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Telehealth/Care Coordination
So what I'm going to do today is give you a broad overview about what is Care Coordination and what we're accomplishing with the national office and as we roll this program out across the networks.  And I'm going to talk first about the home Telehealth program and then give you a little information about general Telehealth and what we've been doing with that.  I know that there's a lot of new initiatives coming out in the field of mental health, and of course we have some in that, and also what we've been doing with polytrauma as well.  And then I'm going to end by talking a little bit about our Teleretinal program.  I do invite you to come over to the exhibit hall if you haven't already been there.  The national office is booth #109, but the way they have it laid out we're all over the place.  Some of our vendors, our technology vendors are here, and we've also got quite an extensive Teleretinal program that's also in place too, so you can really see what veterans go through when they really get their Teleretinal exams that are done.

So I'm going to start out with the definition, and since I see a couple of my lead care coordinators in here, I don't know what you people are doing in this class.  If you haven't heard this before, shame on you, but really we do have a lot of really good experts in this field that are in this room, and we've got some friends in this room too.  So for the lead care coordinators that are here if you would stand up please, so if you need some more information about how this program rolls out at the local level and at the network level, please stand up.  These three, Joann, Debbie, and Norma, can tell you a lot more about the program that I can and the day-to-day life of the home Telehealth care coordinator.  But Care Coordination really is the use of health informatics, disease management, and Telehealth technologies to enhance and extend really what we do with care and case management and health promotion to really provide the right care at the right time in the right place.  I was really surprised when I saw what the price of gas is.  I live over in St. Petersburg, so I'm only about 90 miles away, but gas is 50 cents higher a gallon here.  You're in Orlando.  It's 50 cents a gallon higher here.  But think of what impact the price of gas and getting to a medical center is for veterans that you care for on a daily basis or that come to the medical center.  So what we're trying to do is to provide care from many avenues in the area where the veterans need it.  Not so much having them always come to the big palace, to the big medical center, or to the outpatient clinic.  

So what we're doing is we're extending that provider access so it's not just I come in to see my provider every three months or every six months, but I really have a way of taking that information that I get in my clinic visit and I take that home with me.  We're also providing another stop on the continuum of care.  It's not the hospital or the nursing home.  There's a lot in between that happens, and it's not just that you see the provider, but some of the hospital care that you get we're able to extend in the home.  We're not a home care program, we're really extending that primary care visit into the home.  Care Coordination is also a way to be more efficient.  If you don't have providers on the road and you don't have veterans on the road, you're really able to see more people and you're able to get the answers to your healthcare questions in a much more efficient manner.  I have most of my care coordinators, especially in VISN 8, will provide the coordination of care for 150 veterans.  A home care program you're usually able to six 6 to 8 veterans a day if you're driving in this traffic, in this heat, and different things like that.  But you really are able to see a lot less veterans, and also you've got one point of access into the system, and that's the care coordinator.  And we've been shown to consistently improve outcomes.

Now when you talk about Orlando, or you talk about most of Florida, it's usually pretty flat.  If we want to see a hill we usually have to go up to San Antonio or up to North Florida.  We have no hills here.  If we go to Puerto Rico, the VA Caribbean is also part of our network, a lot of times you'll have veterans that are coming over two mountain ranges to get to either one of the clinics.  So what we're trying to do is to provide some efficiency and also to provide more care for veterans that really just can't get into the hospital as often as they need to.  We're also about extending the multimedia patient record into the veteran's home.  We're about improving access, reducing travel, and also to take the information that's available in the physical plant of a VA healthcare system and take that outside and to remotely transmit that to a veteran.

Now what is the purpose behind using disease management, either protocols or developing disease management protocols or developing certain processes so that we're all following the same type of pattern of care for somebody let's say with diabetes.  It really standardizes the process, it really reduces a lot of variation, and one of our major roles in the Office of Care Coordination is to provide those standards across the country.  It's not that we're taking away from the individuality of what the veteran needs.  Everything needs to be adapted to the individual veteran.  But what we're here to do is provide the standards that are so important.  And also we're developing some of the Telehealth networks.  We've got a very wide polytrauma network that connects all of the level one and level two sites across the country with the Department of Defense, and I'll talk about that in a little while.  And we're also systematically providing some distribution, or distributed some logic to how we use the distributed intelligence.

So why did we start this program?  In 2003 the Institute of Medicine said there were two things that were going to be responsible for transforming healthcare quality across the country.  We had to coordinate care better.  And also we had to make sure that we implemented IT in healthcare in the manner which patients and veterans assume that it is.  Dr. Perlin used to say that the paper record is a cottage industry, and it is.  But if you talk to people who use computers for banking, for communicating with grandkids, for storing their pictures, they're assuming that that same level of IT is available in healthcare.  And as we all know, we lead the way, we're the world leaders in a computerized patient care record, and what we need to do is we need to extend that to our disease management and our care and case management. And I can tell you right now this new crop of veterans that we have, the OIF and the OEF, what are they used to doing?  Text messaging and e-mail.  I personally don't think that anybody over the age of 50 should text message, but that's just me.  But I will tell you that we have to transform our system to meet the needs of the veterans that are coming into it.  

And still provide for those veterans that we already have in the system.  So there's really three areas of Care Coordination.  Now I want you to keep in mind I haven't showed you any technology yet because one of the biggest parts of what we've been able to do is to put the process and the business rules in place.  If you go out, if you go to any of these wonderful vendors we have, they're going to show you a piece of technology and tell you how it's going to transform your life and transform your business.  I'm telling you, if you don't put a business process together and a clinical process together, anything you put into place with technology is going to fail because it's about the veterans that we serve, or as Dr. Darken said it's not about the box, it's about what you do with it.  So we have three areas that we concentrate on with Care Coordination.  The home Telehealth program, which as of this morning has 28,650 veterans across the country.  General Telehealth, which probably we've had well over 100,000 visits this year.  And store-and-forward Care Coordination which has to do mainly with our Teleretinal program and with dermatology and with some of the wound care management that we've done across the country. 

