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ABSTRACT

Access to appropriate healthcare services continues to be a major challenge in rural America.
Telehealth technologies offer an opportunity to bridge gaps in health services in rural and re-
mote areas and possibly support rural economic development. Lack of access to healthcare ser-
vices to a growing population may create barriers to recruitment of businesses and economic
growth. Several rural-oriented programs have attempted to leverage these emerging distance
technologies, but success has varied despite the application of considerable federal, state gov-
ernmental, and private resources. Barriers to adoption and sustainability of rural telehealth em-
body several factors that must be considered when planning, developing, implementing, and
evaluating a rural telehealth program. New Mexico, the fifth largest state in the United States,
represents many of the issues related to the potential benefits and challenges in developing a
telehealth system to serve its rural communities. The Center for Telehealth at the University of
New Mexico Health Sciences Center has been supported in large part by state and federal fund-
ing. Through our experiences, successes, failures, and lessons learned, we have developed ap-
proaches to overcoming barriers to adoption and sustainment of telehealth applications, in-
cluding the establishment of partnerships with economic development projects in the state.
This article describes these experiences and identifies and provides strategies for planning, de-
velopment, implementation, and sustainment of telehealth in a rural program.

1Center for Telehealth and 2Office of Evaluation, University of New Mexico School of Medicine; and 3University of
New Mexico Anderson Schools of Management, Albuquerque, New Mexico.

The contents of this article are solely the responsibility of the authors and do not necessarily represent the official
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INTRODUCTION

ACCESS TO APPROPRIATE HEALTH CARE is a sig-
nificant challenge in rural America. This is

due to limits in local expertise and resources,
economic infrastructure, and reimbursement, as
well as difficulties in retention and recruitment

of health professionals, smaller population
bases, isolation, and significant distances from
needed expertise and service. At the same time,
significant rapid advances in computer, infor-
mation, and communication technologies as ap-
plied to health care, known as telehealth, offer
an opportunity to improve access to health care
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in rural settings. Telehealth is not a new con-
cept1–4 and encompasses the use of electronic
information, imaging, and communication tech-
nologies to provide and support health care
when distance separates the participants.1–3

However, despite the apparent benefits of tele-
health integration into the delivery of health-
care in rural communities, there continues to be
a delay in more general adoption and sustain-
ability in many areas of rural America.5

This article reports on the experiences of a
rural telehealth program in New Mexico, with
its successes, failures, lessons learned, and ap-
proaches to ongoing future development to
achieve more general adoption and sustain-
ability. Many of these experiences are applica-
ble to other rural telehealth programs and may
be considered in strategic planning, imple-
mentation, and maintenance, particularly dur-
ing times of high demand and need for health
services. The New Mexico Telehealth Network
(NMTN) was developed with support from the
Health Resources and Services Administration.
Its rural sites include the only state-supported
mental health in-patient hospital, as a hub site
for mental health services, a county-owned
rural hospital, a larger for-profit remote hospi-
tal, a not-for-profit community health clinic,
and a not-for-profit mental health center. None
of the partners in the project was related ad-
ministratively to each other. The University of
New Mexico Health Sciences Center is the pri-
mary hub site. It has the only medical school
in the state.

METHODS

The resurgence of telehealth development in
rural America in the 1990s was catalyzed by a
new round of rural telemedicine federal
grants.6 The Center for Telehealth (CfTH) was
supported by the Office of Rural Health Policy
and later administered by their newly formed
Office for the Advancement of Telehealth
(OAT), which developed the NMTN.

The rural telehealth program developed in
three definable phases: (1) pre-planning, (2)
start-up, and (3) sustainability. The goal of the
New Mexico telehealth program was to de-
velop a set of models that could be used to help

guide the development of telehealth programs
in rural locations. The staff included a project
manager, clinical services manager, business
manager, and technical manager. Feedback
from rural site coordinators, rural health
providers, and administrators was also pro-
vided.

