISDN lines available and were never going to be built.  So in ‘97/’98 we developed a fairly sophisticated shared T1 Network and relied – and still do rely heavily on the Universal Service Program.  For those of you that are – that use T1 lines and are paying thousands of dollars a month for them, and you are in rural communities and you are non-profit, you should be taking advantage of this service.  I am happy to provide TA Pat; I think that is a whole other discussion for people interested in Universal Service, because it is under-utilized and it is there for you and it pays our bills; real live telephone bills.


The other unique resource that we have is a network and it really is a networking device, is a video conferencing bridge.  What this does, is it allows our rural health providers to connect with each other in a group fashion.  Again, this afternoon I am having a board meeting; I will be connecting about 11 different sites in the north states, so that my board members don’t have to drive two/three hours for a board meeting.  We are able to do that in a cost-effective way, because we have our own bridge.  Through an HCAP Grant we just received, we have been able to upgrade the capacity of that bridge and it is an incredible resource, not just for our network, but for our members as well.  

In addition to the video conferencing use of our system, we are in the process of installing a Virtual Private Network.  We still, today have some rural health sites that are on dial-up for Internet; it is said to say, even in California.  We are putting an infrastructure necessary for those sites to be able to get to the Internet; but also to develop a private and secure tunnel through the Internet, so that all of our – actually 26 of our members can have a secure data highway for the purpose of sharing clinical information, which is the next level of where we are going.  We are also able to now, with that VPN and with our new bridge upgrade, do video over IP, which gives us a few more – some more flexibility about how we do video conferencing. 


I am now on the slide that talks about promoting information technologies; and we at the network level, do a number of – provide a number of services for our members.  This really came out of some strategic planning we did about five years ago, where our members were saying, you know, we really need the network to develop the expertise and to centralize expertise, so you can work directly with us.  Many of our members are smaller; more isolated rural health facilities and don’t have full-time IT staff.  The IT staff may be, a nurse is interested in technology and so we need to develop some capacity at the network level.  

So over the years, we provide IT guidelines and standards; we have helped our members with planning and budget around IT; we resolve technical issues; and in fact, have developed a centralized regional help desk, where our members can call, both for telemedicine support, but also IT support.  We have worked directly with clinicians around improving their ability to use technology and we have assisted our members with HIPAA compliance.


I am on the next slide that talks about PDAs; we all recognize that where the field is going is increased use of technology, at the point of care; a move towards electronic health records; but how are you going to move people sort of up the technology ladder?  One of our strategies is to provide real live tools for providers, so they could begin using these at the point of care.  So the PDAs we have distributed have software on them like, Griffiths 5-Minute Consults; and the PDR and the new wireless ones are able to actually connect to the Internet in some communities.  So we are actually able to bring that technology and train our clinicians in its use.


The next slide talks about our ITUL Group, the Information Technology Users Group, and this becomes a way of linking and providing support to the various IT staff.  Some of which are full-time; some of which are part-time; some of which are, you know, have other duties.  We are going to be sponsoring the technology leadership program to really help bring up the skill level and the empowerment level, if you will, of these IT support staff.


I am on the next slide that talks about IT training; one of our funders supported the development of a mobile computer-training lab, where we have six laptops in a roll-about suitcase; that can be rolled into a car and brought up to our rural health facilities.  I am sure you are aware it is very challenging for both providers and clinic and hospital staff to leave their communities for training.  So we are, whenever possible, bringing training to them.  We have had our members actually contract with us for these services and it provides a way of generating some revenue.


I am on the next slide that talks about other IT projects in development.  I mentioned the Virtual Private Network; we have about half of those sites installed.  I mentioned the help desk; we receive about 100 calls a month now on the help desk and about 3% of those are telemedicine related.  Our new focus is really on understanding the opportunities and the challenges of, either us becoming a regional health information organization, or being part of a larger regional discussion around that.  What is intriguing about that discussion and I can’t wait to hear Janet’s presentation; what is a little bit unique is, because in our region most of the healthcare providers are Safety Net Providers.  We by default, have become the regional leader in the discussions around RHIOs and that is a little different than in some other places where it is fairly – it is driven by perhaps large health systems or private physician communities.


On the next slide you will see a really pretty picture, which I did not develop; it comes from the Tides Foundation, Community Clinic Initiative.  It talks about the road to RHIO, is what we call it.  You can see that down on the bottom, the tools and the infrastructure and the stuff that we have put out in the rural communities, are all there for a higher purpose, which really is about healthier patients and healthier communities.  

So all of the things that I just talked about, are the foundation of our vision towards healthier communities and we see a RHIO as a tool and a facilitating entity that can move healthcare providers along that road and provide the necessary ability to share data; to have interoperability in a secure way and really allow patients to move smoothly through the healthcare system.


I am on the slide; the next slide that talks about information technologies impact; and this is, you know what difference has this made?  This is the so-what section and we absolutely have demonstrated that rural providers are using technology or are interested in using technology.  We have been able to lower the cost of purchasing technology, both by ourselves and by our members.  Clinicians are using technology and their staff is as well and we have improved connectivity.


On the next slide I talk about what the roll of our network has been in increasing the technology used within our region.  I think the most important service that we provide and it has been one of our focuses since the beginning, is that we aggregate need throughout our regions, so that our small independent providers are able to get resources they could never get on their own.  If each of our 15 community clinic corporations were competing with each other for funding to develop technology, some would get it and some would not.  I would argue that the smaller ones would tend to not be as well supported.  So we aggregate that need and we present a cohesive, comprehensive way of, for funders in particular to support technology in our region.


We have developed expertise at the network level that we then distribute out to our members and we have managed, through a centralized network structure, to overcome some of the connectivity challenges that exist in our region.  We are the ones that are always kind of out there on the leading edge; we are, at the network level, we are talking about RHIOs, because that is where the conversation is going.  Our clinics and our hospitals may still be dealing with their internal IT challenges and we will help them along that road; but we are also looking to the future, so we can position our members and our region to be able to move forward down the continuum.


I am on the next slide that talks about the benefits of this work for us as a network and as an organization.  Our focus on technology provides real benefits to our members and it helps them understand why we have a network; what its roll is and we have brought real world tools and in some cases, funding, to our members, to upgrade their technology.  It also has allowed all organizations to develop a set of services and a set of tools that we are now exploring on ways to actually generate revenue for the network; in essence, fee for service activities.  