So these are the different areas for Care Coordination in the VHA, and I'm basically going to talk about these in order as we have them here.  Non institutional care.  Who was on the geriatric leads call about a week ago tomorrow, last Thursday?  Oh thank God.  I was on that call and I was talking about the non institutional care numbers.  I wasn't very popular on that call.  But Care Coordination/Home Telehealth and its role in non institutional care is now a performance measure for 2008.  So it's really important that you see the rationale behind it and where we're going to go with that.  Health promotion is a new area that we plan to roll out in early 2008, and we're going to start with the MOVE program.  We've had a lot of folks that have been very interested in how we can roll it out for weight management and for smoking cessation.  But what are we doing?  We're going to take a look at the intelligence and the process that has been developed for the MOVE program, and we're going to send that into a veteran's home.  Because the way the program was initially designed, the MOVE program was designed, it really was based on the phone and on veterans coming in to the medical center.  Is there anybody in this room who hasn't been on a diet?  You know that when you go to the doctor, that's not where the magic happens if you're trying to lose weight.  It really is about keeping that distributed intelligence in the veteran's home.  Care Coordination General Telehealth, Telemental health, Telerehabilitation, and Teledermatology are in place and they're functioning quite well, and we're working on expanding those in 2008.  Telesurgery, we're trying to take a look at how we can learn from our colleagues and DoD and really expanding that program too.  And that's one of the areas of interest that we're going to develop a business case for in 2008.  And then store-and-forward, and again Teleretinal imaging, Teledermatology and Telepathology are the areas.  Telepathology we're going to develop in 2008 as well.

The St. Pete Times once had a class, now this was years ago.  They were offering free classes on Internet and stuff like that.  I showed up at one of them, I was the youngest person in the room by 30 years.  Everybody wants to get on the Internet and people will go to the doctor now and they'll check and see what they can learn on the Internet.  So what we need to do is we need to be aware of that, and we need to be responsive to veterans and to families who are getting their information from the Internet.  So what does that mean?  We need to know what's on there, we need to know the good stuff and the bad stuff.  And that really is going to drive a lot of primary care practice.  So I think the future of clinical care from this picture, a lot of it is happening now.

So Care Coordination really helps people self-manage care.  It's about taking the information, putting it in their environment, and making sure that we develop the tools so we can manage their care at home.  It also helps shape demand.  One of our biggest partners that we want to have in this whole thing is we really want to work with some of the organizational changes that we're making in some of our primary care areas.  Veterans need to know when to make their appointments.  They need to have the information to decide if they're going to be making their own appointments and they're not being scheduled beforehand, they need to have that information at home.  We're also trying to match the supply and demand, and really to redesign the system so that you have an informed veteran and an informed caregiver that will be partners with that provider in healthcare.  

So what we really want to do with home Telehealth right now is make sure that the coordination of care is seamless no matter where the veteran is.  We have a lot of veterans, we have the best nursing homes in the country, but that's not even taking care of 20% of the veteran population that we have.  And I'm going to show you some stuff in a minute.  But really there's a lot of veterans that will qualify for nursing homes but will never go into a nursing home, will they?  Anybody got relatives like that?  I know I do.  So they're never, ever going to go into the nursing home.  So what we're trying to do is to build a system that's going to give veterans tools besides sending help into the home, anything that doesn't have to be directly hands-on and a direct assist.  We're trying to build that information in there.  And on the other side of it too, providing that one stop access when they have to get back into the system.  

I know Joann's here, of everybody in the room she's probably got one of our oldest populations, and they've got some people in their program up in Lake City that really didn't even have anything beyond a clock radio in their home, and they're able to use technology and able to stay out of nursing homes in their home.  So really when you talk about non institutional care there's really three types of non institutional care that we have within VA.  There's the face to face, which is your home care programs.  Some of that home care we purchase, that's your skilled care that you might have somebody go in for wound care management or different things like that.  HBPC is our major face to face program, but also homemaker home health aide is another one of our programs.  And then Care Coordination Home Telehealth is really the remote program that we have, but also our advice lines, our TelCare programs come under that remote access as well too.

This is very important information that we've gotten from our colleagues in geriatrics.  As we get older we learn more about taking care of ourselves, so mortality rates are decreasing on an annual basis by 1%.  Nursing home, as I said, Dr. Perlin even said whoever grows up saying nobody wants to wind up in a nursing home, they're not signing up for nursing homes when they're 50.  So we're decreasing nursing home utilization by almost 1%.  Disability rates are decreasing, but I think what's more important if you take a look at those over 65 and those over 85, remember the mortality rates are going down, so we have a lot of veterans that are aging in place, are not dying, are not going into institutions.  Two percent of veterans cover 30% of the cost in our system.  Two percent.  That's pharmacy costs, that's inpatient costs, that's primary care costs.  There's complex needs that just don't match the service delivery, and we still have a lot of veterans that are falling through the cracks.  

Whatever you focus on is going to change, but then you need to take a look at the other components.  So we expect 124% increase in veterans over the age of 85 between now and 2020.  I will not be one of them.  But still, that's a lot of people.  And they're just a lot healthier now and they've also got a lot more healthy behaviors.  In World War II what was the main focus of entertainment?  Cigarettes and booze.  In Vietnam and Korea we had drugs that were thrown in there a little bit, but there's a lot less of those behaviors.  If there's behaviors like that within, when people are in the military, it changes when they come out.  

Okay, this is the demand that we have for home and community-based services as the Strategic Planning Office for VA and also for geriatrics has defined.  This is the total demand of anybody over the age of 65 anywhere, and the demand for home and community based services for VA.  And you can see this goes up to 2013.  So as we build our programs and we take a look at what populations were enrolling in Care Coordination Home Telehealth, we're not only doing it to meet our demand and meet our supply right now, but we're also building standards and processes that will meet the demand later.  

So just for those of you that are not familiar with home and community-based care programs, these are the programs that we have available, HBPC, skilled care, homemaker/home health aide, adult day health care, respite, spinal cord home care, and care coordination home telehealth.