RESULTS

Pre-planning phase

Needs assessment. One of the biggest chal-
lenges for the CfTH was the development of a
comprehensive needs-assessment methodol-
ogy based on the OAT model. Although a crit-
ical step, our early experiences were essential
in determining the true needs and how they
can be met. The OAT grant required a list of
seven specialty clinical services to be devel-
oped between hub and spoke sites, including
emergency medicine. These services were to be
delivered in regularly scheduled telemedicine
clinics. Initially, the spoke sites were often ea-
ger to participate, but their perceived need for
telemedicine clinical services may have been
overstated.

There was a perception that many rural pa-
tients were traveling long distances to receive
care from the University of New Mexico Hos-
pital (UNMH). Spoke site physicians and other
healthcare providers were able to articulate
these needs in many specialty areas. This did
not prove to be the case. In most instances, we
were not able to generate enough activity in a
given specialty to hold monthly clinics. In sev-
eral instances, we were unable to provide sus-
tained consultations after the initial one or 
two encounters. Specialty services requested
included: rheumatology, nephrology, fluo-
roscopy, speech, occupational and physical
therapies, dermatology, oncology, pathology,
gastroenterology, pain management, pedi-
atric subspecialties, and adult psychiatry (pre-
admission screening, outpatient counseling,
pre-discharge planning, chemical dependency/
substance abuse therapy, and family visitation
and therapy). Of these areas, only fluoroscopy
and adult psychiatry services were requested
as ongoing clinics.
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Two years into the project, we requested that
all spoke sites in the network do a “retroactive”
baseline study of referral data to determine
clinical needs based on the number of referrals
and patient visits to Albuquerque. Few of the
patients traveling from the remote sites to Al-
buquerque were being sent to the hub site
UNMH, although they were traveling to other
facilities in the Albuquerque area for treatment.
While spoke sites may indicate needs in spe-
cific areas, it is now obvious that perceived
needs for using telehealth and actual referral
patterns may differ significantly. Accordingly,
we stipulate that baseline referral data be gath-
ered prior to instituting any given specialty.
Had this work been done prior to telemedicine
system installation, we may have made differ-
ent decisions regarding selection of spoke sites
and clinical applications.

We are working with established active uni-
versity rural outreach programs to the specific
services to be provided or augmented via the
telemedicine network. Hence, we would iden-
tify the need and an established outreach pro-
gram with willing providers who are already
in place. Moreover, we have continued an ex-
tensive planning process that includes partici-
pation of the proposed spoke sites and Uni-
versity of New Mexico Health Sciences Center
(HSC) programs. We have developed tele-
health site and telehealth application selection
criteria with associated assessment tools (see
Figs 1 and 2, the Appendix, and Table 1). These
tools assist in determining likelihood of suc-
cessful development and establish implemen-
tation priorities at a particular site. Figure 1 de-
picts the model followed to evaluate and
develop a potential telehealth application. Fig-
ure 2 is the algorithm followed in evaluating
and developing a specific telehealth site. As
shown in the Appendix, we ask a series of crit-
ical questions in determining the potential
site’s likelihood of success in development and
sustainability of a telehealth program. We ask
participating sites for comprehensive referral
baseline data and establish evaluation tools
during the planning process. As shown in
Table 1, we then score the potential programs
in considering successful deployment, and
rank programs to determine how best to direct
and prioritize the use of limited resources. Al-

though not formally validated, the tools have
proven to be useful in applying a consistent,
organized approach for strategic planning, pro-
gram development, and expansion. They can
also provide measures against which to judge
success in sustaining a specific telehealth ap-
plication or site once the decision has been
made to proceed with implementation. Fur-
ther, the ultimate outcomes of the programs
and the sustainability will eventually deter-
mine the validity of these tools and the deci-
sion-making process.

Organizational issues. The CfTH has been
placed organizationally within the School of
Medicine at the University of New Mexico HSC.
CfTH is a stand-alone program separate from
other clinical departments. The administrative
office is located off-campus in a residential area
close to the HSC, while the telemedicine and a
teleradiology suite are distributed within the
UNMH and the HSC. The program does not
have “high profile,” highly visibility. Due to the
physical separation between the administrative
and clinical locations, there is little spontaneous
interaction with most clinical departments. It
may be advantageous to be in closer proximity
to the clinical departments.