As we talk about sustainability, which I know you all have had to write about or think about, one of the ways that we are looking to sustain our organization; and we have been around ten years and we always think about sustainability; but a key way is to start using the resources and the expertise that we have developed and actually charge fees for that, both from our members and from non-members, in a way that is consistent with our mission and helps move us forward.


I am on the very last slide; the technology really has allowed our members to connect in real time; being able to do a board meeting by video – we could do it by conference call; but it is frankly more powerful to do by video and that has helped our organization maintain its cohesiveness in light of significant distance and time challenges.  Frankly the emphasis on technology; we have always been, for better or for worse, slightly ahead of where the field is going.  So we started doing telemedicine in ‘97/’98; way before it became as institutionalized as it is now, though it has a ways to go.  We have been doing regional health information technology way before anybody ever mentioned the word RHIO and so we sort of have been ahead of the curve in that way.


The technology really provides the foundation for the other things we may work on; I will give you a really good example of that.  One of the projects we have just concluded is a research study with Stanford University, to explore the feasibility of using video conferencing as a way to connect women in rural communities who suffer from breast cancer; and connect them in essentially a virtual support group.


This was a small pilot study with 40 women that were spread out through three different counties; hundreds of miles apart.  What we found from this research study is that absolutely women engage in support groups, using this technology; the technology does not get in the way.  They are so grateful to be able to have an ability to connect with other women, not just in their communities, but throughout a rural region, to understand treatment protocols; to get ideas of how to cope.  We had a trained facilitator that was leading the group and we found that, yes this works; and so the next phase of that project is a much more extensive research study that then looks at the – and so-what.  So yes we know we can use the technology; yes we know that women like it; does it in fact, have it make any difference on health outcomes?  We are looking to get some funding to actually do a three-year, much larger research study.  

My point there is that, all of this cool stuff that we do is all about providing better health services in our rural communities.  If we are able to make a difference in how our rural providers are able to care for their patients, then we have done our job and we can go home at the end of the day and feel like we have accomplished something; and that is my presentation.

Pat
Speranza, thank you so much; this has been really fantastic to listen to someone that has been doing this for ten years and is really making it work.  I would ask that everyone on the call hold your questions right now and make sure you place all your phones on the mute position.  Next we are going to hear from Janet Marchibroda and some of you may have heard or seen Janet’s name in various publications.  She is the CEO of the eHealth Initiatives and Foundation.  Janet, I think I just saw something recently that you were named one of the top 25 women in healthcare in the U.S.; so congratulations.

Janet
Thanks Pat; I sent you a long slide deck; it is 65 slides, and in the interest – I really wanted to provide a take-away or background material.  I am not going to go through all of these, but really highlight in the next 20 minutes things that would be of interest to this group.  So if you will pull those up and looking at my time – what I would like to cover is just give you a really, really quick, maybe four-minute overview of what is happening at the national level, related to this notion of health information exchange, or networks or RHIOs; a whole range of terms applied to these initiatives.  Then spend most of our time talking about what we see happening in states and communities across the U.S.

A little background about us; on slides three, four and five, is – we are a non-profit group and what we do is we bring very diverse stakeholders together, practicing clinicians; health plans; purchasers; public health; folks at the state level in government; to come together and find common ground on how one might get this notion of mobilizing information done; not only at the national level, but on the ground where it happens in different parts of the country.


I would like to express, you know our gratitude; it has been terrific working with HRSA, actually on slide six for the – on the connecting communities for better health program.  It has really been a wonderful process, in a way to connect with a number of communities across the country.  In addition to some of our state work that we are doing at eHI, we are learning quite a bit.


If you go to slide eight, also our work supporting the ARC National Resource Center, for health information technology, which is led by an organization called NORC.  So with that, dive into slide nine then.  If we were to quickly do a scan of what is happening nationally and across the country, I will tell you; this has been happening a long time.  I mean, a number of telemedicine networks, as Speranza said, have been operating for many years.  There has been a lot of interest in this area; and now it seems that IT and this notion of help information exchange has hit primetime, if you will. 


I know I used to speak with folks on the Hill and other policy-makers, whose eyes would glaze over when you talked about this stuff.  Now I think there is an increased recognition due in many respects to the leadership in the administration and the many agencies involved in this initiative, as well as folks in the private sector.


If you look at what is happening and you boil it down – if you look at what is happening in Congress; there are a number of bills now and we have a full crosswalk, if you want to look at great detail; but I am boiling it down into a couple of key themes, on slide nine is – what you are seeing are an emphasis on national standards for interoperability, in some of the legislation that has been introduced.  Interestingly enough, this interest in this notion of value-based purchasing, which is a nice way to say pay-for-performance; as you think through your own strategies in your regions, think through what that means for you and what that means for your strategy and your agenda, because I think that is coming and it is going to come fairly fast.  

Having background in quality; spent many years at NCQA; really understood that you could not get to a higher quality healthcare system unless you had data.  You could not get to data unless we began to, not only build in electronic health records, but also mobilize some of the clinical data sets; like lab data that exists today.


The other common theme is the role of government and folks in Congress, for the most part, have seen the role of government as catalyst; I don’t think we are going to see any mandates come down anytime soon.  Then finally this notion that this should be a public private sector partnership; and we are actually seeing that happen, not only at the national level, but at the state level across the country.


So let’s dive in on slide 11; many of you might have followed what is happening.  Secretary Levitt has been a terrific champion for this whole agenda and really being a governor; a governor of Utah; really understands the importance of IT and mobilizing information to support patients; and actually kicked-off something called The American Health Information Community early in October.  Again, a public private sector model, that would begin to think through how to get – how to make move-forward standards and actually are in discussion on a number of, what they call breakthroughs, in use cases, if you will; on how this might get done.  

Then a number of awards are emerging from HHS; most recently last week and this – I won’t read them to you, but on slide 11, you know a contract for Standards Harmonization going to ANC; a certification process for EHRs that was awarded to CCHIT.  ARC has awarded a contract to an organization called RTI that is also working with the National Governors Association; I am looking at some of the policies around sharing.  Then finally, four awards were issued last week and I think will bode well for the work of communities doing health information exchange.


It is actually awarded to four large IT vendors, but they – and what they are doing, is they are building a prototype for nation-wide health information networks; and each of them is required to work with three communities and you will see that.  We are really pleased to see that communities are involved in that initiative.


Many of you have seen on slides 12 and 13 and 14, the very important work of the Office of the National Coordinator, who this summer was formally formed, if you will, through announcement in the Federal Register.  They have put out quite a bit in the way of how this might move forward.


