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Hello MedPeds Family! 
 
It’s an exciting time of year!  It’s recruitment season 
and the holidays.  Lots to be grateful for!   
 
We all still very excited by the success of the national 
meeting this year!  On October 24th we had our annual 
meeting in Washington, DC on Transition.  We had a 
record number of attendees with 153 people!  The day 
was full of great talks from resident grant and award 
winners sharing their fabulous work to informative and 
motivational talks from experts in the field of transition!  
It was wonderful to see so many med-peds people 
there and we had some amazing discussions.  Thanks to 

everyone who helped with the day, participated, and attended!  See our conference 
highlights in this issue and keep your eyes out for regional conferences this winter and 
spring near you. 
 
We also have some exciting things planned for the rest of the year.  We plan to incor-
porate advocacy into regional conferences and our Going to the Hill event was a huge 
success!  We will have our first ever NMPRA Med-Peds Service Day coming in the win-
ter- look out for announcements!  We are also continuing to expand our outreach to 
students and are working on developing a student subcommittee within NMPRA soon.  
See more about these events and what the Directors are doing in their columns!  Let us 
know if you have any ideas or suggestions. 
 
We are also looking to continue to get more residents involved and better serve our 
fellow residents.  One way we are doing this is through program reps so if you’re pro-
gram does not have a rep please contact me!  Have an idea about anything else 
NMPRA can do for residents?  If so, email me at president@medpeds.org. 
 
We wish everyone Happy Holidays and congratulations in almost being half way 
through the year! 
 
Danielle Weber, MD 
NMPRA President 

In this issue: 

 MPPDA and AAP 

Update 

 NMPRA 2015 

Conference 

 On Capitol Hill 

 “An Eye-Opening 

Diagnosis” Case  

 Community Service 

and Student Interest 

Group Announcements 
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Allen Friedland 

MD, FACP, FAAP 

 

Wow!!! I continue to feel the energy and buzz created in Washington D.C.!!! The AAP section 

session included the most honest and truthful discussion about the Maintenance of Certifi-

cation process for med-peds residents and attendings and was very appreciated by all in 

attendance. Our MBA workshop stretched the financial minds of our participants. I for one 

think we will need to have both of speakers (Dr. Cross and Dr. Perzy) give follow up presen-

tations. Nice educational program you created, Dr. Mike Donnelly (we may need a cut out 

image of you so that you can be in more than one place at a time). 

I want to give thanks to our outgoing committee members, Dr. Kevin O’Callaghan and Dr. 

Linda Thomas and welcome Dr. Dick Wardrop and Dr. Jennifer Gerardin to our committee. In 

addition, we made the following changes: Dr. Mike Donnelly to Vice Chair of the section; 

Tommy Cross, will stay on the committee as head of communications (that includes the 

newsletter) and Dr. Himani Divatia will be the lead for outreach/advocacy (Including the 

Physician Health and Wellness booth, PHW). 

Congrats to all the poster/abstract contributors and special mention to our winners Erin 

Schwab, MD, MPH from Loyola University Medical Center for her case, The Unusual Case of 

Hematuria in a Young Adult and Deepa Nanayakkara, MD, MS from Los Angeles County-

University of Southern California Medical Center for her case Bilateral Lower Extremity Deep 

Venous Thrombosis Due to Interrupted Inferior Vena Cava.  Remember, creating a poster for 

the AAP meeting counts for Maintenance of Certification points in pediatrics. 

Our reception and PHW booth still continue to be focal areas for med-peds people to con-

gregate and exchange ideas and contact information.  Thanks to all who participated and 

volunteered! 

Finally, our legislative training session and trip to the hill was so inspiring to our resident and 

student participants. Leaders of the Pennsylvania Chapter joined our trip as we worked to-

gether to spread awareness about children’s issues.  I look forward to more great collabora-

tions. 

AAP Resources 

Pediatric Medical Home Infographics Now Available  

A series of three infographics on pediatric medical home and practice transformation is now avail-
able from the American Academy of Pediatrics. Targeted towards pediatric health care profession-
als, each can stand alone or be offered in combination to form a series. Collectively, the in-
fographics raise awareness of how children are unique; rapid changes in pediatric practice taking 
place at the patient and family, practice, and community levels; and actions pediatricians and 
other child health professionals can take to advocate for children while responding to changes in 
practice. The infographics are available on www.aap.org/medicalhome. 

Materials on Early Childhood Development  

The CDC Learn the Signs. Act Early. program provides free resources and materials for pediatric 
clinicians to distribute to patients or include in waiting areas, including milestone checklists, bro-
chures and flyers. These materials can be customized with your contact information and are also 
available in Spanish. 

New Growth Charts for Children with Down Syndrome 

Children with Down syndrome grow differently from other children. However, advances in medi-
cal care, access to care, and improved life expectancy suggest that contemporary growth patterns 
may have improved over recent decades. New growth charts for children with Down syndrome 
are included in a November 2015 Pediatrics study. This study, funded by the Centers for Disease 
Control and Prevention, compares these new US growth charts with the older US growth charts 
for children with Down syndrome as well as with more recent charts from the United Kingdom. 
Pediatric health care providers can use these new charts to monitor growth among children with 
Down syndrome and assess how well the children are growing when compared to their peers with 
Down syndrome. The full article (open to the public), abstract, and a summary of key findings are 
now available.  

mailto:klerman@aap.org
http://www.aap.org/medicalhome
http://www.cdc.gov/ncbddd/actearly/index.html?s_cid=Oct2-LTSAE-Resources-018
http://www.cdc.gov/ncbddd/actearly/freematerials.html?s_cid=Oct2-free-materials-019
http://pediatrics.aappublications.org/content/early/2015/10/21/peds.2015-1652.full.pdf+html
http://pediatrics.aappublications.org/content/early/2015/10/21/peds.2015-1652.full.pdf+html
http://pediatrics.aappublications.org/content/early/2015/10/21/peds.2015-1652.abstract
http://www.cdc.gov/ncbddd/birthdefects/features/key-findings-new-down-syndrome-growth-charts.html


 

 

 

 

Greetings from the MPPDA Executive Committee, 

It was great to see everyone at the NMPRA National Conference in Washington 

D.C. this year.   Each year NMPRA and the AAP Section on Med-Peds continue to 

make great strides in promoting excellent programming for Med-Peds trainees.  I 

would like to highlight a few key areas on which the MPPDA Executive Committee 

has been working. 

Med-Peds ACGME Program Requirements Revisions 

The ACGME is reviewing the current Program Requirements for Med-Peds and 

asked for input from the MPPDA. The MPPDA executive committee sought feed-

back from our members and submitted our suggestions for the next version of the 

Med-Peds requirements. The ACGME will take our comments under advisement as 

they meet and discuss any future changes. There is typically a comment and ques-

tion period after the next changes are released but before they are ultimately ac-

cepted.  

