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Executive Summary 
 
Purpose and Scope 
 
This Telehealth Feasibility Study examines whether a regionally coordinated, 
autonomous telehealth network can strengthen health care access, improve population 
health outcomes, and support long-term economic resiliency in four counties of 
Southwest Virginia—Buchanan, Dickenson, Russell, and Tazewell. 
 
The study was commissioned by the Cumberland Plateau Planning District Commission 
(CPPDC) in the wake of major regional broadband investments and growing concern over 
health care availability, workforce shortages, and population decline in the four-county 
trading area.   While health care is the primary focus, the study intentionally evaluates 
telehealth as part of a broader community and economic development strategy—one 
that recognizes the deep interconnections among health, workforce participation, 
education, housing, and quality of life. 
 
Regional Context 

Southwest Virginia faces a convergence of long-standing and accelerating challenges, 
including:   

• Geographic isolation caused by mountainous terrain and limited transportation infrastructure 
 
• Persistent population decline, aging demographics, and elevated disability rate 
 
• Workforce shortages, particularly in primary care, behavioral health, dentistry, and nursing 
 
• High prevalence of chronic disease, preventable hospitalizations, and excess mortality 
 
• Economic vulnerability, characterized by low labor force participation, lower incomes, and 

higher poverty 
 
• Health care system fragility, including hospital consolidation, limited specialty care, and 

heavy reliance on Medicaid and Medicare 

These conditions are more severe than statewide and national averages and pose 
existential risks to regional viability if they are not addressed. 

 
 
 
 



 4 

Health care Landscape and Key Gaps 

The region is served by a mix of independent and system-affiliated hospitals (including 
Ballad Health and Carilion Clinic), limited urgent care facilities, and a nationally 
recognized nonprofit provider—The Health Wagon.  Despite these assets, significant gaps 
persist, including: 

• Limited access to specialists, requiring long travel times 
 
• Overburdened emergency departments, often used for preventable conditions 
 
• Inconsistent continuity of care, especially for chronic and behavioral health 
 
• Shortages of health care professionals, exacerbated by housing and lifestyle constraints 
 
• Underutilization of preventive care and screening, contributing to late-stage diagnoses 
 
These gaps inflict both human and economic costs—including preventable 
hospitalizations, lost productivity, and continued outmigration of talent. 
 
Telehealth Offers a Broad Strategic Solution 

The study finds that telehealth—if implemented as a coordinated regional system rather 
than isolated pilot projects—can materially address many of the region’s health care 
challenges. Key opportunities include: 

• Expanding access to primary, specialty, and behavioral health care 
 

• Reducing unnecessary emergency room utilization 
 

• Supporting aging-in-place and home-based care 
 

• Leveraging remote monitoring and virtual supervision to extend scarce clinical capacity 
 

• Strengthening school-based, correctional, and community-based care delivery 
 

• Enhancing health care workforce recruitment and retention by improving practice efficiency 
and work-life balance 

Telehealth is not positioned here as a replacement for bricks-and-mortar care but, rather, 
as a force multiplier that augments existing providers and limited infrastructure. 
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Community Input and Stakeholder Alignment 
 
Ten focus groups across all four counties—including residents, health care professionals, 
educators, business leaders, and elected officials—revealed strong consensus on several 
points: 
 
• Telehealth is widely viewed as necessary and inevitable 
 
• Physical access points (community centers, mobile units, schools, churches) remain critical, 

particularly for older adults 
 
• Trust, education, and navigation support are essential to adoption 
 
• Veterans, seniors, and low-income residents should be priority populations 
 
• Telehealth must be aligned with workforce development, housing, and quality-of-life initiatives 
 
Stakeholders emphasized the importance of local ownership and governance to ensure 
sustainability and public confidence. 
 
Regulatory and Legal Considerations 
 
Virginia’s telehealth regulatory framework is generally supportive—particularly for 
behavioral health—but remains complex. Key considerations include: 
 
• Provider licensure and interstate practice rules 

 
• Prescribing limitations, especially for controlled substances 
 
• Reimbursement parity and evolving federal flexibilities 
 
• Medical record privacy, HIPAA compliance, and heightened protections for sensitive data 
 
• Emerging legislation related to data privacy, maternal health, and digital health technologies 
 
Successful implementation will require early legal and compliance planning— 
particularly as new federal telehealth policies evolve. 
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Core Conclusion 
 
The study concludes that a regional telehealth network is both feasible and 
strategically advisable for the four target counties in Southwest Virginia—provided it is 
implemented deliberately, with strong governance, cross-sector coordination, and 
sustained community engagement. 
 
Telehealth, alone, cannot reverse decades of economic and health challenges. However, 
when integrated with broadband, education, workforce development, and community 
institutions, it can become a cornerstone of regional resilience—improving health 
outcomes while supporting long-term economic stability and, optimistically, future 
growth. 
 
The Path Forward 
 
The next phase of this initiative should focus on: 
 
1. Establishing a regional governance and operating structure 
 
2. Defining priority service lines and target populations 
 
3. Aligning telehealth deployment with workforce and education pipelines 
 
4. Identifying sustainable funding and reimbursement strategies 
 
5. Launching pilot programs with clear metrics and accountability 
 
With disciplined execution, Southwest Virginia can position itself as a state and national 
model for rural telehealth-enabled community revitalization. 
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Preface 
 
Rural America is, today, at a crossroads.  The roughly 60 million persons—or 19% of the 
entire US population—who reside in rural communities face increasingly stark economic 
and demographic realities in the post-pandemic era that translate into difficult daily life 
choices.  Nowhere is this more evident and emblematic than in health care.  Health care is 
a prime determinant of the viability of any community—a ‘have or have not’ barometer or—
more germane to this plan’s geographic focus, ‘a canary in the coal mine.’ 
 
In preceding decades, available, affordable, and varied health care choices have gradually 
receded from rural America and with them the economic potential of entire portions of our 
nation.   
 
This Telehealth Feasibility Study focuses on the Appalachian ‘coal country’ of Southwest 
Virginia with a specific focus on Buchanan, Dickenson, Russell, and Tazewell counties.  
Our strategy will examine how an autonomous regional telehealth network may help to 
stem and potentially reverse current health care challenges in the four-county region 
while, concurrently, providing longer term community and economic development stability 
and future opportunities.   
 
Health care is complicated.  From a practical standpoint, it’s impossible to examine health 
care and telemedicine in a vacuum.  While this plan focuses on health care, generally, and 
telehealth, more specifically, the tentacles of our strategy will touch everything from K-12 
education to affordable housing to school-to-work programs to talent recruitment 
initiatives to technology assimilation.  Think of this dynamic as ‘peeling the onion’ because 
of the intrinsic interrelationships between health care and overall community success and 
sustainability of a market area.   
 
These interrelationships provide many opportunities for various key stakeholders to ‘jump 
on the train.’  However, they also raise the stakes for the execution of this plan and what 
we hope will be an aggressive implementation strategy that is ‘owned’ and curated by key 
decision-makers in each of the four counties.   
 
As we have stated to multiple stakeholder groups during our visits to the region, this 
strategy is, ultimately, an economic resiliency plan for Southwest Virginia.  The overarching 
question is whether transformation of the local health care delivery system through 
telehealth will, ultimately, facilitate a broader reversal of fortune and newfound viability for 
this region. 
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Rural Health Care in America Today 
 
As we indicated in our preface, health care in rural America reflects one of the most 
persistent divides in the nation’s social and economic fabric—a gap between urban 
medical abundance and rural scarcity.  Rural communities, home to about one in five 
Americans, face systemic disadvantages rooted in geography, economics, and decades of 
uneven federal policy.  
 
Access to care in rural areas is limited not only by distance and infrastructure but also by 
the economic fragility of local hospitals and the uneven distribution of medical 
professionals.  Many rural residents must travel long distances for basic or specialized 
services—a challenge exacerbated by poor public transportation and an aging population 
with limited mobility.  As a result, chronic conditions such as diabetes, hypertension, and 
heart disease often go underdiagnosed or undertreated, leading to higher mortality rates 
and lower life expectancy compared to urban counterparts. 
 
The rural health care workforce shortage is both a symptom and a cause of broader 
inequities.  Primary care physicians, nurses, and specialists are in short supply, as medical 
professionals gravitate toward urban centers offering higher pay, better facilities—and 
more personal and professional opportunities.  The federal government has attempted to 
address this through programs like the National Health Service Corps and rural residency 
tracks, but these efforts have only partially alleviated the shortage. In some areas, 
physician assistants, nurse practitioners, and telehealth providers have become vital 
stopgaps.  The COVID-19 pandemic accelerated telemedicine adoption, briefly narrowing 
access gaps, but rural broadband limitations and inconsistent reimbursement policies 
continue to hinder its long-term promise. 
 
Rural hospitals represent both a lifeline and a vulnerability.  Many operate on razor-thin 
margins—heavily dependent on Medicare and Medicaid reimbursements.  The closure of 
more than 150 rural hospitals since 2010 has left vast swaths of the country without local 
emergency care.  Those that remain often lack specialists and must transfer patients to 
urban facilities for advanced care, delaying treatment and driving up costs.  The economic 
role of these hospitals extends beyond health—they are often the largest employers in 
their regions, meaning closures reverberate through entire communities through related 
indirect and induced job losses. 
 
Insurance coverage also reflects structural disparities.  Rural populations are more likely 
to be uninsured or underinsured, particularly in states that did not expand Medicaid under 
the Affordable Care Act. Even when coverage exists, high deductibles and limited provider 
networks deter residents from seeking care.  Mental health and substance use treatment 
illustrate the crisis most acutely: suicide rates are significantly higher in rural areas, and 
opioid addiction has devastated entire towns where behavioral health services are scarce. 
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Cultural and social dynamics further complicate health care delivery.  Rural residents 
often exhibit strong self-reliance and skepticism toward government or corporate health 
care systems, which can delay care-seeking behavior.  This is true of this region of 
Appalachia.  Health literacy and preventive care utilization are lower, while occupational 
hazards—such as those in farming, mining, and manufacturing — contribute to injury and 
chronic illness.  Public health efforts, from vaccination campaigns to maternal health 
programs, must therefore adapt to these cultural contexts to be effective. 
 
In recent years, policy initiatives and innovations have sought to bridge the divide.  Rural 
health clinics, critical access hospital designations, community paramedicine programs, 
and federally qualified health centers have expanded the safety net.  Telehealth 
integration, mobile clinics, and cross-sector collaborations between public health 
departments, universities, and local governments represent emerging models.  Yet the 
underlying drivers—population decline, aging demographics, low reimbursement rates, 
and digital inequity—continue to challenge systemic improvement. 
 
Ultimately, rural health care in the U.S. represents an intersection between geography, 
economics, and policy.  It is a microcosm of broader American inequities—where the 
distance between patients and providers mirrors the gap between health and illness— 
prosperity and neglect.  Addressing it requires not only medical solutions but also 
structural investments—in infrastructure, education, and community resilience—that 
recognize health care as both a service and a social anchor for rural life.  This is the 
complexity we alluded to earlier with ‘peeling the onion.’   
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Whitepaper Insights into Rural Health Care  
 
“The rural–urban mortality gap has widened over time, with rural residents more likely to 
die early from heart disease, cancer, unintentional injury, chronic lower respiratory 
disease, and stroke. These are not new problems—but the gap’s persistence makes 
access and prevention paramount.”  (Economic Research Service-March 2024) 
 
“Financial stress is the defining force. Nearly half of rural hospitals are operating in the red, 
and more than 400 are considered vulnerable to closure, compounding “care deserts” for 
essential services. Since 2010, 182 rural hospitals have closed or converted away from 
inpatient care. Closures continue to make headlines, underscoring how one hospital’s fate 
can reshape an entire county’s risk profile.”  (Chartis Health care Analytics-February 2025) 
 
“Maternity care illustrates the trend. Between 2010 and 2022, hospital-based obstetric 
access declined nationwide, and more than a third of U.S. counties are now “maternity 
care deserts” with no OB clinicians or birthing facilities—disproportionately in rural areas. 
Travel times to deliver are rising, with knock-on effects for maternal and infant health.”  (JAMA) 

Network-December 2024 
 
“Behavioral health access is even tighter. Over 120 million people live in federally 
designated mental-health shortage areas, with rural counties especially likely to lack 
providers; sizable shortfalls are projected across most behavioral health professions.”  (Bureau 

of Health Workforce-November 2024) 
 
“Payment rules drive survival. Critical Access Hospitals (CAHs)—small, remote facilities—
receive cost-based Medicare reimbursement (generally 101% of reasonable cost), a 
lifeline that helps offset low volumes; sequestration and benefit design can still bite. As 
Medicare Advantage enrollment grows, some rural hospitals report tougher contract terms 
and slower payment, eroding the cushion that traditional Medicare’s cost-based model 
provides.”  (Centers for Medicare & Medicaid Services-August 2025) 