Now this is what I presented on the national geriatrics call last week, and actually Dr. Burris who's the chief consultant for geriatrics presented this before, but I really want you to focus on what the prediction model and what the predicted demand for care is in 2007 through 2011.  What we're saying is by all the home and community-based programs, other than Care Coordination Home Telehealth, the targets for meeting the demand is going to be 36,000 veterans enrolled.  The demand that's going to be met by Care Coordination Home Telehealth across the nation, and this is just for non institutional care.  Remember there's four types of Home Telehealth programs that we have, there's non institutional care, acute care, health promotion, and chronic care.  So 15,000 of those, that's our target for Care Coordination Home Telehealth.  This year does not count as part of the performance measure, and we're probably sitting at 13,000 right now.  So we may be a little under.  But see what it's going to jump up to next year.  We funded each one of the networks based on non institutional care enrollment, so what we're going to take a look at is what do we need to do with our programs nationally in order to meet the demand, and based on the size of the network and based on specific requirements that have been outlined by the Office of Strategic Planning, that's how networks will be assigned what their target is.  So by 2011 the Office of Care Coordination will be supporting 50,000 veterans in Care Coordination Home Telehealth that are at the non institutional care status.  Now every six months we are taking a look at the clinical behaviors, the functional status, the functional ADLs, and the instrumental ADLs on all veterans, and that is documented on each veteran that's enrolled in the Home Telehealth program, for every one that is in that non institutional care category.  Right now we're sitting at about 42% of our veterans meet that non institutional category, so when we go and report the numbers to Congress we can say you have 14,000 veterans that are enrolled in Care Coordination Home Telehealth based on this criterion.  So that's what we're doing to meet that.  Now I also want you to take a look at the column on the far right, and what you can see is that we've still got a lot of unmet demand.  Again, we've got great nursing home programs, but we've got way more veterans out there that will qualify and meet those criterion that are not in nursing homes.  So our goal is to have that number zero, that we're able to meet the veterans that qualify for care, it's a mandate that we provide that care, but that we're able to give that to them as well.  Now remember, this doesn't take into account those in category 8, or priority 8, these are priority 7 to 1.  

But again, using this information, working with other departments, and not just working in a silo, this is how we're predicting the care that we need.  

So really what we need to do is we've defined what our model is, we've implemented the program, but then based on what the needs of the veterans are, we're continually evaluating and reviewing it.  And we have a national multi VISN group that we meet with on a regular basis, we meet monthly by telephone and at least annually, that we're really using as our strategy group, and so whenever we do anything we're not making it in the confines of 810 Vermont in Washington, D.C., but we're really incorporating what are the clinical needs that we have in the field.  And I can tell you, most of our national office works in the field, we do not work in 810 Vermont.  We've only got five people that really work for the office fulltime up in Washington.  The rest of us are in the field.  

But again, there's a lot more people that are familiar with the Home Telehealth program now than they were maybe three years ago when I first presented at Camp CPRS three or four years ago.  We really have implemented this across the country, and again we've got over 28,000 veterans that are enrolled in the program, so we've got the policies in place, we've got access provided, we've got skills that are in place, there's required education for every care coordinator or anybody that's working with the program that's online.  There's eight required courses, and this all can be found on our website and there's also going to be four more that we're working on.  So we've got eight courses when you first start, and we have an annual competency course that needs to be taken on an annual basis.  But what we need to do is we really need to change some attitudes and beliefs and I think that's a slow progression process that we're working on all the time.

So let's talk a little bit about the technologies and what's the difference between the Home Telehealth technologies and the General Telehealth technologies.  What's the difference between the two?  It's where the veteran is.  If somebody is in their home you can use different technologies than if they're in a clinic.  The majority besides what we're doing with some of the Telederm and some of the Teleretinal devices, besides those devices most of our general Telehealth technologies are video conferencing equipment that have special cameras and also have special adaptive equipment for auscultation and oto/opthalmascopes and different things like that.  So that's our general Telehealth equipment.  We have three types of equipment and technology that we use for this program in the home.  The first and the one that is really like the grandfather is the telemonitors.  That provides videoconferencing and it also provides what we call measurements that can be transmitted back to a server that's behind the firewall.  We thought when we first started this program in 2000 that that would make up over 50% of what we were using at that time, but there's a lot of frail, older adults that don't want any video in their homes, and we also found that it wasn't really that useful.  So that's less than 2% of what we use right now, which you know bad for the industry but it's good for us because those units were anywhere between $10 and $15,000 apiece.  The majority of what we use is messaging devices.  We have four different vendors.  You can no longer say oh, is that Home Telehealth, oh is that that buddy system?  No we've got four different vendors that we use for Home Telehealth and we've got different devices.  This is the buddy down here, the health buddy down here, that's a video phone up there, and then this is the clinician.  So we really have a lot of different vendors that are available and on national contract, and we choose the vendor based on the population that we're dealing with and what type of information that we want to get.  All the vendors, all the messaging vendors will be able to transmit data now, and we're just about to put out another presolicitation so that other vendors that might be developing in the field can bid on becoming a national vendor for us.  There's a lot of IT requirements that they have to meet, they have to meet all the cyber security, and I'll talk about that in a little while.  But one of the things that we want to do as far as transmitting measurements back to the VA, I just found out last week and therefore it's not in these slides because you know you had to have your slides in by August 1st and God forbid you change them, but I followed the rules.  Mr. Brown, I was very good this time, I didn't break any rules.  Beginning with October 1, EPRP will count electronically transmitted blood pressures from home.  That's huge.  We've been working on this since September 19th of 2003, and we now have gotten that accepted by the clinical practice guideline group.  So EPRP, blood pressures in the home will count if it's electronically transmitted.  If you have a veteran that's got a cuff and he takes it on his own and then he enters it in the device, it will not count.  If it's electronically transmitted through the equipment it will count for EPRP.  So that's huge.  Big deal.  So that is really important.  So again, that's going to be part of the solicitation too.  Another part of the solicitation is going to be what do we do for our low vision folks.  We've been using video phones and we've been using telemonitors for that, but just like you have a T1 line or a DSL line that you run your own computer on at home, and the T1s you use in the medical centers, most of the pictures that you get from the home are running through what?  Plain old telephone lines, so therefore the compression of the picture is crappy, everybody thinks it's crappy because you're used to looking at one thing at work and one thing from the home.  So what we're trying to do is to change the messaging devices so that they can be adapted for those with low vision.  Which means let them talk to you, obviously we wouldn't use this for the mental health population, but for other populations we're going to take a look at some of the enhancements that we have, and we really want to work with the blind rehab and some of our low vision colleagues.  

This is the, and I apologize that you can't see it, but this is our algorithm that we've basically used since the beginning, so that you're really building and putting the type of technology in the home that really will meet the needs of the veterans that you're serving.  And this is very important.  So if you have somebody that cannot read or does not have a caregiver that reads, or have a caregiver that reads but lies and doesn't give you the right answers, then you can choose another type of technology.  We've got codes to match all of this, we have telephone codes for Home Telehealth right now, which are going to be different from the regular general telephone codes, and so we've made sure that we've got the business rules and the business requirements behind each level of technology.  And we will continually modify this to meet the industry needs.  