Pediatric Hospital Medicine Accreditation Update 

The joint council on pediatric hospital medicine has submitted their proposal for an 

accredited fellowship in pediatric hospital medicine to the American Board of Pedi-

atrics for review.  The ABP is in the process of contacting stakeholders and evalu-

ating the value and impact of this proposal.  The MPPDA has been working with the 

members of JCPHM to ensure that the needs of Med-Peds physicians are taken into 

account as this process unfolds.  The MPPDA Executive Committee conducted a 

survey and published a paper in Pediatric Hospital Medicine1 this spring that 

demonstrated that approximately 25% of Med-Peds graduates in the last 5 years 

are caring for hospitalized children and make up approximately 10% of the estimat-

ed pediatric hospitalist workforce.   Med-Peds trained hospitalists are an important 

part of caring for hospitalized children and young adults and the MPPDA will con-

tinue to advocate for this role going forward. 

MPPDA Seed Grants 

The MPPDA is offering up to five $2000 seed grants to Med-Peds Program Directors 

to develop opportunities for investigators with unfunded or under-funded research 

studies that pertain to the mission and vision of the MPPDA and/or the practice of 

Med-Peds.  The next submission deadline is March 1, 2016.  Please visit mppda.org 

for further information.   If you have projects that might fit this description, we 

encourage you to speak with your program directors and consider submitting an 

application with them. 

MPPDA National Meeting 

Our next national meeting will be held April 20th and 21st in association with the 

APDIM Spring Meeting in Las Vegas, Nevada.  To learn more about our meeting and 

other upcoming initiatives from the MPPDA, please visit our website at mppda.org.   

Yours, 

Russ Kolarik and Sandi Moutsios 

MPPDA Executive Committee  

1 O’Toole JK, Friedland AR, Gonzaga AM, Hartig JR, Holiday S, Lukela M, Moutsios 

SA, Kolarik RC.  The Practice Patterns of Recently Graduated Internal Medicine-

Pediatrics Hospitalists.  Hospital Pediatrics 2015; 315:309-315. 



MedPeds representation 

from all over the country. 

Over 120 in attendance! 

Small group breakout sessions for 

students, residents, and chiefs.  

Case presentations from last 

years competition winners. 

 



NMPRA and the AAP Section on Med-

Peds Go to Capitol Hill 
 

Jennifer Seo, MD, JD 

NMPRA Health Policy and Advocacy Director 

 

On Monday, October 26, medical 

students, residents, and attend-

ing physicians representing 

NMPRA and the AAP Section on 

Med-Peds took to Capitol Hill to 

advocate for Medicaid primary 

care payment parity. While the 

Affordable Care Act raised Medi-

caid primary care payments to 

be equal to those of Medicare in 2013 and 2014, with the federal government subsi-

dizing the payment increases, this provision was not extended by Congress beyond 

2014. Only sixteen states and the District of Columbia have taken on the additional 

cost of maintaining the enhanced Medicaid primary care payments. Unfortunately, a 

recent AAP survey found that 40% of pediatricians have had to decrease or halt ac-

ceptance of patients insured under Medicaid after the expiration of the ACA’s Medi-

caid parity provision. 

The Hill Day began with a training led by the 

AAP Department of Federal Affairs on the 

basics of the inner workings of Congress and 

how to advocate to legislators. The partici-

pants then met with staff members of con-

gressional committee members and floor 

leaders key to moving forward the Medicaid 

primary care parity bills that have been in-

troduced during this congressional session. 

These meetings included staff members for 

the Senate Finance Committee, Senate Mi-

nority Leader Harry Reid, and House Minori-

ty Leader Nancy Pelosi.  

With their personal stories and the AAP’s 

new data on decreased acceptance of Medi-

caid patients, the Hill Day participants delivered the message that Medicaid primary 

care payment parity is crucial to ensuring access to and continuity of care for our 

patients. Special emphasis was placed on ensuring continued access to care for our 

adolescent and young adult patients who are transitioning between pediatric and 

adult providers—particularly for those with chronic diseases or disabilities. In turn, 

the staff members shed light on the continued need for healthcare providers to voice 

these concerns, at not only the federal level but, importantly, also at the state level. 

If you are interested in organizing an advocacy training at your institution or would 
like to share stories about your own advocacy events, e-mail  
jennifer.seo@uchospitals.edu. 
 

Registration is now open for the AAP’s 2016 Legislative Conference to be held April 3

-5, 2016 in Washington, DC. For more information, go to https://www.aap.org/en-

us/advocacy-and-policy/federal-advocacy/Pages/Legislative-Conference.aspx. 

mailto:jennifer.seo@uchospitals.edu


Physician Health and Wellness Program 

Update 

The AAP Med-Peds Section extends a whole-hearted 

thank you to all those who participated in the Physician 

Health and Wellness (PHW) program and volunteered 

their time and skills to help educate conference attendees 

about their own health and wellness.  This year was extra special for a variety of reasons, but 

specifically because the PHW program received its inaugural structure which will now be a 

permanent part of the AAP.  Through the generous 

efforts and contributions of the J.H. Milligan-Barr 

Family as well as the AAP Section on Integrative Med-

icine, we can continue to enjoy the benefits of the 

PHW program and let it serve as a perennial platform 

for national Med-Peds advocacy!   

This year, we also collaborated with NMPRA as one 

of their projects serving in the community service 

arena.  Working with the residents has always been a 

special pleasure, and allowed for great conversation 

amongst various people at the program.  Being in D.C. was also special, as 6 years ago when the 

PHW program was created, its first stop was at the AAP in Washington, D.C. as well!  Having 

been involved with this endeavor for the last 6 years, it truly was a joy to see how much it has 

evolved since returning full circle to D.C.  Our number of volunteers was also a record high this 

year, and students, residents, and attendings 

gathered from throughout the nation to share 

in this effort.  Each year, however, continues to 

be humbling and leads to innovative ideas for 

next year.  Simply the fact that the breast can-

cer guidelines changed a mere 3 days before 

the conference highlights the importance of 

staying current in medicine and sharing that 

knowledge with others.   

We look forward to next year, as we return to 

the warm west coast.  Until then, we will continue to work on updating all of the guidelines, as 

2015 is a big year for the USPSTF, transitioning from multiple current “draft guidelines” to up-

dated recommendations.  We’d love to extend the volunteer efforts throughout the year, so if 

you are interested in helping to revise the guideline sheet and plan for PHW 2016, contact the 

NMPRA President or community service chair for more information.  Let’s gear up for a fun 

year ahead, and look forward to seeing you in sunny San Francisco!  

Himani Divatia, D.O. 

AAP Section on Internal Medicine-Pediatrics,  

Physician Health and Wellness Committee 

Physician health and wellness is a topic that impacts all of us and should be a priority both in 
our culture and within the AAP.  Pediatricians especially must "model the way" in leadership 
and health for their patients/families.  As referenced on the WellMD site (http://
wellmd.stanford.edu/), doctors who take care of themselves are better role models for their 
patients, experience less stress and burnout, and live longer! 

To support that initiative, the Section on Med-Peds continues to raise money that will fund 
programs that keep physician wellness at the forefront.  One such program is the Physician 
Health and Wellness booth located within the AAP Resource Center in the exhibit hall at the 
National Conference, which many of you may have attended.  Pediatricians spend time taking 
care of their own patients and counseling about preventive care but too often do not focus 
much energy on their own health care needs.  This program puts board-certified internists 
and pediatricians (Med-Peds physicians) at an easy and convenient location where all NCE 
attendees can take the time to ask questions relating to their own health care.  Attendees can 
get information on a range of topics including adult immunizations, cancer screening, cardio-
vascular disease, menopause, vitamins, diet, exercise, stress, and burnout to better under-
stand what they can do to become healthier.   