 
“Medicaid and marketplace coverage gains after the ACA improved rural insurance rates, 
but state policy variation (e.g., Medicaid expansion timing) continues to shape local 
hospital margins and service lines. For many facilities, a handful of high-acuity cases or a 
payer-mix shift can tip a year into the red.”  (ASPE-October 2024) 

 
“Telehealth softened distance barriers and helped rural clinicians stretch scarce specialty 
backup. Utilization remains well above pre-pandemic baselines—e.g., 12.6% of Medicare 
beneficiaries used telehealth in late 2023—but its future depends on connectivity and 
policy. The FCC’s health-broadband initiatives and Mapping Broadband Health in America 
show uneven infrastructure; “digital divide” gaps persist, particularly in rural and Tribal 
areas.”  (American Hospital Association-April 2025) 
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“Key Medicare telehealth flexibilities (such as allowing the home as the originating site and 
waiving geographic limits) are currently extended through September 30, 2025, with 
proposals to continue certain provisions into 2026; absent further action, some non-
behavioral flexibilities would tighten after that date. Rural clinics and FQHCs retain 
permanent authority for behavioral health telehealth, including audio-only, but medical 
telehealth billing flexibilities could narrow.”  (Telehealth.HHS.Gov-March 2025) 

 
“Recruiting and retaining clinicians is the day-to-day constraint. Rural communities face 
shortages of primary care, OB, dentistry, mental health, and allied professions; loan-
repayment programs help but rarely solve pipeline and lifestyle hurdles. HRSA’s shortage-
area data and 2024 workforce outlook flag the breadth of gaps, with particularly acute 
behavioral health needs.”  (HRSA Data Warehouse) 
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History of Health Information Technology (HIT) 

Health information technology (HIT) and telehealth in the United States tracks consistently 
with the mass adoption of computer technology for commerce.  For much of the 20th 
century, hospitals and health care affiliates relied on paper charts, handwritten notes, and 
cavernous filing rooms to manage patient records.  As Silicon Valley began to make 
inroads into business and government, a few research hospitals began experimenting with 
electronic medical records in the latter 1960s.  These early systems were expensive, 
cumbersome, and insulated. Concurrently, NASA was pioneering the idea of remote care 
to monitor the vital signs of astronauts from mission control—proving that health care 
could be delivered across vast distances using technology. 

Through the 1980s and 1990s, computers became more common in hospitals, but 
systems were still mostly proprietary and isolated.  Telemedicine pilots appeared in rural 
health centers and the Veterans Health Administration—which became one of the earliest 
large adopters of telehealth to reach veterans in remote areas.  At the same time, health 
care costs were rising.  Policymakers and reformers recognized that digital records could 
support safer, more coordinated care—if only systems could talk to one another. 

The early 2000s marked a turning point.  The internet was now widely available, and after 
years of sluggish progress, the federal government took decisive action.  In 2009, the 
Health Information Technology for Economic and Clinical Health (HITECH) Act provided 
major incentives for hospitals and physicians to adopt electronic health records (EHRs). 
Within a decade, digital records became nearly universal across U.S. health care.  Yet 
challenges persisted as systems did not always share data smoothly, and clinicians 
struggled with documentation burdens. 

Telehealth followed a similar trajectory of promise and gradual expansion.  Before 2020, 
virtual visits were used primarily in rural and specialty care—limited by reimbursement 
rules and technology barriers.  But when the COVID-19 pandemic struck, telehealth rapidly 
shifted from a niche tool to a frontline necessity.  Federal and state policy changes 
temporarily removed many barriers, allowing patients to see doctors over video or even 
phone from home.  Providers, insurers, and patients adopted telehealth at record speed, 
and virtual care became normalized in everyday medicine. 

Today, health information technology and telehealth are central parts of the U.S. health 
care system.  Electronic records store vast clinical histories, patient portals allow 
individuals to schedule visits and view results, and virtual care continues to evolve—
expanding into behavioral health, chronic disease monitoring, and remote patient 
wearables.  The ongoing challenge is to ensure these technologies work seamlessly, 
securely, and equitably, balancing innovation with the human relationship at the heart of 
health care. 



 13 

Regional Broadband…the Precursor to Telehealth  
 
The conduit and ultimate prerequisite for HIT and telehealth is prevalent, reliable, and 
robust internet connectivity.    
 
In 2021 and 2022, the sponsor of this plan and regional economic development catalyst 
organization, The Cumberland Plateau Planning District Commission (CPPDC), embarked 
upon an ambitious broadband project for the four-county region with the financial and 
support of Virginia’s Telecommunications Initiative (VATI).   
 
The CPPDC internet connectivity project—with a total impact of $70M—included a broad 
base of other stakeholders including Virginia Coalfield Coalition (VCC), Appalachian 
Regional Commission (ARC), US Department of Agriculture (USDA), US Department of 
Housing and Urban Development (HUD), GO Virginia, and Point Broadband.   
 
The project vision and logical outcomes were codified in a 2022 Comprehensive Economic 
Development Strategy update that was conducted by Hickey Global.    
 
Among other initiatives, the plan corroborated ‘state of the art internet coverage’ as a core 
regional strategy goal for Southwest Virginia in the aftermath of the COVID-19 pandemic. 
Hickey correctly asserted that this strategy would have far reaching positive implications 
for this rural four-county area of Virginia—including promotion of business retention & 
expansion as well as business recruitment, stemming ‘brain drain’, and supporting pillar 
tourism and outdoor recreational industries.   
 
The regional broadband project would build upon earlier cellular connectivity efforts within 
the region dating back to the 2010s.   The ‘last mile’ broadband methodology sought to: 
 
• Identify additional project zones for future fiber deployment beyond the areas already covered 

by the two large VATI projects. 
 
• Assess and expand publicly accessible Wi-Fi hotspots where quick fiber build-out isn’t 

feasible. 
 
• Identify and augment Wi-Fi and cellular gaps at key recreational assets (trails, parks, 

conservation areas). 
 
• Find and fill Wi-Fi and cellular gaps in residential areas that aren’t yet served by local wireless. 
 
• Support Community Solutions Centers in each of the four counties as hubs to share 

information and recovery resources—implicitly leveraging broadband access there. 
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Fast forward to today…these ambitious goals have been met or surpassed.   
 
By the summer of 2026, 90-to-95 percent of the region’s population will have access to 
internet coverage—with over a third experiencing quality broadband service for the first 
time.   
 
The total impact of this coverage is impressive with approximately 15,000 passings 
(households/businesses passed) within the four-county region.   
 
In addition to extraordinary gains in wired broadband infrastructure, CPPDC is a partner in 
the Virginia Coalfield Coalition (VCC), which develops, owns, and manages a public sector 
wireless network of cellular towers within the seven-county coalfields region of 
southwestern Virginia. The VCC currently owns a dozen active towers throughout the 
region, which were developed in conjunction with private wireless carrier partners to 
provide cellular coverage in hard-to-reach areas. Several non-VCC owned towers within 
the region benefit from fiber backhaul provided by the VCC’s network.  
 
In 2026, six additional VCC towers will go online near the Buchanan-Tazewell county 
border, creating seamless wireless coverage along U.S. 460 between the towns of 
Richlands and Grundy for the first time. This important highway corridor connects two of 
the region’s most significant industrial development sites, Southern Gap in Buchanan 
County to the west and the Bluestone park to in Tazewell County to the east. These new 
towers will bring the VCC’s overall portfolio of towers to a total of 18. Additional towers are 
expected to be developed throughout the coalfields as resources permit.  
 
In the following pages, we have provided financial and coverage analytics on a county-by-
county basis.    
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Buchanan County Broadband 
 

 
 
Synopsis of broadband project from DHCD/VATI for Buchanan County. According to National 
Institutes of Health/HDPulse, the county has a broadband access score of 74.   
  

 
 
Point Broadband coverage map for Buchanan County.  Green delineates current coverage. Yellow 
delineates future coverage.   
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Dickenson County Broadband 
 

 
 
Synopsis of broadband project from DHCD/VATI for Dickenson County.  According to National 
Institutes of Health/HDPulse, the county has a broadband access score of 77.   
 

 
 
Point Broadband coverage map for Dickenson County.  Green delineates current coverage. Yellow 
delineates future coverage.   
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Russell County Broadband 
 

 
 
Synopsis of broadband project from DHCD/VATI for Russell County.  According to National 
Institutes of Health/HDPulse, the county has a broadband access score of 68.   
 

 
 
Point Broadband coverage map for Russell County.  Green delineates current coverage. Yellow 
delineates future coverage.   
 



 18 

Tazewell County Broadband 
 

 
 
Synopsis of broadband project from DHCD/VATI for Tazewell County.  According to National 
Institutes of Health/HDPulse, the county has a broadband access score of 84.   
 

 
 
Point Broadband coverage map for Tazewell County.  Green delineates current coverage. Yellow 
delineates future coverage.   



 19 

 
 
Here is broadband access in a statewide context from The National Institutes of Health/HDPulse.  
Accordingly, population centers along the eastern portion of the Commonwealth have significantly 
higher concentrations of broadband than the four-county target region.  Updates to this dataset 
should reflect much higher coverage concentrations in Southwest Virginia.   
 
Starlink…the X-Factor in Coverage 
 
Starlink is a comprehensive low-earth-orbit (LEO) satellite system offered through Elon 
Musk’s SpaceX company that provides high-speed internet “almost anywhere on Earth.”  
Starlink offers a variety of standard hardware packages that provide end users with 50-
3000 Mbps of throughput.  Latency rates are generally low enough to support video calls 
and telework.  The Starlink system has been deployed throughout the four-county region as 
a stopgap for communication and internet services in geographic pocket areas that are not 
currently served by cellular or broadband services.    
 
Retail pricing for this service starts at roughly $80 per month—although many counties in 
the region have incentivized this offering.   
 
• In Buchanan County, Starlink is being used for both emergency management services and 

natural disaster communications.    
 
• Dickenson County economic development officials are enlisting the service to augment general 

household and K-12 student access to the internet.  The Health Wagon advertises the use of 
Starlink for their telehealth services in that county as well.    

 
• Like Buchanan County, Russell County is using the Starlink service to facilitate first responder 

communications through mobile unit deployment of the system.  Russell County is also using 
the service as a retail option—along with existing cellular and broadband offerings.   

 
• Tazewell County is also using Starlink as an option as part of its overall broadband mix.     
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Southwest Virginia…an Appalachian Identity  
 
Southwest Virginia is more akin to neighboring regions of West Virginia, Eastern Kentucky, 
and Northeastern Tennessee than with the balance of its own Commonwealth—especially 
in population centers like Richmond.      
 
The Appalachian Mountains are a shared geological anchor and act as a natural boundary 
binding this four-state region—physically, economically, and culturally.  The natural 
isolation of the mountains combined with a common Western European heritage of its 
population has resulted in strong local community identification, self-autonomy, and 
shared arts—notably bluegrass or ‘mountain sound’ music.     
 
As we have indicated elsewhere in this strategy, this geographic area—specifically 
Southwest Virginia, West Virginia and Eastern Kentucky—share a lineage to coal extraction 
dating back to the late 1800s.  Understandably, our one-to-one and focus group 
stakeholder engagement as part of this planning process revealed a pervasive and 
persistent affinity and self-identification with coal.  Not coincidentally, the boom-and-bust 
cycles of the coal industry are also characteristic of two other dominant industries in the 
region—rail and timber.   
 
We found that the ‘feast or famine’ intermittent positive economic reinforcement in these 
three legacy industries (coal, rail, and timber) make it difficult to convince core 
stakeholders and the public at large that wholesale economic change is warranted.  We 
have seen this mindset in other coal economies like Northwest Colorado.  This ‘status quo’ 
dynamic is relevant here because it may foreshadow the region’s reluctance to actively 
adopt telehealth to augment diminishing health care options in the trading area.   
 
Religion provides a powerful, ubiquitous experience in this expanded four-state region.  
The bucolic landscape of the area is literally dotted with churches—predominantly 
evangelical Protestant (Baptist, Methodist, and Holiness/Pentecostal).   
 
Aside from being spiritual places of worship, churches serve as community social centers 
in this ‘Bible Belt’—ultimately reinforcing the region’s identity and common way of life for 
its residents.   
 
We have paid special attention to churches because they can and should play a pivotal 
role in telehealth—not only in providing ‘safe’ physical spaces for citizen access to care 
but also in facilitating the adoption of positive change in parish-led health habits and 
preventative care.   
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Challenging Terrain 
 
While the Appalachian Mountains provide a strong physical and cultural identity to the 
region, they also create significant challenges for its residents.   For this study, we had the 
opportunity to visit all four counties in the telehealth target area.   
 
The scale of this four-county region is vast.  For example, going from extreme endpoints in 
just Tazewell County give you a sense of how large that single county is—let alone the 
entire four-county footprint.   
 
Apple and Google maps are not accurate bellwethers of a trip between any two points in 
the area because a distance of ten miles—as the crow flies—will often equate to 30-to-45 
minutes of actual drive time as you cautiously wind through serpentine roads that rapidly 
traverse both mountains and low lying ‘hollers.’   
 
