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Abstract

This paper investigates the critical relationship between remote care reimbursement structures 

and healthcare access equity in rural patient populations. Utilizing a comprehensive clinical and  

financial simulation model, we analyze how varying reimbursement policies influence the financial 

sustainability of rural clinics and the corresponding clinical outcomes of geographically isolated 

patients. Rural  populations consistently face disproportionate barriers to traditional in-person 

care, including extensive travel times, specialist shortages, and socioeconomic challenges. While 

remote  patient  monitoring  and  telehealth  present  viable  solutions,  their  adoption  is  heavily 

constrained by current reimbursement models that fail to account for the unique operating realities 

of rural healthcare delivery. Our modeling framework simulates a cohort of twelve thousand five 

hundred rural  patients over a ten-year horizon under three distinct  policy scenarios:  current 

baseline reimbursement, partial reimbursement parity, and an equity-adjusted reimbursement 

model that compensates for regional infrastructure deficits. The simulation results demonstrate 

that moving toward an equity-adjusted reimbursement structure increases rural clinic solvency by 

over two hundred percent, reduces avoidable emergency department visits by approximately 

seventy percent,  and significantly improves cumulative quality-adjusted life years across the 

patient cohort. These findings indicate that remote care reimbursement is not merely a financial  

mechanism but a primary lever for advancing health equity. We propose targeted policy reforms 

aimed at aligning payer structures with regional public health needs.
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1. Introduction

1.1 Rural Healthcare Disparities and Remote Care

The systemic divergence in healthcare outcomes between rural and urban populations remains one 

of the most persistent challenges in modern public health. Geographically isolated communities 

experience significantly higher rates of chronic diseases, elevated mortality rates, and lower life 

expectancies  compared to  their  urban  counterparts.  These  disparities  are  primarily  driven by 

structural barriers, including the physical distance to healthcare facilities, a chronic shortage of 

primary  care  physicians  and  specialists,  and  the  systemic  underfunding  of  rural  healthcare 

infrastructure [1]. For patients residing in frontier and rural regions, seeking routine care often 

requires long journeys, which translates into substantial direct travel costs, lost wages, and physical 

strain. Consequently, rural patients frequently delay seeking care until their conditions deteriorate 

into acute crises, leading to preventable hospitalizations and poor long-term clinical prognoses [2].
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In response to these spatial inequities, remote care modalities, such as telehealth, remote patient 

monitoring, and asynchronous digital consultations, have emerged as transformative solutions. By 

leveraging telecommunications technologies, remote care can theoretically bridge the geographic 

divide,  allowing  clinicians  to  monitor  vital  signs,  adjust  treatment  plans,  and  provide  timely 

interventions  without  requiring  patients  to  travel  long  distances.  This  approach  is  particularly 

beneficial for the management of complex chronic conditions, such as congestive heart failure, type 

2 diabetes, and chronic obstructive pulmonary disease, where continuous surveillance and minor 

clinical adjustments can prevent severe clinical exacerbations [3]. However, the potential of remote 

care to alleviate rural health disparities remains largely unrealized due to a critical systemic barrier: 

the  misalignment  of  healthcare  reimbursement  models  with  the  operational  realities  of  rural  

providers.

1.2 The Role of Reimbursement Policy in Access Equity

Healthcare delivery systems are fundamentally shaped by the financial incentives embedded within 

reimbursement structures. In the dominant fee-for-service paradigm, healthcare organizations are 

compensated based on the volume of services provided, which naturally favors high-density urban 

markets with large patient volumes and robust operational margins. When remote care services 

were first introduced, reimbursement rates were historically set far below those of traditional in-

person visits, under the assumption that digital interactions incurred lower overhead costs [4]. While 

this  assumption  may  hold  true  for  large,  well-funded  urban  health  systems that  benefit  from 

economies of scale, it is deeply flawed when applied to rural healthcare delivery networks.

Rural clinics, particularly Rural Health Clinics and Federally Qualified Health Centers, operate on 

extremely thin financial margins and serve low-density populations with high concentrations of 

publicly  insured or  uninsured patients.  For  these facilities,  the implementation of  remote care 

programs  requires  substantial  upfront  capital  investments  in  hardware,  software,  security 

infrastructure, and staff training. Under current reimbursement policies, which often feature low 

payment  rates,  strict  geographic  restrictions,  and  administrative  burdens,  rural  clinics  cannot 

recover  these  initial  investments.  Instead  of  acting  as  an  equalizer,  current  remote  care 

reimbursement structures often exacerbate health disparities by creating a digital  divide; well-

funded urban systems deploy advanced remote monitoring technologies to their patients, while 

resource-constrained rural clinics are forced to limit their digital offerings, leaving their vulnerable 

patient populations further behind.

