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Share your Telehealth Success Story!

» The National Consortium of Telehealth Resource Centers (NCTRC),
representing all 14 Telehealth Resource Centers (TRCs), is collecting
success stories from organizations, patients, and providers who have
benefited from telehealth with support from a TRC. Share how your
TRC helped make telehealth work for you for a chance to be featured —
along with your organization — in the NCTRC newsletter.

« Survey - https://www.surveymonkey.com/r/TT2RXQZ
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https://www.surveymonkey.com/r/TT2RXQZ

Webinar Tips and Notes

Your phone &/or computer microphone has been muted.

If we do not reach your question, please contact your regional TRC.
There may be delays in response time:
https://telehealthresourcecenter.org/contact-us/

Please fill out the post-webinar survey.

Closed Captioning is available.
Please submit your questions using the Q&A function.

The webinar is being recorded.

Recordings will be posted to our YouTube Channel:
https://www.youtube.com/c/nctrc
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The Shift to Value-Based Care

From Volume to Value in Healthcare

Key Trends:
&
| o Growth of Accountable Care
p— j ‘ SE . Organizations

| Value-Based Care Expansion of Bundled Payment Models
PAY PER VISIT QUALITY & OUTCOMES $
o < 1 = @ Focus on Quality & Metrics
@ Accountability for Population Health

Success Requires Continuous Patient Insight

RPM Enables Proactive, Data-Driven Care



The Role of Remote Patient Monltormg

Continuous Patient Data OQutside the Clinic

.,1-"

Common RPM Dta Sources:

Vg (?) Blood pressure monitors
i 1 . PJ Glucose monitors

B Pulse oximeters

‘= Weight scales

ca; Wearable devices

Continuous patient visibility enables @ Digital symptom tracking
earlier intervention and proactive care



Value-Based Care Requires
Providers to...

{’ RPM

l@ Prevent Complications
l Manage Chronic -:
Disease Effectively Enables: & Improve Patient
A ) Engagement
| Reduce Avoidable N
4 Utilization o — Generate Measurable
1 Performance Data
' @ Quality Improvement ~ Support Long-Term
' Care Improvements
. ©)
N oY o =
& &s¥ amp D

Better Lower Higher Patient Stronger
Outcomes Costs Satisfaction Quality Metrics

Enable Proactive
Intervention
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Demonstrate Measurable




Key Value-Based Payment Models

Managing Financial Risk in Alternative Payment Models

RPM is Particularly Valuable in:

‘ -@ ) :

Accountable Care [ J :
° .’..3: , Bundled Payments

Episode-Based Care Manageme’,:?

Organizations [*
Population Health Management & & Shared Savings

Medicare Advantage —] Commercial
~ Value Programs




Examples:

Rising Blood Pressure Trend

/\ fgﬁ Worsening Glucose Control

[: RPM n Rapid Weight Gain
\\ Enables: Indicating Heart

Failure Exacerbation

| A Declining Oxygen

Saturation

GESTIRET.
f:.«"!» “\1, §

R e.‘&

Lot

Early Detection Allows Medication Adjustments | Telehealth '(f'd‘ttln_@ :
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Early Detection Allows Medication Adjustments Telehealth Consulrations




RPM and Chronic Disease Management

Supporting Control of High-Cost Health Condltlons

' Hypertension
1 ¢ ' Diabetes
- 1 Heart Failure
\f'lCOPD
1 ¢ 1 Post-Op
- Recovery =

- Improved Clinical Stability = = =*
- Improved Medication Adherence - §
- Better Patient Self-Management




v Blood pressure control (HEDIS)
v Diabetes Alc management

v Heart failure management

v Readmission rates

“ « Preventive care
adherence

Continuous data allows better documentation of clinical improvement. ™™



Documenting Care Coordination and Engagement

Value-based care requires proof of:

v (Care management activities

v Patient engagement

v Coordination across providers

RPM supports documentation of:

v Clinical alerts and interventions
v Care team outreach

v Patient communicatior

These activities strengthen quality reporting and payer accountabilityv..f



Integrating RPM Into Population Health Platforms

RPM data becomes most valuable when mtegrated |nto populatlon healt

+ Electronic Health Records (EHRSs)

v Population health dashboards
v Risk stratification systems

v Care management platforms

This enables data-driven
clinical decision making.