Spoke sites in the NMTN are independent
autonomous entities without any obligations to
the University of New Mexico and the CfTH
other than their signed Memorandum of Un-
derstanding to participate in the project. It has
been challenging to “lead” the network in an
effective manner. Often, rural sites did not re-
spond to requests for information and/or ac-
tion, or provided only nominal support. Rural
sites did not have the time or resources needed
to comply with the demands of the project.

Purchasing equipment/telecommunication ser-
vices. There are two categories to consider in
determining which equipment/telecommuni-
cations services are best for program needs:
general systems requirements and require-
ments based upon a needs assessment.

General system requirements:

1. The system must be standards based and
should integrate easily into any existing
infrastructure. Since technology is chang-
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Preliminary Site
Assessment

*Activity selection
*Baseline Data Assessment

Telehealth Survey
Site Selection Matrix

Concept
Development

*Staffing Plan
*Technical Plan

*Budget Estimate
*Evaluation Plan
*Training Plan

*Provider Contracts
*Project Manager Identified

Consnsus

**If funding is not
available, obtain before
proceeding to STAGE II

**If funding is
available, go to

STAGE II

*Timeframe
*Implementation Concept

Paper
*Contracts

**Final Budget

STAGE I

TELEHEALTH SITE
DEVELOPMENT PROCESS
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ing rapidly, the systems should be both
H.320 and H.323 compliant.

2. The cost of the system must be justifiable.
3. It should be feasible for on-site staff to

provide general assistance and trouble-
shooting for the equipment, and the
equipment should be user friendly.

Requirements based on needs assessments:

1. The technology should “fit” the applica-
tion.

2. Specific user needs should be addressed,
and the system should support necessary
peripheral devices.

3. The type and size of the equipment should
be tailored to the audience size and phys-
ical design of the room.

Since equipment is often used for more than
one application, it is important that it be adapt-
able without sacrificing important components
or features. Telecommunications must meet
equipment specifications, as well as being af-
fordable, scalable, and available to support the
application when needed.

Engineering and equipment specifications, in-
stallation, and testing should be included in
any bill of sale, rental agreement, or contract.
A minimum of a 1-year maintenance agree-

ment should be a part of the agreement, along
with training on the use of the equipment. Final
payment should not be made until all require-
ments for the system are met and confirmed by
testing. These provisions are intended to make
the vendor a responsible party. Nonetheless, the
organization should outline technical and gen-
eral equipment specifications, user needs, and a
recommended engineering and network plan.

Interaction with vendors. In dealing with ven-
dors, it is important to determine the specific
needs both technically and functionally, and it
would help to request multiple quotes to re-
ceive fair prices from vendors.

Start-up phase

Clinical acceptance. We faced clinician resis-
tance from both the hub and spoke sites. For
example, in trying to establish emergency ser-
vices, we had several meetings with a spoke
site to identify ways for using the interactive
video system for emergency services. In addi-
tion, we met with the emergency department
at the UNMH for the same purpose. Both
groups expressed concern over the reliability
of the system for emergency services. Since the
telemedicine equipment was not located within
the emergency room, physicians at the UNMH

FIG. 2. Telehealth site development process. The algorithm and decision tree followed through six stages in devel-
oping and evaluating a potential telehealth site. Proceeding past Stage I depends upon identifying the necessary re-
sources for further planning, implementation, training, promotion, and evaluation.
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could not afford to leave their posts to come to
the telemedicine room for consultations, even
though it was in close proximity. Remote site
physicians expressed reservations about using
the system during an emergency. They felt the
system would be in real time and may actually
be detrimental to providing quality care.

Therefore, when encountering provider resis-
tance, it would be prudent not to push the is-
sue, but instead to find alternate non-clinical 
applications that will allow providers to use 
the system and become comfortable with it. As
confidence and familiarity are gained, providers
are likely to use it for clinical consultations.

Staffing. Competent staff is critical, including
the following: (1) telemedicine site coordina-
tors at every site, (2) a telemedicine technical

manager, (3) technical support staff at remote
sites, (4) an overall administrator for strategic
planning and interaction with network sites,
and (5) a clinical champion or medical director
who can serve as a liaison with other clinicians.
Without clinical champions during the early
stages of development, a telemedicine network
cannot be sustained.