ARC on slide 15 has also demonstrated a leadership roll in this area and I guess what I am trying to do in these slides is say, you know, this notion of interoperability or mobilizing data across organizations is a common theme across what you are seeing in Congress; what you are seeing in the Administration; and this is no exception. 


So if you go to slide 15, you will also see that a number of the grants and awards out of ARC are focusing on health information exchange.  Of course the very important work of HRSA and this group.  I think there is a tremendous opportunity for telehealth networks; world health networks to getting – or actually leaders in their communities and working through health information exchange.  Then finally before I move on to what is happening – our survey of what is happening in the field; just a final note about agencies and the administration.  I think the agency to watch, which could have a very large impact on how this all goes, is the work of CMS, who pays for a big chunk of our healthcare system.


We are seeing a lot of movement there that is very positive.  Clearly, we are seeing signs that they are – let’s see – about ten – awhile ago there was a big focus by large purchasers and payers to focus on the quality of care delivered by health plans; remember that?  Then we moved to hospitals and now we are seeing a big push in accountability; transparency; quality improvement; and ambulatory care.  That policy discussion is being – is happening in many, many places; not just CMS, but also among very large employers in the U.S., as well as large payer; and there are a lot of experiments out there.  


But something to watch is the work of CMS and in fact, only of couple of weeks ago, announced a physician voluntary program, voluntary reporting program that may not seem like a big deal to folks on the phone; but I will tell you, having a lot of experience in this area, particularly previous to eHI, I know that it is not going to be a cake walk to get, particularly small physician practices, where most of healthcare is delivered in our healthcare system, to be reporting, even on a voluntary basis.  Ultimately that is a marker for what will happen in the future on an involuntary basis, around quality measures; unless we have new mechanisms to gather data; and bring it to the point of care most importantly, but also to those who pay for healthcare; and so an important trend to watch.


With that, probably a five-minute overview.  I would love to dive into what we see happening in communities across America.  A lot of folks, on slide 18 say, well, would if we just build a big national network – you know, turn the healthcare system off on Friday and bring it up on Monday; a big massive network?  We don’t need to worry about the community by community component.  Well we have done a lot of work in this area and also are doing some work with connecting for health; and as you all know, probably better than anyone, that it is fairly complicated and there are a lot of local areas – local areas are different; their needs are different, and somehow, as a country, and I think Secretary Levitt and Dr. Brailer are doing a fabulous job here.  Is we have got to bridge these national standards with local solutions and figure out – we need the national standards and we are making a lot – the Government and the private sector as well, is making a lot of headway there.  You know where does that meet with the local level and how does that happen?  I don’t think anyone has figured that out yet; but some of these prototypes and experiments and the grants and contracts issued by the federal agencies, will really help us figure that out.


So going to slide 19; what is health information exchange?  We released a survey and I encourage you to download it; it was supported by HRSA, of 109 communities across the country.  Before we got into it, we wanted to define what it was and on slide 19 you can see our definition; that it provides the capability to electronically move clinical information between disparate systems.  Probably the more important point was that the sense that health information exchange and the creation of infrastructure was not an end to itself, but really a way for us to mobilize data; to support access to and retrieval of it; to improve healthcare in a patient-centered way.

W
Oh okay.

Janet
Hello?  In the interest of time, I have got a whole set of slides on 21, 22 and 23, about value; but in the interest of time, I am going to move down to the survey.  On 24, we did survey – it ended up being 109 respondents from 45 states in the District of Columbia; and this is the upshot of the survey and I will probably spend about ten more minutes going through the key themes.


The first thing we saw was  that this is definitely on the rise and I will tell you, if we did it again today and were thinking we should do it twice a year, the numbers would be up again.  There are a number of initiatives that are all ready out there that are modifying focus a little bit, to get to health information exchange and a number of new ones are forming; it seems like each week or every couple of weeks.  The ones that are out there are maturing; they’re smarter; they have got some battle scars and they are learning how to be more sustainable; how to be more affective in mobilizing data.  Actually when we conducted the survey, we saw that, well nine were fully operational in ’04; now there are 25.  Again, this is self-reported data, but we did do an analysis of it.


On page 26 you will see an overview of the stages of development; just as background.  Clearly they are moving to the right, if you will, but I think as more and more get into the game, this slide will be different.  What is the relevance of this?  We are doing a lot of work in trying to figure out whether the competencies; the capabilities; the needs of folks in various stages are different, which is why we set up the framework.


Why are people doing this; why are communities doing this?  77%, if you look at slide 27, are saying that precede provider and efficiencies were the primary driver; and of course rising healthcare costs are also seen as an important driver.  It is a little scary to think about what is happening with our system and what is – these costs are going to continue to go up considerably; what do they say?  By 2030, one in five people are going to be 65 or older; so we have got to figure out ways to address this.  While IT isn’t the silver bullet, certainly we think that mobilizing data will help ultimately cut costs and dramatically improve quality and safety.


If you go to the next slide, I have got a chart laying out some of the key drivers; but let’s go to slide 29 and this was very interesting.  We asked a lot of questions about organization.  Where as last year, a number of folks were just meeting informally; you know in someone’s conference room or you know brown-bag lunches if you will; now they are getting organized.  Even in the last couple of weeks have learned about a couple more at the state level that are building 501c3 organizations, or looking to existing ones to modify their scope a little bit.  60% of them are incorporated now and that number is up and when they select a model, most of them are selecting a non-profit model today.  Then you can see on slides 30 and 31 – again in the interest of time, I am going to move fairly quickly.


The other – this is really interesting – whereas last year, you know providers have always played the most dominant roll, because most of these networks were formed to improve care delivery.  We are also seeing an up-tick, and a significant up-tick I would say in the last couple of months actually; in other folks coming to the table; health plans; employers.  The QIO is also playing a role and you can see some of those numbers on slide 32.


Let’s go to slide 34 and 35; this is also an interesting shift from last year.  When we asked folks last year, well who is in charge; you know, who is the lead group pulling people together?  Last year it was primarily hospitals and academic medical centers and this year; and I am pleased to say, because I think this is a multi-stake – needs to have multi-stakeholder focus; more and more of the lead organizations are turning out to be either existing or new collaborative that are more multi-stakeholder in nature; and that is going to come out in some of the emerging principals.