Actual distance and time variables can’t be overlooked when examining health care 
access—especially as it relates to emergency situations where seconds can be the 
difference between life and death.    
 
Even with some options for helicopter and EMS, the equation doesn’t change much 
because getting these services requires a physical handoff between the patient and 
emergency service over long distances and the same precarious road network that was 
described above.     
 
Certainly, any inclement weather or natural event such as flooding will exacerbate the 
already tenuous travel situation.  For example, the holler valley areas in the region have 
experienced significant flooding as part of Gulf hurricanes and general severe rain events 
in the area.  Whole communities in Buchanan County were impacted in both 2021 and 
2022.   Under managed retreat, modern high water mark communities are being built 
overlooking these ravaged holler towns.   
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Data Driven Plan Rationale 
 
In many instances, the justification for the primary focus of a strategy plan can be the 
subject of intense debate and scrutiny within a community.  That should not be the case 
here.  Virtually all primary feedback and secondary data corroborate the need for 
augmentation of the health care delivery system in the four-county market area.   As 
indicated earlier in the document, health care availability and access are prime 
determinants of the long-term resiliency and economic prosperity of Southwest Virginia.   
 
Here, we present secondary data analysis on core demographic, economic, and social 
characteristics of the region—along with commentary, where applicable.  For easy 
comparative reference we have highlighted local data against state and federal 
benchmarks.   
   
Overall Risk Factors 
 

 
 
The University of Wisconsin School of Medicine and Public Health Neighborhood Atlas provides a 
‘Deprivation Index’ score that is derived from a composite of income, employment, education, housing, 
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and other factors within a geographic area.  (A score of 100 is the highest risk.)  The four-county region 
has much higher endemic risk than the Commonwealth or Nation.   
General Population Trends 
 

 
 
Data from the latest US Census shows total regional population in the four-county market (Report 
Location) is just under 100,000 persons with a population density of 54 persons per square mile.  
County-specific, Virginia, and United States data points are provided for comparative purposes.  Note 
the much higher population density factor of 219 for the Commonwealth.   
 

 
 
US Census data from the same period shows the four-county market generally skews older than the 
Commonwealth or United States.  This is consistent with national trends in rural communities.   
  

 
 



 24 

During the decade from 2010 to 2020, the US Census reports each county in the region lost 
considerable population—contributing to an exodus of roughly 13,000 residents or approximately 12% 
of the population in the area.  
 

 
 
The US Census shows population loss in the prior reporting decade.  Aside from the cumulative impact 
of losses, the most troubling trend is the accelerated pace of outmigration.  Residents are, increasingly, 
casting a no confidence vote on the future of the region.     
 

 
 
Counties in Southwest Virginia outpace state and national averages for disabilities of all kinds— 
according to current US Census data.  Certainly, this correlates with an aging population in the market 
as a whole. It also speaks to employment and morbidity risk factors that are inherent to this and other 
rural coal markets across the country.    
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Key Labor Force Indicators 
 

 
 
Census data reveals the four-county market has significantly lower labor force participation than the 
State or Nation.  Some of this would correlate to high disability rates within the region, but this 
phenomenon is larger in scope.  The question…How does the region ‘flip the switch’ to create an 
engaged population and much-needed workforce of tomorrow?   
 
 

 
 
Unemployment rates are also nominally higher than state and national averages, according to current 
2025 Bureau of Labor Statistics data.  Unlike labor force participation, unemployment rates focus on 
people who are in the labor force.    
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Unemployment trends for July 2024 through July 2025 demonstrate that the region tracks consistently 
with the Commonwealth—but always at significantly higher levels, according to the Bureau of Labor 
Statistics.   
 
Income and Poverty 
 

 
 
US Census data/County Business Patterns reveals the significant income and poverty disparities 
between the four-county region, Commonwealth, and Nation.  There are obvious correlations to labor 
force participation and underemployment in the four-county region.  Citizens who are not working or 
underemployed are at a disadvantage.   
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Education 
 

 
 
US Census data reveals ‘life chance’ disparities between the four-county region in early childhood 
education, high school diplomas, and college degrees.  However, graduation rates of students who stay 
in high school are only slightly lower than State and National trends.   
 

 
 
NEETS (not in education, employment, or training) is a post-pandemic acronym that disproportionately 
characterizes young men in America. Census data reveals a significant cohort of young people in the 
four-county Southwest Virginia region are not ‘plugged in.’  This directly correlates to lower labor force 
participation and anemic education participation rates in the region.   
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Food  
 

 
 
The Supplemental Nutrition Assistance Program (SNAP) is a federal program that provides nutrition 
benefits to low-income individuals and families that are used at stores to purchase food. The regional 
population in Southwest Virginia disproportionately relies on this government assistance program.   
 

 
 
Grocery store and fast-food density is significantly lower than Commonwealth and National 
averages.  However, SNAP retailers are more prevalent.  This ‘supply’ logically correlates with the 
higher ‘demand’ of public assistance for food purchases in the region.    
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US Census Bureau/County Business Patterns shows a ‘feast to famine’ erosion pattern of grocery stores 
(per 100,000 population) in the four-county market area from 2013 to 2023.   These numbers reflect 
access to food retail establishments over time. 
 
Fitness and Recreation 
 

 
 
Data here is from the Centers for Disease Control (CDC).  Recreation and fitness pursuits are what 
psychologist, Abraham Maslow, would refer to as higher level (self-esteem and self-actualization) 
needs.  Given that a large cohort of the four-county population is contending with daily physiological and 
safety needs, a focus on recreation and fitness would be inappropriate and extraneous.   Similarly, 
research from the CDC substantiates a direct correlation between educational attainment and 
smoking.  The less education—the higher incidence of smoking.   A full 20% of the US population without 
a high school degree smokes.  This percentage of smoking drops precipitously with the population 
holding a bachelor’s degree.  Marginal educational attainment numbers for the region would connect to 
a higher incidence of smoking.   
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Data from US Census Bureau/County Business Patterns provides a longitudinal view on fitness facilities 
in the region in comparison to Commonwealth and US stats (per 100,000 population). 
 
Insured Population 
 

 
 
Higher insurance coverage runs counter to many other negative socioeconomic and health benchmarks 
for the four-county region.  Here, the region outperforms the Commonwealth and Nation.  This is 
attributable to the high percentage of the local population that is not privately insured—falling under 
Medicaid, Medicare, or dual coverage.   
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Preventable Hospitalizations and Screening 
 

 
 
2023 data from the Centers for Medicare and Medicaid Services illustrates the higher incidence of 
preventative hospitalization in the four-county region versus Commonwealth or Nation.   Obviously, 
these events put additional and unnecessary stress on an already overloaded bricks-and-mortar 
hospital system in Southwest Virginia.   
 

 
 
2023 data from the US Department of Health and Human Services shows the four-county region lagging 
Virginia and US in key preventative screening except childhood immunizations.    
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Chronic Health Factors 
 

 
 
Key chronic health factors within the region are higher than the Commonwealth or Nation.  This, 
according to 2023 data from the Centers for Medicare and Medicaid Services. 
 
Mortality Factors 
 

 
 
Current data from CDC-National Vital Health Statistics System illustrates higher regional mortality 
within main disease categories as well as motor vehicle accidents.   
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Cancer 
 

 
 
Data from State Cancer Profiles and the Centers for Disease Control (CDC) illustrate a stark reality.  
While the region’s cancer incidence rates appear markedly lower than State and National averages, the 
mortality rate of the four-county area is significantly higher.  We suspect there are multiple factors at 
work here.  First, there is a lack of early detection because the population lacks sufficient primary care 
facilities.  Second, even when treatment is initiated, the level of cancer care within the region is 
substandard.  Finally, better care outside the market is essentially inaccessible to many residents.   
 

 
 
Here are gender and county breakdowns of cancer mortality rates—again using CDC data.   
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Drug Use 
 

 
 
2025 data from the Virginia Department of Health illustrates drug overdose statistics per 10,000 
residents.  The four-county region falls in the upper percentiles for Virginia.  Certainly, this phenomenon 
taxes an already oversubscribed emergency room system in the area.     
 
Note:  Dickenson County is addressing drug addiction with the creation of an $8MM rehabilitation 
facility that is projected to formally launch in mid 2026.  Once this 130-bed facility is operational it will 
provide long-term social, economic, and population benefits to the county and region.   
 
Teen Birth Rates 
 

 
 
Teen birth rates are, in some counties within the region, double the State and National averages.  
Data from the CDC-National Vital Statistics breaks down the disparities by county.   
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Life Chances 
 

 
 
Key ‘life chance’ determinants as outlined by the CDC illustrate the overall health risks and 
consequences within the four-county region.  Aside from the human toll represented here, there are 
economic consequences—both in terms of health care costs and burdens on the ‘system’ as well as 
forgone workforce opportunities for economic development.   
 
Community Conditions Index 
 

 
 
March 2025 data from County Health Rankings & Roadmaps illustrates community conditions for each 
of the four counties in the trading area.  Community conditions are an amalgamation of social, 
economic, physical, and health factors that, together, provide social determinants of health.  Data for 
each county is benchmarked against Commonwealth and US averages.    
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Health and Well-Being Index 
 

 
 
Here are county-based health and well-being indices—again from March 2025 County Health Rankings 
& Roadmaps data.  This data is derived from physical, mental, spiritual, and social well-being scores.  
Again, data from the four counties is benchmarked against State and National averages.      
 

 
 
Here are county-based health and well-being ratings across the Commonwealth—again from March 
2025 County Health Rankings & Roadmaps data.  Note that Northern and Eastern portions of the state 
are among the healthiest in the US while Southwest is in moderate-to-least healthy cohorts.   
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Regional Hospital Networks 
 
Complicating a blanket telehealth solution in the Southwest Virginia market is a county-
centric sphere of influence by competing, dominant bricks-and-mortar health care 
providers.   
 
• Buchanan County is served by the independent 111 bed Buchanan General Hospital in 

Grundy.   Buchanan General Hospital is a non-profit acute care facility that provides 
emergency care, inpatient and outpatient services, surgery, diagnostic imaging, and 
rehabilitation care.  The hospital serves other Virginia, Kentucky, and West Virginia 
markets in addition to Buchanan County.  Roughly 200 employees work at the facility.   
Preliminary discussions are underway that could, conceivably, bring another player 
into the market.   

 
• Dickenson County is home to Dickenson Community Hospital, located in Clintwood.  

This 25-bed critical access facility provides a variety of services including 24-hour 
emergency care, diagnostic imaging, laboratory services, outpatient care, and 
behavioral health (including the Green Oak Behavioral Health unit).   This facility is 
operated under Ballad Health—a health care conglomerate that operates other 
hospitals in the expanded Southwest Virginia regional market.   

 
• Russell County is served by Russell County Hospital—a 78 bed facility located in 

Lebanon.  Like the facility in Dickenson County, it is part of the Ballad Health 
ecosystem.   Russell County Hospital provides a full array of services including 
emergency care (24/7 ER), behavioral health (via the Clearview Psychiatric Center), 
inpatient and outpatient surgery, radiology/imaging, ICU, lab services, hospice, 
rehabilitation (PT/OT/etc.), and more.  Notable is the ER has a heliport to facilitate 
patient transport to higher-level facilities when necessary.  This facility is certified 
under the American Heart Association’s “Get With The Guidelines” program.  The 
hospital serves Russell County as well as portions of surrounding counties.   

 
• Finally, Tazewell County is serviced by the 56 bed Carilion Tazewell Community 

Hospital.  As the name implies, this facility is part of the larger Carilion Health System 
that is the dominant health care player throughout Central and Southwest Virginia.  
Carilion operates in 20 counties in Virginia and West Virginia—serving almost 1 million 
patients.  The local facility in Tazewell provides a range of inpatient, outpatient, and 
emergency services not only for Tazewell but surrounding counties such as Russell, 
Mercer, and McDowell.  

 
In addition to these main players in the four-county region, there are limited walk-in 
clinics and “urgent care” facilities.    
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The Health Wagon 
 
The Health Wagon program actively services a portion of the four-county region as part of 
their much larger geographic footprint throughout Western Virginia.  We believe that this 
nationally recognized ‘best practice’ must be part of any telehealth calculus in the region.   

The Health Wagon (St. Mary’s Health Wagon) is a 501(C3) nonprofit that delivers free or 
low-cost medical, dental, and behavioral-health care to medically underserved 
communities across a large portion of the four-county target region using a mix of mobile 
clinics and stationary sites.    

It began in 1980 when Sister Bernadette “Bernie” Kenny, a nurse practitioner and medical 
missionary, started providing care from the back of a donated 1968 Volkswagen Beetle—
patients nicknamed her rounds “the health wagon,” a name that stuck. Sister Bernie died 
in December 2024 at age 85, but the organization carries forward her mission.   

Today the Health Wagon operates two stationary clinics (including its Smiddy Clinic in 
Wise) and multiple mobile units that set up regular stops in towns across the region such 
as Wise, Clinchco, Weber City, Big Stone Gap, Duffield, Pound, Lebanon, and St. Paul.  