Marketing of the program. The medical director
promoted the program at the hub and spoke
sites. Through the auspices of the HSC Public Af-
fairs office, the program was described in news-
paper and magazine articles, including a half-
hour program on the local public television
station. We conducted numerous demonstra-
tions for state and federal legislators, healthcare
professionals, administrative departments, and

TABLE 1. THE MATRIX USED TO SCORE THE POTENTIAL PROGRAMS AND ASSIST IN CONSIDERING SUCCESSFUL DEPLOYMENT

Site selection matrix by criterion and weight

Administrative
support Business management Technical capability

#1:
Alignment

of #4: #5:
strategic Potential for Realistic, #7:

goals #2: #3: long-term affordable #6: Local
for new Policies/ Commitment financial technology and Technical provider

site procedures of resources sustainability telecommunications personnel champions
Organization name and location (5)a (4)b (5) (5) (5) (2) (4)

1 Score
Points 0 0 0 0 0 0 0

2 Score
Points 0 0 0 0 0 0 0

3 Score
Points 0 0 0 0 0 0 0

4 Score
Points 0 0 0 0 0 0 0

5 Score
Points 0 0 0 0 0 0 0

6 Score
Points 0 0 0 0 0 0 0

7 Score
Points 0 0 0 0 0 0 0

8 Score
Points 0 0 0 0 0 0 0

9 Score
Points 0 0 0 0 0 0 0

10 Score
Points 0 0 0 0 0 0 0

Rated by:

Date:

The scoring system can be used to rank programs and determine in a more objective manner how best to direct and prioritize
use of limited resources. The scale was from 0 to 5, HSC 5 Health Sciences Center with 0 the lowest and 5 the highest. UNM, Uni-
versity of New Mexico.

aScoring guidelines/examples for reviewers’ reference would include letter of support from CEO, mid-managers, Board of 
Directors, etc.
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TABLE 1. THE MATRIX USED TO SCORE THE POTENTIAL PROGRAMS AND ASSIST IN CONSIDERING SUCCESSFUL DEPLOYMENT (CONT.)

Program strength Application management

#10:
Ability to #13: #16:
integrate #12: Established #14: #15: Proposal

#8: telemedicine #11: Clinical programs to Clinical Established meets a
Diversity into Phased referrals to UNMHSC referrals programs well-

of #9: practice implementation UNM with and other outside outside defined
applications Evaluation patterns telemedicine documentation organizations UNM UNM need Total

(4) (2) (3) (1) (4) (3) (3) (1) (5) pointsc

0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0

bExamples would include policies that require employees to use the equipment; providing time for employees to learn to use the
equipment; incentive plans for employees who use the equipment.

cWeight � score equals number of points, with the maximum possible score being 280.

other programs and healthcare organizations
outside the University. We developed a web site.

Within the past 6 months, 108 new requests
were received for the use of the system.

Sustainability phase

Our failure to prepare plans for sustainability
early in the process was in part due to our un-
bridled enthusiasm, an assumption that the
value of this type of program was self-evident,
the lack of understanding of the critical compo-
nents necessary for general adoption, the unan-
ticipated resistance of the potential health pro-
fessionals and administrators, and the lack of
experience in crafting well-developed business
plans. While reimbursement for telemedicine
clinical consultations is an important variable

for sustainability, other barriers can prevent in-
stitutional adoption as well. All of the spoke
sites in our project assured us at the beginning
of our partnership that they had the resources
necessary to support a system. However, for a
variety of reasons, one public health clinic and
one hospital are no longer actively participating
in the telehealth network. The other sites have
remained in place after external funding ended.
In retrospect, it would have been more useful to
spend a considerable amount of time and effort
in strategic planning to identify potential part-
ners, applications, clinical champions, and re-
imbursement mechanisms.

Gaining clinical acceptance. One of the major
roles of the Medical Director in our program at
the UNM has been to identify and establish
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telemedicine champions at both the hub and
spoke sites. These include community business
leaders and health providers. The electronic
backbone developed to support the telehealth
applications will, in all probability, provide ad-
ditional capacity for other business users.