Now let me just say one thing about the industry before I go on, and from the different vendor's sake.  This is an extremely young industry.  It's very, very new.  At the most there was one messaging device, we started in VISN 8 in 2000.  At that time we had one vendor for messaging devices.  Why?  He was the only one in business.  Based on what we've been able to do with the program there's now many vendors out there, but again, not one of our messaging vendors, and actually we've just had one of the telemonitor vendors that has stopped production and has stopped providing service to us.  We've had production problems with all of the vendors that we've had.  So we need to take that into consideration when we make these contracts, we need to make sure that we're using somebody that's got the business rules.  So whatever they want to work out with your network, I can guarantee you you'll have more safety by what we're able to work out with the national office.  And from those of you that have been working in the program for a long time, you know that there's been problems with those that have worked with individual vendors and individual networks.  So anyhow, let's just talk about the Home Telehealth program and some of the components.  Again, coordination of care and not the technology is the most important thing that we do with the program.  So talking about care and case management and disease management, those are our two priorities when we put the program together.  And then what are we doing with that information?  We're trying to teach veterans and caregivers to take care of themselves.  Mainly veterans, but if you don't really take a look, if a coordinator doesn't take a look at how caregivers really are functioning in the home, for any of you who have done home care in the past you know that it's just as important, you've got to take a look at the entire environment, not just the disease entities that the veteran has.  And then we need to match the technology to those different requirements.

But also collaboration becomes extremely important for us as well.  It really is important that we collaborate with geriatrics, with mental health, with rehab.  It's about stopping silos.  So is this a long-term care program?  No.  Is it a mental health program?  No.  It's a population-based system based on the populations that you want to serve.  I actually have 22 different programs in VISN 8 right now, and I've got mental health programs, I've also just started one at three of our facilities that really has put a care coordinator that's collaborating with ERs at our three major medical centers so we can take a look at those that keep coming into the ER all the time, or who we're calling our frequent fliers, and to see what their needs are and how we can keep them out of the emergency room.  So we can serve more and we can help with some of the backlog in the ER.  What we're finding is that they're all train wrecks, they've all got a lot of chronic diseases, but they've also got a lot of mental health issues which prevent them from seeking normal access to care.  So that's some of what we're trying to do as well.  And we're also I think able to really by taking a look at the population-based system that we have, we're able to work with a lot of the specific specialty providers as well.

So really when we say that we have a national disease management protocol or dialog, we're talking about developing something that's really going to be based on VA clinical practice guidelines and meet the national standards.  Guess what?  For every type of population we have, we don't always have national standards.  So if we don't have national standards, that's where the issue comes in.  Right now we're in negotiations with the Office of Mental Health and with Telemental health as far as the disease management protocols that we're going to use for the Care Coordination Home Telehealth mental populations.  Every network was funded for it.  And getting a bunch of mental health providers to agree on a disease management protocol has been challenging.  Real challenging.  And a lot of fun.

These are the tools of our trade.  The national contracts which I've already talked about, disease management protocols, which we've called dialogs before but that was specific to a company so now we're really talking about disease management protocols.  And technology.  Let me just say one thing about the disease management protocols.  If I talk to a group of physicians, whether they're mental health, whether they're diabetologists, their main priority is going to be what are the symptoms that the veteran is showing in the home.  One of the things that we have to be very careful of is that we ask the appropriate questions about health factors as well, because it's not just the symptoms that keep somebody out, it really is about those behaviors that somebody exhibits in their daily life that is going to affect the type of self-management they're able to provide for themselves in the home.

So this year too we've taken a look at how can we really work with the MOVE program.  Does everybody know about MOVE in VA?  It's Managing Obese and Overweight Veterans Everywhere.  It's operated out of the National Center for Health Promotion and really it's about taking a look at, and they've got a wonderful website and they've developed a lot of educational material and they've already started working with My HealtheVet, and there's a national initiative across the country to really take a look at having a systematic and organized standard of care for veterans that are overweight and need to lose weight.  Now I'm sure that you've seen a lot of veterans in your clinical practice or in your hospital that need to lose weight.  Over 70% of the veterans that we have within VA are overweight.  And if you think about it, how many of you are veterans in here?  Are you the same level of physical fitness that you were when you were in the military?  So we're dealing with a population that we care for that was physically fit in the military and actually we've also had a lot of inquiries from DoD right now because they're having a weight management problem within DoD right now as well, and we're working with them to use some of the same standards that we've set out.  But what we want to do is we really want to provide a remote system for following up veterans enrolled in the program.  I saw Norma Figueroa in here earlier and she's got about 700 veterans enrolled in the MOVE program.  Now this doesn't take into account all the other chronic diseases that they have.  This is about enrolling somebody in a program within VA for weight management and really taking a look at that health promotion activity that is affecting almost every other chronic disease.  But 700 veterans, if you're trying to call them all the time, this is not Weight Watchers although Dr. Kathy Corrigan would like to refer everybody out to Weight Watchers and just pay for that enrollment.  She thinks it would be better, I disagree.  But really we can't provide the ongoing follow-up that we need.  

So what we're doing is we're taking a look at the telephone support that we have now and really talking about developing the TeleMOVE program.  Home Telehealth TeleMOVE is what we're working on, we have a new disease management protocol that really is going out for a contract amendment.  It will be available for all providers that we have for messaging.  We're also looking at how we can develop TeleMOVE call centers.  Right now we refer some patients from VISN 8 to our 24 hour TelCare program because a lot of the people we have that are overweight, they still work, so if you have somebody from the clinic that's trying to call them during the day they're not home.  You can't call them at work, so our 24/7 nurse advice line is calling them at home to really follow-up.  And it's more to give them support and it's also to praise the results that they have as well.  And then there's also an effort to work on My HealtheVet and TeleMOVE and to really combine those two.  But right now any veteran that goes into My HealtheVet, he can sign up for the MOVE program, there's a 23 question MOVE questionnaire, he can find out what type of patient education pamphlets he can get from that, and there's also a log that he can log his weight and he can keep contact on that if they want to do it independently without any contact.  So that is already available, and what we're going to do is we've going to eventually merge all the systems together.