Integration components include: Electronic Health Decibboards




Building RPM Populatlon Health Dashboards |

v Key dashboard capabilities:

v Risk segmentation

v Alert prioritization
v Trend analysis

v/ Outcome monitoring

: Effective dashboards combine:

v RPM data with:
+ Claims data

e Key dashboard
+ Clinical records

capabilities:

v Social determinants of health ; : :
+ Risk segmentation v Trend analysis

- \/Utillzatlon atterns e e
§“‘ T S P y’?ﬂ -« Alert prioritization v/ Outcome monitoring W




RPM YITAL SIONS
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Using RPM Insights to -

® o
Drive Care Management & !

RPM data should trigger targeted care management @ f. M

iInterventions.

o @ Nurse outreach when thresholds exceeded

C’O Medication titration protocols
¢ [&] Telehealth visits

¢ ‘. Referral to specialty care

This creates proactive rather

O Behaworal coaching ¢
‘ than reactive care.



Aligning RPM With Care Management Workflows

RPM works best when mtegrated into existing workﬂows o

: PN @ Q Automated alert generation
N N = . . “.» . . = | “:f,_;»’-_
'/ - Y, . Clinical triage protocols
; Care manager outreach
Provider escalation
Intervention documentation

Workflow integration ensures RPM improves care rather than creating alert fatigue.




Demonstrating Value to Payer Partners

RPM provides
measurable metrics such as, &
g ,,-‘.v.:.i,.; R o @

An.: -
2 .“t"‘": ‘i-’b-i - :
Reduced Admissions = = =
4 5 . 6 ’ o
I e — SN

Reduced ED Visits
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Payers want ovidence of:

Ao

Better Chronic *
Disease Control /

-

Workflow integration ensures RPM
improves care rather than creating.




Sharing RPM Data With Payers

Healthcare orgamzatlons can use RPM data to

— A

Support value-based contract
performance reports

B |- Demonstrate clinical
140 [ 82 ; ., PR \ ;

— 2 sl B Improvements
134100 | | = === .

Provide population health insights

Document intervention activities

PR

v/ Support value- based contract performance report? !

v Demonstrate clinical improvements " o \x\ \\

v Provide population health insights 2

f’ * ln‘l.lill——::_.:—_T

I‘ = - e
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v Document intervention activities

Transparency builds stronger payer-provider partnershiS.- —



Structuring Shared Savings Models with RPM

Organizations can incorporate RPM into value-based contracts through:

b Shared Savings ) N population Health
w5 Tied to utilization reduction L= ~ /\/
l T . \ _ ./. >N\, o o=

Quality Bonuses
Linked to chronic disease
metrics

Care Management
Payments

Risk-Adjusted
Patient Monitoring Programs

4

” Q‘ Clinical Tool

i . et e ——,

Q' Financial Strategy @ Better Outcomes



Operational Considerations for RPM Implementation

Successful RPM programs require: . B
—A Technology e®» Operational
Infrastructure - | @@ |nfrastructure

a ¥ ewce mtegratlon

;l \1 EHR connectlwty

140/78
‘ .\33 | 30%

:
e
—A L L
BER e o
W

> o @

\\I

RPM must be embedded
within population health strategy. ’



Future Directions: Al and Predictive Analytics

The next generation of RPM will lnclude

| °3\ Al-driven
73 risk prediction

Predictive
hospitalization models

Automated care pathway :
recommendations.

(Erve

_.-ﬁ RPM must be ernbedded within population health strategy.
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Organizations that successfully integrate RPM into population health management vy

will be best positioned to succeed in alternative payment models. — ———)




Thank Youl!

Laurel Health Advisors, LLC

o 301-529-4245

a jgoldwater@lh-advisors.net

https://www.laurelhealthadvisors.net



Our Next Webinar

The NCTRC Webinar Series

Occurs 3 Thursday of every month.

Hosting TRC: Pacific Basin Telehealth Resource Center (PBTRC)
Telehealth Topic: Trust as Infrastructure: The Human Foundation of Sustainable

Telehealth Programs
Date: July 16, 2026
Times: 11 AM - 12 PM (PT)
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Please Complete Our Survey

Your opinion of this webinar is valuable to us.

Please participate in this brief perception survey (will
also open after webinar):

https://www.surveymonkey.com/r/ XK7R72F
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