1.3 Objectives and Scope of Clinical Modeling

To address this policy gap, this study develops and validates a clinical-financial simulation model  

designed to project the long-term impacts of alternative remote care reimbursement structures on  

rural patient health outcomes and clinic solvency. Because empirical, long-term clinical trial data 

comparing different regional reimbursement models are exceptionally difficult to collect in real-time, 

computational modeling provides a rigorous framework for policy analysis. Our model links policy-

level  financial  parameters  to  clinic-level  operational  decisions  and  patient-level  physiological 

trajectories. By simulating these interconnected layers, we can evaluate how changes in federal 

and state payer structures influence the real-world deployment of remote care and, consequently,  

the clinical survival rates of rural populations.

The scope of this research encompasses a multi-year analytical horizon, focusing on a simulated 

cohort representative of rural populations in terms of demographic composition, baseline chronic 

disease prevalence, and socioeconomic vulnerability. Specifically, the clinical modeling captures 

the progression of major chronic diseases, tracking how continuous remote monitoring, enabled by 

sustained clinic funding, reduces acute exacerbations and emergency medical usage. Through this 
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comprehensive analysis, we aim to provide healthcare administrators, policymakers, and public 

payers with quantitative evidence demonstrating that remote care reimbursement is not merely an 

administrative detail,  but  a  fundamental  determinant  of  health  equity  that  requires immediate,  

structurally aligned reform.

2. Literature Review and Policy Context

2.1 Evolution of Telehealth and Remote Monitoring Reimbursement

The regulatory landscape governing telehealth and remote patient monitoring reimbursement has 

undergone significant, albeit fragmented, transformations over the past several decades. Prior to 

the onset of the global pandemic in late 2019, federal and state reimbursement guidelines for digital 

healthcare services were highly restrictive. Medicare, which serves as the benchmark payer for 

many  rural  communities  with  high  proportions  of  elderly  residents,  limited  reimbursement  for 

telehealth to specific, geographically designated rural areas, and strictly mandated that patients 

must receive services at an authorized originating site, such as a local clinic or hospital, rather than 

in their own homes [5]. These limitations effectively neutralized the primary convenience benefit of  

remote care, forcing patients to travel to local facilities to communicate with distant specialists.

The  onset  of  the  public  health  emergency  precipitated  a  rapid,  temporary  liberalization  of 

reimbursement guidelines. Regulatory bodies waived geographic and originating site restrictions, 

allowing patients to receive remote care in their homes and expanding the list of eligible billing 

codes for remote patient monitoring [6]. These temporary policy shifts triggered an unprecedented 

surge in  telehealth  adoption nationwide,  demonstrating that  when financial  and administrative  

barriers  are  removed,  digital  care  modalities  can  scale  rapidly.  However,  as  the  emergency 

regulatory flexibilities began to sunset, policymakers faced the critical question of which policies to  

make permanent and how to structure long-term payment rates. The threat of returning to restrictive 

pre-pandemic baselines or establishing sub-parity payment rates has introduced severe financial  

uncertainty for rural providers, stalling long-term strategic investments in remote care infrastructure.

2.2 Financial Barriers to Remote Care Adoption in Rural Communities

The financial barriers preventing rural clinics from scaling remote care programs are multifaceted 

and deeply rooted in the structural economics of rural healthcare. First, the capital expenditure 

required to procure medical-grade remote patient monitoring devices, such as cellular-enabled 

blood pressure cuffs, glucometers, and pulse oximeters, is exceptionally high [7]. Unlike urban 

systems  that  can  negotiate  bulk  purchasing  agreements,  independent  rural  clinics  typically  

purchase devices in smaller quantities at higher per-unit costs. Furthermore, rural communities 

often suffer from severe broadband infrastructure deficits, necessitating the use of more expensive 

cellular-connected devices rather than those relying on home Wi-Fi networks.