We're going to take a look at how we can really increase the participation in the program and also provide for that follow-up in somebody's own environment at their own pace.  And it's modeled after Debbie Arnold's program in Orlando, which is their pre-diabetic program, and they base enrollment on that on somebody who's got a fasting glucose over 100 and not more than 126, and also on abdominal girth.  And we've set up some of the disease management protocol based on what we've done with that program over at Orlando.  And then criteria for participation is going to be anybody who has a girth and an elevated glucose, which is called Metabolic Syndrome, and also new onset diabetics.  So the obesity plus the chronic disease, we're going to enroll them in the TeleMOVE program.  One of the reasons why we have that criteria is because we still have an expense.  Not only of the technology, but once you put the technology in the home, remember the process that I showed you before.  We have to have people that are going to follow them on a daily or weekly basis, and the coordinator is going to have to call them and follow-up on them as well.  But the emphasis is on the goals and problem-solving techniques that we expect the veteran to develop.  And then the other part of this is meeting the contract criteria for each of the VISNs so that we're all using the same type of device.  And again, if you go to two of the vendors right now they'll tell you that they have a weight management program.  Guess what?  It is not sanctioned by NCP or by my office.  So they do have a weight management program and I'm sure it's very nice, but it's not one that we are recognizing at this point.

So again, using the MOVE as an example, it's very nice to say that we have all of this in place.  That we've got the store-and-forward, we've got the general Telehealth, we've got the patient education that we've gotten sanctioned, it follows practice guidelines, but we need to make sure that we have the business case in place.  We've got to define what the patient need is, we've got to have a clinical implementation plan.  What the technology is, that is just as important, and it's not just meeting the cyber security.  But we have to protect healthcare information and make sure it's behind the firewall.  Until the VA set out the national IT standards, most of these systems were Legacy systems, we'll give you a computer and a server, you can keep it in your office.  So you would have patient information sitting on somebody's desk and it'd be coming in over phone lines to that computer.  So we've changed all that and we've worked very hard with Dan Maloney and his group in the Office of Information and Technology.  One of the things that we've worked on in the last two years, which I'm going to talk about in a minute, is making sure that we have data and getting you accurate data so that when you go to ask for resources for this program and you're talking about logistics, that you're doing it based on information, and I'll show you that in a minute.  

Again, by February of 08 we expect that we'll be ready to integrate all of the information from the messaging devices into CPRS.  Right now it can be cut and pasted, you can get a graph of what somebody's blood pressure is at home and just paste it in there, but it's going to be integrated into that.  It has taken 2 ½ years longer than anticipated.  

But in the meantime what we've done is we've developed note titles to answer the question what are you doing with your program and how are you coding it?  And really we used the note titles to standardize our process, make sure that we were able to recognize the standard note titles, and that it was used the same across the country.  And also it has helped with Joint Commission so that when we say we've got a Care Coordination program, they know what we're talking about and how we're providing the patient education in that program.  And let me tell you one thing.  Dr. Darkins and I have made very sure that we have educated Joint Commission starting at the Joint Commission facility, and we've worked with Mary Armstrong, we've been out to the facility in Chicago to make sure that we've told them what we were doing with Joint Commission.  There should be no surveyor that comes to a VA door and asks you what Care Coordination Home Telehealth is.  In fact, we've supposed to go out there I think in November or something again, to talk to them about it, to show them where we are with the program.  We're waiting for all of our datasets to be ready for that as well.  We've now gone through Joint Commission three times in VISN 8, and most of the places have been through Joint Commission twice with the Care Coordination Home Telehealth program.  And to this day there has never, ever been any type 1, RFI, or anything with any of the Home Telehealth programs.  And you'll see why in a minute.  But part of it is the way we've been able to document what we've had, and also how we've developed the program and put the business rules in place.  

So again, these are the original nine notes that we have.  We've really developed it based on the activities that have taken place.  

Of course, God forbid we should just have nine notes.  The MVP group that I talked about, they've suggested eleven more that they'd like to see in there.

And then of course at our meeting in July of this year, these are the four additional notes that needed titles and needed development.

You know, as far as I'm concerned this really has become unmanageable.  Now again, a lot of you know that I'm a recovering nurse practitioner, but I didn't have an electronic medical record when I was seeing patients.  So I'd have to read all nine volumes of veterans that'd be admitted to a nursing home care unit under my care, and some of them would be stacked as high as this podium.  

What we need to do with developing note titles is to really keep it simple.  What type of note titles do we need for assessment, what type of note titles do we need for planning, what do you need for implementation, and what do you need to evaluate that care?  So we now have master preceptors that have gone through special training and are precepting new care coordinators as they come on, but they're also part of a national note title development group, and I've already told them there's no way that Pat Ryan's signature is going on 24 note titles.  So they've got to fix it or it's not going to happen.  And again, you've got to keep it simple, but you've got to keep it pertinent and specific to the care that you're providing.

What everybody's trying to do with the note titles is to capture workload.  That is not where workload is captured.  Workload is captured in your codes, and you can put your codes that are going to be based on your note titles, and what care coordinators don't see is all that work has to be done before the note title goes into place.  And that's done at the station level.  What we did in VISN 8 was we made sure that we had the DSS people for mapping, we had the HIMS people, and the care coordinators all in the same room, and they worked out the mapping that was needed in the codes.  

Because all you're going to get is a note title for CCHT, but in the background is going to be the codes that you need for that program?  

So we need to really identify what needs to stand alone in a note title and what we can put a code on together.  And it was real interesting, the dynamics of those meetings that we had.  A lot of the times you had people in DSS were mapping things and they had never talked to the specific clinicians for that program.  But you know fortunately we've got great people that we work with in VISN 8, and we were able to change that.  And that's something that needs to happen.  So we need to use the stop codes and the CPT codes for whatever workload we can capture, and not assume, and a clinician will assume that it's being captured because they wrote a specific note for that function.

So what we plan on doing is incorporating all of what we can into CPRS from the home.  Our vision is you're going to have it coded for the home, you're going to have it coded for the clinic, you're going to have it coded for inpatient.  Again, I've been in the business a couple of years, so I'm very used to the graphic sheet at the foot of the bed.  We want an electronic graphic sheet that's going to represent the continuum of care, not just the inpatient stay, not just the clinic stay, but you're going to be able to see and we're in the middle of testing this.  VISN 5 is doing a lot of the testing, VISN 19 is doing the testing, and VISN 1 at West Haven is doing a lot of the testing.  And Roxanne has done a lot of the work with us, and she's helped us a lot with the note titles.  So you missed the screen, but she's seen it before.