A donation to this important initiative is tax deductible and goes directly to funding programs 
like the Physician Health and Wellness booth that work to have direct impact on the well-
being of physicians.  Click here to support this important initiative today! 

https://fs25.formsite.com/aapmembership/FCFSOMP/index.html


NMPRA Community Service and Outreach  
 
It was great seeing you all in DC! Thanks to everyone who was able to volunteer at Phy-
sician Health and Wellness. There was a great turnout this year and it was nice to see so 
many residents involved. 
 
Do you have community service projects in your program that you think other residents 
would want to hear about? Let us know! E-mail dfarber@umm.edu. 
 
NATIONAL MED/PEDS COMMUNITY SERVICE DAY IS COMING!!!! This year will be our 
very first event and will be related to homelessness. Brainstorm with your program 
about how you can give back to the homeless community where you work. We chal-
lenge every program to do something, big or small, to give back to their community.  

Director of Medical Student Interest 

Groups and Recruitment 
Eric Chow, MD, MS, MPH PGY-3, Brown University  

 

 First off, the National Med-Peds conference in DC was a huge success and we were 
so excited to connect with existing NMPRA student and resident members. We also 
got a chance to touch base with students interested in Med-Peds at George Washing-
ton, Georgetown and Howard University. We hope that we were able to convince a 
few of them how great the Med-Peds specialty is! So much has changed since my last 
update in July. My goals in my position have been to build a strong Med-Peds pres-
ence on the internet and to reach out to medical students who were not previously 
aware of the Med-Peds specialty. Within a short few months, we have already made 
significant headway! We now have a new relationship with Student Doctor Network 
with our own dedicated Med-Peds forum where students and residents can discuss 
the specialty. There has been a flurry of new activity there and I encourage all of you 
to direct medical students there to ask questions and to network with us here at 
NMPRA. I would also like to introduce Ana Mauro, who is a 4th year medical student 
applying into Med-Peds who is our new medical student representative. Ana is a very 
enthusiastic individual who comes to us from University of Illinois, Chicago. Ana and I 
have been compiling an updated list of all the Med-Peds interest groups, contacts 
and residency liaisons at different schools. This has been particularly challenging but 
I’m sure with NMPRA’s help we will be able to put this together! 

 Moving forward, we are excited to build the foundation for a medical student sub-
committee within NMPRA to allow more medical students to have formal roles within 
the organization. Each year we are impressed by the immense amount of talent that 
is brought into Med-Peds and we would like to harness that energy to create a more 
robust student experience. For those looking for student leadership roles within Med-
Peds, keep an eye out for future emails. Many students have asked about Med-Peds 
electives so we will look into providing a comprehensive list of Med-Peds electives at 
various institutions. I’m sure there are already eager individuals wanting to see how 
they can be involved with NMPRA.  One of the most important ways of furthering our 
mission will be to talk to others about Med-Peds including forming Med-Peds interest 
groups, sharing your enthusiasm for the specialty as well as signing up with NMPRA 
for news about the specialty. If you want to jump right into things, please feel free to 
e-mail me at info@medpeds.org. We couldn’t have made so much progress without 
all your help. Keep up the good work! 

mailto:dfarber@umm.edu
mailto:info@medpeds.org


Why We Matter 
Brendan Keleher, MD 

PGY-2 East Carolina University 
 

One can imagine how easy it is to convince like-minded individuals the importance of their 
respective field. However, have you ever contemplated the integral role Med/Peds physi-
cians provide in society? I never really understood this until I reflected on my first twelve 
months of training. 

I have seen the anxious adolescent reassured by the consistency of having the same doctor 
as they navigate towards adulthood. I have seen the hardship in patients with sickle cell dis-
ease as they transition to adult specialists, while I remain their one constant. I have seen the 
single mother struggling to raise multiple children on a fixed income. In our transitional clin-
ic, I have guided parents to ensure their loved ones will be protected and taken care of after 
they have perished. I am comfortable managing a teenager with psychiatric illness because 
we often see these diseases in our adult population. I have observed my attending physi-
cians work seamlessly from a CHF exacerbation to a bronchiolitis. As one ponders these sce-
narios, I am sure you are able to reflect on your own similar experiences. 

At first glance, one could argue that these isolated encounters have no real association with 
one another. However, I would argue that they corroborate an overarching theme. Our spe-
cialty provides us with the tools to handle many difficulties facing our society, both inside 
and outside our hospital walls. We embrace the challenges of “complicated” patients. That 
isn’t to say that it doesn’t test our will or patience, but rather it speaks volumes to the 
unique training we obtain. Pediatrics teaches us the softer side of medicine, which in turn 
provides us with skills to make us stronger internists. This is not to take away from our cate-
gorical friends who are on the front lines with us, but to recognize the additive value we 
offer. Why do we struggle in training to become competent in two specialties? It is not only 
that intrinsic drive to treat all age groups, but also our unique ability bestowed on us to fos-
ter societal change.  

Who better to help safeguard our children from the harmful comorbidities of obesity than 
those who are on the frontlines of adult obesity? Unfortunately, there are times where I feel 
that I can predict the future because of our daily experiences. All too often we see the tod-
dler in the 99th percentile for weight, and then in the very next room we see the adult pa-
tient struggling with the medical complications of obesity.  

As we advance through training, our journey takes us down many different roads, whether it 
is towards primary care, hospital medicine, or specialty training. However, the common 
thread is our experiences that shaped us during training. Who better than us to lead clinics, 
hospitals, congress, or corporations?  Whether we like it or not, we are leaders and we need 
to be advocates for our patients. Why? Because if not you or me, then who? 

Keep updated with NMPRA news and announcements on Facebook, 

Twitter, and Instagram. Let us know what your program is up to! 

#NMPRA 

http://www.facebook.com/nmpra
http://www.twitter.com/nmpra
https://www.instagram.com/nmpra/


 
 
Figure 1: Orbital CT Scan with Contrast showing left orbital hematoma and proptosis with periorbital 
edema 
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AN EYE OPENING 
DIAGNOSIS 

Kenton Dover, MD — Adriana Cline, MD — Meredith Kelly, MD 

Case Description:  A 7-year-old child with 

homozygous sickle cell disease presented with 
12 hours of extremity pain consistent with pre-
vious vaso-occlusive pain crises. He was ad-
mitted to the pediatric floor and initiated on the 
standard Sickle Cell pain protocol. 
 
The following evening, he developed acute left 
eye pain, swelling, and diplopia over the course 
of three hours. Exam revealed new severe left-
sided periorbital edema and proptosis with 
inferior globe displacement and decreased ex-
traocular motility, both superiorly and inferior-
ly. Visual acuity was severely diminished at 
20/400 on the left, compared to 20/40 on the 
right. Orbital CT scan showed a non-enhancing 
extraconal mass located superiorly in the left 
orbit with significant mass effect upon adjacent 
structures (Figure 1). Laboratory assessment 
revealed acute hemolytic anemia with a hemo-
globin of 8.4 g/dL from 10.0 g/dL, bilirubin of 
3.8 mg/dL, reticulocytosis of 13.1%, as well as 
acute thrombocytopenia (105 K/uL from 315 K/
uL) and leukocytosis (20.9 K/uL). The patient 
was started on intravenous isotonic fluids, dex-
amethasone and empiric antibiotics. 
 