Again, I mentioned before, on slide 36, in the past – these were originally built for the most part just to support care delivery; to bring information to the point of care.  This year’s survey shows that on slide 37; the functionalities that the advanced stage initiatives are exhibiting; but this is interesting: 

Go to slide 38; this is a trend that I knew would come, but wasn’t sure that it would come so quickly and again this is self-reported data.  32% say that their currently providing disease or chronic care management services, which is good news; 27% are currently supporting quality efforts and I think that trend, and again, we are digging deeply into all the survey data and doing case studies and more information to help communities as they go along this path way.  I think this is falling out as defining value and developing, assisting a whole business model for these efforts; very, very interesting.

On 39 you will see a chart; what you will also see is traditionally, public health has also been a key focus for many of these efforts and you will see that on the chart.


In the interest of time, we are going to drill down more deeply on the types of data that they are exchanging; probably in a deeper report that is going to be issued later this year.  The good news is many of them are using standard – some folks say, well Janet, do think we have got a thousand flowers blooming in those standards; is this going to be nutty; what about AHEG; what about standard terminization?  I think you know what, my response is always, I think that things are converging – if you think about getting started, many of these initiatives or collaborations are figuring out, well what problems are we trying to solve?  Where does our state or region have the most issues?  How do we work together?  What are our principals for working together?  What is our sustainable model and many of them have not gotten to the bits and bites and the technical architectures yet.  I think that there is a convergence here that is very interesting and I think we may be poised for quite rapid acceleration of these efforts, as things begin to come out from the Federal Government.


I was just on the Connecting for Health Call earlier, about an hour ago and it is really exciting.  We have got prototypes that are not exchanging data between Massachusetts and Indiana and California; and very, very different systems at – anyhow, a talk for another day.  Sorry, let me get back to – okay, what is most difficult?  No surprises here; go to slide 42; and of course securing up-front funding; 91% of our all respondents sighted that as a very difficult or moderately difficult challenge and in fact, 84% also say developing a sustainable business model; and those two things are related as you know.


The other thing that I think is a little bit related as well, although; we could drill deeper on this issue, is getting the health plans engaged has also been a difficult challenge.  Then one technical issue, particularly accurately linking patient data; 80% responded that this was a difficult challenge and I think the prototypes that are being funded now will help solve that problem.  One of which is the connecting for health initiative that I just mentioned.


If you go to slide 44, in the final stretch here of our remarks, is we asked them, well where are you getting your funding?  And nearly half of them said, from the Federal Government.  The good news and the bad news, I guess, I don’t think we are going to see a lot of funding emerge this year, given tight budgets and it is just going to be tight for the next several years.  So we – the communities are going to need to find models for sustainability to get there.  That – when I think about the most pressing challenges; it is about that and it is about another issue that I will raise a little bit later, around engaging practicing clinicians, particularly those in small practices.


The good news is – now go to slide 47; is while folks are relying on the government, alternative funding sources are beginning to emerge and I was actually surprised to see these first two numbers.  That a number of these initiatives are actually getting advanced payments from hospitals or physician practices; 38% and 33% respectably and that is a good sign.  This number around purchasers and payers; the 9% and 15%, I know the fact that those numbers will go up the next time we do this survey; I have seen a lot of interest there.


So, Pat, in the last final minutes, I wanted to wrap it up with some key takeaways.  Okay, you have got the survey data; there is a longer report and many reports to follow that drill down into other aspects.  Based on the survey, our work with the HRSA Program, The Connecting Communities Program and our state and regional initiatives, we are in about ten states.  What are we seeing, as emerging principals?  Well from an overall standpoint, we are seeing – and again, not scientific, but anecdotal and the result of lots and lots of conversation and reviewing the survey data.  But those that tend to be more successful, at least today, are governed by a diverse and a broad set of stakeholders.  So it is not just the hospitals at the table; or not just the health plans, but really engaging all of your stakeholders.


Secondly, they are focusing on inherent developing and assuring adherence to a common set of principals and standards.  It seems like a no-brainer; but there are many that don’t focus on that up front; and it is not just building the network; the technical aspects, but more – as important, if not more important are what are our policies for sharing information?  That piece is really, really complicated and we are delighted that a number of folks are tackling this, including one of the sub-groups of Connecting For Health, led by Bill Braithwaite and Mark Frisse.  I know, in January we are going to see some work products; a whole suite of work products emerge from that initiative.


Third, they have – again pretty standard stuff, they have developed and maintained a model for sustainability and finally they are using metrics to measure their performance from several aspects; patient care; value public health provider value.  The other thing that we are seeing is in terms of getting organized, they tend to do better when they are convened by trusted neutral parties; they have brought everyone to the table.  They are thinking about their shared vision; their goals and objective and principals for working together up-front.  Hard work I know, but important and you know better than I do how important that is in being successful in your initiatives.


In terms of organizing the work, at least on the experiences so far, what they are saying is – you know, this an incremental process.  Again, we are not going to turn off the system on Friday and bring it up Monday anew; but, you know, how do we build an incremental approach that builds on what exists; that focuses on value?  And whether we focus on medication histories and EDs, you know first; or quality reporting; and many regions are grappling with which ones to do first.  The question revolves around, well what value; and to whom; and how much; and what does our state or region need and we are seeing that emerge.


I am going to go through technical aspects in the interest of time; and this is the other key point that I wanted to make on slide 55.  I think – in addition to the sustainability model; and I think we are going to get there; we are seeing a lot of positive movement on that regard.  This notion of engaging practicing clinicians, particularly the small offices, is a nut that I don’t think anyone has cracked yet; and there have been a number of components or levers; or you know, the medical societies are demonstrating great leadership here: ACP and AFP.  

You are seeing in the eighth scope of work out of CMS, that the QIOs have some funding to help these small physician offices; but we haven’t really gotten to a model that is going to help them migrate, because it is expensive; it is really hard; and how can I say this?  It is – there really isn’t a market for this.  In other words it is very hard to build a business out of this, because you know they are small groups; they are basically independently owned small businesses, right?  Which don’t have a lot of funding and so I think this is a challenge that I would encourage all of you to think about in your own communities, about how one gets that done?  There are some innovative models out there that are beginning to do this; one of them being in Hudson Valley.


Then the final point is really around sustainability and I have left you with some slides that talk about this notion of sharing burden and benefits and again it comes back to value and figuring out what that value is; then building models to align costs and benefits in these markets.  Basically what they are doing, because our system is fragmented and we don’t have organized structures around this, a lot of these health information networks are creating a structure for lining up cost and value, related to information mobility.