Second, the operational costs of running a remote patient monitoring program are continuous and 

substantial. Clinicians must be trained to navigate new software interfaces, integrate incoming data 

streams into electronic health records, and establish protocols for clinical triage when patient vitals 

exceed safe thresholds. In low-volume rural clinics, the administrative overhead of managing these 

programs cannot be easily distributed across a vast patient base, resulting in higher average 

operational costs per patient [8]. When reimbursement rates are set at flat national levels that do 

not account for these regional operational challenges, rural clinics are effectively disincentivized 

from offering remote care, as each enrolled patient represents a net financial loss for the institution.

2.3 Clinical and Economic Impacts of Disproportionate Funding Mechanisms

The  continuation  of  flat-rate  or  sub-parity  reimbursement  policies  has  profound  clinical  and 

economic consequences. From a clinical perspective, when rural  clinics are unable to sustain 
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remote monitoring programs, their patients continue to rely on episodic, reactive care. Chronic 

conditions  remain  unmonitored  between  infrequent  clinical  appointments,  leading  to  silent 

physiological deterioration. For instance, a patient with heart failure might experience rapid fluid 

retention that goes unnoticed until it manifests as severe dyspnea, requiring immediate emergency 

transport and hospital admission [9]. This reactive cycle not only diminishes the patient's quality of 

life but also places an immense, avoidable burden on the broader healthcare system.

From an economic perspective, the failure to support rural remote care delivery is a regressive  

policy that increases total healthcare expenditures. While payers may achieve short-term savings 

by keeping remote care reimbursement rates low, these savings are vastly offset by the exorbitant  

costs of acute hospitalizations and emergency services, which are typically funded through public  

insurance  programs.  Furthermore,  the  financial  instability  caused  by  inadequate  remote  care 

funding contributes to the ongoing epidemic of rural hospital and clinic closures. When local facilities 

close, entire geographic regions are left without access to essential care, resulting in a complete 

collapse of local healthcare access equity. The academic literature increasingly highlights the need 

for a paradigm shift that recognizes reimbursement as a structural intervention capable of driving 

equity or deepening disparity.

3. Methodology and Model Specifications

3.1 Patient Population and Cohort Selection

To model the clinical and economic dynamics of remote care reimbursement, we constructed a 

synthetic  cohort  of  twelve  thousand five  hundred rural  patients  designed to  mirror  the  actual  

demographic and epidemiological profile of rural communities in the United States. Data for cohort  

construction were extracted from a combination of the National Health and Nutrition Examination 

Survey,  the Medicare Current  Beneficiary  Survey,  and regional  healthcare datasets  [10].  The 

synthetic population is characterized by an elevated average age, a high prevalence of multiple 

chronic conditions, and significant geographic isolation, as measured by the distance between 

patients' primary residences and the nearest tertiary care facility.

The primary chronic conditions represented in the cohort include congestive heart failure, type 2 

diabetes mellitus, and chronic obstructive pulmonary disease. These conditions were selected 

because they are highly prevalent in rural areas, require continuous clinical management, and are 

highly  responsive to  remote monitoring interventions.  Each virtual  patient  within  the cohort  is  

assigned a detailed vector of baseline attributes, including age, biological  sex, socioeconomic 

status, baseline physiological markers (such as mean arterial pressure, glycosylated hemoglobin, 

and forced expiratory volume), and geographic travel time to the nearest clinic. These baseline 

attributes dictate the individual's baseline risk of disease progression, acute exacerbations, and 

compliance with prescribed medical regimens.

3.2 Simulation Framework for Access Equity Analysis

The analytical core of this study consists of an integrated clinical-financial simulation engine that 

operates at three distinct levels: the individual patient level, the clinic operational level, and the  

regional payer level. The clinical progression of each patient is modeled using a state-transition 

Markov framework,  which simulates daily  changes in health  status over a ten-year projection 

horizon [11]. Patients transition between stable health states, minor disease exacerbations, acute 

clinical  events requiring emergency intervention,  and mortality.  The probability  of  transitioning 

between these states is dynamic and depends on the patient's underlying physiological markers, 

their adherence to therapy, and, crucially, whether they are enrolled in an active remote patient 

monitoring program.