Ophthalmology was consulted and found left 
intra-ocular pressure to be elevated at 56 
mmHg. The patient was taken to the operating 
room for emergent decompression in attempt 
to prevent permanent vision loss. The mass was 
confirmed to be a hematoma and was drained. 
Post-operatively, he was started on gentamycin, 
brimonidine, and timolol eye drops per Oph-
thalmology’s recommendations and continued 

to have improved intraocular pressures. An MRI 
performed following surgery confirmed left 
frontal and parietal bone infarcts. 
 

Discussion:  Orbital wall infarction and sub-

sequent Orbital Compression Syndrome (OCS) is 
an uncommon complication of sickle cell dis-
ease. OCS typically presents with rapidly pro-
gressive eyelid edema with varying degrees of 
proptosis, limited ocular motility, and/or de-
creased visual acuity.1 This presentation is simi-
lar to that of orbital cellulitis, a more common 
illness in pediatric patients, however, is differ-
entiated by the acuity and lack of periorbital 
erythema typically seen in orbital cellulitis. Or-
bital wall infarction occurs more commonly in 
younger patients as a result of the increased 
marrow space as compared to adults and is a 
direct result of vaso-occlusion of the orbital 
marrow.2,3 The formation of hematomas, which 
may be orbital or intracranial, appears to be 
unique to sickle cell disease and is thought to 
be secondary to extravasated blood from ne-
crosed vessels.1-3 Vision loss secondary to optic 
nerve compression is a potential complication 
of OCS requiring immediate evaluation and 
intervention.4 Permanent damage can result in 
as little as 90 minutes if compression is not 
relieved. MRI is the diagnostic test of choice 
with emergent lateral canthotomy and inferior 
cantholysis if there is concern for vision com-
promise. Many patients can be managed con-
servatively with intravenous hydration and 
steroids, however, patients with optic nerve 
compression or large hematomas benefit from 
surgical evacuation.1 
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OVERVIEW 

The disparities in access to subspecialty care for the developmentally disabled and Children with 

Special Healthcare Needs (CSHCN) populations have been well documented in the literature. 

The person Centered Medical Home model of single site care coordination has demonstrated 

improved patient and family satisfaction as well as improved health outcomes. The planning 

project demonstrated the ability to deliver needed subspecialty consultative services to 

geographically challenged areas of New York State while identifying the utilization and 

reimbursement obstacles to implementing a program. During the course of the planning grant 

initiative significant regulatory changes addressed the major reimbursement issues. Additional 

telemedicine funding through the Department of Agriculture to facilitate purchase of equipment 

by access challenged sites will further enable creation of multiple hub and spoke systems of 

integrated care delivery.  

 

The Center for Discovery completed a HRSA Rural Health Planning grant to support the 

development of the Rural Tele-Medical Home Network Program.  Its goals included: 1) 

developing a telemedicine model that will facilitate the creation of Patient Centered Medical 

Homes (PCMHs) by providing access to specialty care services in rural areas, especially for 

those with special healthcare needs; 2) reduce acute care utilization by improving health 

outcomes; 3) reduce cost of care for patients, providers, and third-party payers; and 4) deliver 

professional training and education.  Network partners included both Federally Qualified Health 

Center ( FQHC) Networks and New York State Article 28 Diagnostic and Treatment Centers   

(D&TC):  The Center for Discovery (D&TC) ; Able 2 (D&TC); Hudson Headwaters Health 

Network (FQHC); Hudson River Healthcare (FQHC); and Upstate Cerebral Palsy (D&TC).   

 

Within the rural geographic areas served by the Network partners, access to PCMHs is restricted 

due in large part to the lack of specialties required for care coordination.  Patient volume is not 

sufficient to justify contracting with specialists, so individuals must make multiple, long and 

costly trips to distant tertiary care centers to access care.  Insufficient physician distribution 

severely impacts people with special healthcare needs who require the coordinated care offered 

by PCMHs, documented to improve health and decrease cost of care.   

 

 

THE PROBLEM 

 

Health disparities correlate with poverty in rural areas of NYS. According to the 2013 

Robert Wood Johnson County Health Rankings (http://www.countyhealthrankings.org/), seven 

out of the ten lowest ranked NYS counties were rural including Sullivan (61 of 62), Chemung 

(60), Hamilton (58), and St. Lawrence (57).  Sullivan County also ranked 59
th

 in access to care.  

In Sullivan County, the percentage of families and individuals living in poverty during 2013 was 

higher than in all of NYS and the nation for the following categories:  all families; married 

couple families; families headed by a female, no husband present; all people; people under 18 

years; people 18 years and over; and unrelated individuals 15 years and over.  In particular, 
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households headed by a female, with children under 18 years, were especially prone to poverty 

in Sullivan County.  Indeed, nearly half (48.4%) of these households live in poverty compared to 

37.6% across NYS and 39.5% across the nation according to 2012 U.S. Census Bureau data 

(Sullivan County 2013 Community Health Assessment). 

 

High poverty rates can be linked to individuals with disabilities. Children who are born into 

poverty, with low birth weight, and delayed or no prenatal care have the highest incidence of 

births for developmental disability, cerebral palsy, pediatric mortality and chronic illness, 

particularly in areas of respiratory and visual impairment.  In rural Lewis County, of the 

population five years of age and over with any disability, almost one fourth (24.6%) are living in 

poverty.  Further, in this same category, females have a significantly higher rate (29.9%) 

compared to the male rate of poverty (20.5%), while for comparison purposes, the poverty rate 

for all families in Lewis County is 11.1% (Lewis County 2013 Community Health Assessment). 

Sullivan County has an above state and national average of low birth weight infants (12.5% 

compared to 12.2% state and national, with 9.45% low birth-weight (compared to 8.25% state 

and national). 28.6% of Sullivan County births are to mothers younger than 19 years of age 

compared to 6.7% in all of NYS and 10% nationally (Sullivan County, New York Minority 

Health Assessment Report January 2013). This population of children is at increased risk for 

developmental disability and poor health outcomes. 

 

The DD/SHN population represents an emerging demographic with increasing longevity, 

increasing medical complexity and a disparity in access to the multiple specialists needed to 

optimally coordinate their care (Blum RW. Transition to Adult Healthcare: Setting the Stage. J 

Adolesc Health 1995; 17:3-5) (Burns et al. Increasing Prevalence of Medically Complex 

Children in US Hospitals. Pediatrics 2010; 126; 638). New York State has 660,565 children 

with special healthcare needs, 65,324 of whom are developmentally disabled and have 4 or 

more chronic conditions according to the 2013 National Survey of Children with Special 

Health Care Needs conducted by the Data & Resource Center for Child and Adolescent 

Health. Indeed, the 2006 Future of Emergency Care report series from the Institute of Medicine 

ranks New York State 46
th

 and 49
th

/50 nationally for access to primary care and mental health 

providers, in spite of a normal pattern of physician distribution.  