Services reach residents across Wise, Lee, Scott, Russell, Dickenson, and Buchanan 
counties (and the City of Norton).   

• Primary & preventive care: chronic disease management, screenings, immunizations. 
 

• Dental care and behavioral health services. 
 
• Specialty clinics/outreach through events such as the Move Mountains Medical Mission (M7) 

and “Mini-M7” pop-ups, plus collaborations with academic medical centers. In 2023, Health 
Wagon outreach events recorded 2,051 patient encounters.   

The Health Wagon has long partnered with universities and volunteer networks (e.g., UVA 
Health and RAM) and has used telemedicine to extend specialty care year-round following 
RAM clinics.   

The organization is led by Dr. Teresa Owens Gardner Tyson, DNP, FNP-BC, FAANP, who 
serves as President & CEO and is widely recognized for rural-health advocacy and program 
growth.   
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Health Care Educational Providers 
 
Ironically, as the four-county trading area grapples with brain drain and struggles to staff its 
existing and future health care facilities, it has become a reliable exporter of young, 
educated health care talent to other markets in Virginia and beyond.   
 
There are numerous colleges and trade schools in the region that provide health care and 
allied curriculum and professional pathways and degrees.  Buchanan and Tazewell 
counties have a preponderance of these options.   
 
Buchanan County 
 
• Appalachian College of Pharmacy—the Oakwood-based college provides Virginia’s 

only accelerated three-year PharmD program.  Most recent data indicates that the 
school graduates roughly 50 PharmD students each year.  For the class of 2028, tuition 
and fees are roughly $42,000 per year.  The school boasts a graduation rate well above 
90%.  We had the opportunity to interview Provost and Dean, Susan Mayhew, PharmD, 
as part of our stakeholder engagement process for this project.  The college plays a 
significant role in our proposed telehealth delivery system.     

 
• Southwest Virginia Community College—this college in Cedar Bluff offers several 

nursing pathways serving Buchanan, Dickenson, Russell, and Tazewell counties: a two-
year Associate of Applied Science in Nursing (A.A.S.) program for aspiring RNs, an LPN-
to-RN bridge, and a Practical Nursing (LPN) certificate. All are approved by the Virginia 
Board of Nursing, and the RN program holds ACEN accreditation. The A.A.S. program 
admits annually each February, requiring TEAS testing and prerequisites, while the LPN 
program admits each March with regional priority. Their nursing outcomes are among 
the strongest in rural Virginia—almost 95% graduation in the most recent census.  It 
should be noted that the college recently expanded clinical sites to Bluefield and 
Buchanan County’s Southern Gap Center to reduce travel for students. 

 
• The Buchanan County School of Practical Nursing is located at the Buchanan County 

Career, Technology & Higher Learning Center (BCCTHLC) in Grundy, Virginia.  It is a 
Virginia Board of Nursing–approved practical nursing (LPN) program—although not 
nationally accredited.  The institution serves students from ‘feeder’ high schools in the 
immediate area and works with adults seeking career change.  The program has been 
part of the local public school system since the latter 1960’s.  It prepares graduates to 
take the NCLEX-PN exam and enter practice as licensed practical nurses.  Admission 
typically requires a formal application, transcripts or GED, health screening, 
references, and meeting an entrance test threshold.  Preference is given to in-county 
high school senior applicants.   
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Dickenson County 
 
• The Ridgeview High School in Clintwood offers a Practical Nursing / Nursing Assistant 

program under its Career & Technical Education (CTE) department, led by Stephanie 
Stanley, RN, BSN.  The program accepts both high school and adult applications 
annually.  Ridgeview reports exceptional NCLEX-PN first-time pass rates—typically 
100%.  The program complies with Dickenson County school policies and is integrated 
with other CTE offerings at Ridgeview High.   

 
Russell County 
 
• Russell County previously offered an LPN program through the Russell County Career & 

Technical Center, but the division discontinued the LPN program in April 2025—citing 
declining enrollment, accreditation, and budget factors.  As of now there is no in-
county prelicensure nursing school within the county.   Although there is no direct in-
county education options, the county is covered by The Southwest Virginia Community 
College and other regional educational providers.   

 
Tazewell County 
 
• The Southwest Virginia Community College in Cedar Bluff is the principal in-county 

provider for nursing and allied health. It offers RN (A.A.S.), LPN-to-RN (A.A.S.), and a 
Practical Nursing (PN) certificate.  Current in-state tuition fees (per credit hour) are 
extremely affordable.  Published pass rates for all programs is generally over 90%.  

 
• The Tazewell County Career & Technical Center in Tazewell offers an LPN program to 

qualified high-school seniors and adults. The program is offered in two-phases for 
approximately a year and features both classroom and clinical components.  

 
• Bluefield University’s School of Nursing in Bluefield offers BSN pre-licensure, RN-to-

BSN, MSN, and post-graduate APRN accredited certificates. The University offers 
tuition by both program and credit—both within reasonable costs. Enrollment at the 
University is roughly 1,300 students.  This year, Bluefield also launched Virginia’s first 
Master of Health Science in Anesthesiology (Certified Anesthesiologist Assistant) in 
partnership with Virginia College of Osteopathic Medicine (VCOM).  This is a 28-month 
program. 
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Health Care Coverage 
 

 
 
Data from University of Wisconsin County Health Rankings and Roadmaps shows the historic 
concentration of primary health physicians-to-population in the four-county region.  Tazewell County 
consistently has the most favorable ratios.   
 

 
 
The Southwest Region is not alone.  Here is state-level data from The Rural Health Information Hub in 
2025 that illustrates much of the Commonwealth is in a shortage of primary health professionals.   
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Here is 2025 data—again from The Rural Health Information Hub—illustrating the shortages of mental 
health professionals uniformly across the board in Virginia.   
 
 
 

 
 
Here are 2025 dental care shortages in Virginia from The Rural Health Information Hub.   
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Data from University of Wisconsin County Health Rankings and Roadmaps shows the historic 
concentration of dentists-to-population in the four-county region.  Like primary care, Tazewell County 
consistently outperforms the region.   
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Focus Group Feedback 
 
We conducted ten focus groups throughout the region to obtain candid, synergistic 
feedback about health care and telehealth from the public, business community, and 
elected officials.  These sessions also provided an ability to foreshadow our strategy plan, 
its core assertions, and elements for a future telehealth initiative in the market area.   Here 
are key points and action items from each of these sessions—taken directly from Otter AI 
transcriptions.   
 
Session 1—August 25, 2025/Tazewell County 
 
Synopsis 
 
• The discussion focused on health care challenges such as limited access to specialists and high 

costs—especially for low-income residents.  
 
• Suggestions included a hybrid model of telehealth with brick-and-mortar facilities and mobile units.  
 
• The importance of addressing veteran and low-income populations was emphasized, along with the 

need for better housing for health care providers.  
 
• The role of local leaders in supporting these initiatives was also stressed.  
 
• The group discussed the need to involve more people, including those with specific expertise, in 

their planning. They stressed the importance of engaging various community groups—such as 
Rotary and Chamber groups—to gain broader support.  

 
• Sam Walton's success with coal mine camps was cited as an example of how unity among different 

groups can lead to effective implementation.  
 
• Participants suggested involving veteran organizations like the VFW and American Legion to address 

veteran health care issues—highlighting the value of their firsthand experience and community 
connections.  

 
Suggestions 
 
1. Explore partnerships with existing health care providers (Carilion Health, Ballad Health, etc.) to 

implement telehealth services in the region. 
 
2. Gather data on the utilization of school-based health services (scoliosis screenings, flu shots, 

dental exams) to inform the telehealth planning. 
 
3. Identify and engage with additional stakeholders, such as veteran service organizations (VFW, 

American Legion) to gather input and build support for the telehealth initiative. 
 
4. Investigate the feasibility of establishing "bricks-and-mortar" telehealth locations, such as 

community centers or mobile units, to provide in-person support and access. 
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Session 2—August 25, 2025/Tazewell County 
 
Synopsis 
 
• The meeting focused on implementing telehealth in Tazewell County—addressing health care 

disparities and accessibility issues.  
 
• The group acknowledged the need for telehealth to complement existing health care services— 

emphasizing the importance of physical locations for older patients and mobile clinics for remote 
areas.  

 
• Participants discussed the challenges of attracting and retaining health care professionals, the role 

of telehealth in reducing ER overcrowding, and the potential for specialized telehealth services like 
cardiology and pulmonology.  

 
• The conversation also touched on the need for preventive care, employee wellness programs, and 

the importance of quality-of-life factors in retaining health care talent.  
 
• The conversation highlighted issues with health care quality and access in rural areas, with 

personal stories illustrating misdiagnoses and the need for specialized care.  
 
• The discussion also touched on the overburdened health care system, with doctors managing high 

patient loads and how that impacts care quality.  
 
• There was a discussion on the barriers faced by foreign-trained medical professionals in the 

country—suggesting a need for legislative changes to allow apprenticeships.  
 
• The group also discussed the importance of local government support for health care initiatives and 

the interconnectedness of health care, housing, and economic growth. 
 

Suggestions 
 
1. Investigate the VA's telehealth program and potential partnership opportunities. 
 
2. Explore the feasibility of establishing a centralized health care facility that could provide various 

screenings and services. 
 
3. Engage with local school districts and community colleges to develop health care career pathways 

and talent pipeline. 
 
4. Assess the region's housing and quality of life offerings to identify areas for improvement in 

attracting and retaining health care professionals. 
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Session 3—August 25, 2025/Tazewell County 
 
Synopsis 
 
• The meeting discussed the expansion of broadband and telehealth initiatives in Virginia—focusing 

on addressing health care gaps in four counties.  
 
• Key points included the high rates of chronic diseases, obesity, and mental health issues—with 

infant mortality and opioid crises being significant concerns.  
 
• The conversation highlighted the role of pharmacists in telehealth, transitions of care, and the 

importance of healthy eating habits starting in schools.  
 
• Retention of pharmacists in the region was noted, with 50% staying in the Appalachia Regional 

Commission area.  
 
• The discussion also covered the potential for mobile health care units and the need for better health 

care access to retain and attract residents. 
 
Suggestions 
 
1. Explore partnership opportunities with Health Innovations to leverage their expertise in telehealth. 
 
2. Investigate the feasibility of a brick-and-mortar health care facility that integrates medical services 

and a pharmacy. 
 
3. Gather data on the specific health statistics and outcomes within the four-county region. 
 
4. Explore opportunities to collaborate with the local school system to improve the nutritional quality 

of school. 
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Session 4—August 26, 2025/Russell County 
 
Synopsis 
 
• The group discussed health care and prior, foundational broadband work that had been done 

throughout the region. 
 

• Participants discussed the need for telehealth to complement local health care—emphasizing the 
importance of health care navigation and community education.  

 
• They highlighted challenges like limited access to specialists, high insurance costs, and the need 

for marketing to promote telehealth and preventive care.  
 
• The discussion also touched on potential partnerships with veterans' health care and mental health 

initiatives, and the importance of attracting and retaining health care professionals in rural areas. 
 

Suggestions 
 
1. Investigate successful telehealth/rural health care models in other states that could be replicated. 
 
2. Explore opportunities to partner with the VA to leverage their telehealth resources and 

infrastructure for the region. 
 
3. Look into providing a health care navigator/concierge service to help residents navigate the health 

care system. 
 
4. Develop a marketing campaign to promote the region's telehealth and health care capabilities as an 

economic development tool. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 48 

Session 5—August 26, 2025/Russell County 
 
Synopsis 
 
• The meeting discussed the implementation of telehealth services in the region following the 

completion of a broadband project.  
 
• Key points included the need for telehealth to address health care access issues, particularly for 

specialized care and elderly populations.  
 
• Participants shared experiences with telehealth, highlighting its convenience but also concerns 

about trust and reliability.  
 
• The discussion also touched on the challenges of attracting and retaining health care professionals, 

the impact of insurance and pharmacy policies, and the potential for telehealth to improve mental 
health and veteran care.  

 
• The importance of health care navigators and the role of local hospitals and health care networks 

were also emphasized. 
 
Suggestions 
 
1. Explore the feasibility of implementing telehealth services, with a focus on veterans and seniors. 
 
2. Investigate the possibility of establishing health care navigators to assist patients in coordinating 

their care. 
 
3. Identify strategies to incentivize health care professionals, particularly nurses, to work and remain 

in the region. 
 
4. Assess the availability and accessibility of specialized health care services, such as pediatrics and 

gynecology, and explore ways to improve access. 
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Session 6—September 24, 2025/Buchanan County 
 
Synopsis 
 
The conversation revolved around local community efforts and challenges. 
 
The group discussed the lack of health care resources in Buchanan County—with local hospitals facing 
low patient volumes and poor doctor retention.  
 
The community faces significant health care challenges—including long wait times, poor emergency 
care, and a lack of specialists.  
 