Health Technology and Social Research   |   https://healthsocres.com

Vol. 1, Issue 1 (2026) 5

The operational level of the model simulates the financial health of a representative Rural Health 

Clinic serving the cohort. The clinic's financial status is updated monthly, tracking revenues derived 

from patient visits and remote care billing against fixed overhead costs, device procurement costs,  

and clinical staffing expenses. The clinic's financial solvency directly influences its capacity to enroll 

and retain patients in the remote care program. If the clinic's cumulative operational margin falls  

below a critical threshold, it is forced to downsize its remote monitoring program, thereby reducing 

patient  enrollment  and  transferring  patients  back  to  standard,  episodic  in-person  care.  This  

feedback loop between clinic solvency and clinical care delivery represents a major innovation in 

healthcare simulation modeling, reflecting the real-world operational constraints faced by safety-net 

providers.

3.3 Variables, Parameters, and Data Sources

The simulation is parameterized using empirical data sourced from peer-reviewed clinical trials,  

health economics literature, and federal healthcare cost reports [12]. The primary independent 

variables in the model are the policy-defined remote care reimbursement rates and the availability  

of infrastructure subsidies. We evaluate three distinct policy scenarios:

Scenario A: The current baseline, characterized by low remote care reimbursement rates with no 

geographic adjustments and high administrative billing hurdles.

Scenario B: Partial reimbursement parity, where remote care services are reimbursed at the same 

rate  as  standard  in-person  visits,  but  without  additional  funding  for  capital  equipment  or 

broadband connectivity support.

Scenario  C:  Equity-adjusted reimbursement  parity,  which features a  thirty  percent  geographic 

premium on remote care billing codes for certified rural providers, streamlined billing procedures,  

and direct monthly subsidies to offset the costs of cellular-enabled patient devices.

The dependent variables tracked by the model include cumulative clinic survival years, patient 

enrollment rates in remote care, the annual rate of avoidable emergency department visits, total  

healthcare system expenditures, and cumulative quality-adjusted life years gained by the patient 

cohort over the ten-year period [13]. Sensitivity analyses are performed across all key clinical and  

financial parameters to ensure the robustness of the model findings against variations in equipment 

costs, compliance rates, and disease progression speeds.

4. Results and Quantitative Findings

4.1 Impact of Reimbursement Leveling on Clinic Solvency

The simulation results reveal a stark contrast in the financial viability of rural healthcare providers 

across  the  three  reimbursement  policy  scenarios  over  the  ten-year  analytical  horizon.  Under 

Scenario A (Current Baseline), rural clinics experience severe and continuous financial strain. The 

initial capital investments required to establish remote patient monitoring programs, combined with 

low reimbursement rates and high administrative denial  rates, render the programs financially  

unsustainable. On average, clinics operating under baseline conditions exhaust their reserve capital 

within approximately three years, leading to a mandatory termination of remote monitoring services 

and, in several simulated runs, complete facility closure. This pattern confirms that the current 

reimbursement  framework  actively  undermines  the  financial  stability  of  the  very  institutions 

designed to serve vulnerable populations [14].

In Scenario B (Partial Reimbursement Parity), the financial outlook improves, but remains highly 

precarious.  While  reimbursement  parity  increases  the  revenue  generated  per  remote  care 

encounter, the lack of support for device procurement and rural infrastructure means that clinics  

must  still  absorb significant  upfront operational losses. The average clinic survival  time under  
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Scenario B increases to six point eight years, but enrollment capacity remains restricted, as clinics  

are forced to limit  the number of  active remote monitoring patients to avoid cash flow crises.  

Conversely, under Scenario C (Equity-Adjusted Parity), the introduction of geographic premiums 

and device subsidies eliminates the upfront  financial  risk.  Clinics achieve positive operational  

margins within the first year of program deployment, ensuring long-term financial solvency and 

enabling the maximum possible enrollment of eligible high-risk patients.

Below is Table 1, which outlines the baseline characteristics of the simulated rural cohort.

Table 1: Baseline Demographic and Clinical Characteristics of the Simulated Rural Patient Cohort

Variable Rural Cohort Urban Comparison National Baseline

Total Sample Size 12500 12500 25000

Mean Age Years 58.4 51.2 54.8

Prevalence of Multiple 
Chronic Conditions

0.68 0.45 0.52

Distance to Nearest Care 
Facility Kilometers

42.6 8.3 21.4

Broadband Connectivity 
Rate Percent

64.2 92.5 81.3

4.2 Health Outcome Trajectories Under Diverse Funding Scenarios

The physiological and clinical trajectories of the patient cohort are deeply influenced by the financial 

viability of the remote care programs simulated at the clinic level. Under Scenario A, where remote 

care  programs are  either  non-existent  or  short-lived,  patient  health  outcomes follow a  highly 

unfavorable path. Chronic disease exacerbations occur frequently, leading to a steady accumulation 

of emergency department visits and long-term hospitalizations. Over the ten-year period, the cohort 

experiences high rates of cardiovascular and respiratory failure, resulting in a substantial loss of 

quality-adjusted life years. The physical distance to the clinic remains an insurmountable barrier for 

many, resulting in delayed clinical interventions and higher overall mortality rates [15].