 

The longstanding disparity in rural access to specialty consultation due to low volumes of 

specific conditions and physician distribution results in difficulty for appropriate care to be 

provided, ultimately resulting in increased acute care utilization and family stressors (Sia et 

al. History of the Medical Home Concept. Pediatrics 2004; 113(5 Supp):1473-1478).  A 2013 

review of national preparation for transition to adult care for youth with special healthcare needs 

revealed that less than 50% received care in a setting that could be considered a medical home 

(McManus MA, Pallut LP. Current Status of Transitional Preparation among Youth with Special 

Health Care Needs in the U.S. Pediatrics 2013;131;1090 5/2013 DOI 10:15421 Peds 2012-

3050). Further, care coordination was reported as lacking by parental report in 41% of parents 

responding to the 2007 National Survey for Children’s Health (Homer CJ et al. A review of the 

evidence for the Medical Home for Children with Special Health Care Needs. Pediatrics 2008. 

122; e922-e937 DOI: 10.1542/peds.2007-3762) (Toomey SL, Chien MD et al. Disparities in 

Unmet Need for Care Coordination: The National Survey of Children’s Health. Pediatrics 2013; 

131:217-224). 
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The PCMH model has a demonstrated record of increasing care coordination, increasing 

adherence to care plans, appointments, and specialist visits; decreasing hospitalizations, as 

well as decreasing parental work loss time and improving family perception of patient-

centeredness (Palfrey JS, Sofis LA et al. The Pediatric Alliance for Coordinated Care: 

Evaluation of Medical Home Model Pediatrics 2004. 113:1507-1516). At The Center for 

Discovery (CFD), a PCMH care coordination model delivered in a rural setting has demonstrated 

a reduction in pediatric acute care utilization (2007-2012) as evidenced by a 42% reduction in 

pediatric hospital admissions; 48% reduction in hospital days; and a 16% reduction in emergency 

room and urgent care visits. Adult length of stay was reduced by 33% in the same time period 

(CFD Utilization Data 2007-2012). 

 

The 2012 Pediatrics review “Improving Health Care for Children and Youth with Autism and 

other Neurodevelopmental Disorders” (with findings from the Autism Treatment Network and 

Autism Intervention Research Network on Physical Health) identified children with Autism 

Spectrum Disorders (ASD) as experiencing decreased access to medical specialists and noted 

increased medical expenditures due to their significant needs for effective care coordination. The 

increasing ASD population, now 1 in 50 nationwide (CDC), experience medical co-morbidities:  

seizures, sleep disorders, sensory impairments, chronic stress, gastrointestinal disorders, diabetes 

type 1, and metabolic and immune problems.  The American Academy of Pediatrics algorithm 

for diagnosis of communication and social interactive disorders through the 24-month evaluation 

and screening for ASDs has demonstrated disparities in specialty access for diagnostic 

evaluations. Primary care referral for early intervention, a critical component of early care 

for evolving conditions, needs to be supported with access to specialty care including 

pediatric neurology and developmental pediatrics for definitive diagnosis.  
 

The current model of physician access in rural areas, long-distance travel to tertiary-based 

specialists with infrequent visits, has resulted in care fragmentation while the inability to have 

care management adjusted during frequent breakthroughs in seizure activity or uncontrolled 

behaviors results in emergency room visits.  Specialist access for the primary care physician for 

care management modification can decrease acute care utilization and lower costs, including the 

costs of patient travel. A timely solution to overcoming these barriers is access to specialty 

services at Federally Qualified Health Centers (FQHCs) or Diagnostic & Treatment Centers 

(D&TCs) via telemedicine for the DD/SHN population living in rural areas.  Telemedicine 

consultation and management overcomes inadequate distribution of specialists including 

psychiatrists, neurologists and developmental pediatricians for providers in rural areas.  It 

overcomes the costs and burden of geographic access barriers and brings the provision of care 

into the community of residence.   

 

The provision of multiple consultant services under the primary care “roof” will increase the 

partner site’s ability to optimally care coordinate and to expand the PCMH model of care 

coordination across rural regions of NYS. Additional revenue for the provision of on-site care is 

also a benefit of this model (with a menu of purchased service /consultant). 

 

Barriers to successful implementation of a telemedicine network include patient and provider 

acceptance and the ability to bill for the consultative services rendered. NYS Medicaid has taken 

a positive leadership position with a billing methodology for hub-spoke telemedicine service 

delivery among its Article 28 provider facilities.   



The Center for Discovery Rural Tele-Medical Home Network Program P a g e  | 5 

Successful design of the telemedicine program requires that it replicate the current face-to-face 

medical consultation methodology; the virtual encounter must provide for both parties to be seen 

and heard. There must be post-encounter access for provider/family questions and off-hour 

coverage access to the consultant. The service needs to be predictable and reliable with the 

medical documentation accessible to the providers and HIPAA confidentiality assured. 

 

Organizational culture is a consideration: a small 3-person rural clinic can potentially have 4 

consultants on the medical staff via telemedicine. All consultants will be dually credentialed both 

at the hub site providing the service and at the spoke site receiving it. The organizations’ 

leadership needs to embrace telemedicine methodology and the benefit for the patient population 

overall. 

 

Cost-of-care increases as quality-of-care decreases with resulting poor health outcomes.  The 

RTHN seeks to provide greater access to high quality care and specialty services for the 

DD/SHN and non-DD/SHN populations with the primary goal of developing a telemedicine 

model that can be shared across an entire state network of Article 28 clinics and FQHCs to 

support regional care coordination and the development of PCMH. 

 

The Network partners provide care for underserved, vulnerable, largely Medicaid populations 

living in rural areas located more than 90 minutes from major tertiary care centers.   

Access to specialty care is highly restricted in rural areas of NYS due to insufficient physician 

distribution and geographic barriers.  In the North Country region, there are 14 psychiatrists and 

26 other specialists per 100,000 people compared to 43 and 42, respectively, in the Hudson 

Valley region (http://chws.albany.edu).  The NYS Association of Rural Health has also identified 

a shortage of behavioral healthcare professionals in rural counties making timely access to 

services often impossible and resulting in costly trips to distant tertiary care centers.  RTHN 

partners report patient travel of 3.5 hours one-way to receive specialist care; sizable waitlists; 

refusal to serve Medicaid patients; and impending closures resulting in significant waitlists and 

delays for patient access.   

 

Current New York State reimbursement policy including Medicare/Medicaid and FQHC non-

APG participation  carve out have been evolving to enable more widespread use of Telehealth-

Telemedicine models for expanded service delivery and improved access. At the outset of the 

Planning grant initiative one of the most significant barriers was the reimbursement for other 

than Medicaid in New York State. Regulatory changes have improved the reimbursement for 

Tele-health and Telemedicine in New York State during 2015. 

 

Medicare – CMS 

 Medicare will pay for a limited number of Part B services that are furnished by a 

physician or practitioner to an eligible beneficiary via a telecommunications system. For 

eligible Telehealth services, the use of a telecommunications system substitutes for a 

face-to-face, “hands on” encounter. Practitioners at the distant site who may furnish and 

receive payment for covered Telehealth services (subject to State law) are: 

Physicians 

Nurse practitioners (NP) 

o  Physician assistants (PA) 
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o Nurse midwives 

 Clinical nurse specialists (CNS); 

 Clinical psychologists (CP) and clinical social workers (CSW) (CPs and CSWs cannot 

bill for psychotherapy services that include medical evaluation and management services 

under Medicare. These practitioners may not bill or receive payment for Current 

Procedural Terminology [CPT] codes 90805, 90807, and 90809); and 

 Registered dietitians or nutrition professionals. 