Reimbursement. Because the low number of
clinical consultations (sometimes only one or
two consults per month) we did not pursue 
reimbursement from third-party payers for
telemedicine consultations. Clinical providers
either provided services as a test, without con-
sideration of being reimbursed, or services
were provided under contract to a specific
agency. This is the case with the active clinical
programs: primarily weekly child psychiatry
clinics of approximately four to eight patients
and monthly feeding evaluation consultations
of approximately four patients. These pilot ap-
plications aimed at determining the viability of
providing clinical assessments to distant sites.
Nonetheless, it is important to start out with a
clear policy to assure provider acceptance. In
the long run, reimbursement is critical for sus-
tainability. This program assisted in drafting
the “New Mexico Telehealth Act,” which was
passed in the 2004 New Mexico State Legisla-
tive regular session.

Protocols. Clinical protocols for all specialty
services that were either proposed or devel-
oped by our CfTH staff were established at

both the spoke and hub sites, consistent with
the OAT templates.

Since clinical consultations overall were ini-
tially low, these protocols were largely ignored
in the spoke sites. However, it is critical that
Health Insurance Portability and Accountabil-
ity Act (HIPAA) and JCAHO regulations are
considered and included in all protocols.

Training and on-going technical assistance. Train-
ing is important on a regular on-going basis.

Remote staff turnover was a serious problem.
At one rural hospital site there have been a to-
tal of five administrators in a 3-year period, a
bankruptcy, and a change in the primary physi-
cians twice. At the community clinic site, there
have been two staff reorganizations and high
turnover.

On-going technical assistance is also necessary.
In most cases, the telemedicine site coordinator
also served in this role. It is critical for remote
sites to have maintenance contracts in place.

Strategic planning. During the duration of the
grant period, the system was used more for ad-
ministrative videoconferencing and distance
education than for medical consultations. The
incremental cost was recovered by billing back
to the requesting department or program for
line charges, videoconferencing usage fees, and
technical fees. A more comprehensive plan is
under development for long-term sustainabil-
ity of an NMTN and the CfTH, as well as bring-

TABLE 2. INDEPENDENT BARRIERS TO ADOPTION AND SUSTAINABILITY OF TELEHEALTH

1. Weak economy, particularly in rural communities and rural states
2. Low reimbursement rates and lack of commitment for reimbursement by payors
3. Bankruptcy and closure of many health facilities.
4. The emergence of “for-profit” entities into the healthcare market and no persuasive case for return on

investment
5. Competition and reluctance to collaborate and achieve economy of scale
6. Rapid turnover of healthcare professionals in both the provider and administrative arenas
7. Inadequate strategic and business planning. Need predictable revenue resources which cover expenses or

other identified value to justify a “cost-center”
8. Lack of focus on areas of greatest potential success, e.g., high-need, high-potential volume, greatest health

benefit, existing remote and hub “champions,” clinical effectiveness, and cost-effectiveness.
9. Failure to identify “true” needs and ongoing changes in needs. Past or current needs are expected to change

and require ongoing reassessment. No continued quality improvement approach in place
10. Inadequate supply pool of specialty providers to meet the demands. There is often reliance on limited

number of champions and an impact of turnover associated with minimal depth of number of particular
specialists to maintain effort during the period of the “early adoption” and/or then inadequate number of
specific specialists to meet any increased demand during the period of rapid adoption and increased
utilization.
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ing together public and private entities in col-
laborative efforts to expand and enhance sus-
tainable telehealth in the state. The develop-
ment of local regional and state telehealth
alliances can facilitate sustainable telehealth

programs by forming a “network of networks”
in which resources and expertise can be shared
related to technical infrastructure, provider ser-
vices, and telehealth program planning.