Under Scenario C, the sustained operation of robust remote monitoring programs transforms the 

clinical landscape for the rural cohort. With continuous physiological  data streaming to clinics, 

healthcare teams can identify early signs of decompensation, such as sudden weight gain in heart  

failure patients or elevated blood glucose trends in diabetic patients. This allows for proactive, 

home-based pharmacological adjustments that prevent the onset of acute crises. The simulation 

demonstrates  a  dramatic  reduction  in  avoidable  emergency  department  visits  and  inpatient 

admissions, alongside a significant expansion of the average exacerbation-free survival days for 

patients with chronic obstructive pulmonary disease and congestive heart failure.

Below is Table 2, which summarizes the financial and clinical projections across the three policy  

scenarios.

Table 2: Projection of Clinical and Financial Outcomes Under Alternative Policy Frameworks

Scenario Parameter Current Baseline
Partial Reimbursement 

Parity
Full Equity Adjusted 

Parity

Clinic Financial Solvency 
Years

3.2 6.8 12.5

Avoidable Emergency 
Department Visits

1420 950 410

Average Annual Patient 
Travel Costs USD

450 220 80

Systemic Operational 
Efficiency Score

0.45 0.68 0.89

To illustrate the underlying causal  pathways of  our  model,  the conceptual  architecture linking 

reimbursement policies to patient outcomes is presented below.
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Figure 1: Conceptual Architecture of the Clinical Simulation Model Linking Reimbursement Structures to Patient 

Health Outcomes

5. Discussion and Policy Implications

5.1 Strategic Alignment of Reimbursement with Rural Health Needs

The  quantitative  findings  generated  by  our  clinical-financial  simulation  model  have  profound 

implications for the design of national and state healthcare purchasing strategies. The traditional  

assumption that a uniform, nation-wide reimbursement rate is fair  and equitable is thoroughly  

debunked when examined through the lens of rural operational economics. Because rural clinics 

operate in low-density markets with high infrastructure deficits, a flat-rate payment structure acts as 

a  regressive  policy  that  systematically  deprives  rural  communities  of  advanced  healthcare 

technologies [16]. To achieve true access equity, public payers must transition to a geographically  

adjusted, value-based reimbursement paradigm that explicitly recognizes the higher marginal cost  

of delivering care in isolated regions.

An equity-adjusted reimbursement model is not an act of charity, but a highly cost-effective public  

health investment. As demonstrated by our simulation, the higher upfront expenditures associated 

with geographic premiums and device subsidies are rapidly recovered through the prevention of 

expensive acute  care episodes.  In  the current  fragmented system,  the savings from reduced 

hospitalizations often accrue to different budgets than those funding clinic reimbursements, creating 

a misaligned incentive. State Medicaid programs and integrated Medicare Advantage plans are 

uniquely positioned to bridge this gap by implementing unified care models that reinvest acute-care 

savings back into rural  remote monitoring infrastructure.  By doing so,  they can create a self-

sustaining cycle of improved health outcomes and reduced systemic expenditures.

5.2 Overcoming Implementation Barriers in Vulnerable Facilities

While reforming reimbursement rates is a necessary first step, achieving long-term access equity  

requires addressing the practical implementation challenges faced by vulnerable rural facilities.  

Many Rural  Health Clinics and Federally Qualified Health Centers suffer from chronic staffing 

shortages, leaving existing clinical teams with little capacity to manage the additional data generated 

by remote monitoring systems. To prevent administrative burnout and ensure clinical  efficacy, 

reimbursement policy must be paired with technical assistance programs that help clinics integrate 

digital workflows into their daily routines. This includes the development of standardized clinical 
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decision support protocols that automate the initial filtering of patient data, allowing nurses to focus 

their attention on the most critical clinical alerts.