 

The distant site physicians and practitioners submit claims for Telehealth services using the 

appropriate CPT or HCPCS code for the professional service along with the Telehealth modifier 

GT, “via interactive audio and video telecommunications system” (e.g., 99243 GT). By coding 

and billing the “GT” modifier with a covered Telehealth procedure code, the distant site 

physician/practitioner certifies that the beneficiary was present at an eligible originating site 

when the Telehealth service was furnished. Distant site physicians/ practitioners are paid 80 

percent of the appropriate Medicare Physician Fee Schedule (MPFS) amount for Telehealth 

services. 

 

For Telehealth services, originating sites are paid an originating site facility fee (as described by 

HCPCS code Q3014). The originating site facility fee is a separately billable Part B payment. 

Physician and practitioner offices that serve as Telehealth originating sites bill the Medicare 

Carrier or Medicare Administrative Contractors (MACs) for the originating site facility fee. 

Hospitals, Critical Access Hospitals, Rural Health Centers, and FQHCs that serve as Medicare 

Telehealth originating sites bill the Fiscal Intermediary or MACs. 

 

 

Medicaid FFS – New York State 

New legislation in New York requires health insurers, including Medicaid, to pay for covered 

services delivered through Telehealth and telemedicine technology. By requiring reimbursement 

for Telehealth services, health care providers and patients should benefit from expanded access 

to services made possible by using new and emerging technologies.  The original Telehealth 

legislation required health insurers, including Medicaid, to pay for covered services delivered 

through Telehealth and telemedicine technology as long as the services and providers of the 

services are otherwise covered under the patient’s insurance contract or policy 

 

Covered services must be provided by New York State licensed health care providers.  NYS 

defines Telehealth providers under the Public Health Law to include New York licensed 

physicians, physician assistants, dentists, nurse practitioners, registered professional nurses, 

podiatrists, optometrists, psychologists, social workers, speech language pathologists or 

audiologists, midwives, hospitals, home care services agencies and hospices 

 

The legislature subsequently passed a chapter law amendment for the Medicaid FFS program to 

delay the effective date to January 1, 2016 and to affirm that the requirement to provide coverage 
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for services delivered via Telehealth is limited to services and providers of the services otherwise 

covered under the patient’s contract or policy.  This occurred in March 2015. 

 

Prior to this amendment, providers who were eligible for reimbursement through the Medicaid 

program were those who opted in to the Ambulatory Payment Group (APG) reimbursement 

methodology.  Therefore, FQHCs who “opted out” would not be eligible.  However, the 

amendment corrects this exclusion and now allows FQHCs who previously opted out of APGs to 

receive reimbursement through the Prospective Payment System (PPS).  While FQHCs are 

allowed to bill Medicaid for the visit with a distant provider, they must still pay for the costs 

related to the distant provider as well as the provider who is required to be in the room with the 

patient at the spoke site. This results in higher costs per visit for a patient accessing services 

through Telehealth. If a “qualified practitioner” is not present with the patient at the spoke site at 

the time of the visit, the FQHC would need to include a unique CPT code Q3014 on the claim 

(facility fee only).  Under the APG system, the spoke site does not need to pay the HUB site for 

costs related to the distant provider.   The policy also specifies credentialing and privileging 

requirements for providers before they can receive reimbursement. (New York State Department 

of Health Medicaid Update, March 2015 Policy and Billing Guidance p18-21). 

 

 

 

Telemedicine Sustainability Issues: 

In general, for Medicaid FFS, the FQHCs are reimbursed at a higher rate when compared to non-

FQHCs licensed in New York State. In New York State, the average FQHC rate for rural 

providers is $150.  For non-FQHCs, the base APG rate is $138.  Coverage of telemedicine 

services by a Medicaid Managed Care (MMC) plan is currently optional.  However, if these 

services are covered by a MMC plan then the FQHC is eligible for wrap-around payments up to 

the Fee-For Service rate.  Again, if the MMC does not include Telehealth, then these visits 

would not receive wrap payments which further reduces revenue potential for the program. For 

spoke sites billing Medicare, according to CY 2015, the payment amount for HCPCS code 

Q3014 (Telehealth originating/spoke site facility fee) is 80 percent of the lesser of the actual 

charge, or $24.83. The Hub or distant site will bill Medicare for the professional fee. As such, the 

reimbursement under Medicare is significantly lower than a typical patient visit.  It is still 

unknown when and how commercial insurers will reimburse for Telehealth in New York State, 

however for the purpose of our model, we assumed that they would adopt Medicaid guidelines 

and provide reimbursement comparable to services delivered in a traditional setting. For the 

uninsured, the average collected rate for FQHCs and Non-FQHCs would be $35 and $50 

respectively. FQHCs offer a sliding fee discount program and therefore the nominal fee for 

services provided to a patient is often lower than the non-FQHCs. 

 

The Network Partners completed a needs assessment for their respective specialty needs.  

Pediatric neurology and psychiatry, both adult and pediatric were priorities. Developmental 

pediatrics was also a need in rural areas. The variations in acute care utilization tracking among 

partners were too great to enable comparisons. The lead Partner data on acute care utilization 

over a 5 year period pre and post NCQA Level 3 Medical Home Recognition was used as a 

baseline for the cost benefit analysis completed by the (Cohn-Reznick) Consultants.  
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A telemedicine service delivery model exists that has the potential to enable care coordination 

documented to optimize disease-free intervals and decrease acute care utilization, which has 

already been used successfully.  The model features a hub site which offers a “menu” of 

specialty services to distant spoke sites for evaluation or ongoing treatment.  Hub and spoke sites 

enter into contractual agreements through which spoke sites purchase sessions of specialty care 

in specific time blocks from a hub site, based on their clinic’s needs.  Physician consultative 

services are billed by spoke sites to Medicaid, Medicare or third-party payers. The effectiveness 

of this model for the delivery of a variety of specialty services can be generalized to meet the 

need for increased access to specialty care through a replication initiative. Since 2012, CFD has 

utilized this model with LifeSize telemedicine units serving as the spoke site connection to the 

Beth Israel Comprehensive Pediatric Epilepsy Center hub in NYC (a member of the Mount Sinai 

Health System) to provide pediatric neurology evaluation and treatment for CFD pediatric 

patients. Decreases have been documented in acute care evaluations and admissions for the 2 

major diagnostic categories; medically refractory seizure disorder and acute bronchitis. 

Telemedicine has been implemented for access to pediatric neurology consultative care during 

this period. 

  Graphic representation of the reduction in adult and pediatric acute care utilization for a 

residential population of developmentally disabled children and adults ages 7-79 over a 5 year 

period is evidenced below (Source Center for Discovery Utilization Data 2010-2014) on the 

following page. 
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 COST –BENEFIT ANALYSIS: The Realities and Potential 

Utilizing the Partners’ data, a cost benefit analysis was completed to demonstrate the ability of a 

Telemedicine Medical Home model to demonstrate cost savings and economic viability.  

