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ÅFederal Universal Service Programs: Overview

ÅFCC proposed Connected Care Pilot Program 

ÅFCC Rural Health Care Program: Overview and Update 

ÅUSDA rural broadband grant opportunities

Agenda



Source: https://news.microsoft.com/rural-broadband/#broadband-availability

https://news.microsoft.com/rural-broadband/#broadband-availability


Universal Service
üά¦ƴƛǾŜǊǎŀƭ ǎŜǊǾƛŎŜέ ƛǎ ŀ ǇǊƛƴŎƛǇƭŜ ǘƘŀǘ Ƙŀǎ ōŜŜƴ ǊŜŎƻƎƴƛȊŜŘ ŦƻǊ ƻǾŜǊ млл ȅŜŀǊǎΥ  ŀƭƭ 

Americans should have access to communications services.

üCongress in 1996 extended beyond basictelecommunications:

üHigh Cost (aka Connect America) ςensures companies serving rural areas 
provide affordable services

üSchools & Libraries (E-rate) ςensures schools and libraries have access to 
broadband

üRural Health Care ςensures rural health care providers have access to 
broadband

üLifeline* ςensures eligible low income Americans have access to 
telecommunications (*not codified)



ÅHigh Cost (Connect America) = $4.68 billion

ÅLow Income = $1.29 billion

ÅSchools & Libraries (E-rate) = $2.65 billion

ÅRural Health Care = $0.26 billion

ÅTOTAL = $8.88 billion
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2017 Disbursements

$4,683,000,000 

$1,287,000,000 

$262,000,000 

$2,650,000,000 

High Cost Low Income Rural Health Care E-Rate



FCC  $100 million Connected Care Pilot Program

üStatus:  Proposed Rules Under Consideration

üNotice of Proposed Rulemaking released August 2019 ςcomment period open 
until September 30, 2019.

üFocused on health care providers treating low income populations and veterans in 
their homes for conditions that require at least several months to treat 
(behavioral health, drug dependency, chronic diseases, and high-risk pregnancies).

üFunding:

üBroadband connectivity needed by patients or health care providers;

üProposing 85% subsidy;

üProposing not to fund:  Services funded by RHC program; internal connections; 
end-user devices, administrative expenses.

ü/ƻǳƭŘ Ǉƻǎǎƛōƭȅ ŦǳƴŘ άƛƴŦƻǊƳŀǘƛƻƴ ǎŜǊǾƛŎŜǎέ ǿƘƛŎƘ ƳƛƎƘǘ ƛƴŎƭǳŘŜ ŀǇǇƭƛŎŀǘƛƻƴǎ ƻǊ 
software supporting telehealth platforms.

üReconsidering whether to fund 20 projects at $5 million each.

üNext Step: 

üFCC Order setting forth program rules and an application process (winter 2020?)



CurrentFCC Rural Health Care Programs

Program Telecommunications Program Healthcare Connect Fund

Authority 47 U.S.C. section 254(h)(1)(A) 47 U.S.C. section 254(h)(2)(A)

Discount Urban-rural differential (cost parity) 65% flat rate subsidy 

Eligibility ¾ Eligiblerural health care providers ¾ Eligible rural health care providers and consortia

¾ Non-rural if part of a majority-rural consortium 

Eligible services ¾ Telecommunications (i.e. common carrier 

services)

¾ Customaryinstallation charges

¾ Broadband services and equipment

¾ Customaryinstallation charges ($5K)

¾ Additionaloptions for consortia

¾ Multi-year funding commitments

¾ Network services & equipment (NOCs)

¾ Upfront costs:  IRUs, Long Term Leases, Network 

construction (in some situations)

Ineligible services ¾ άtǊƛǾŀǘŜ ŎŀǊǊƛŀƎŜέ

¾ Special construction (infrastructure)

¾ End-user equipment (VOIP systems, etc.)

Vender Eligibility ¾ Telecommunications providers only ¾ Any vendor that provides eligible services

2017 Spend $155 million $225 million

Funding Cap:  $594 million for FY 2019 ($150 million sub-cap for HCF upfront and multi-year support)
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and rural rates used to determine the amount of support available to health care providers under the 

Telecom Program.20   

7. In June 2018, following two years in which RHC Program demand exceeded the $400 

million cap, the Commission adopted an order increasing the cap to $571 million for funding year 2017 

with adjustments for inflation each subsequent funding year.21  Even with an adjusted cap of $581 million 

for funding year 2018, gross RHC Program demand again exceeded the cap, requiring the Commission to 

take action to avoid the need to prorate support for applicants.22  The following charts illustrate the steady 

rise in RHC Program funding commitments for funding years 2012-2017 and a comparison of the gross 

amounts requested for funding years 2017 and 2018 by program and applicant type. 