We have a long set of research and a lot of work that we have done in the financing area; I haven’t touched on it very much in this presentation, but some key principals are emerging from that work and they are laid out in slide 57 and 58.  One of them, and again I will come back to this; I mentioned it the very first couple of slides.  Think about value-based purchasing is coming; and transparency and accountability; and quality improvement; and ambulatory care is coming.  And think about how your initiatives, whether they have been around for a long time or they are just getting started; how do they fit into that world and should they fit in?  

If you look on the next slide with the picture, we have actually created a model for markets to think about.  How to align these emerging incentives programs; not just with quality and efficiency goals, but also the tools that are needed by both physician offices and communities in general to get there; and how those can be imbedded in incentives.  Then the last slide on 61; it is probably a three-hour discussion, but some of our thinking about how one might get this done and this is getting a lot of traction actually and dialogue in a number of markets today.


So in closing, just looking at it from a policy standpoint and just working with a number of these states and regions, it is definitely here; IT is here.  While maybe last year or the year before, there was a great focus on EHR adoption; I think that it has shifted.  It hasn’t shifted – I mean, EHR adoption is important, but this notion of data mobility and health information exchange or interoperability; what ever you want to call it.  It is really where people are and you are seeing that in many, many vehicles and discussions and initiatives that are happening right now.


There are lots of changes happening at the national and the state and local levels; and lots of groups.  There are a lot of boards that are trying to figure out how this fits into their strategy; whether they are labs or health plans or purchasers or doctors.  It is important, you know given the rapid changes, I would encourage you to stay in tune and – because they are coming out fairly rapidly with short response times, on the standards.


On slide 63 again, value-based purchasing will be here soon; it is here in many markets today; we looked at 25.  Keep this in mind as you proceed; engaging your purchasers and health plans is critical for these networks and I will tell you, many of them have not thought to bring the purchasers to the table.  I hear, is with the number of business coalitions earlier this week and they said, you know, they have not invited us to the table.  You know I know they are meeting, but you know we should be there; we are the ones paying the bills.  So think about, while you may not have been working with them in the past, I think they are going to be a key piece of your equation, because they do foot a lot of the bill for healthcare.  

Then finally in closing, we talked about the small physicians; and then finally what we tell communities is, and we have seen many – not many; some peter out and not do very well; but if you stay focused and again, there is a lot of churn; there are a lot of meetings; there is a lot happening, but if you stay focused and you stay focused on value, building value, at the end of the day that is the only thing that matters.  I think that focusing on value will separate those that succeed from those who fail.  

Also at the end of day, I think we will look back five years from now and say, wow, look what happened in the early 2000s; and that we will look back and see the impact that a lot of this work is happening on the quality; safety and frankly; the efficiency of healthcare.  Pat, that concludes my remarks; I am a little bit over.

Pat
No that is fine; thank you.  I am going to open this up for questions from anyone who is listening, but I would like to kick-of the questioning myself; and you both, this has been wonderful.  It really makes me think about how overwhelming this information is.  You know, it also feels like the world health networks are uniquely prepared to develop HIT systems because they are so diverse; they are on the ground.  I love Janet, what you said about bridging national standard with local solutions.  With that as an introduction, can either you or Speranza comment on, where do we begin?  How do we identify a good reputable vendor that we can have some conversations with and guide us along the way?  I just think it is overwhelming.

Speranza
This is Speranza; I guess I wouldn’t start with the vendor; I think that within the mission or the work plan or the reason that the rural health networks around this or whatever this call has formed; I would not take a work plan that didn’t have healthcare technology and tomorrow start having that discussion.  I think that, you know, would be challenging; I think that the real key is around strategic planning.  I would start there before I would bring in vendors, because you know I think Janet did an excellent job kind of giving us that framework and you are right, it gets very overwhelming quickly; but within a local community or region, what are the opportunities for – what are the business reasons to share data and who are those players?  I would not start from a vendor perspective; I would start from either someone within the community who can facilitate meetings; who can maybe do a little bit of strategic planning and start that conversation.  

I think if Janet, if part of your slide show is available in pieces, to be used, you know by communities, I think would be really helpful, because I know I am sitting here thinking, I could use parts of this presentation, in a local community to start having a conversation and to start doing some education.  So I think it is educating folks about what is happening and then starting some discussions about where the needs are within a given region.  Then at some point in time, there is talk with vendors, but I think that becomes – that is much more down the road; depending on where people are.

Janet
I would agree with Speranza; it really starts with identifying where your challenges are; and the first thing I might do is figure out whether there is an emerging conversation going on in your market or your region.  If there isn’t – and then if so, get engaged and be an active participant.  You have been – many of you have been through very similar challenges and actually work that is this; and offering that insight.  When there isn’t something going on building some awareness and thinking about how you might build upon your existing capabilities to get something started in your community.


I agree; I don’t think you want to start with a vendor; it is really about figuring out what problem it is you are trying to solve and raising some awareness and interest in mobilizing information first.

Pat
Well if we could pretend for a minute that we have gone through all of that, you know is there a tool kit or a guide somewhere that would – that we could turn towards to help us walk through this process?

Janet
There are a couple of things; we have actually started to roll-out incrementally a set of tools and resources and guides.  A couple of places you can go; I know beginning in January, the ARC Resource Center is going to be open to the public I believe; and I am not sure of the exact date and there is a rich set of resources.


HRSA funds a resource center – if you go to ehealthinitiative.org and in the upper-left there is a connecting community’s resource center.  We have begun to aggregate; you know sample data use agreements and sample articles and sample, and you know, articles of incorporation and things that are designed to help communities.  We are now synthesizing a lot of that information and turning them into tools that will be released this year.


The other good resource is the Markle Foundation; Robert Wood Johnson are funding and providing leadership and support to something called Connecting for Health.  I know in January we are going to start rolling-out a whole set of guides that will be complementary to our connecting communities, principals and guides that we are putting out there.

Pat
Thank you; that resources fight from ARC, I think will be wonderful for the folks on this call and something that we can certainly add to our Web site resource page as well.  Okay I would like to open this up; would anyone on the call like to ask either of these ladies a question.

Frank
Yes my name is Frank Selgrath; I am from Brunswick, Georgia.  I would suppose, without going into too much detail, we are a health network that has a series of free clinics.  We do case management for chronic illness, as well as provide pharmaceutical assistance over four counties here in Southeast Georgia.  We – I guess, where we are in our planning stage is, we are at about stage three of your slide 26.  

We have a business plan; we are in the process of having a strategic initiative for fund raising to implement the plan.  Where we are is at the stage of trying to determine the best technology to begin with.  We have defined our vision and our goals; we have quite a bit of community involvement with the providers; we have over 70 participating providers, including the hospitals. 