Each network has an MVP lead, a lead care coordinator, and really we've got a lot of our information on the web.  So if you're in a network, you don't know anything about the Care Coordination Home Telehealth program, I'll be happy to help you.  I know them all.  But really what you need to do is you can find most of the information on the web so you know who is responsible for the program, but also what's being done with the program and also how to enroll somebody in the program.  

Because what we're going to be doing is that based on a consult you're going to automatically be able to populate and enroll somebody into the Care Coordination program.  

So this is what a template at one site looks like right now for the type of notes.  Some of them are discipline specific.  We're trying to get away from that and try and see if we can capture some of the discipline things in a different way.  Let me just use North Florida South Georgia, which is really a two divisional system we have here.  They've got over 58 different codes for Care Coordination Home Telehealth because they have so many different programs.  So we're trying to simplify that out, because the more codes you have, the more mistakes are going to be made.  And you've really got to make sure that you're able to isolate out the work that you're doing.

Now what we want to be able to do is, if you're taking a pulse ox at home, you're going to be able to see that the difference between what's taken in the hospital and what's taken in the home.  You're going to be able to do glucometers at home, if they're electronically transmitted, the blood pressure, vital signs I've already talked about, and the pulse ox.  Those are probably the objective measurements that are going to be taken in the home.

And again, I've already talked about the graphic sheet.  You'll be able to put where the graphics takes place, that will all be coded so that you can see what's been done in the home and what not has been done.  

A lot of this work has already been done.  What we need to do is to bring it down to the vendor level so we can get the vendors to display everything the same way.  

And that hasn't been easy.  

Alright, let me talk a little bit about the partnership with the Office of Information and Technology because this has really been extremely important to us, and I can't thank them enough for all the work that they have, 

and it's not only what we've done nationally with the national offices, but you know we would not survive without our local CIOs.  Mine is sitting here.  Mr. Brown, raise your hand.  And really, if you don't have them as your partners and your security people as your partners, you really are doing yourself a disservice to your programs.  So it's really important that we take, and we get the national stuff done, but you've really got to keep up that communication locally with your networks as well.  And there's another reason for it in the conditions of participation, which I'll talk about as well too.  But everything is duplicated for our national servers.  We have a server in Austin, and we have servers in Hines.  So every vendor has to put two servers behind the VA firewall, and we did that just in case.  A year after we did it just in case, Austin flooded and the National Repository was affected.  So before we were ready to switch over, we had to switch over.  So now what we do is every year we switch over to the Hines site, the site at Hines VA, the IT site, we switch over to those servers to make sure that the system works.  Each one of our vendors has had to as they add more veterans to the program we've had to increase speed, they've had too many people on the system so they've had to increase the number of servers they had.  So what we do is we switch over to the alternate server while they're upgrading the network server in Austin.  And then they'll switch over and they'll do the work on Hines.  So it's worked out really well, and I'm going to talk about emergency planning and emergency management in a little while as well too, and what a difference the Home Telehealth program has made for that as well.  So we are able to electronically get our census data for the programs.  I've already talked about the over 28,000 patients.  That is done automatically for us by the Office of Information and Technology.  We're also collecting data that the veterans are transmitting from home, and we've got close to 75,000 surveys that we've done on satisfaction and other things that we've collected from patients in their homes, and that's going to be available so we can do some program planning locally with it.  We're also able to do some outcome analysis through the VSSC from the information that we're able to collect nationally.

So really this is really our way of taking a look.  The DMZ is the double firewall system that we've got everything on, and if you see on there, number one is really about the patient being considered for enrollment.  That's our consult process.  And then too the care coordinator, two and three is where the care coordinator enrolls based on the algorithm that I showed you before, they'll enroll somebody in the system.  And then what will happen is that the information will be automatically sent to the vendor viewer, which is behind the firewall, and then we link the device up to the veteran's record, and the device exchanges the information.  But again, providing that security for the protected health information that's behind the VA firewall.  After, I'm sure you've all heard about the little cyber security incident we had.  We were just inundated by people from big VA that were saying what about all this information at home and stuff like that.  We said thank you very much, we took care of that in 2004.  OI&T has been a partner of ours since the beginning on that.  Now at this point in time there's going to be a summary note every 28 days for messaging that we're putting in place that can be used for a coding note, and we're trying to get all that worked out right now.  The issue is that we can't open that up until we have all the vendors that are at the same place.  

And again, trying to get them to play well with others isn't always the best thing in the world.  And fortunately the Office of Information & Technology does that a lot more than I have to.  So I'm a happy woman.

This is the fourth year of our program.  Mr. Principi signed off on the program in July of 2003.  So really we're beyond being infants in this program anymore.  When you've got over 28,000 veterans you really need to take a look at what are your next steps.  So our focus of our leadership forum this year was basically on marketing, management, and measurement.  

And when you market a program it's more than an educational event.  It really is about getting veterans enrolled in your program.  So you need to be able to give information to the primary care providers and to your leadership that's going to get your programs resourced, and also to get your program so you get veterans that are consulted.  And you do that a lot easier when you have data.  But again, what we keep telling everybody, no consults, no patients, no program.  So everybody squawks when we say that a network has to have 1000 patients to meet the minimal standard and 1500 to be exceptional for the performance measure.  They just think that well you know you haven't given us the individual staffing that we need for that.  Well, we gave you the money, and this is a partnership that was agreed on by the national leadership board.  But again, now we have the information and now we have the data that we can share with everybody about that.  

But again, you've also got to go back and we've got to check, and we've put some checks and balances to make sure that your workload is being captured.  

So one of the things that we're working on right now is not just enrolling patients, but how are we validating and reporting our workload.  And I have to tell you that Sarita Figueroa, who's the Director of Business Operations for my programs here in Florida in VISN 8, we're right now in the middle of going around and doing our annual reviews of the program.  In fact, we're going up to see Miss Jerry in a week, or two weeks.  But anyhow we're pulling this type of data.  We're asking for this data to be pulled, 

and matching to make sure that the workload and the credit and the uniques match what the census is.  We've been to two facilities so far, and neither one has matched.  I've got over 1100 veterans enrolled in the program in the Caribbean.  Some on St. Thomas and St. Croix that have got messaging devices and they're sending data back, but what we found was we had a big workload and a coding issue down there.  So we're working that out.  And this is not a unique problem to VISN 8.  We found a few glitches in the coding arena nationally as well, which has caused the delay in releasing the national data cube.