Several barriers to adoption and sustainment

TABLE 3. TECHNOLOGY-RELATED BARRIERS TO ADOPTION AND SUSTAINABILITY OF TELEHEALTH

1. Relatively high equipment and communication costs accompanied by rapid obsolescence and ongoing
maintenance costs with difficulties in predicting return on investment

2. Lack of local technical expertise. Inadequate number of trained local personnel to support the systems and the
network, as well as train or assist other potential end-users

3. Lack of adequate broadband communication infrastructure and/or Internet connectivity
4. Resistance to improving infrastructure by the communication industry due to perceived poor return on

investment
5. Provider resistance to use the telehealth technologies
6. Lack of perceived value to the participants and end-users. Providers perceive it as additional work despite

potential value to the patients
7. Perceived or real inconvenience; increased time required for scheduling; potential increased involvement of

referring provider. Referring provider and consultant must go to telemedicine system away from their clinical
practice area. Systems not portable enough to get to patient’s bedside and thus must bring patient to the
system. Should be as convenient as current methods of obtaining and providing consultations; need for site
coordinator, patient presenter, ease of access

8. Perception of inadequate revenues generated to cover expenses and insufficient additional benefit to justify as
a “cost” center

9. Within an academic environment, no perceived educational or research benefits to their overall mission
10. Delay in adoption or “institutionalization” and integration of telemedicine into standard practice (“diffusion

of innovations” key elements not addressed). Need for orientation/training and marketing efforts, as well as
nurturing after initiation and continued reinforcement

11. Need to reflect current referral patterns and build on existing relationships or develop relationships between
referring and consulting providers

12. Failure to address security, patient confidentiality, and privacy issues. HIPAA regulations may have a major
impact. Providers and patients must be confident in the security of the system. Barriers between healthcare
organizations and willingness to share patient data. Telehealth applications need to integrate with information
systems

13. Lack of consistency and clarity regarding interstate licensure and inter-organizational credentialing for
telemedicine services. Potential requirement for a consultant to be credentialed in every facility in which
services are provided and licensed in every state where services provided

14. Lack of clinical standards with potential for liability; therefore informed consent needed
15. Concerns about adequate monitoring of quality of services provided. Lack of adequate means to enforce

medical standards and discipline offenders
16. Concerns about “turf” and “stealing” patients. Competitive healthcare market interferes with cooperation,

coordination, and development of an “open” system among healthcare organizations

TABLE 4. CRITERIA FOR SUCCESS

1. High demand and need for the service
2. Predicted high volume of utilization
3. Willing consultants to provide the service
4. Appropriate technology, technical, and operational support available at both the hub and spoke sites for the

proposed application
5. Adequate training and orientation of providers in effective use of telehealth technologies.
6. Development of appropriate protocols to insure efficiency in patient encounters, consultation, and education
7. Provide means to insure clinical activities are reimbursable7

8. Financially feasible to sustain: cost savings and/or revenue generating and/or perceived value added with
revenues committed to support operations

9. Administrative and provider “buy-in”8

10. Appropriate, accepted, measurable, and achievable performance indicators by which success can be
determined by the decision-makers and key stakeholders

11. Market to the consumer/patient who can realize the real benefit of improved access in his or her community
even when the provider system is resistant
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of telehealth were encountered. These are out-
lined in Tables 2 and 3.

We developed a set of criteria for success
telehealth applications, outlined in Table 4.

CONCLUSIONS

The rapidly developing information technol-
ogy known as telemedicine/telehealth presents
both anticipated and unique challenges for 
integration and adoption into the healthcare
system.1–6,9–12

New strategies for overcoming the barriers
to telehealth and winning the battles on the
frontlines must include appropriate prospec-
tive planning, a realistic business case, a com-
plete solid business plan for successful sustain-
ability, and adequate, appropriate performance
measures against which success or failure can
be measured.13–18 Programs must be objective
in their planning and assessment and not be in-
fluenced by the lure of the technology.19–21 De-
veloping programs should consider building
upon existing active clinical and educational
health outreach programs in which telehealth
can be integrated, thus augmenting the pro-
gram and adding value to the participants.
Also, consumers realize the potential value of
telehealth for their personal wellness, increased
demand for their service may assist in driving
adoption by the healthcare delivery systems.
Furthermore, it is necessary to reflect the di-
versity of the healthcare system and its stake-
holders in a rural environment.22–29 Finally,
based on relevant attainable performance mea-
sures, careful objective and well-developed
evaluation efforts must be continued to deter-
mine the true impact and value of telehealth
upon the health and wellness of the popula-
tions served.19–21,30–35
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APPENDIX: TELEHEALTH SURVEY

1. What are the greatest challenges you face as an organization? Please describe how your
idea for a “telehealth initiative” will address health problems in your community and de-
scribe your overall goals for the program. How would telemedicine help you meet these
challenges?