The conversation highlighted the need for better health care infrastructure, including telemedicine and 
mobile health services, particularly for veterans and older residents.  
 
The discussion also touched on the administrative shortcomings at the local hospital and the need for 
community engagement and leadership to improve health care outcomes.  
 
The group emphasized the close-knit nature of small-town America.  
 
The discussion shifted to the need for community involvement, particularly in health care and 
highlighted the importance of "boots on the ground" in the county.  
 
The group agreed on the necessity of filling certain community needs, whether through physical 
infrastructure or other means. 
 
Suggestions 
 
1. Investigate the current use of electronic medical records by health care providers in the region. 
 
2. Explore the possibility of partnering with the University of Pikeville or other health care institutions 

to bring new resources and expertise to the area. 
 
3. Engage with the local Board of Supervisors to advocate for changes in the governance and 

leadership of the local hospital. 
 
4. Identify potential funding sources, such as federal programs for veterans' health care, to support 

the implementation of telehealth and mobile health services. 
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Session 7—September 24, 2025/Buchanan County 
 
Synopsis 
 
• The meeting discussed the challenges and potential solutions for health care in Buchanan County, 

focusing on telehealth and broadband expansion.  
 
• Key points included the high ER visit rates, lack of urgent care options, and the need for better 

health care access.  
 
• Participants highlighted the financial and logistical barriers to health care, such as long travel times 

and limited provider availability.  
 
• The group suggested leveraging existing programs like the VA's Atlas program and Remote Area 

Medical (RAM) for additional support.  
 
• The importance of community engagement, particularly through educational sessions and 

partnerships with local schools, was emphasized to improve health care access and outcomes. 
 

Suggestions 
 
1. Explore partnership opportunities with the local vocational school and community college to 

develop a telehealth-focused curriculum and training program. 
 
2. Reach out to the local school superintendent to discuss potential collaboration on telehealth 

initiatives. 
 
3. Investigate the feasibility of integrating telehealth access points or mobile units into community 

events and gatherings to increase awareness and accessibility. 
 
4. Coordinate with the county's Medicaid and social services providers to explore ways to incentivize 

or mandate health care engagement among benefit recipients. 
 
5. Follow up with the group to provide updates on the planning progress and potential implementation 

strategies by the spring. 
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Session 8—September 24, 2025/Buchanan County 
 
Synopsis 
 
• The meeting discussed the expansion of broadband and telehealth initiatives in Virginia, focusing on 

addressing health care gaps in four counties.  
 
• Key points included the high rates of chronic diseases, obesity, and mental health issues, with 

infant mortality and opioid crises being significant concerns.  
 
• The conversation highlighted the role of pharmacists in telehealth, transitions of care, and the 

importance of healthy eating habits starting in schools.  
 
• Retention of pharmacists in the region was noted, with 50% staying in the Appalachia Regional 

Commission area.  
 
• The discussion also covered the potential for mobile health care units and the need for better health 

care access to retain and attract residents. 
 

Suggestions 
 
1. Investigate the feasibility of a brick-and-mortar health care facility that integrates medical services 

and a pharmacy. 
 
2. Assess the potential for mobile health care units with pharmacy involvement to reach underserved 

areas. 
 
3. Gather data on the specific health statistics and outcomes within the four-county region. 
 
4. Explore opportunities to collaborate with the local school system to improve the nutritional quality 

of school meals. 
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Session 9—September 25, 2025/Dickenson County 
 
Synopsis 
 
• Jordan Dillion discussed the regional broadband deployment project focusing on expanding 

services to health care—particularly telehealth—to address health care gaps and population 
decline in the four-county market.  

 
• Jordan explained how grant monies were obtained and used to fund this telehealth feasibility study.   
 
• Participants highlighted issues like elderly transportation, lack of specialty care, and the need for 

better coordination between health care providers.  
 
• The group also emphasized the importance of community partnerships, such as the Health Wagon. 
 
• They outlined the challenges of retaining health care talent in rural areas.  
 
• The conversation also touched on the broader social determinants of health and the impact of 

natural disasters on health care access. 
 

Suggestions 
 
1. Connect with Ballad Health to discuss potential telehealth opportunities. 
 
2. Obtain contact information for the person who organizes veteran-focused retreats and events, to 

potentially collaborate on similar initiatives and feature telehealth. 
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Session 10—September 26, 2025/Dickenson County 
 
Synopsis 
 
• The meeting focused on health care challenges and potential solutions in Dickinson County.  
 
• Key points included the deployment of broadband to enhance telehealth services, the need for 

better primary and specialty care, and the role of the Health Wagon.  
 
• Participants discussed the impact of health care disparities, the importance of telehealth, and the 

potential for a brick-and-mortar facility to provide specialized care.  
 
• The rehab center project, co-located with an industrial park, was highlighted for its economic 

development and workforce training benefits.  
 
• The discussion also touched on the need for better coordination among health care providers and 

community agencies to address the region's health care needs.  
 
• The conversation revolved around living and health care challenges in a rural area including the high 

costs of telehealth and home health services, health care and education as major deterrents for 
new residents, legal and insurance issues, medication shortages and high costs.  

 
• The group also discussed the need for assisted living facilities and the difficulty of staffing them. 
 
Suggestions 
 
1. Look into the Project Return program in Nashville as a potential model for the rehabilitation center. 
 
2. Explore partnerships with home health agencies to incorporate telehealth services. 
 
3. Investigate how community college and vocational programs could be leveraged to provide 

telehealth nursing support. 
 
4. Follow up with the Appalachian Agency for Senior Citizens to understand their current services and 

identify opportunities for improvement. 
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Virginia 2025 Telehealth Regulatory and Provider Framework 
 
We have provided state and national regulations and pending legislation that will certainly 
impact upon this initiative.  This information is meant as a guide for Southwest Virginia 
stakeholders in medical and/or legal occupations who will be involved in the formative 
stages of the project.   Citations are provided for easy reference.   
 
Executive Overview 
 
Telehealth and telemedicine services in Virginia are governed by a combination of 
statutory provisions, administrative codes, and board guidance. Key objectives include 
ensuring patient safety, facilitating access to care (particularly in rural and underserved 
areas), and maintaining continuity of care across state lines. For the purposes of 
commercial health insurance coverage, Virginia law recognizes telemedicine as the use 
of interactive electronic technology for diagnosing, treating, monitoring, or consulting 
regarding patients, with exceptions for certain communications such as audio-only calls, 
email, fax, or online questionnaires (Va. Code Ann. § 38.2- 3418.16). 
 
The regulatory landscape encompasses in-state licensure requirements, cross-state 
practice allowances, prescribing protocols, and specific allowances for behavioral health 
and continuity of care. Additionally, Virginia participates in multiple interstate licensure 
compacts to support provider mobility. 
 
Key Takeaways 
 
• The streamlined telehealth list and removal of frequency limits reduce barriers to care for rural 

patients. 
 
• Behavioral health integration and digital health tools support comprehensive chronic disease 

management. 
 
• Virtual supervision and teaching physician flexibility increase staffing options in resource-

limited settings. 
 

• Temporary audio-only telehealth coverage helps mitigate connectivity gaps but does not 
replace broadband-dependent services. 

 
• Caregiver training services and APCM add-ons strengthen home-based care and integrated 

primary care delivery. 
 

• Operational and administrative challenges, including technology access, workforce capacity, 
and billing complexity, remain important considerations. 
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Virginia Telehealth Regulatory Framework (Core Rules) 

Eligible Providers 
 
In Virginia, eligibility to furnish telehealth services is governed by a combination of 
professional scope-of-practice statutes, prescribing authority provisions, and applicable 
insurance coverage requirements, including those set forth in Titles 38.2 and 54.1 of the 
Virginia Code.  Providers authorized to deliver telehealth services, subject to their 
respective scopes of practice, include: 
 
• Physicians and Osteopaths 
• Chiropractors 
• Optometrists 
• Psychologists 
• Clinical Social Workers 
• Dentists 
• Advanced Practice Registered Nurses (APRNs), subject to statutory collaboration and 

practice requirements (Va. Code Ann. § 54.1-2957) 
• Clinical Nurse Specialists 
• Pharmacists, under specific statutory conditions 
• Physician Assistants under practice agreements or credentialing/privileging 

arrangements 
• Certified Midwives, where authorized (Va. Code Ann. § 54.1-2957.04) 
• Veterinarians (for prescription services) 
 
Prescribing via Telemedicine 
 
Prescribing medications through telemedicine is limited to providers authorized under 
Virginia law to prescribe within their scope of practice, including physicians, osteopaths, 
podiatrists, dentists, veterinarians, certified nurse midwives, and APRNs or physician 
assistants operating pursuant to applicable statutory or practice agreement requirements 
(Va. Code Ann. § 54.1-3303). 
 
Eligible Technologies 
 
Telemedicine services must be delivered using interactive electronic technology or media 
that enables real-time communication between the provider and patient, including 
interactive audio-visual consultations and remote patient monitoring technologies. 
 
For purposes of commercial insurance coverage parity, excluded modalities include 
audio-only telephone calls, email, fax, and online questionnaires (Va. Code Ann. § 38.2-
3418.16(B)). 
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Location and Licensure Requirements 
 
For purposes of licensure and regulation, the practice of medicine via telemedicine is 
deemed to occur at the location of the patient at the time services are rendered. 
Providers furnishing telemedicine services to patients located in Virginia must hold 
appropriate Virginia licensure or authorization, unless a statutory exception applies.  Out-
of-state providers generally must obtain Virginia licensure to establish a new practitioner-
patient relationship with a Virginia patient, subject to limited statutory and regulatory 
exceptions. 
 
Physicians licensed in adjoining states and licensed APRNs may provide emergency 
medical advice to Virginia patients via telecommunications in circumstances permitted by 
law (Va. Code Ann. § 54.1-2901(7)). 
 
Expedited or alternative licensure pathways are available for certain out-of-state 
practitioners through the Virginia Department of Health Professions. 
 
Behavioral Health and Continuity of Care 
 
Virginia law permits limited cross-jurisdictional telehealth practice for certain behavioral 
health services in order to promote continuity of care.  Physicians, physician assistants, 
APRNs, licensed clinical social workers, and psychologists may continue providing 
telehealth services to Virginia patients when a practitioner-patient relationship was 
previously established, an in-person evaluation occurred within the prior twelve months, 
and the services are provided on a time-limited basis, generally not to exceed one year 
unless otherwise authorized or renewed under applicable law (Va. Code Ann. §§ 54.1-
2901, 54.1-3601, 54.1-3701). 
 
Where the original practitioner is temporarily unavailable, another practitioner of the same 
subspecialty within the same practice group may, in limited circumstances, continue care 
using telemedicine. 
 
Prescribing Controlled Substance Rules 
 
Establishment of a bona fide practitioner-patient relationship is required prior to 
prescribing controlled substances via telemedicine.  Telemedicine prescribing must 
comply with applicable Virginia statutes, Board of Medicine guidance, and federal 
controlled substance requirements, including DEA regulations.  Pharmacists may 
dispense or administer medications pursuant to telemedicine encounters when consistent 
with applicable standards of care and statutory authority (Va. Code Ann. § 54.1-3303). 
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Institutional and Infrastructure Considerations 
 
• Correctional Facilities: Telehealth services provided in correctional settings must 

ensure adequate privacy for clinical encounters.  Certain reporting and update 
requirements apply to the Joint Commission on Health Care pursuant to statute (Va. 
Code Ann. § 53.1-10; SB 1039). 
 

• Telehealth Forensic Examinations: Sexual assault forensic examinations may be 
conducted via telehealth when onsite examiners are unavailable, provided that 
evidence collection and documentation comply with applicable statutory requirements 
and rules of evidence (Va. Code Ann. § 19.2-11.6:1). 

 
• Addiction Medicine Services: Telemedicine staffing and service delivery for addiction 

treatment programs must comply with regulations promulgated by the Department of 
Behavioral Health and Developmental Services (12 VAC 35-105-1840). 

 
Compact Participation and Workforce Mobility Considerations 
 
The Commonwealth of Virginia participates in multiple interstate licensure compacts, 
including: 
 
Virginia has enacted or authorized participation in multiple interstate licensure compacts, 
including the Nurse Licensure Compact, PSYPACT, the Social Work Compact, the 
Counseling Compact, the Physical Therapy Compact, the Occupational Therapy Compact, 
the Audiology and Speech-Language Pathology Compact, the Physician Assistant 
Compact, and the Emergency Medical Services Personnel Licensure Compact. 
 
These compacts, once operational, have the potential to enhance workforce mobility and 
support multi-state telehealth delivery, particularly for behavioral health and specialty 
services. 
 
Governance and Strategic Coordination 
 
The Virginia Board of Health, in coordination with the Virginia Telehealth Network, is 
responsible for maintaining and updating the Statewide Telehealth Plan pursuant to 
statute (Va. Code Ann. § 32.1-122.03:1).  Responsibilities include implementation 
oversight, policy consultation, data tracking, and periodic updates to reflect evolving best 
practices and emerging technologies. 
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Identified Gaps and Policy Considerations 
 
These are areas in Virginia’s telehealth laws where there is ambiguity: 
 
• Pediatric and maternal telehealth coverage: Limited explicit guidance for neonatal or 

obstetric telemedicine beyond certified midwives. 
 