Last year we were focusing, when we started this, mostly on EHR and now, as you said, as both of you have said, RHIOs is the direction to go.  In Southeast Georgia or in this region, is there some source that we could go to and what type of expertise do we need to bring to the table, either in the form of sub-committees or community volunteers, that we need to begin the technological part of what we are doing?

Janet
There are a couple of initiatives emerging in Georgia, that I have heard about and I can send you – and I know some of the employers, the Southern Company and UPS and others are engaged in those initiatives; so I would connect there.  Regarding the technical aspects and some of the working groups that you have talked about, we can send you some sample charters of those working groups and connect you with others that are in the same stage or have all ready completed that stage.

Frank
Okay good.

Janet
And provide some back-up.

Frank
And I go through Pat Kota -?

Pat
Yes; hello Frank; Janet if you could just e-mail that to me, then we can get it out on the HRSA Web site.

Janet
Terrific.

Frank
Good, thanks Pat.

Pat
Okay; another question?

Randall
This is Randall from Alaska.

Janet
Hello.

Randall
Hello.

Pat
Hello Randall.

Randall
Hello; I have a question; I am of course been paying pretty close attention to what is happening in D.C. this year, with the budget process.  I am very concerned that some of this federal funding that has enabled organizations to start, is about to dry up.  I am wondering if that is your impression and if it is, do you think we could encourage local or regional providers and payers and like that to sort of chip in on forming some of these networks?  Particularly the health information network?

Janet
Speranza do you want me to tackle maybe the first part, or -?

Speranza
Yes and you probably know more about CareSpark than I do and that has made an interesting model of how they have approached planning; so go ahead take it.

Janet
First of all, the last I checked; and again I have got to check; you know we are monitoring this.  I think you are right; I think funding will be limited and if you are thinking about the $125 million – is that what you are thinking about; the $75 million to the Office of The National Coordinator and the $50 million to ARC?

Randall
Right.

Janet
It is our sense on the senate side; the $50 million is in tact to ARC and the senate cut the $75 million to about $42 million.  I know a lot of folks are – there are many that are advocating, you know, moving that back up to where the house is, which is full-funding.  But I agree with you; there are a lot of pressures with Katrina and Iraq, you name it; I don’t think we are going to see a lot of funding from government.  That said, absolutely yes; there are – I have talked with a number of plans actually and purchasers, that would be interested in participating in something, but not holding the whole bag, if you will.

Randall
Yes.

Janet
But, you know their fair share and a lot of the questions that we are hearing are, well what are your principals for information sharing; how do we know that we are focusing on value?  Value, value, value and so CareSpark has a model; Indiana has a model; Hudson Valley has a model.  We can actually send to Pat, some synthesis on some of the different models that are out there to align cost and benefits.  There are several that are out there and as Speranza said, one is CareSpark with Lisa Jenkins and she could help you as well.

Speranza
And I think just to elaborate on that, because she was kind enough to share her business plan with me, which I begged and promised I wouldn’t put on the Web anywhere.  What was intriguing to me about the way she approached the planning process was; first of all documenting the savings that accrue to health purchasers, where that would be health plans or privately funded, you know, employers that do their own; by the use of technology to change clinical practices, for example getting more patients on generic drugs or, you know do thing – incidents in the emergency room and actually providing estimates of funding in dollars saved over a five-year period of time.  You know it is hundreds – it is millions of dollars; and then doing an interesting allocation process between purchasers and providers, because I think the key challenge and Janet, I think said it very well, the cost of the investment, if nobody else helps us, and it is at the rural provider; at the provider site.  Yet the benefit, besides improved quality and it is right thing to do, the cost benefit on the system accrues to the payer.  

So how do we align the interest of the payer and in saving money; the interest in the provider of providing the highest quality care to their patients; how do we get those aligned?  I believe…Janet’s presentation for pulling that together.  What they did in CareSpark, was they had the payers at the table; were able to demonstrate those savings at the outer years; and to a political process that I don’t yet understand, were able to get the payers to ante up some real dollars.

Randall
Okay.

Speranza
Yes, so it is an interesting model; not inexpensive to pull together; not easily done, but the key about the payers is absolutely true.  The challenge we have in our rural communities; at least in my part of the world, our biggest payer is CMS; let’s just be real clear.  It’s Medicare and it is MediCall.  Then it is probably down at the state level with some publicly-funded programs; but there are not a lot of private insurance companies and large employer plans, at least in my part of California.  So getting CMS at that table, which I totally agree with, I would love some strategies about that.

Janet
Well one thing that one might, if you could figure out how to manage the risk, because they do have the Section 646 demonstration, which is, I think application are due January 30th or 31st maybe.  Where Medicare will go into markets and it is focused on practice transformation; improving outcomes, but there is a big IT component in it.  Only providers or agents of providers are able to respond; and so I think – I know a number of the health information exchange networks are responding.  Hopefully that will give us evidence – because I think it is in CMS’ interest to move down this road and we have seen some recognition of that from the agency.


The other thing you might want to think about and there are some markets that are actually getting a fee from the providers for having that data move into their EHRs or their applications; whether it is an existing EHR or a portal and they are willing to pay small fees to get that data.  I think that also helps you with your case to the purchasers and payers, if you show that the provider is also a skin in the game.

Pat
And thank you; Randall, did that answer your question?

Randall
Yes thank you very much.

Pat
Okay; another question?  Well I have one for Speranza.  Speranza, you mentioned that the Universal Services Dollar just is under-utilized right now?

Speranza
Yes.

Pat
Can you talk to that at all, you know.  In my former life, I tried to go after some of the Universal Service money and it was the most complex situation; any thoughts on that?

Speranza
They actually have made the process a little bit easier.  Primarily what the Universal Service Program does is pay the cost differential for telecommunication services between rural and urban communities for eligible healthcare providers, and that would be non-profit clinics; hospitals; public health departments in general.  So what that means in the real world and Alaska is actually a far better leader actually than we are on utilizing Universal Service; but in our part of the world, for one of our clinics to run a T1 line from where they are into where our centralized server is, because of the distance involved and the fact that T1s are a dis-insensitive service.  In the past of those changing now – in the past that was about $2,000 a month for that small rural health clinic; cannot afford it; it is not going to happen.  

So what Universal Service says is they basically say, well the average urban cost in California is $270 a month.  So Universal Service will pay the difference to the telecommunications provider – the telephone company, between $270 and $2,000.  So that is in the most simplified form, what Universal Service does today.  