Fig. 1:  Ori ginal Commitment Amounts ($) by Funding Year and Program23 

 

                                                      
20 Id. 

21 See Promoting Telehealth in Rural America, WC Docket No. 17-310, Report and Order, 33 FCC Rcd 6574, 6578, 

para. 9 (2018) (2018 Report and Order). 

22 See Rural Health Care Support Mechanism, WC Docket No. 02-60, Order, FCC 19-45, 2019 WL 2205954 (May 

20, 2019) (2019 Order) (suspending multi-year funding commitments for funding year 2018).  The RHC Program 

funding cap for funding year 2019 is approximately $594 mil lion.  As of the third quarter of 2019, the Administrator 

projects that approximately $83 millio n in unused funds will be available for use in future funding years beginning 

in funding year 2019.  See WCB Announces E-Rate and RHC Programsô Inflation-Based Caps for Funding Year 

2019, CC Docket No. 02-6, WC Docket No. 02-60, Public Notice, 34 FCC Rcd 1138 (WCB 2019); WCB Announces 

the Availabilit y of Unused Funds to Increase Rural Health Care Program Funding for Funding Year 2019, WC 

Docket No. 02-60, Public Notice, DA 19-540, 2019 WL 2461902 (WCB June 10, 2019). 

23 Figure 1 is based on data reported to, and maintained by, the Administrator.  See Letter from Mark Sweeney, Vice 

President Rural Health Care Division and Shared Services, Universal Service Administrative Company, to Ryan 

Palmer, Chief, Telecommunications Access Policy Division, Wireline Competition Bureau, and Elizabeth Drogula, 

Deputy Chief, Telecommunications Access Policy Division, Wireline Competition Bureau, WC Docket No. 17-310, 

at Appx. A, p. 1 (July 9, 2019) (USAC Data Submission).  The original commitment amount is the amount of 

support originally committed pursuant to the applicantôs funding request and does not reflect subsequent 

commitment adjustments due to modification requests, recovery actions, or the expiration of service delivery 

deadlines, where applicable.  These amounts do not reflect expenses associated with administering the RHC 

Program. 
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Fig. 2:  Gross Demand by Program and Funding Year24 

 

8. With the RHC Program cap now adjusted pursuant to the 2018 Report and Order, we 

turn our focus now to the reform efforts contemplated in the 2017 Promoting Telehealth Notice and 

Order.   

I I I . DISCUSSION 

A. Improving Transparency, Predictability, and Efficiency for the Telecom Program 

9. The Telecom Program is rooted in section 254(h)(1)(A) of the Communications Act, as 

amended by the Telecommunications Act of 1996 (the Act).25  This statutory provision allows eligible 

health care providers to obtain telecommunications services in rural areas at rates comparable to the rates 

charged to customers in urban areas for similar services in a state.  Section 254(h)(1)(A) is intended ñto 

ensure that health care providers for rural areas . . . have affordable access to modern telecommunications 

services that will enable them to provide . . . medical services to all parts of the Nation.ò26  The statute 

                                                      
24 Figure 2 is based on data reported to, and maintained by, the Administrator.  See USAC Data Submission at Appx. 

A, p. 1; Letter from Mark Sweeney, Vice President Rural Health Care Division and Shared Services, Universal 

Service Administrative Company, to Ryan Palmer, Chief, Telecommunications Access Policy Division, Wireline 

Competition Bureau, and Elizabeth Drogula, Deputy Chief, Telecommunications Access Policy Division, Wireline 

Competition Bureau, WC Docket. No. 17-310, at Appx. A, p. 1 (July 31, 2019) (USAC Second Data Submission).  

Gross demand is the original amount an applicant requests with their FCC Forms 462 or 466.  If the application is 

approved, the amount committed may be higher or lower than the gross demand requested.  ñHCF Consortiumò 

refers to requests submitted by a consortium on behalf a member, and ñHCF Individualò refers to requests filed by 

an individual health care provider. 

25 Section 254(h)(1)(A) provides:  ñA telecommunications carrier shall, upon receiving a bona fide request, provide 

telecommunications services which are necessary for the provision of health care services in a State, including 

instruction relating to such services, to any public or nonprofit health care provider that serves persons who reside in 

rural areas in that State at rates that are reasonably comparable to rates charged for similar services in urban areas in 

that State.  A telecommunications carrier providing service under this paragraph shall be entitl ed to have an amount 

equal to the dif ference, if any, between the rates for services provided to health care providers for rural areas in a 

State and the rates for similar services provided to other customers in comparable rural areas in that State treated as 

a service obligation as a part of its obligation to participate in the mechanisms to preserve and advance universal 

service.ò  47 U.S.C. Ä 254(h)(1)(A).  