Furthermore, state and federal policymakers must address the digital divide by coordinating remote 

care  reimbursement  with  broader  telecommunications  infrastructure  development.  Funding  for 

remote patient monitoring devices should be structured to support cellular-enabled devices that can 

operate independently of local broadband availability, ensuring that patients residing in areas with  

poor internet connectivity are not excluded from remote care programs. Additionally, regulatory  

flexibilities, such as allowing community health workers and medical assistants to assist with device 

setup  and  patient  education  under  virtual  physician  supervision,  can  significantly  expand the 

operational capacity of rural clinics, enabling them to scale their remote care offerings to meet the 

needs of their communities [17].

5.3 Study Limitations and Generalizability

While  our  simulation  model  provides  valuable,  policy-relevant  insights,  it  is  important  to 

acknowledge its inherent limitations. First, the model relies on synthetic patient cohorts constructed 

from historical epidemiological data, which may not fully capture the complex, compounding social 

determinants of health experienced by specific sub-populations within rural areas, such as tribal  

communities or migrant farmworkers. Additionally, the modeling of clinical state transitions is based 

on average probabilities derived from clinical trial literature, which may exhibit regional variations  

due to local environmental factors, dietary habits, or comorbidities not accounted for in our baseline 

parameters.

Second, our model assumes a relatively stable macroeconomic environment and does not account 

for sudden, systemic disruptions such as major natural disasters, supply chain failures for medical  

electronics, or acute shifts in regional healthcare labor markets. These real-world uncertainties 

could affect both clinic operational costs and patient compliance rates. Despite these limitations, 

the  fundamental  relationship  identified  by  the  model—that  inadequate  reimbursement  directly 

constrains remote care capacity and compromises patient outcomes—remains robust across all  

sensitivity analyses. Future research should focus on validating these simulated projections with 

real-world  pilot  data  from rural  clinics  implementing  innovative,  equity-indexed reimbursement 

models.

6. Conclusion

6.1 Key Insights on Reimbursement and Equity

This  study  provides  compelling,  multi-layered  clinical  modeling  evidence  that  remote  care 

reimbursement policy is a critical determinant of healthcare access equity in rural populations. By 

simulating the complex interactions between public policy parameters, clinic financial operations,  

and  patient  physiological  states  over  a  ten-year  horizon,  we  have  demonstrated  that  current 

baseline reimbursement models are fundamentally incompatible with the survival of rural remote 

care programs. Under flat-rate or sub-parity reimbursement frameworks, rural clinics are forced to 

curtail digital health initiatives due to financial losses, leaving geographically isolated patients with  

chronic conditions to cycle through costly, reactive acute care episodes.

In contrast, an equity-adjusted reimbursement structure that incorporates geographic premiums and 

targeted device subsidies ensures the long-term financial solvency of rural clinics and maximizes 

patient  enrollment.  This  proactive  care  model  significantly  reduces  avoidable  emergency 

department  visits,  improves clinical  parameters,  and increases cumulative quality-adjusted life 

years across the rural cohort. These findings challenge the traditional, volume-based payment 

paradigm, showing that structurally aligned financial incentives are highly cost-effective and capable 
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of systematically reducing long-term public healthcare expenditures while narrowing the historic 

urban-rural health divide [18].

6.2 Recommendations for Policymakers

To translate these insights into actionable change, we propose several urgent policy interventions  

for federal and state health administrators. First, the Centers for Medicare and Medicaid Services 

should  establish  a  permanent  geographic  adjustment  factor  for  digital  health  billing  codes, 

specifically targeting rural, frontier, and medically underserved areas to compensate for the higher 

operational overhead of rural clinical practice. Second, state Medicaid programs should create 

dedicated reimbursement streams that cover the costs of cellular-enabled remote patient monitoring 

devices, ensuring that low-income patients in areas with poor broadband infrastructure are not 

excluded from these life-saving technologies.

Finally, public and private payers should collaborate to establish value-based payment models that 

reward rural  providers  for  reducing  emergency department  visits  and hospitalizations  through 

effective remote patient monitoring. By shifting the focus of compensation from the volume of in-

person visits  to  the continuous,  digital  preservation of  health,  policymakers can build  a  more 

resilient,  equitable,  and efficient  healthcare system. The evidence is  clear:  when remote care 

reimbursement is strategically aligned with regional public health needs, we can transform rural  

healthcare delivery from a system of reactive crisis management to one of continuous, proactive,  

and equitable support.
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