In response to Hurricane Katrina, they actually are using the funding a little bit differently, to actually rebuild, destroy telecommunications infrastructure for eligible rural health organizations.  In the past, they have not funded the build-out of telecommunications infrastructure.  The FCC is currently in a consideration process to maybe make that money more available.


What I can tell is that, from an appropriations point of view, about $400 million a year is allocated to support the rural healthcare program under Universal Service.  I haven’t looked at the latest numbers, but I doubt that they have approached $100 million.  I mean I think, in the early years, they were at $20 million and $30 million; I think they have gone a little bit more.


So the simple way to use is it, is to use it to support the cost of T1 lines and services that are more expensive in the rural communities than they are in the urban communities.  From a policy and an advocacy point of view, I think though, particularly people like Janet and you Pat, who work in D.C.  If in fact the 1996 Telecommunications Act gets opened for review and there is pressure from the private telephone companies to do that that has both opportunities and challenges.  

On the opportunity side, it could allow us to advocate for expanded use of the Universal Service Program for rural healthcare to fund exactly some of the issues that we are talking about today, which currently it cannot fund.  On the downside, it could also open up the whole program for review and scrutiny and there is a whole bigger part called E-Rate, which supports schools and libraries and they have been having like congressional inquiries; so it could be messy.


But in the short answer, and Pat what I would be happy to do and I talked to my network in Minnesota about this; I think I could easily do, because I actually have a publication; I had to throw out these forms; a future TA call for those who are interested.  I would be happy to go over how to fill out those forms and what they can be used for; it is actually not as bad as it used to be, and it used to be bad; it is better now.

Pat
Well that gives me hope; yes and I like the idea about reforming what the dollars can be used for, but I guess that could be a slippery slope too.

Speranza
Yes; you know, I think of a short-run; maybe one of your TA calls, if people are interested, we can – because there actually is a publication out there that is on the Web that people can – we can refer to and it could be a pretty concrete training kind of opportunity.

Pat
Yes that would be really nice; we have a couple of more minutes; another call, or another question rather?

Barry
Pat, this is Barry Brogan.

Pat
Okay; hello Barry.

Barry
Hello; on for Speranza on the – oh I don’t have the slide number, but it was one of her bridging, the digital divide?

Speranza
Yes.

Barry
You mentioned that you operate a video conferencing bridge; a real networking device.  Can you talk a little bit about how that works?

Speranza
Sure when we were back in 1998/1999, when we were designing the telecommunications network, the physical hardware and we learned that people didn’t have ISDN lines.  I am going to talk technical; if you all can’t follow me, send me an e-mail.  So in order to make it possible for some of our members just to transmit video conferencing images, we put in full T1 lines and then developed a way for them to share those lines and go into a bridge, which is a box, bigger than a bread box.  At the time that we got one it was about $180,000 and we had two partners that helped pay for that.  The purpose of the bridge in those days was to – it acted like a modulator, but actually trans-modulated the T1 signals into ISDN to make it physically possible for these sites to do telemedicine.


In addition to doing that modulating function, we, you know in about a day said, wow we could actually put more than one site together.  So it actually allows for multiple sides to connect via video conferencing.  So it would be, if we were using a video conferencing bridge for this telephone call, which I would not do; there are too many people, we would all be able to see each other.  

So since ‘98/’99 we have really been using the bridge for those two functions; one just to make it possible for folks to do telemedicine at all and then secondly to do multi-point conferences.  So we do several per week; some of them are small; some of them large.  We had – that is something we didn’t mention in this presentation and we should; if you haven’t all looked at the latest or one of the new IOM reports, Institute of Medicine about rural healthcare.  The future of rural healthcare and the focus on collaboration and IT; but we had Mary Wakefield do a presentation on that report from Boston.  Working with our state rural health association, we made that presentation available by video to rural health sites throughout the state of California.  Our bridge is able to do that and with our upgrades we can connect up to 24 different sites into a multi-point video conference.

Pat
What does it cost now?

Speranza
You know with the upgrades that we got; the value of the bridge on the market – we got a good deal, is probably about $250,000.

Pat
Oh my God.

Speranza
I know; and so we really are looking at opportunities for using that; not just for healthcare, but for other partners.  Here is our interesting challenge; it is because right now as it is configured, 100% of the costs of the lines are subsidized by Universal Service.  We are actually limited in what we can do with it and we are actually in a planning process to see, is it worth reducing our use of subsidies in exchange for being able to use that bridge as a resource for other particularly rural organizations?  

I mean I always see us using the bridge to support our mission; but that doesn’t mean we couldn’t work, for example with counties or with rural economic development corporations or you know, with other organizations that serve our rural communities, who have a need to have – use videos, a way to conduct business.

Pat
Sounds like something like that would work really well in terms of economic development and work force and job training.

Speranza
Right, yes and we do that now; we actually beam in college classes from our community college for nurse education.  So that nurses who are for example are an LBN and want to do an RN upgrade program, there is the stat and the rural hospital; get some of the prerequisites done by video; the college is all ready putting those classes on distance learning.  So they are able to go through our bridge and reach some of those harder to reach communities.  So we are all ready supporting that; we want to do that a lot more.

Pat
That is wonderful.

Randall
This is Randall again; I have one quick question for Janet.

Janet
Go ahead.

Randall 
You talked about one of the emerging guiding principals of getting one of these organized, was that the group be convened by a trusted neutral party.  Do you have an existing group that is sort of thinking of morphing into a RHIO?  And there are lots of pros and cons about that.  There are a lot of people who were not at the meeting who are part of the larger group, who probably aren’t all that excited about having the existing group sort of take on that role.  What is your suggestion or what did your information show about what you mean by a trusted neutral party?

Janet
Good question; it is really market or state specific and I know that in number of regions or states, there are existing organizations that have played other roles, whether on convening function around patient safety or a health data consortium.  At the same – I am going to give you sort of a non-answer; but you know at the same time, many states and regions have decided that they want to start anew.  We have not drilled down deeply, in a scientific way as to why that is or is not; or you know why they – but I think it is about trust and I think it is about transparency and that is hard.

Randall
Yes the group that currently exists is primarily governmental agencies and of course in order to make this work with private payers and private physicians and stuff, there is some real concern about – as you know, there is not a lot of trust between private physicians and governmental agencies anyway.

Janet
It is really tough and you know a number of states are trying to figure out, well what is my role?  And in fact, some governor’s offices and secretaries of health are actually launching the convening, but also stating up-front that they are not the long-term structure for this; that it is –

Randall
Big payer.