The analysis revealed annualized: 

 Transportation savings of $219.000.00/1000 patients 

 Hospitalization savings of $503,714.00/1000 patients  

 Acute care savings of        $493,897.00/1000 patients. 
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In aggregate annual savings of $1,216,611.00/1000 patients can potentially be realized. 

 

Sustainability of the Telehealth Program 

In general, for Medicaid FFS, the FQHCs are reimbursed at a higher rate when compared to non-

FQHCs licensed in New York State. In New York State, the average FQHC rate for rural 

providers is $150.  For non-FQHCs, the base APG rate is $138.  Coverage of telemedicine 

services by a Medicaid Managed Care (MMC) plan is currently optional.  However, if these 

services are covered by a MMC plan then the FQHC is eligible for wrap-around payments up to 

the Fee-For Service rate.  Again, if the MMC does not include Telehealth, then these visits 

would not receive wrap payments which further reduces revenue potential for the program. For 

spoke sites billing Medicare, according to CY 2015, the payment amount for HCPCS code 

Q3014 (Telehealth originating/spoke site facility fee) is 80 percent of the lesser of the actual 

charge, or $24.83. The Hub or distant site will bill Medicare for the professional fee. As such, the 

reimbursement under Medicare is significantly lower than a typical patient visit.  It is still 

unknown when and how commercial insurers will reimburse for Telehealth in New York State, 

however for the purpose of our model, we assumed that they would adopt Medicaid guidelines 

and provide reimbursement comparable to services delivered in a traditional setting. For the 

uninsured, the average collected rate for FQHCs and Non-FQHCs would be $35 and $50 

respectively. FQHCs offer a sliding fee discount program and therefore the nominal fee for 

services provided to a patient is often lower than the non-FQHCs. 

 

The cost benefit model assumed 300 Telehealth encounters with a payer mix of 10% Medicaid 

FFS; 50% Medicaid MC; 5% Medicare; 15% Commercial; and 20% Self Pay.  The payer mix 

is an average based on data provided by the grant participants. Since payer mix is favorable 

towards Medicaid (60%), we anticipate the FQHCs to receive higher patient revenue compared 

to the non-FQHCs in New York State. For the model, we estimate FQHCs receiving $33,000 vs 

$18,000 for the Non-FQHCs.  However, if Medicaid Managed Care Plans do not cover 

Telehealth then these visits do not receive the wrap income up to the full Medicaid FFS rate, and 

patient revenue between FQHCs and Non-FQHCs would be comparable. It is understood that the 

HUB or distant site would only receive revenue by way of contracted fees with the spoke sites 

and patient revenue from Medicare to bill for the professional component.   

 

It’s important to understand the expenses related to the program for the hub and spoke site.  In 

our model, we assigned salary costs related to direct staff required for a Telehealth encounter. 

These salary costs include having a “qualified practitioner” at the originating site as well as 

clinical and administrative support staff required to set up the Telehealth encounter.  Along with 

these salary and fringe costs, the spoke site will also be required to pay for the contracted 

provider located at the distant or Hub site. The average specialist cost can be as high as 

$200/hour.  It will be incumbent on the provider to schedule as many visits as possible to recoup 

the costs for that provider time.  Under Medicaid, the non-FQHCs are not required to reimburse 

for the distant provider costs as the HUB site will bill Medicaid separately as the professional 

component is part of the APG rate.  Under the Non-FQHC scenario, it is possible that these 

providers could sustain implementation of a Telehealth program.  However, in general we see 

both types of providers either breaking even or showing some losses given the unique 

reimbursement policies by payer type.  In addition, if an FQHC or Non-FQHC decides to be a 
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HUB site and offer telemedicine to their own  satellite sites (i.e. spoke sites), the claims 

processing and billing requirements may be further complicated and difficult to understand 

patient revenue potential. This requires further data once New York State implements the new 

policy for Medicaid in 2016. 

 

The details of the cost benefit analysis with assumptions and sources cited are outlined below. 

 

Transportation Costs     

        

    By Car 

  Transportation Current Proposed 

  Average One-Way Trip Mileage to Specialist (miles) 50 15 

  Total Round Trip Mileage 100 30 

        

  Average Round Trip Travel Time (minutes)     

  Driving Time 120 60 

  Patient Visit Time 30 30 

  Total Round Trip Time 150 90 

        

  Average mileage costs (2014 IRS rate)  $             0.57   $                 0.57  

        

  Average Hourly Wage Rate   $           15.00   $  15.00  

        

  Lost Wages  $           37.50   $  22.50  

  Mileage Costs  $           57.00   $  17.10  

  Total Transportation Costs  $           94.50   $   39.60  

        

  Average Annual Encounters with Specialist                  4.00                      4.00  

  Total Annual Costs Per Patient  $         378.00   $            158.40  

        

  Annual Savings per Patient    $            219.60  

        

  Savings per 1,000 patients    $   219,600  
 

    

        

   50 15 

   100 30 
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Health Outcomes, Costs 

and Savings  

 HOSPITAL 

ADMISSIONS       

        

  

Impact of 
Telemedicine   

  Before After Assumptions 

Number of Patients Admitted 

for Inpatient Services 

                    
70  

                  
53  

25% reduction with access to Telemedicine based on CFD 
data 

        

Total Patients at CFD 

                
315  

                
315  from CFD 

        

Annual Hospital Admissions 

(Inpatient Stay) 

                  
100  

                         
75  Average 1.4 hospitalizations per patient 

        
Avoidable Admissions by 

Preventable Quality Indicator 

(PQI) logic 50% 50% Based on Health Center PQI logic 

        

Avoidable Admissions 

                    
50  

                  
38    

        

Cost per Admission 

(Inpatient Stay)  $ 12,694   $ 12,694  
2011 - NYS DOH-  
https://www.health.ny.gov/statistics/sparcs/sb/docs/sb3.pdf 

        
Annual Costs for Avoidable 

Admissions  $  634,679   $ 476,009    

        

Annual Savings   
 
$158,670    

        
Annual Savings per Patient in this 

population  $   504    

        
Annual Savings per 1,000 

Patients    $   503,714    
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Health Outcomes, Costs and Savings 

ER/Urgent Care 

       

 

      

  Impact of Telemedicine   

  Before After Assumptions 

ER Visits 

                       
120                         90  

25% reduction 
with access to 
Telemedicine 
based on CFD 
data 

Total Patient Population 

                       
315                       315  from CFD 

% of Visits Resulting in Hospitalization 60% 75% 
5% reduction in 
admissions 

Number of Visits Resulting in Admissions 

                         
72                         68    

Potentially Preventable Emergency Visit 

(PPV) 

                         
48                         23    

        

Mean PPV Cost by Region (2012)*       

Utica - Adirondack  $             629.00      

Central  $             658.30      

Finger Lakes  $             595.80      

Mid Hudson  $             610.10      

Western  $             679.90      

Northern Metro  $             708.10      

Northeast  $             623.10      

Long Island  $             817.00      

New York City  $             733.00      

        

        

Mid -Hudson Costs for PPV   $            29,285   $           13,727    

        