• Advanced practice pharmacist scope: Regulations permit telemedicine under certain 

conditions, but details of diagnostic authority are not fully codified. 
 
• Emergency telehealth: Guidance exists for adjoining-state providers, but broader multi-

state disaster response protocols could be strengthened. 
 
• Cross-state behavioral health continuity: One-year limitation may create gaps for 

chronic mental health patients. 
 
• Technology inequities: Exclusion of audio-only communications limits access for 

populations without video-capable devices. 
 
• Rural corrections and school-based telehealth: Operational guidelines exist but are not 

fully integrated into statewide strategic planning. 
 

Overview of Medical Record Privacy and Disclosure Law in Virginia 
 
Virginia’s medical record privacy framework establishes broad patient rights of access, 
treats health records as confidential by default, and permits or requires disclosure based 
on the identity of the requester, the purpose of the disclosure, and the type of information 
involved.  The framework applies generally to health care providers and custodians of 
medical records and is not limited to any particular care setting or patient population. 
 
General Confidentiality and Patient Access Rights 
 
Under Virginia law, medical records are considered confidential and may be disclosed only 
as authorized by the patient or as otherwise permitted or required by law.  Patients have a 
statutory right to access and obtain copies of their medical records, and health care 
providers must respond to such requests in accordance with applicable state law and 
federal requirements, including the HIPAA Privacy Rule. V irginia law also recognizes the 
right of a patient’s attorney and authorized insurers to obtain records under specified 
conditions and provides remedies where access is improperly denied. 
(Va. Code § 8.01-413; Va. Code § 32.1-127.1:03; 45 CFR 164.524) 
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HIPAA and Virginia’s Privacy Overlay 
 
Virginia’s Health Records Privacy Act operates in conjunction with HIPAA and generally 
aligns with federal privacy standards while preserving Virginia-specific confidentiality 
requirements.  HIPAA establishes the baseline rules governing the use and disclosure of 
protected health information (PHI), including permitted disclosures for treatment, 
payment, and health care operations (TPO), as well as individual rights of access.  Virginia 
law supplements this framework by affirming confidentiality as the default and by 
imposing additional conditions for certain categories of information and disclosures. 
 
Application to Telehealth and Remote Care 
 
Virginia law does not establish a separate medical-record privacy framework for 
telehealth; rather, the same confidentiality, access, and disclosure standards apply 
regardless of whether care is delivered in person or remotely.  In practice, however, 
telehealth modalities may affect how these obligations are operationalized, including 
verification of patient identity, determination of the patient’s location for licensure and 
disclosure purposes, application of minimum necessary standards, and safeguards for the 
electronic transmission and storage of protected health information.  These 
considerations are particularly relevant where telehealth services rely on third-party 
platforms, remote access to electronic health records, or cross-jurisdictional providers. As 
a result, telehealth programs must account for existing privacy and disclosure 
requirements at the point of care delivery, even though the underlying legal standards 
remain unchanged. 
 
Sensitive Categories of Health Information 
 
Certain types of medical information are subject to heightened privacy protections under 
Virginia and federal law. These include, among others: 
 
• HIV/AIDS-related information, which generally requires specific written authorization 

and is subject to restrictions on redisclosure. 
 
• Substance use disorder treatment records, which are governed primarily by federal law 

and are subject to stringent confidentiality and consent requirements. 
 
• Mental health records, which may be disclosed subject to special rules, including 

provider discretion to withhold information where disclosure would be clinically 
inappropriate, and distinct standards for minors, guardians, and court proceedings. 

 
These enhanced protections apply regardless of care setting and may limit or condition 
disclosures that would otherwise be permitted under HIPAA. 
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Purpose-Based Disclosures and Compelled Reporting 
 
Virginia law recognizes that the permissibility of disclosing medical records often turns on 
the purpose of the disclosure. In addition to disclosures authorized by the patient, records 
may be disclosed without patient authorization where permitted or required by law, 
including: 
 
• Disclosures for treatment, payment, and health care operations consistent with HIPAA 

 
• Disclosures in connection with workers’ compensation claims and disability 

determinations, subject to scope and relevance limitations 
 
• Disclosures pursuant to subpoenas, court orders, or other lawful process, with 

additional procedural safeguards for sensitive information 
 
• Mandatory disclosures to public health authorities, medical examiners or coroners, 

and protective services agencies in cases involving reportable conditions, deaths, or 
suspected abuse or neglect 

 
These disclosure obligations vary by context and often override patient consent 
requirements. 
 
Practical Implications 
 
As a result, compliance with Virginia medical record privacy law requires case-by-case 
evaluation of each request for records, taking into account the requester’s authority, the 
purpose of the request, the type of information sought, and the interaction between state 
and federal law.  No single statute governs all disclosures, and reliance on setting-specific 
rules alone may result in incomplete or inaccurate compliance. 
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Virginia Medical Record Privacy and Disclosure Framework (General) 
Law / Authority Subject Matter Who May Access / Receive 

Records 
Disclosure Standard / 
Notes 

Va. Code § 32.1-
127.1:03 (Health 
Records Privacy 
Act) 

General 
confidentiality of 
health records 

Patient; others as authorized 
or permitted by law 

Establishes 
confidentiality as the 
default; permits 
disclosure only with 
patient authorization or 
where allowed or 
required by law; 
operates in conjunction 
with HIPAA 

Va. Code § 8.01-
413 

Patient access; 
subpoenas; 
admissibility 

Patient; patient’s attorney; 
authorized insurers; courts 

Grants patients a 
statutory right to copies 
of records; governs 
subpoenas and 
evidentiary use; 
provides remedies for 
improper refusal, 
including damages and 
attorneys’ fees 

45 CFR 164.524 
(HIPAA) 

Individual right of 
access 

Patient or personal 
representative 

Establishes federal 
access timelines and 
format requirements; 
applies unless Virginia 
law is more restrictive 

45 CFR 164.502; 
45 CFR 164.506 
(HIPAA) 

Treatment, 
Payment, and 
Health care 
Operations (TPO) 

Providers, payers, business 
associates 

Permits disclosures 
without patient 
authorization for TPO; 
Virginia generally aligns 
with HIPAA in this area 

Va. Code § 32.1-
36.1 et seq. 

HIV/AIDS-related 
information 

Limited recipients specified 
by statute 

Requires specific 
written authorization; 
restricts redisclosure; 
stricter than HIPAA 

42 CFR Part 2 
(Federal) 

Substance use 
disorder 
treatment 
records 

Extremely limited; patient-
authorized recipients 

Federal law governs; 
requires explicit 
consent or court order; 
redisclosure prohibited 

Va. Code §§ 37.2-
400 et seq. 

Mental health 
records 

Patient; guardians; courts; 
others as permitted 

Provides heightened 
protections; allows 
provider discretion to 
withhold where 
disclosure would be 
clinically inappropriate; 
special rules for minors 
and guardians 
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Law / Authority Subject Matter Who May Access / Receive 
Records 

Disclosure Standard / 
Notes 

Va. Code § 63.2-
1509 

Child abuse 
reporting 

Child protective services; 
law enforcement 

Mandatory disclosure; 
overrides patient 
consent 

Va. Code § 63.2-
1606 

Elder or 
incapacitated 
adult abuse 
reporting 

Adult protective services Mandatory disclosure; 
overrides patient 
consent 

Va. Code § 65.2-
900 et seq. 

Workers’ 
compensation 

Employers, insurers, 
Commission 

Permits disclosure of 
relevant medical 
records for workers’ 
compensation 
purposes; scope 
limited to the claim 

Va. Code § 19.2-
11.6:1 

Sexual assault 
forensic 
examinations 

Law enforcement; courts Permits telehealth-
supported forensic 
exams; evidence 
admissibility subject to 
procedural compliance 

Va. Code §§ 32.1-
36; 32.1-37 

Public health 
reporting 

Virginia Department of 
Health 

Mandatory reporting of 
certain conditions and 
data 

Va. Code § 32.1-
283 

Medical 
examiners / 
coroners 

Chief Medical Examiner Mandatory disclosure in 
cases involving death 
under specified 
circumstances 

Virginia Rules of 
Civil Procedure 

Civil subpoenas Courts; litigants Disclosure subject to 
subpoena or court 
order; sensitive records 
may require heightened 
process 

Va. Code § 32.1-
127.1:03 (Health 
Records Privacy 
Act) 

General 
confidentiality of 
health records 

Patient; others as authorized 
or permitted by law 

Establishes 
confidentiality as the 
default; permits 
disclosure only with 
patient authorization or 
where allowed or 
required by law; 
operates in conjunction 
with HIPAA 
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Virginia 2026 Legislative Session – Early Advisory for Telehealth and Rural 
Care Gaps (Based on CY 2024-CY 2025 Session Activity) 

The Virginia 2026 legislative session is scheduled to convene on January 14, 2026, and 
adjourn on March 14, 2026.  This advisory is intended to highlight key bills and legislative 
trends that the Commonwealth may wish to monitor for their potential impact on 
telehealth delivery, rural care access, and associated data privacy and maternal health 
initiatives. 

The following provides a summary of recent legislative activity and areas of potential 
relevance, along with a watchlist of specific bills that may intersect with ongoing and 
future telehealth programs.  This information is provided to help the Commonwealth 
anticipate regulatory or operational considerations and support informed decision-making 
once our contract ends. 

Medical Records and Data Privacy 

Recent legislative activity in Virginia reflects a continued emphasis on medical records 
privacy, consumer data protection, and parental access to minors’ health information. 
Bills such as HB 666 (2024), HB 813 (2024), and HB 821 (2024) introduced provisions that 
impact: 

• Timely notification and security of electronic health records 
 
• Parental access to minors’ health information, particularly in digital health platforms 
 
• Restrictions on processing of children’s data for marketing or profiling purposes. 

For telehealth providers, these privacy provisions may affect platform design, consent 
procedures, and data-sharing protocols, especially when coordinating care across 
multiple facilities or counties.  Ensuring compliance with both state and federal 
requirements (e.g., HIPAA) is critical, as is evaluating how privacy rules may intersect with 
telehealth delivery to minors or sensitive patient populations. 
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Reproductive and Maternal Health Access 

Several bills enacted or pending in prior sessions may indirectly influence telehealth 
services addressing reproductive health, maternal care, and care coordination for rural 
patients: 

• HB 286 (2024) reestablished the Task Force on Maternal Health Data and Quality 
Measures, mandating monitoring and evaluation of care quality and social 
determinants of health.  Telehealth platforms could support data collection and 
reporting for such initiatives. 

 
• HB 1539 (2024) and related legislation restrict extradition related to reproductive health 

services and regulate the use of personal reproductive health information.  While 
focused on reproductive care, these provisions may affect telehealth providers who 
store or transmit sensitive patient data. 

 
• HB 2398 (2024), HB 2183 (2024), and other bills underscore requirements for providers 

managing post-abortion or birth-related care.  While not directly telehealth-specific, 
compliance protocols may intersect with virtual care delivery, particularly in rural 
regions with limited in-person services. 

Emerging Data Privacy and Digital Health Initiatives 

Legislation such as HB 2043 (2024), HB 2250 (2024), and HB 2268 (2024) reflects a growing 
focus on: 
 
• Consumer data privacy rights, including access, deletion, and opt-out mechanisms. 
 
• Governance of AI and emerging technology in health care applications. 
 
• State oversight and enforcement mechanisms. 
 
For telehealth programs targeting rural patients, these provisions highlight potential 
compliance obligations when integrating remote monitoring, mobile health applications, 
or digital health data collection.  Ensuring patient consent, secure data handling, and 
transparency will be essential for program success. 
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CY 2025 Legislative Bills—Key Themes 
 
• Bills affecting data privacy, parental access, and breach notifications will have direct 

implications for telehealth platforms, particularly those serving minors or storing 
sensitive maternal/reproductive health data. 

 
• Maternal health and reproductive health bills indicate continued legislative focus on 

care gaps for rural populations, potentially opening opportunities or introducing 
compliance requirements for telehealth providers. 

 
• Bills creating divisions or pilot programs (AI, cybersecurity, maternal monitoring) signal 

potential funding, collaboration, or regulatory oversight opportunities relevant to 
telehealth. 

 
CY 2025 Bills - Implications for the 2026 Session 
 
Given the legislative trajectory over 2024–2025, we anticipate several areas of potential 
activity in the 2026 session that may intersect with telehealth and rural care delivery: 
 
• Updates to medical records and data privacy frameworks, potentially affecting 

consent, notification, and security requirements. 
 
• Funding or reporting requirements for maternal and rural health programs, which may 

intersect with telehealth-enabled care coordination. 
 
• Potential modifications to reproductive and sexual health access rules, which could 

affect virtual health service delivery in certain contexts. 
 