Janet
Right and there are some payers; it is a very interesting time and – but I think the stakeholders will vote with their involvement.

Randall
Right, right, well thank you and I look forward to meeting you in February.

Janet
Yes likewise, likewise.

Ed 
This is Ed Bostick.

Pat
Yes go ahead; hello Ed.

Ed 
Do you or your panel know of a Bill England at USAC, taking a one request for Universal Service Funds and applying that to an entire region or state?  Or must you do it at every site; is there a way that we could get USAC to consider doing that in the aggregate, rather than individual site; so we could do some business planning?

Speranza
Not as it is currently structured; this is Speranza.  The way the FCC regulations – you need to recognize that the FCC is not an agency that has a lot of experience in healthcare service delivery, okay?  So you have got interesting dynamic there but it is absolutely site specific.  I think the only exception is what they did with Katrina.  I don’t know how they managed to in essence, that is what they did, with I think opened up their process an applied for of a regional focus.  But as is currently designed, it is a site-by-site request for funding and not an ability to do an aggregation – at least that is my understanding; that does not mean that is not a great idea.

Ed
Has anybody made that effort that you know of, or has anybody –?

Speranza
Well I mean I have talked with Bill for years about how to make this program more receptive and there have been comment periods.  They are pretty straight on how they apply their regulations.  I think you – I think part of it is that what the program pays for is a cost differential between urban and rural cost.  So – and it accrues to individual entities that have established eligibility criteria.  So I don’t know how you take an entire program with those pretty stringent rules and then do a regional overlay on it.  It couldn’t happen without a change in the regulations and possibly a change in congress – I mean in change in congressional authority and I think that is where, if in fact they open the ‘96 Telecom Act and we actually have a policy discussion around rural health talk communications, I think that is an interesting dialogue.

Ed
Well I was just thinking, like in your situation and in mine, in fact, we have an aggregation of individual entities that have formed a larger organization.

Speranza
Right.

Ed
And…

Speranza
I do it all in the aggregate; I actually – I am the bill payer for 11 organizations and I aggregate the telecommunications via into a network and I do the paperwork and I get the money.  So I have aggregated that into one process, so that each of my individual organizations are not doing the paper work.  I am doing it on their behalf; I do a const allocation spreadsheet, where I say the cost of the T1 line is spread across these four providers.  The benefit that they would get as individual providers, you know gets shared this way and I can share that with you if you are interested in seeing how that is done.  

So I have done that aggregation at a network level and then I am the conduit through which we apply to Universal Service.  We at the network; again, we pay their phone bills and we wait for the reimbursement, so we are front-loading that money.  So we have done the aggregation, but it still at its core, it is how does each individual site – what is the benefit to each individual healthcare site?

Pat
Again Speranza, if you can e-mail that to me, I will make sure that that gets into the HRSA Listserv.

Speranza
Yes I do not know if I want to put my cost allocations spreadsheet on the HRSA Listserv, because –

Pat
No but if there is something that you can share with us that just kind of makes sense?

Ed
Pat, could you give us a heads-up when those are available, so we can check?

Pat
Sure, sure.

Ed
Thanks.

Pat
What is the HRSA Web site URL again, just so I have it?

Speranza
It is HRSA.gov – I believe the beginning of it is network assist; but if you just send it to us, I will make sure that it gets up.

Pat
Right well I just wanted to look at it for my own benefit.

Speranza
Oh sure, sure.

Ed
Speranza, what is the lead time on your reimbursement for USAC?

Speranza
Well it depends on when we do the paperwork; I mean the funding is July through June.  If we wanted to and we don’t for a number of reasons; if we did the paperwork in July.  We would probably start getting reimbursed for maybe three months of services and then we technically should be getting credits on our bills; that is not how we do it.  It is more streamlined process than it used to be.

Ed
Okay I have heard as much as 18 months lag-time; is that -?

Speranza
Not anymore; not if you get your paperwork in.  No it should not be that long; any more that they have cut-off dates, you wouldn’t – yes it used to be a really awful ugly process; they have really streamlined it; and most of it can be done on-line.  You do need to know what you are doing and you know, it is not like – but no; it is not that bad.

Ed
Thank you.

Speranza
It should not be that bad and again, I am happy to have a, you know, e-mail correspondence about it if people are interested.

Ed
Thank you.

Pat
And I really think we will take you up on your offer too, to have a separate TA call on just Universal Services, if that is okay?

Speranza
Yes I am happy to do that; and what I can do for that is kind of do a generic, you know, cost model and you know I have got to – yes –

Pat
Sure; that would be the better way I believe.

Speranza
Yes.

Pat
Okay we have come to the end of our time; I could take one more call?

Ed
Pat, could we invite Bill England to that TA -?

Erica
Pat; this is Erica; I actually have – Bill England spoke at our All Programs Meeting and I have a copy of the presentation that he gave there, which I could probably share with you; but it would probably be a good idea to bring him into it.

Ed
Yes I think Q&A would be great with him.

Speranza
I think that would be wonderful, you know, I can kind of talk from the perspective of an end user.  You know how to fill out the forms and that entire piece; how to work with telecom venders and all that.  I think Bill can – you know and I have seen him; he does an excellent job providing an overview of the program.  You know some of these policy questions; I mean he is real good.  When he can give you an answer he will; when he can’t, he will let you know that.  So I think that would be a really good session.

Pat
Okay Erica, do you have anything else that you would like to wrap up with?

Erica
I don’t believe so.

Pat
Okay now remember the transcript – the audio replay of this call is 1-888-566-0678.  We will have all of the hand-outs posted on the network assist, HRSA.gov Web site.  Our next call is set up for February 15th and after this conversation today, which by the way, Janet and Speranza, this has really been a fantastic call; thank you so much.  It looks like we will continue a conversation directed towards HIT because it is such a huge topic.


Thank you everyone and without any further comment, we look forward to talking to you over the e-mail and Internet and telephone calls and wish you all a happy Thanksgiving.

Speranza
Thank you and Janet I just want to ask you; can we use parts of your presentation?

Janet
Oh absolutely, please; let me know if you need more stuff.

Speranza
That sounds great; that would be helpful, because I know that I am looking at pieces – you know I can see chunking it into little pieces for different kinds of meeting, so that is very helpful.

Janet
Thank you.

Speranza
Thank you.

Pat
Okay thanks everyone.

Speranza
Bye.

Janet
Thanks; bye.