26 H.R. Rep. No. 104-458, at 132 (1996) (Conf. Rep.) (Joint Explanatory Statement). 



Overall RHC Program: Major Changes
ÅDisclaimer:  Do not use this limited summary as a substitute for reviewing the 

RHC Report and Orderyourself; it is very detailed and comprehensive.

ÅFunding Prioritization(FY 2020) ςNew scheme based on rurality and whether 
medically underserved:

ÅwǳǊŀƭƛǘȅ ǘƛŜǊǎ ōŀǎŜŘ ƻƴ ŜȄƛǎǘƛƴƎ wI/ ǇǊƻƎǊŀƳ ŘŜŦƛƴƛǘƛƻƴǎ ƻŦ άǊǳǊŀƭέ

ÅMUA/P = Medically Underserved Area or Population (for primary care)

Å Maintained by HRSA

ÅIf cap exceeded, each priority category will be fully funded until funding is 
exhausted; pro-rata reductions within final funded priority category.
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those in rural, insular, and high cost areas.ò345  Second, in areas in which medical care is less available, 

there is a greater need for and reliance on delivery of health care services via telehealth (which in turn 

requires access to telecommunications and advanced services).  Prioritizing funding for those rural areas 

with the greatest medical need thus also serves the public interest.346   

116. When demand exceeds the funds available,347 we will first prioritize support based on 

rurality tiers, with extremely rural areas getting the highest priority over less rural areas.  We will further 

prioritize funding based on whether the area is a Medically Underserved Area/Population (MUA/P) as 

designated by the Health Resources and Services Administration (HRSA)).348  We considered alternative 

prioritization criteria as proposed in the 2017 Promoting Telehealth Notice and Order.349  After weighing 

the various options, however, we conclude that prioritizing support based on the degree of rurality and the 

medically underserved nature of the population are the two criteria that best fulfill the statutory objectives 

governing the RHC Program.350  The following chart shows the RHC Program prioritization categories 

and order of priority using these two factors followed by a map illustrating where these prioritization 

categories are located in the continental United States, Alaska, Hawaii, and Puerto Rico. 

 

Health Care Provider Site 

is Located in: 
MUA /P 

Not in 

MUA /P 

Extremely Rural Tier Priority 1 Priority 4 

Rural Tier Priority 2 Priority 5 

Less Rural Tier Priority 3 Priority 6 

Non-Rural Area351 Priority 7 Priority 8 

 

                                                      
345 See 47 U.S.C. Ä 254(b). 

346 Because Congress intended section 254(h) to provide ñaffordable accessò for rural health care providers, we find 

targeting limited funding based on need, in this case how rural the area is as well as the level of medical services 

available in the area, consistent the statute.  We thus disagree with ACS that the statute does not permit 

considerations of rurality or medical need when considering the prioritization of funding.  See ACS Comments at 

36; ACS Reply Comments at 45. 

347 This would include not only the capped amount of funding but any unused carry-over funding from previous 

funding years that the Commission designates for use in funding commitments for a particular funding year. 

348 HRSA is an agency within the U.S. Department of Health and Human Services (DHHS) and is the ñprimary 

federal agency for improving health care to people who are geographically isolated, economically or medically 

vulnerable.ò  HRSA, About HRSA, https://www.hrsa.gov/about/index.html (last visited July 9, 2019). 

349 The Commission sought comment on a number of prioritization approaches based on:  (1) rurality or remoteness; 

(2) economic need or healthcare professional shortage; (3) program type (e.g., prioritizing one program over 

another); or (4) type of service (e.g., recurring cost versus one-time upfront cost for infrastructure).  See 2017 

Promoting Telehealth Notice and Order, 32 FCC Rcd at 10641-45, paras. 21-34. 

350 Several commenters support a prioritization scheme based on rurality and/or health care shortage.  See ANHB 

Comments at 7; ATA Comments at 3; BRAHC Comments at 6; BRAAHC Comments at 6; APCA/NACHC 

Comments at 2; CATG Comments at 6; CPC/FACHC Comments at 2; TACHC Comments at 1.  

351 Non-rural areas refer to areas not considered rural under the Commissionôs current definition of ñrural areaò for 

purposes of program eligibilit y.  47 CFR Ä 54.600(b).  We include non-rural areas on this prioritization chart in 

recognition that in the Healthcare Connect Fund Program, eligible health care providers located in urban areas may 

participate in the program as part of a consortium so long as the overall percentage of rural sites in the consortium 

are above a designated percentage threshold.  See 47 CFR Ä 54.630(b).  In this Report and Order, we separately 

address the appropriate percentage for consortium rural and non-rural sites going forward.  See Part III .C. 




