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APPENDIX M 

On behalf of Avera eCARE, we would like to thank you for the opportunity to present at the Interim Legislative 

Committee on November 12th. As a follow-up to that meeting, you requested that we provide the committee 

with specific North Dakota legislative issues and suggestions or recommendations regarding how those issues 

could be addressed. 

After the meeting I met with the directors of our service lines: eEmergency, ePharmacy, eiCU and our contract 

manager to discuss opportunities for the expansion oftelehealth services and no legislative issues were 

identified. Our contract manager complimented the state of North Dakota as being one of the more flexible and 

innovative states to work with on the credentialing rules. 

North Dakota Status on Reimbursement of Telehealth Services 

Currently Reimbursed: 

Medicaid: Telemedicine services are a covered Medicaid service 

Telemental health: covered 

Currently NOT Reimbursed: 

Private Insurance: Currently 29 states and the District of Columbia have enacted laws mandating the 

coverage oftelehealth-provided services under private health insurance plans. North Dakota is not one of 

those states. 

Other services: 

Home Health- not covered 

Remote patient monitoring- not covered 

Store and forward services- not covered 

Avera requests consideration from the North Dakota Legislative Committee in expanding reimbursement for 

those services not currently reimbursed in order that residents can benefit from these services. 
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Avera is very active through the American Telemedicine Association and the National Rural Health 

Association, with making recommendations to CMS for expanded reimbursement for telehealth services as well 

as state and federal legislative changes to reduce the burden of licensing in every state, getting credentialed at 

every hospital and encouraging the use of the new telemedicine credentialing and privileging process rather 

than the traditional process. 

We appreciate your time and are so thankful for the positive relationships and impact we are having on the 

residents of North Dakota. Please feel free to call us for any telehealth-related concerns or questions you may 

have. 

Sincerely, 

Tammy Hatting, Business Development Manager 

Avera eCARE 

tammy.hatting@avera.org 

605-322-4675 



August 2011 

Telehealth and Rural Health Care Delivery 

Patients in rural health settings face unique needs 
and challenges their urban counterparts do 
not share. Only about 10 percent of physicians 

practice in rural America, despite the fact that nearly 
one-fifth of the population lives in these areas. Difficul­
ties in recruiting and retaining health care providers 
have resulted in long-standing disparities in rural and 
urban physician supply. In fact, rural Americans are 
nearly twice as likely to die from unintentional injuries, 
and they travel greater distances to reach a doctor or 
hospital. 

The Affordable Care Act {ACA) contains workforce 
provisions aimed at addressing provider shortages and 
closing the access gap, but providers still are less likely 
to practice in rural settings. In an effort to improve 
access to care for rural Americans, telehealth networks 
are being increasingly used to connect patients and 
providers in different locations using a unique set of 
tools fueled by technology. 

What Is Telehealth? 

The Health Resources and Services Administration 
defines telehealth as "the use of technology to deliver 
health care, health information or health education at 
a distance:'The two types of telehealth applications are 
real-time communication and store-and-forward. Real­
time communication allows patients to connect with 
providers via video conference, telephone or a home 
health monitoring device, while store-and-forward 
refers to transmission of data, images, sound or video 
from one care site to another for evaluation. 

Telehealth in Rural Care Settings 

According to Steve Barrow, policy director for the Cali­
fornia State Rural Health Association, telehealth ser­
vices "can prevent economically strapped patients from 
missing work, help reduce the effects of nursing short­
ages, improve home monitoring of chronic disease, 
and provide access to distant ICUs and specialists---all 
acute problems in remote geographic settings:' 

New developments in the telehealth field allow pa­
tient access to specialty providers at the local hospital 

or even at home. For example, Avera, a private medi­
cal group, connects rural patients and providers with 
specialty providers using telehealth services such as 
eEmergency, eiCU, eStroke and eConsult. The eEmer­
gency service"links two-way video equipment in local 
rural emergency rooms to emergency-trained physi­
cians and specialists at a central hub, 24 hours a day, 
seven days a week" in order to provide support, con­
sultation or initiate physician-guided emergency care 
until a doctor can arrive on scene. These technologies 
have the potential to dramatically improve outcomes 
because they save time and travel for rural patients. 

Home health monitoring devices allow chronically ill 
patients to transmit vital signs and health status survey 
data remotely to their care providers to help manage 
their disease and receive medical intervention when 
necessary. In some cases, providing such accessible 
contact and disease management has been shown to 
reduce hospital readmission rates and help prevent or 
mitigate medical emergencies. 

State Action 

In addition to the many health benefits of telehealth 
technology, states are beginning to recognize po­
tential cost savings. In Wyoming, Bob Wolverton of 
the University of Wyoming's Center for Rural Health 
Research and Education, said, "the [Wyoming] state 
Medicaid office strongly supports providing distance 
care because it brings treatment to patients sooner 
and it saves the cost of travel reimbursement, thereby 
reducing the cost to taxpayers:' In California, the state 
has realized long-term savings of $13 million because 
telehealth has been used to provide care to more than 
16,000 state prisoners per year since 1997. 

Many states have included telehealth technology in 
their public health efforts to increase access to under­
served populations. In fact, 39 states currently provide 
some form of Medicaid reimbursement for telehealth 
services, and 12 require private insurance plans to 
cover telehealth services. New Mexico, for example, 
created the Telehealth Commission in 2005. It now 
offers coverage for telehealth services to Medicaid 
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States That Provide Some Medicaid Reimbursement forTelehealth Services 

• 

• Some Medicaid reimbursement provided 

Source: NCSL, 2011. 

recipients and funds telehealth services at school-based 
health centers. Alaska is establishing a large telehealth 
network that connects rural and remote Alaskans to pro­
viders. It plans to expand network capabilities to serve all 
Alaskan communities. 

The opportunities presented by telehealth technology 
do not come without challenges, however. States are 
finding that many telehealth providers are not located 
in the same state as the patients they serve, creating 
the need for interstate licensure or specific telehealth 
practice licensure. Arizona and New Mexico, for example, 
have a special telehealth licensure provision that allows 
out-of-state physicians to provide services with consent 
from the patient and the patient's "health care decision 
maker:' Nevada and Utah, on the other hand, exempt 
out-of-state, licensed providers from full state licensure 
requirements, allowing them to provide services for a 
short duration or specific event. Most states still have re­
strictive licensure laws, however, making use of interstate 
telehealth technology challenging. 

Conclusion 

Because rural communities face specific challenges re­
garding access to health care providers, they historically 
have suffered health disparities compared to urban com­
munities. While the ACA created programs to strengthen 

the health care workforce, rural communities are likely 
to continue experiencing provider shortages and inad­
equate access to care. Telehealth allows an opportunity 
to help ameliorate this problem. Equipped in many ways 
to serve rural health needs, telehealth provides patients, 
providers and state governments to leverage existing 
provider networks and potentially improve rural health 
outcomes. Although challenges exist, telehealth con­
tinues to expand and offer new services as technology 
advances; state governments are working to keep pace. 
Despite its challenges, however, telehealth, coupled with 
many other rural health policy initiatives, has the poten­
tial to revolutionize rural health care. 
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