2. How would the implementation of telemedicine fit with your organization’s strategic goals
and objectives? (Please provide letters of support for this project from your CEO, local adminis-
trator, and Board of Directors, if possible.)

3. Please describe any policy measure you will implement that will require or encourage use
of the equipment by your employees.

4. Will time be allotted for employees to learn to use the equipment?
5. Is your organization willing to develop clinical protocols on the use of the technology for

all services delivered? (continued)
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6. Please describe your policy on the use of technology (if appropriate) for community groups
and other agencies. Include information such as fees charged and stated requirements.

7. Will the key people involved in the project be able to commit time for planning and im-
plementation? If so, for how long?

8. To what extent can you share in the start-up costs (non-recurring)?
9. On-going maintenance of the equipment is of major importance. Can your organization

provide for this after the first year?
10. Depending upon the type of technology used, charges for telecommunications costs could

be $1,000/month. Can you budget for monthly recurring costs?
11. Can your organization support a local coordinator for the program? Staff who can run the

equipment? Schedule? Maintain documentation? Receive training?
12. Will you be able to provide necessary furniture, computer, and telephone for a site coor-

dinator related to this project?
13. Does your facility have network infrastructure or telecom infrastructure (other than your

telephone system)? If yes, please explain.
14. Do you currently use any telemedicine equipment? If yes, please list and describe.
15. Does the primary facility you would like to “communicate with” have telemedicine equip-

ment?
___ Yes, please explain
___ No
___ I don’t know

16. What types of high bandwidth telecommunications are available in your area? If you are
not certain, leave blank.

17. Does your facility have an Information Systems Department or individual?
18. Please indicate the telemedicine applications you are interested in:

Clinical:
___ Initial urgent evaluation of patient, triage decision
___ Pre-admission evaluation/planning
___ Medical or surgical follow up, medication check
___ Supervision and consultation for primary care encounter in remote site
___ Diagnostic evaluations based on history, physical exam
___ Extended diagnostic work-up or short-term management of self-limited condition
___ Chronic disease management for condition requiring a specialist not available 

locally
___ Discharge planning
___ Patient education
___ Patient or family support
___ Other specialty service(s), explain

Education:
___ Wellness/prevention health education
___ Community education
___ Continuing education for professionals
___ College credit classes
___ School-based health education
___ Other, explain

Administrative:
___ Local/state government
___ Private industry
___ Your organization
___ Other, explain
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19. Will your organization be willing to commit time for accumulating activity data, user and
participant surveys, etc.? If so, have you identified personnel to do so?

20. Please describe the kind of technology you envision will be needed for this project. Do
you have space allocated for the equipment required? Do you foresee any conflicts with
integrating telemedicine into current practice patterns? If so, how will you address these
problems?

21. Does your project lend itself to phased implementation? If yes, explain.
22. What specialty medical services do you receive from University of New Mexico Health

Sciences Center and at what volume?
23. Which University of New Mexico healthcare professionals are involved in these services?

Have they been consulted regarding this project? If so, what is their willingness to par-
ticipate? Documentation may include copies of existing contracts or letter of support for
the current provider.

24. List all the non-clinical services from University of New Mexico Health Sciences Center
that you already receive relevant to the telehealth initiative that you propose.

25. Where do you refer patients for medical services relevant to the telehealth initiative you
propose? List all organizations and the volume of referrals relevant to the telehealth ini-
tiative.

26. Which healthcare professionals outside University of New Mexico Health Sciences Cen-
ter are involved in these services? Have they been consulted regarding this project? If so,
what is their willingness to participate? Documentation may include copies of existing
contracts or letter of support for the current provider.

27. What non-clinical services from health care organizations other than University of New
Mexico Health Sciences Center do you already receive relevant to your proposed tele-
health initiative? Please list.
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