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April 13, 2009

Via Electronic Mail

Broadband Technology Opportunities Program

US Department of Commerce

Room 4812

1401 Constitution Ave NW

Washington, DC  20230

RE: Docket No. 090309298-9299-01
Dear Sir/Madam:

The American Stroke Association (ASA), a division of the American Heart Association (AHA), urges the National Telecommunications and Information Administration and the Rural Utilities Service to use a portion of the funds made available in the American Recovery and Reinvestment Act of 2009 (ARRA) for broadband deployment to support and expand telemedicine systems, including those used for treating stroke.  It is important to note that the AHA and ASA have a long-standing policy of not accepting funds from any level of government, so the Association does not have a financial stake in the allocation of ARRA funds.  
Stroke is the third leading killer of Americans, and a leading cause of serious, long-term disability.  Our comments are submitted on behalf of the approximately 795,000 people who are likely to experience a stroke each year in the United States and their loved ones. 
Every second counts when treating stroke.  In fact, one study estimates that a typical patient having the most common type of stroke loses 1.9 million brain cells (neurons) per minute in which the stroke goes untreated.
  The recommended treatment for acute stroke must be administered as soon as possible after symptom onset to be most effective and reduce the risk of resulting disabilities, but no longer than within 3 hours.  There are, however, a number of barriers that prevent patients from receiving acute treatment within this critical timeframe, including long distances to tertiary care hospitals and a shortage of neurologists.  In recent years, timely treatment has also been hampered by a national shortage of physician specialists being unavailable to provide on-site call coverage around the clock.  As a result of these and other barriers, only a small fraction (3-5%) of patients receives the treatment recommended by the latest scientific guidelines for acute stroke.

The use of telemedicine in the treatment of stroke – now commonly referred to as “telestroke” − has shown great promise in improving patient access to recommended stroke treatments in rural and other “neurologically underserved” areas.  Moreover, the 
outcomes for patients cared for in hospitals with telemedicine support have been comparable to those achieved in more conventional tertiary care settings and outcomes have been better than those achieved by general hospitals without telemedicine support or stroke units.

The ASA believes that telestroke services are safe and effective when provided within the framework of the evidence-based recommendations for stroke systems of care between stroke centers and hospitals that are less well resourced in hub-and-spoke networks. Telemedicine-enabled stroke networks can be very helpful in better meeting the needs of many of the people who experience a stroke each year in the United States.  However, additional resources are needed to aid hospitals and other health care providers in the development of these telestroke networks.  
Sufficient, reliable telecommunications infrastructure, including adequate high-speed broadband, is vital for the successful implementation of telestroke programs.  The ASA is pleased that the ARRA is providing significant resources to the NTIA and Rural Utilities Service to address this barrier to telestroke implementation.  More specifically, we ask that you consider the following recommendations as you make plans to award grants under the authority granted you by ARRA:
Purposes of the Grant Program
The ARRA establishes five purposes for the Broadband Technology Opportunities Program (BTOP), including to “provide broadband education, awareness, training, access, equipment, and support to medical and healthcare providers.”  An additional purpose for the grant program is to “stimulate the demand for broadband, economic growth, and job creation.” The ASA recommends that 20 percent of the funds allocated for BTOP be apportioned to support healthcare providers because such a use will have the double benefit of improving the quality of healthcare provided to patients and stimulating economic growth.  

The healthcare industry is an important engine of economic development.  The field features 10 of the 20 fastest growing occupations, and average wages for employees in the healthcare sector are higher than average wages overall.  A Wisconsin study examined economic multipliers in the industry and found that every $1 of revenue generated by the healthcare industry generates an additional $1.30 of revenue in other industries, and each new job created in healthcare creates at least an equal number of new jobs in other industries. 

To the extent allowed under the law, we also encourage you to allow grant funds awarded under ARRA to be used to support infrastructure and other costs necessary for setting up telestroke networks, including the purchase of equipment (such as equipment that requires high-bandwidth), training for medical personnel in the use of the equipment, and the necessary costs of licensing and credentialing medical personnel to participate in the network.  The creation and expansion of such telestroke networks will stimulate the demand for broadband and economic growth. 
Eligible Entities