The session is January 14 – March 14, 2026; early monitoring is advised, particularly for any 
cross-cutting provisions affecting data, privacy, or access. 
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Virginia 2026 Legislative Session: Key Bills Relevant to Telehealth & 
Care Gap Work 
Session dates: January 14 – March 14, 2026 
Bill Sponsor (Party 

& Chamber) 
Policy Area Key Considerations 

VA HB 
286 
(2024) 

Delores L. 
McQuinn (D - 
Majority) 

Medical Records 
Privacy 

Reestablishes Task Force on Maternal Health 
Data and Quality Measures; monitors quality 
of care by race and social determinants. 
Relevant for telehealth maternal care 
programs. 

VA HB 
404 
(2024) 

Timothy P. 
Griffin (R - 
Minority) 

Reproductive 
Health 

Prohibits state contracts/funding for entities 
providing abortions. May affect telehealth 
partnerships or referral networks. 

VA HB 
519 
(2024) 

Candi Mundon 
King (D - 
Majority) 

Reproductive 
Health 

Limits Board of Medicine discipline related to 
abortion care; relevant for telehealth 
providers navigating cross-state or virtual 
services. 

VA HB 
666 
(2024) 

Nicholas J. 
Freitas (R - 
Minority) 

Medical Records 
/ Data Privacy 

Requires breach notification for state-held 
personal info. Relevant to telehealth data 
security. 

VA HB 
813 
(2024) 

Candi Mundon 
King (D - 
Majority) 

Medical Records 
Privacy 

Adds exceptions to parental access to minor 
health records if disclosure deters care. 
Important for adolescent telehealth services. 

VA HB 
821 
(2024) 

Mike A. Cherry 
(R - Minority) 

Medical Records 
Privacy 

Parental consent requirements for data 
collection from minors; affects telehealth 
platforms targeting children/adolescents. 

VA HB 
1359 
(2024) 

Kelly K. Convirs-
Fowler (D - 
Majority) 

Medical Records 
Privacy 

Prohibits search warrants for menstrual 
health data. Implications for telehealth record 
confidentiality. 

VA HB 
1539 
(2024) 

Marcus B. 
Simon (D - 
Majority) 

Reproductive 
Health / Data 
Privacy 

Protects against extradition for reproductive 
health activities; restricts unauthorized 
sharing of reproductive/sexual health info. 
Relevant for cross-state telehealth. 

VA HB 
2250 
(2024) 

Michelle Lopes 
Maldonado (D - 
Majority) 

Data Privacy / AI Expands consumer data rights, including AI 
training data disclosure. Telehealth vendors 
using AI-enabled tools may be affected. 

VA HB 
2268 
(2024) 

Bonita G. 
Anthony (D - 
Majority) 

Data Privacy Establishes Division of Emerging 
Technologies, Cybersecurity, and Data 
Privacy. Could influence telehealth security 
compliance. 

VA HB 
2399 
(2024) 

Phillip A. Scott 
(R - Minority) 

Medical Records 
Privacy / 
Parental Access 

Requires parental access to minor health 
records on secure websites. Telehealth 
platforms serving minors must comply. 

VA HB 
2655 
(2024) 

Wren M. 
Williams (R - 
Minority) 

Medical Records 
Privacy / Access 

Rules for exchange of medical and mental 
health info in correctional facilities; impacts 
telehealth expansion in corrections. 
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Bill Sponsor (Party 

& Chamber) 
Policy Area Key Considerations 

VA SB 15 
(2024) 

Barbara A. 
Favola (D - 
Majority) 

Reproductive 
Health / Data 
Privacy 

Prohibits extradition for reproductive health 
activities; protects personal 
reproductive/sexual health info. Relevant for 
telehealth compliance. 

VA SB 
278 
(2024) 

Ghazala F. 
Hashmi (D - 
Majority) 

Reproductive 
Health 

Protects abortion and gender-affirming care 
from law enforcement inquiries; creates 
private right of action. Impacts telehealth 
record handling. 

VA SB 
1457 
(2024) 

Jennifer D. 
Carroll Foy (D - 
Majority) 

Medical Records 
Privacy / 
Maternal Health 

Maternal Health Monitoring Pilot Program for 
hypertension and diabetes; telehealth RPM 
use expected. 

VA SJ 1 
(2026) 

Jennifer B. 
Boysko (D - 
Majority) 

Reproductive 
Health 

Proposed constitutional amendment for 
reproductive freedom; may influence 
telehealth access and policy. 

 
Summary:  Virginia Telehealth Requirements Matrix 
 

 
 
 
 
 
 
 
 
 
 



 68 

Summary:  Virginia Telehealth Compliance Matrix 
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Summary of Relevant CY 2026 Medicare Physician Fee Schedule (PFS) 
Policies for Rural Telehealth and Care Gap Fulfillment 
 
The Calendar Year (CY) 2026 Medicare Physician Fee Schedule (PFS) Final Rule1 introduces 
several policy changes that affect rural care delivery, including telehealth services, 
behavioral health integration, chronic disease management, and advanced primary care. 
These policies may improve access for rural beneficiaries; however, their application 
remains subject to statutory constraints, operational feasibility, and future CMS 
rulemaking. 
 
Telehealth Services and Supervision 
 
CMS has streamlined the process for adding services to the Medicare Telehealth Services 
List, eliminating the distinction between provisional and permanent services.  Covered 
telehealth services must generally be furnished using interactive, two-way audio-video 
communication, unless a specific statutory or regulatory exception applies.  Frequency 
limitations for certain inpatient, nursing facility, and critical care telehealth visits have 
been removed, subject to applicable conditions of payment. 
 
CMS permits certain services requiring direct supervision to be supervised virtually using 
real-time audio-video communication, consistent with Medicare supervision 
requirements.  Teaching physicians may maintain a virtual presence for services furnished 
via telehealth, when permitted by CMS policy and documentation standards. 
 
Behavioral Health and Chronic Disease Management 
 
The CY 2026 PFS establishes optional add-on codes for Advanced Primary Care 
Management (APCM), which may support integration of behavioral health services and the 
Collaborative Care Model (CoCM), subject to applicable billing and documentation 
requirements.  CMS has expanded coverage for certain digital mental health treatment 
(DMHT) devices, including for attention-deficit/hyperactivity disorder (ADHD), with 
additional categories under consideration in future rulemaking. 
 
These provisions may enhance care coordination and chronic disease management in 
rural settings; however, implementation is contingent upon provider capacity, technology 
access, and compliance with Medicare billing and supervision requirements. 
 

 
1  Medicare & Medicaid Programs; CY 2026 Payment Policies Under the Physician Fee Schedule and Other 
Changes to Part B Payment & Coverage Policies; Medicare Shared Savings Program Requirements; & Medicare 
Prescription Drug Inflation Rebate Program, 90 Fed. Reg. 49,266 (Nov. 5, 2025) (to be codified in 42 CFR Parts 405, 
410, 414, 424, 425, 427, 428, 495, and 512). 
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Rural Health Clinics (RHCs) and Federally Qualified Health Centers 
(FQHCs) 
 
RHCs and FQHCs are permitted to adopt APCM add-on codes and must report applicable 
CoCM and telehealth services using required Medicare billing codes.  CMS permits direct 
supervision to be provided virtually in these settings, consistent with Medicare supervision 
standards. 
 
CMS has extended temporary coverage for certain non-behavioral health services 
furnished via audio-only telehealth through December 31, 2026.  This policy is time-limited 
and subject to future statutory and regulatory action. 
 
Caregiver Training Services 
 
CMS has established new coding and payment mechanisms for Caregiver Training 
Services, including instruction related to wound care, infection control, and behavior 
management.  These services may be furnished via telehealth when all Medicare 
requirements are met, supporting in-home care and chronic patient management in rural 
settings. 
 
Payment and Efficiency Protections 
 
Telehealth, care management, and behavioral health services are exempt from the 
Medicare efficiency adjustment applicable to certain other services, preserving 
reimbursement levels for eligible providers.  This exemption applies to payment 
calculations but does not modify underlying coverage, supervision, or statutory 
requirements. 
 
Statutory and Contextual Considerations 
 
Certain Medicare telehealth policies remain constrained by underlying statutory 
requirements, including originating site limitations and technology standards.  Providers 
should account for these constraints when developing long-term telehealth strategies for 
rural populations, particularly where broadband access or device availability is limited. 

 
The following tables summarize select CY 2026 Medicare PFS policies for planning 
purposes only and are subject to change based on future CMS rulemaking, statutory 
amendments, and sub-regulatory guidance. 
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CY 2026 Medicare PFS Provisions Impacting Rural Telehealth & Care Gap Fulfillment 

Provision/ 
Policy 

Rural Care Gap 
Addressed 

Operational 
Considerations 

Delivery/ 
Technology 
Notes 

Risks/Barriers 

Telehealth 
Services List 
Streamlining 

Expands service 
options for rural 
patients; 
reduces travel 
and wait times 

Identify new 
services; 
update clinical 
and billing 
workflows 

Interactive 
two-way 
audio-video 
required 

Limited broadband or 
device access; staff 
training for new services 

Removal of 
Frequency 
Limitations 
(Inpatient, 
Nursing 
Facility, 
Critical Care) 

Supports 
ongoing follow-
up and chronic 
disease 
management 

Update 
EHR/billing; 
educate 
clinicians 

Real-time 
video 
required 

Connectivity limitations 
may prevent frequent 
visits; clinician capacity 
constraints 

Virtual Direct 
Supervision 

Enables 
centralized 
supervision for 
multiple rural 
sites 

Train 
supervisors; 
maintain 
documentation 

Real-time 
audio-video; 
excludes 
audio-only 

Broadband/connectivity 
barriers; staff may lack 
telepresence skills 

Teaching 
Physician 
Virtual 
Presence 

Supports 
telehealth 
training and 
resident 
participation in 
rural settings 

Update 
workflows; 
verify 
documentation 

Only when 
service is 
furnished 
virtually 

Poor connectivity may 
limit effectiveness; 
documentation burden 

APCM Add-
On Codes for 
BHI / CoCM 

Integrates 
behavioral health 
into primary care 

Track reporting; 
train staff on 
coding; 
coordinate care 

Telehealth-
enabled 
integration; 
add-on to 
APCM 
codes 

Behavioral health 
workforce shortages; 
care coordination 
complexity; broadband 
limitations 
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Provision/ 
Policy 

Rural Care Gap 
Addressed 

Operational 
Considerations 

Delivery/ 
Technology 
Notes 

Risks/Barriers 

Expansion of 
DMHT 
(including 
ADHD 
devices) 

Provides remote 
behavioral health 
monitoring and 
treatment 

Integrate 
devices into 
care plans; train 
staff; ensure 
compliance 

Telehealth-
enabled 
devices 

Device cost and 
distribution; patient tech 
literacy; connectivity for 
real-time monitoring 

RHC / FQHC 
Adoption of 
APCM Add-
Ons 

Supports 
advanced 
primary care in 
safety-net rural 
clinics 

Staff training; 
update billing 

Telehealth 
allowed; 
follows PFS 
add-on 
coding 

Coding expertise; 
resource constraints in 
small clinics 

Reporting of 
Individual 
CoCM / 
Telehealth 
Codes 
(G0512, 
G0071) 

Ensures 
reimbursement 
for specific 
telehealth 
services 

Update claims 
submission; 
track services 
individually 

Real-time 
telehealth or 
remote 
evaluation 

Administrative burden; 
risk of coding errors; 
reimbursement delays 

RHC / FQHC 
Virtual Direct 
Supervision 

Increases 
staffing flexibility 
in rural clinics 

Confirm 
supervisors’ 
access; 
maintain 
documentation 

Real-time 
audio-video 

Broadband/connectivity 
barriers; training for 
remote supervision 

Audio-Only 
Telehealth 
(G2025, 
through 
12/31/2026) 

Provides access 
for patients 
without 
broadband or 
devices 

Identify eligible 
visits; educate 
patients; track 
claims 

Audio-only 
temporarily 
allowed for 
non-
behavioral 
health 

Limited to non-behavioral 
health; temporary policy; 
lower clinical 
effectiveness than video 
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Provision/ 
Policy 

Rural Care Gap 
Addressed 

Operational 
Considerations 

Delivery/ 
Technology 
Notes 

Risks/Barriers 

Caregiver 
Training 
Services 
(CTS) via 
Telehealth 

Supports in-
home care for 
chronic/complex 
patients 

Develop 
protocols; 
integrate 
telehealth; code 
services 

Telehealth 
delivery 

Caregiver tech literacy; 
scheduling/logistics; 
broadband limitations 

Efficiency 
Adjustment 
Exemption 

Protects 
telehealth, care 
management, 
behavioral health 
payments 

Ensure accurate 
billing 

No impact 
on 
telehealth 
codes 

Exemption protects 
revenue but does not 
address operational or 
access barriers 

 
References: 
- CY 2026 Physician Fee Schedule (PFS) Final Rule (CMS-1832-F):  
- CY 2026 Physician Fee Schedule (PFS) (CMS-1832-F): addenda  
- Calendar Year (CY) 2026 Medicare Physician Fee Schedule Final Rule (CMS-1832-F): 

CMS Fact Sheet 
- CMS Modernizes Payment Accuracy and Significantly Cuts Spending Waste: CMS Press 

Release 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.cms.gov/medicare/payment/fee-schedules/physician/federal-regulation-notices/cms-1832-f
https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2026-medicare-physician-fee-schedule-final-rule-cms-1832-f
https://www.cms.gov/newsroom/press-releases/cms-modernizes-payment-accuracy-significantly-cuts-spending-waste
https://www.cms.gov/newsroom/press-releases/cms-modernizes-payment-accuracy-significantly-cuts-spending-waste
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Summary of Key Compliance Considerations       
 
Informed Consent—Required for all telemedicine encounters (Board of Medicine 
Guidance #85-12); must be documented in the patient record.      
 