Annual Cost Savings for PPV    $           15,558    

        

Annual Cost Savings per patient in this population  $              49.39    

        

Annual Cost Savings per 10,000 patients    $         493,897    

        
 

  from CFD           

                   

  

Source: Statistical Brief #4 - Office of Quality and Patient Safety Bureau of Health Informatics October 2014: NYS All 

Payer Potentially Preventable Emergency Room Visits 2011-2012 

 

   Average 1.4 hospitaliztions per patient     



The Center for Discovery Rural Tele-Medical Home Network Program P a g e  | 14 

 

Fixed Costs for Telemedicine Services     

      

Hub Site Start-Up Costs 

Annual 

Ongoing 

Costs 

Telecommunications - Broad Band  $           50,000   $             1,200  

Equipment  $           27,000   $             1,000  

Physician Credentialing for 5 providers; ($200 initial / Physician 

   and $100 per Physician Recertification)  $             1,000   $                500  

Scheduling (0.20 FTE of Receptionist @ $30,000)    $                6,000  

IT and ADMIN Personnel (0.10 FTE @ $50,000)    $                5,000  

Fringe Benefits (25% FB Rate)    $                2,750  

Total Costs  $         78,000   $         16,450  

      

Spoke Sites     

Annual Physician Contract ($200 per Hr. for 100 hrs. or 0.05 FTE)    $   20,000  

Annual Contract with Hub for Technology and Operational 

Support    $   2,500  

Staff Training costs      

Provider Costs with patient at spoke site (0.05 FTE @ $135,000)    $  6,750  

Admin Support or Coordination Staff (0.10 FTE @ $30,000)    $  3,000  

Clinical Support Staff (0.05 FTE @ $40,000)    $  2,000  

Fringe Benefits (25% FB Rate)    $  1,250  

  
 $                       

-     $       35,500  

      

Source Data - CFD      

 

 

Scenario 1: HUB site contracting with spoke sites that can be either internal or external to organization 

Scenario 2: Spoke Site contracting with HUB site for specialty services     

Assumption: One (1) session 2x 

a month = 4 hours per session = 

3 visits per hour = 12 visits per 

week = estimated 300 visits per 

year             

              

Visits by Payer Visits 

%    

Distribution        

Medicaid FFS 

               

30  10.0%         

Medicaid MC 

            

150  50.0%         

Medicare 

               

15  5.0%         
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Commercial/Other Insurance 

               

45  15.0%         

Self-Pay / Uninsured 

               

60  20.0%         

subtotal 

            

300  100.0%         

              

              

Net Reimbursement Rates FQHC  APGs         

Medicaid FFS  $ 150.00  

                     

138.00          

Medicaid MC  $   150.00  

                

50.00          

Medicare  $     24.83  

                

24.83          

Commercial/Other Insurance  $     75.00  

                

75.00          

Self-Pay / Uninsured  $     35.00  

                

50.00          

              

  Spoke Site   Hub Site   

Returns (Patient Revenue)             

Medicaid FFS  $     4,500   $  4,140    

 $     

-    

 $     

-      

Medicaid MC       22,500  

                

7,500    

         

-    

         

-      

Medicare 

            

372  

                    

372    

         

-    

         

-    

revenue potential for hub 

site= contractual agreement 

for consultant + connection 

/facility fee    

Commercial/Other Insurance 

         

3,375  

                

3,375    

         

-    

         

-      

Self-Pay / Uninsured 

         

2,100  

                

3,000    

         

-    

         

-      

subtotal  $ 32,847   $  18,387    
 $     

-    

 $     

-      
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Patient Revenue and Billings 

              

Scenario 1: HUB site contracting with spoke sites that can be either internal or external to organization 

Scenario 2: Spoke Site contracting with HUB site for specialty services     

              

              

  FQHC 

 
ARTICLE 28 D&TC   

  
Scenario 

1 - HUB 

Scenario 2 

- SPOKE   
Scenario 

1 - HUB 

Scenario 

2 - 

SPOKE   

Patient Revenue             

Medicaid FFS    $  4,500       $  4,140    

Medicaid MC   

          

22,500      

            

7,500    

Medicare   

                

372      

                

372    

Commercial/Other 

    Insurance   

            

3,375      

            

3,375    

Self-Pay / Uninsured   

            

2,100      

            

3,000    

subtotal    $ 32,847       $ 18,387    

              

Other Operating Revenue  $ 22,500       $  22,500    

revenue to hub for 

contract with 

consultant + facility 

connection fee 

Total Revenue  $ 22,500   $ 32,847     $  22,500   $  18,387    

              

              

Operating Costs             

Direct Salary and Wages 

          

13,750  

          

13,000    

         

13,750  

            

6,250    

Contracted Costs with HUB   

          

22,500      

            

2,500  

 excludes provider contract 
costs since Hub bills for 

professional component.  

Other General Expenses 

             

2,700      

            

2,700      

Total Expenses  $ 16,450   $35,500     $ 16,450   $ 8,750    

              

Total Net Income / Loss  $6,050   $ (2,653)    $ 6,050   $ 9,637    
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The Telemedicine Initiative for development of Telemedicine Medical Homes is being expanded 

by the CP of New York State professional organization. The 28 affiliates, some original Partners 

in the Planning grant initiative are submitting a 2016 statewide application through the 

Department of Agriculture RFP for purchase of equipment. Designation of hub-spoke sites and a 

team for planned purchase of specialist services is part of the initiative. 

 

Telemedicine implementation is aligned with NYS recommendations to expand access to 

healthcare as outlined in the NYS Department of Health’s Plan to Transform the Empire State’s 

Medicaid Program.  Recommendations in the multi-year action plan include establishing new 

systems of care such as sustainable telemedicine models to facilitate access to services, including 

specialty services, in rural areas. It also recommends increasing PCMHs; integrating mental 

health services with primary care; and recruiting additional PCPs. It states the importance of 

providing access to high quality primary care services by developing capacity and infrastructure 

given the fact that more people will obtain insurance coverage through the ACA. Additional 

factors that will lead to sustainability include the fact that using the planned model; all sites 

could potentially serve as either hub or spoke sites based on the model.  The potential for 

revenue generation from existing services is also a cost savings for rural D&TCs and FQHCs.  

 

NEXT STEPS 
 

The success of the RTHN has set the stage for telemedicine to become part of normal operating 

procedures throughout the network service area. Partner organizations as well as other rural 

providers are creating collaboration for statewide consultative access throughout the 28 Affiliate 

CP of New York State organizations. 

 

Variable success in utilizing the units provided a major challenge and identified partner 

variations in band width availability. These considerations will need to be addressed prior to a 

go-live with on-site consultation as the “interruption/static” factor is very disabling to the 

creation of an effective patient perception of a Provider-patient encounter. 

  

The desire for Telemedicine consultative access was resonant throughout the Partners.  

 

The impetus to move telemedicine forward along with the documented success of telemedicine 

models to improve care, decrease acute care utilization, and improve family and provider 

satisfaction will help lead to the increased acceptance and adoption and  replication of 

telemedicine models as a standard of care.  

 

Telemedicine is a tool which can overcome and potentially eliminate disparities in access to 

specialty care for the developmentally disabled and special healthcare needs populations. 
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