States and non-profit hospitals are already, appropriately eligible for the BTOP funds.  Other healthcare providers and institutions, however, are also partners in the development and implementation of telestroke networks, and we recommend that they also be eligible for these funds.  More specifically, rural Critical Access Hospitals, emergency departments in rural for-profit hospitals, and emergency medical services can all potentially have an important role in a telestroke network and should be considered for eligibility when included as part of a telemedicine network.  For instance, emergency departments are required by federal law to operate in a public-service manner and to provide care to all patients needing emergency treatment regardless of ability to pay.  Emergency departments are a critical part of the national safety net for healthcare, regardless of the for- profit or non-profit status of the hospital to which they are attached.  Emergency departments in rural for-profit hospitals are eligible for the FCC’s Rural Health Care program, and we urge NTIA and RUS to follow the FCC’s lead in making rural, for-profit hospitals and emergency departments eligible for ARRA funds., ana 
States have been heavily involved in planning statewide or regional stroke systems of care, so we encourage you to ensure that states have a role to play in planning and prioritizing for the broadband deployment needed for the implementation of telestroke networks.  States also have an important role to play in addressing licensure laws that sometimes serve as a barrier to telemedicine use, developing acceptable policies relating to the privacy and confidentiality of information exchanged over telemedicine, and developing financial models for reimbursement of provider time spent on consultation via telemedicine. To the extent possible, we also encourage the use of funds to help reduce the administrative burden imposed by multi-state medical licensure and multi-hospital credentialing, and to support regional compacts or reciprocity that allows for a limited set of telemedicine privileges and practice via a uniform, single licensure and credentialing process. To the extent allowed under the law, we encourage you to allow grants to states to be used to defray these and other costs associated with planning for and implementation of telemedicine networks for stroke. 
Selection Criteria for Grant Awards
We support the criterion in the law that requires the NTIA to consider whether the grant will “enhance service for health care delivery” when making funding awards and suggest that priority be given to those services that are not otherwise consistently available at the local facility.  
For both the NTIA and RUS funds made available under ARRA, we recommend that prioritization be given to eligible healthcare providers serving medically underserved or unserved areas.  Although many of these areas are rural, it’s important to note that many other areas of the country – including some urban areas – do not have appropriate access to acute stroke care, so we urge you to include these areas in your definition of unserved and underserved areas.  There are only approximately four neurologists per 100,000 people currently caring for the nearly 800,000 new or recurrent strokes each year.  In 2002, 77 percent of U.S. counties did not have a hospital with neurological services.
  Thus, we urge you to include these areas in your definition of unserved and underserved areas.  Telestroke has proven to be an effective means of helping provide high-quality stroke care in areas underserved by neurologists.
When establishing criteria for eligibility, the RUS should consider projects that connect urban and rural health care providers to be rural projects.  This approach is consistent with guidance issued by the Federal Communications Commission (FCC) for eligibility for the Rural Health Care Pilot Program, which funds networks that include urban health care providers, as long as applicants included in their proposed networks public and non-profit health care providers that serve rural areas.  We support a similar approach to eligibility for the ARRA funds made available to RUS.  
 

Finally, we recognize that different types of technologies can be used to provide the needed high-speed bandwidth and reliable service necessary to support telestroke networks.  Different areas may find that different technologies better meet their local needs. Therefore, we support the statutory requirement that the goals of expanding access to broadband services be accomplished in a technologically neutral manner, provided that the technology meets minimum requirements for data transmission. 
Grants for Innovative Programs

We are pleased that Congress set aside at least $250 million for innovative programs to encourage sustainable adoption of broadband, and we encourage the level of funding available for innovative programs be increased to $500 million. Within the funding made available for innovative programs, we recommend that priority be given to telemedicine projects, particularly those used for telestroke.  We believe telestroke projects are a particularly innovative use of telemedicine because stroke represents one of the first uses of telemedicine to treat an acute, emergency condition in a systematic way.  In addition to the acute application of telestroke, funding and evaluation is warranted on the use of stroke telemedicine in other areas, such as primary prevention, prehospital care, and rehabilitation.  
Benchmarks for Success
Finally, you asked what benchmarks should be used to determine the success of the ARRA programs.  We believe that new and/or improved telecommunications service to healthcare providers is one factor you should consider.  More specifically, for projects aimed at developing and implementing telestroke networks, there are a number of different criteria that could potentially be used to measure the success of such programs, such as the number of patients evaluated and treated via telemedicine or the increase in the percent of eligible patients who receive the recommended treatment (thrombolytic therapy) for stroke.  
In conclusion, the use of telestroke networks relying on broadband technology can be tremendously helpful in approving access to high quality stroke care – the type of recommended care that most stroke patients currently do not receive.  Telemedicine has proven to be particularly effective in reducing some of the barriers to timely, effective stroke treatment, including lengthy travel times to tertiary hospitals and lack of access to specialists.  We encourage you to use a portion of the funds provided by ARRA to support the deployment of telemedicine networks used for treating stroke.  Such uses are innovative, will stimulate the economy, are supported by research into its effectiveness, and most importantly, can reduce disability and improve the quality of lives of thousands of stroke patients each year.
If you have any questions or need any additional information, please do not hesitate to contact Stephanie Mohl, Government Relations Manager, at 202-785-7909 or via email at stephanie.mohl@heart.org.  Thank you for your consideration of our comments.

Sincerely,
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Timothy J. Gardner, MD, FAHA

President
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