We did something I guess that was a little unusual.  We worked with VSSC to validate the data before we released the national cube.  So we performed on 28,000 veterans the largest data validation project since DSS started across the country.  Which was a little surprising to me, knowing how long we've been working with DSS locally.  But all of that is done, and actually the cube was released last week, couple weeks ago.  So we really worked from this framework.  This is our guiding principles for our data management nationally.  

The bottom line is we wanted to make sure that we provided the tools and the resources.  I have a data manager in VISN 8, but not everybody has the resources, they don't have the patience I do either, I've served over 8000 and I've got a census of around 4000 right now.  What we want to make sure is is that that information is done nationally so you don't have to have a data manager locally.  And we want to prevent that duplication of effort.  We want to produce a dataset that can be reported many places, instead of you reinventing the wheel every time you have a different audience.  

So nationally we worked with VSSC, DSS, HIMS, we worked very hard nationally with all of these folks to make sure that we've got the right coding, the right outcomes that we wanted, but we also have worked with the MVP group as well.  What information does a local program need to really go into budgetary meetings, to go into clinical meetings, and to really measure the effectiveness of their program.  

Again, reassuring that we were able to prevent the duplication of effort.  

Not like some of these slides that are duplicated in here, I apologize for that.  So these are some of the reasons why we're using the national datasets.  Again, what is the effectiveness of your programs, and again, I think that I've closed two programs in VISN 8.  The reason being is is that the outcome of those programs did not meet the resources that were assigned.  But I've done it based on systematic, organized, objective data.  Performance and quality improvement.  You're going to be able to benchmark across the country and not just with – you're going to be able to do it not this care coordinator has more patience than that care coordinator, but really what are the clinical outcomes that are being provided.  

I already said something about the program that I have down in Puerto Rico.  There's about 25,000 veterans at the San Juan VA that have diabetes.  A lot of it is sugar cane and mangoes.  But really, no matter whether they're spinal cord, whether they have congestive heart failure, whether they have mental health issues, they have hemoglobin A1Cs that are pretty high.  We have an extremely large, there's almost 800 veterans enrolled in our diabetes Home Telehealth program down there.  No one gets in the program unless their hemoglobin A1C is above 11.  And these are still people at home, they're not in an institution.  After enrollment, within six months their hemoglobin A1C is within the 7 to 9 range.  But again, it's organizing a veteran based on the dialog so they know what they can do and they can produce.

Now, we've been enrolling patients in VISN 8 since the year 2000.  This is outcome data that I'm able to share with my executive leadership board in the network and based on data, I'm able to get more money to fund more programs.  I told you about the emergency program, we're also going to be one of the sites that's going to start the Home Telehealth program for OIF/OEF.  In the area of Home Telehealth, again the big push this year is going to be Telemental health, Home Telehealth each network was funded for 150 veterans to be enrolled.  We're also working on a disease management protocol for the polytrauma population as well.

So these are the different tools for data management.  You have the vendor cube, the visit cube, the expenditure cube is going to be developed.  The expenditure cube couldn't be done until the others were done.  And then using some of the VISN developed tools.  

You have an ADC and a census at this website that's available as of every Tuesday morning it's updated based on activity, 

and since the performance measure is due September 28th it's very, very, very active right now and it changes on a weekly basis.  One of the things that we found too is that we had a lot of people that were not discharged, so we've had to do a lot of work as far as like validating who is actually enrolled in the program.  

The vendor data cube has already been released, but we've been working with DSS and the corporate data workhouse to work out the mismatched data, and this was discharging folks, this took a lot longer than we anticipated.  

But this is what we're using for mismatches to make sure that the vendor data and our data matches the corporate data warehouse.  The reason for being so accurate for this is that when we report the hemoglobin A1Cs for the program, we want to make sure we're dealing with the same population that's locally available.

This is the percent of mismatch, it averaged about 4% across the country.  But there was no area of the country where we didn't have a data mismatch problem.  As you can see VISN 8 had a high one, but VISN 8 also had the most patients.

Now, another thing we're doing is we're trying to take a look at one of the sample records and how we're reviewing some of the records.  This is very important for our conditions of participation.  Every network is going to be reviewed every two years on a site visit.  We're right in the middle of doing our second round of reviews, and we have somebody that takes a look at not only the policies but they're doing some screening as well.  

So we're doing audits nationally and the MVP coordinators, the leads are expected to do it locally.  And this is one of our conditions of participation is that each network will perform a systematic audit of workload.  We're even taking it down to the program level in VISN 8 and we're taking a look at, Norma I think we had almost every one of your programs that had problems with their data capture, right?  But it's easier to find it out now than before these national datasets are produced.

Census is going to become really important for the performance measures.  It's going to be divided into non institutional care and chronic care as well.  And also it really is important that we have the appropriate enrollments in place.  So this is a lot of the work that the local MVP groups are doing, the multi VISN groups, so we can get everybody in compliance for the reporting.

This is what the report looks like on the website.  If you'll notice that the problem, if the vendors don't report the data by 3 o'clock on Monday, then we're able to judge who hasn't reported.  You won't see any more reports from AMD because we're no longer using that vendor.  But we have reports from the different vendors, so it's not a care coordinator reporting what the census is.  We report the census based on the number of veterans that are electronically transmitting data.  So if a veteran isn't transmitting data, a veteran is not counted in the national dataset.  

Now for the performance measure for non institutional care next year, we're told that it's going to be an ADC.  We do have a section on ADC, it's not like a homemaker/home health aide ADC, it's more of a strict those that are transmitting data ADC but there is a lot of controversy about using ADC for that, and I know that the office of geriatrics and extended care is working on that, and it's a big issue with the geriatric leads right now.  So I don't know what the final outcome is going to be about that.  All of the equipment that's being used for Home Telehealth is being purchased through prosthetics.  Therefore it can be considered not a home installation anymore that you would have another device installed in the home for DME.  So that's really important to remember as well, that these are DME installations that are going into the home.  

What we've done is we've based the installs, we've based all the clinical practice recommendations on how prosthetics has operated in the past.  And that's what we've used and we've got a user guide, all of this is available on our website and online, and really we've used prosthetics as our partners.  

And the policy has been developed based on a tech user support group that includes the local prosthetic chiefs and the local care coordinators.  

And they really work hard, they have biweekly conference calls, there's an algorithm for troubleshooting which I'll show you in a minute, there's responsibilities for who's going to clean, who's going to strip the data from the machine.  Some networks have a local, centralized system, VISN 8 does and VISN 3 does, some others do not.  So we've left that up to the individual networks and the prosthetic chiefs, but we've found that we've got three different systems in place, all of which are effective, some have their strong points, some have their weak points.  

Now this is the troubleshooting communication chart.  We have some networks that were having individual veterans call the companies.  That's not how we do business.  They need to call the care coordinator because we need to track what the troubles are.  One of our larger vendors was having screen issues, and screen issues, and screen issues that were trying to get fixed, but if we just have one network or one site reporting that it doesn't make a big deal, but if I've got reports from all over the country that could affect whether that person's contract is continued or not.  So again, as you can see it's not just the IT, it's not just the device itself, what it's transmitting, but really how do we provide for the safety and the effectiveness for the program?

Okay.  I am not going to spend a lot of time on the conditions of participation, but what we've done with the conditions of participation, it's like our internal licensing system.  There's a lot of networks across the country who really wanted us to be like the bank of care coordination.  Let me give you this million dollars, I'll get the money from you, and you roll out the program.  Well we don't operate that way.  We went back to the standards, you know we put the national standards in place, and now we're following up and we're doing the site visits.  We've got requirements for performance measures, we've got requirements that the program experience is communicated to program staff,  we've got competencies that are required and that we use the data to make decisions about the program.  

We're now doing tracer methodologies.  When Linda Foster, who's our quality manager, when the quality manager comes to the network they'll look at somebody that's just enrolled, somebody that's been in the program, and somebody that's been discharged.  We want to make sure that the policy you have in place is reflected in the care that's provided and that you have the outcome that you defined you're going to have.  That sounds like Joint Commission, doesn't it?  So really what we've done is we've taken the burden, well we haven't taken the burden, but we've really taken that process and internalized it so that we can assure our office of quality and performance, the undersecretary and Joint Commission that this is what's going to happen and that it's standardized across the country.

None of the networks have met all of the standards.  The biggest one that we've had a problem with is that the performance measures locally reflect the population, so we're coming up with some national performance measures for this.  Also, as I said before, the training and competencies needed to be met, that was another big one. 

Now, communication and integration, we want to make sure that the program is part of the network and that it's not silo'd out, and that you're meeting the needs of the network.  

We also make sure that the network leadership knows about the program.  When they rolled out the secondary level it started in VISN 8, so the quality manager for the national office reports to me.  And so I'm sitting in this meeting with my employee from the national office and my local network director, and I didn't know who was more nervous.  So I just looked at the two of you and I said will you both calm down, this will be fine.  But we set the process up so it's the same across the country.  They meet with the network leadership, they'll meet with the clinical champions, they'll do the tracers, and all of the policies are reviewed.

When Katrina happened we had about 100 patients between Mississippi and New Orleans that were enrolled in the program.  Some of them lost power and they couldn't transmit, others could.  What we were able to do with the program in VISN 16, the lead care coordinator was in Little Rock.  She was able to work out the system so that the care coordinators in Oklahoma City and Houston were able to still review the patients that were transmitting data from Mississippi and from Louisiana.  So really if you think about this, this can be a stopgap if you're able to still transmit data.  We still have a mechanism for veterans to be covered.  We've got a similar system, obviously we've taken a look at our local area.  We've got a national policy that we're putting in place now, and if you take a look at the newsletter for next month I think Dr. Darkins has written about it.  So we need to have a plan in place for emergency preparedness in the form of a natural disaster and also if a vendor goes out of business like AMD just did for Telehealth.  

So that's all in place.  Technology and equipment tracking, if your prosthetics chief when we go to the site doesn't know who you are, then we know we have issues and that will be reported.  

Okay, what I wanted to do was to give you a little information about general Telehealth and about Telemental health.

This is a little overview of the number of encounters we've had with mental health in 03, it was 13,000.  We've now tripled that, and that number is probably going to double for this year alone.  And this is just general Telehealth, Telemental health, and next year we'll have data on Home Telehealth as well.  

What we've been able to do is to really extend the mental health providers we've had into the CBOCs and into the major clinics.  So that is the purpose behind Telemental health.  And we want to make sure all the different programs we have for Telemental health are in place, and not just that they're seeing a psychiatrist, but if there's group dynamics that need to take place, the PTSD services and the different requirements are in place wherever Telemental health can be used we're promoting the use of it.

Now this is the polytrauma network.  This is the largest IP network that we have.  We've got all the level II sites and all the level I sites connected with VANTS in Martinsburg and also I think in Minneapolis, if I'm not mistaken.  No, in Kansas, in Kansas City.  So everybody is connected and it's being used for the polytrauma patients, the severely ill.  I know that we've got one of the level I trauma centers at Tampa, and most of their contacts are with the level II sites and with DoD with both Bethesda and with Walter Reed.  So we're having a warm handoff with between the clinicians, whereas we don't have clinicians that are flying to them we have a warm handoff that's taking place via videoconferencing as well.

Teleretinal, by the end of 2008 we predicted that we'd have 175,000 images.  I think we're probably going to meet that by the middle of 2008.  I know that we've almost doubled what our requirements were for VISN 8 and we've actually gotten more cameras authorized by Mr. Gray, by our network director here.  This is not a program that is set up for ophthalmology clinics, this is to be in primary care so that you don't have to have a separate clinic appointment to get your teleretinal exams done.  So it's a screening, it is not the final diagnostic category.  

But really to have somebody, and I actually saw this when we were down in Puerto Rico, they transmitted this to the medical director's desk, so they're using it down there not only for reading of images, their images are read from all over the island they're read in Puerto Rico, but Puerto Rico is also reading the images from Miami, and Orlando's images are all being read in Puerto Rico as well.

So these are some of the pictures that you get, and that is what the equipment looks like for teleretinal.

So really what we do in Care Coordination is about putting the pieces of the puzzle together.  You should not have to go to the physical plant of a VA anymore to get all of the specialty care that you need.  What we can provide in the home we will, we've always done it with HBPC, but if you don't qualify for that HBPC you've got Home Telehealth.  If you don't have those specialties at the clinic we can make sure that the specialists can get to the outpatient clinics.  Veterans will show up at the San Juan VA at 5 o'clock in the morning to get a parking space because that's what they have to do.  And it didn't help that the parking lot blew up and had a fire and it's now an unsafe structure.  So there is no parking.  But what we're able to do now is they can see their pulmonologist, their cardiologist, and everybody at the Ponce clinic from San Juan.  So that's what we're trying to do, and we're trying to do that across the country.  
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