Standard of Care—Same as in-person care (§ 54.1-3303).      
 
Prescribing—Controlled substances may be prescribed only with a bona fide practitioner-
patient relationship and compliance with federal DEA tele-prescribing regulations.   
     
Reimbursement—Commercial insurers must provide coverage parity (§ 38.2-3418.16); 
payment parity is not required.  Medicaid telehealth services are reimbursed under 12 VAC 
30-130-5020 et seq.       
 
Privacy & Records—Must comply with HIPAA and Virginia’s Health Records Privacy Act 
(VA ST § 32.1-127.1:03).       
 
Statewide Telehealth Plan—The Board of Health must maintain a Statewide Telehealth 
Plan in coordination with the Virginia Telehealth Network (§ 32.1-122.03:1(C)).  
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Telehealth Technologies 
 
Delivery Variants  
 
Synchronous  
 
Here, communication and/or data exchange between the patient and provider is occurring 
in real-time.  This technology includes both videoconferencing and audio-only options.  
The major positive aspect of synchronous videoconferencing and audio options is that 
health care providers are responsively working in real time on patient concerns and needs.    
 
Certainly, videoconferencing provides a more dynamic and intimate experience over 
audio-only options, but it requires sufficient broadband connectivity.  Also, 
videoconferencing typically has inherent hardware and software requirements that can 
challenge or fully preclude health care patrons who are ‘tech adverse.’  Audio only options, 
obviously, do not provide a visual patient assessment for the medical professional.  From 
the patient perspective, the audio interaction can seem distant or disjointed.  Hearing 
impaired patients can find this communication channel even more challenging.   
 
Asynchronous 
 
Communication and/or data exchange between the patient and provider is occurring in a 
‘store and forward’ (saved) format—typically within a proprietary technology system.  The 
primary benefit of asynchronous telehealth is that a robust internet infrastructure is not 
required.  Also, both providers and patients are free of scheduling constraints because 
either can contribute to the telehealth interaction at their convenience.  The primary 
downside of this telehealth delivery method is that patient needs are not being addressed 
urgently.   Depending on the technology used, there are still potential hardware and 
software issues for the non-tech savvy patient.     
 
Continuous 
 
This variant is predominately used for remote patient diagnostics.  For example, a patient 
with an implanted loop recorder that is being continuously monitored remotely by health 
care technicians for heart arrhythmias or palpitations.  The primary benefit of this type of 
technology is that the patient is passively involved in the process.  A secondary benefit is 
that technology requirements here are usually modest and do not require ongoing action or 
intervention by the health care patron.   
 
Hybrid 
 
Hybrid technologies offer a combination of synchronous, asynchronous, and/or 
continuous models.   



 76 

 Telehealth Delivery Systems 
 
All-In-One Platforms 
 
As the name implies, this type of system covers all the bases—virtual visits, scheduling, 
patient intake, documentation, billing, and analytics/reports.  These monolithic systems 
are typically offered through large health systems and hospital networks and fully integrate 
with patient Electronic Health Records (EHR).   Design, development, hosting, support, and 
updates are performed by a third-party vendor such as Epic or Cerner (Oracle).   
 
Advantages: 
 
• Faster system deployment in unserved or underserved markets  
 

• A consistent user experience for all aspects of telehealth 
 

• Greater compliance with HIPAA, audit log requirements, etc.   
 
Disadvantages: 
 
• Vendor monopolies 
 

• Limited customization and tepid patient support 
 
• Slow innovation and upgrades 
 
Modular Platforms 
 
This approach provides a technical a la carte of various telehealth components such as 
scheduling, patient virtual visit, etc.   So, conceivably, the health care patron would have a 
mobile app for scheduling and then use to a Zoom-based derivative for their actual 
telehealth visit while insurance would be handled by another integrated platform.   
 
Advantages: 
 
• High flexibility  
 
• Best feature functionality 

 
• Autonomy from vendor monopolies 
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Disadvantages: 
 
• Complexity for both providers and patients 
 

• Potential integration issues across platforms 
 

• Fragmented customer support 
 

• Active IT engineering and oversight is necessary  
 
Electronic Health Records Platforms 
 
Here, telehealth functions ‘live inside’ of the patient electronic health record.  So, when a 
patient accesses their health care portfolio they have access to native telehealth services.  
Companies like Epic (My Chart) and Athenahealth offer these types of solutions that are 
rooted in the patient history and offer the provider data hygiene, simplified compliance, 
and better auditing.    
 
Advantages: 
 
• High integration with clinical data  
 

• Shared user identity, access control, and documentation 
 
• Seamless workflow   
 
Disadvantages: 
 
• Non-friendly software interface 
 
• Limited integration options 
 

• Slow innovation and upgrades  
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Consumer-Focused Platforms 
 
Above all else, these systems prioritize the mobile experience of telehealth patrons.  The 
services are usually fee-based and do not align with a specific hospitals or health care 
networks.  However, they do offer insurance integration and reimbursement in some 
instances and markets.  Players like Teladoc Health and Amwell serve this segment of the 
telehealth industry.   
 
Advantages: 
 
• Intuitive and seamless user experience  
 
• Quick deployment and scalability 
 

• High security protocols   
 
Disadvantages: 
 
• Siloed from EHR’s 

 
• Interoperable with mainstay health networks and hospitals  
 

• No holistic continuity of care for patient 
 
Specialty Platforms 
 
These systems are focused on specific clinical needs such as mental health or chronic 
care.   Increasingly, this type of technology uses AI and is integrated with remote patient 
monitoring.  Companies such as Omada Health and Talkspace dominant this segment of 
the market.   
 
Advantages: 
 
• Intensive clinical focus  
 
• Strong patient adoption 
 

• High clinician satisfaction   
 
Disadvantages: 
 
• Narrow scope 

 
• Interoperable with broader telehealth technologies 
 

• No holistic continuity of care for patient 
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Situational Analysis Summary 
 
 
Four-County Market Summary 
 
 

 
 
 
SWOT Analysis 
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The Strategy Plan 
 
Goals 
 
A deliberate and strategic approach to telehealth for Southwest Virginia should yield many 
direct and indirect benefits for this region of Appalachian and its residents.  Here we break 
down goals into logical areas of focus.   
 
Economic Goals 
 
• Assist with long-term economic resiliency for the region and, ultimately, make the 

region more competitive for economic development opportunities and investment.   
 
• Stop and, ultimately, begin to reverse population decline in the region.  This also 

includes stemming ‘brain drain’ of health care professionals and allied students from 
the area.    

 
• Facilitate a regional viewpoint of health care that, by necessity, encourages active 

communication and collaboration between core public and private stakeholders in the 
entire four-county footprint.   

 
• Promote integrated care models and holistic population health strategies that raise the 

health index for the entire region.   
 
Patient Goals 
 
• Improve patient access to conventional and specialized care by reducing ‘trade off’ 

travel and economic burdens faced by residents of the four-county area.     
 

• Give patients greater flexibility in scheduling and delivery options for health care that go 
beyond traditional bricks-and-mortar facilities.     

 
• Make health care more intuitive through mobile apps and reminders.   
 
• Advance patient outcomes by facilitating preventative care and healthy lifestyles. 

 
• Provide mechanisms for early detection and intensive intervention in higher morbidity 

cases that are commonplace in this coal extraction region of the Commonwealth.   
 

• Maintain continuity of care during climate and health emergencies.   
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Health care Provider Goals 
 
• Stabilize the existing health care in Southwest Virginia by augmenting and 

complementing bricks-and-mortar entities across the region.  This will alleviate stress 
on already overtaxed emergency facilities and limited primary care networks.   

 
• Streamline interactions such as follow-up visits, taking key vitals, and medication 

checks.   
 
• Facilitate triaging by determining who needs in-person care vs. remote monitoring. 
 
• Rationalize overhead such as facility usage, staffing for in-person intake, waiting room 

costs, etc.   
 

• Allow for increased patient capacity without expansion of financially stressed physical 
assets throughout the region.   

 
• Optimize provider productivity by mixing virtual and in-person visits. 

 
• Reduce burnout by decreasing physical demands and administrative load. 

 
• Improve communication among multidisciplinary health care teams.  

 
• Broaden the pool of providers who can contribute to localized care.  

 
• Streamline health care documentation and create automated digital workflows 

 
• Decrease ‘no-shows’ due to seamless scheduling. 
 
• Reduce patient complications and hospitalizations due to early intervention. 
 
• Mitigate hospital readmissions using remote patient monitoring. 

 
• Support disaster readiness and general business continuity. 

 
• Differentiate local organizations as innovative and patient focused. 

 
• Create new business revenue lines such as remote specialty consults and virtual 

behavioral health to buoy the financial health of mainstay providers in the region.   
 

• Deploy new specialties, second opinions, and urgent care access that raise the bar for 
local health care services and service delivery.   
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Geographic Focus 
 
A potential pitfall in launching a telehealth initiative across Southwest Virginia is 
overreach.  While we acknowledge the ‘sink or swim’ dynamic that binds these four 
counties together—geographically, culturally, and economically—implementing an overly 
ambitious, region-wide program would, in our opinion, ultimately result in prompt failure 
for all communities.   
 
We are advocating for a ‘hub and spoke’ model that would pinpoint initial focus and 
investment in a single, centrally located county.  Initially, this ‘hub’ county can serve its 
own telehealth needs while providing relatively easy physical access for citizens in the 
other three counties.   
 
Examining the target market solely by geography, only two counties—Buchanan and 
Russell— can serve as equidistant hubs for the regional telehealth initiative.   Of the two, 
we believe that Russell County offers several benefits that should make it the logical 
strategic anchor point for this project.    
 
Here is our primary rationale.   
 
Topography & Transportation Routes 
 
Russell County provides less mountainous terrain than Buchanan County.  US Route 19 
and its arterials provide relatively quick and straightforward access throughout the county 
and, equally important, to other parts of the region.  A multi-pronged approach to 
telehealth delivery will ultimately require patients to easily access centralized facilities, 
mobile units, and even conventional medical establishments.  In some instances, it will 
also include provider-to-patient in-home visits.      
 
Allied Health Providers 
 
Despite mixed reviews we received about both entities during focus group interviews, the 
presence of conglomerate Ballad Health (via Russell County Hospital) and entrenched 
telehealth provider, The Health Wagon, provide an existing, strong foundation for this 
initiative in Russell County.  Together, they provide a path of least resistance to quick 
telehealth implementation and demonstrated success. 
 
Ballad’s nominal presence and service offering in the county can be leveraged through 
telehealth mechanisms to tap their extensive multi-state network of primary care and 
specialist physicians and allied professionals.  Similarly, the hospital has helicopter 
service—an asset that will come into play and benefit from telehealth technologies and 
communication.  Like Ballad, we believe The Health Wagon’s physical, mobile, and 
technological apparatus should be adopted and expanded in Russell County to serve it 
and, ultimately, the broader geographic market.     
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Educational Providers 
 
Russell County is served by both the Southwest Virginia Community College and University 
of Virginia’s College of Wise.  Both entities provide various nursing programs and 
degrees—even online.  Graduates from these institutions—along with other regional 
entities like The Appalachian College of Pharmacy—will be needed to fill various direct and 
indirect telehealth positions that will be created through the initiative.     
 
Elected Officials 
 
During both our one-on-one interviews and subsequent focus group sessions, we were 
highly impressed by key members of Russell County’s Board of Supervisors.  Despite their 
conventional job titles, they are strategic decision-makers who are operating local 
government entrepreneurially—as an agile, lean, tech-based enterprise.   
 
We believe this type of mindset will be necessary to design, implement, and ultimately 
sustain telehealth in the Southwest Virginia region.  This will be especially true during the 
formative stages of the project.   
 
In two relatively recent instances, members of the Board of Supervisors have been ahead 
of the curve.  First, they implemented a series of mechanisms to give Russell County 
broadband and cellular connectivity and coverage—the most recent being aggressive 
adoption of Starlink.  Second, they have directed the community college to align 
curriculum to meet forward facing jobs and the future needs of the county.    
 
As a bonus, senior members of the Board of Supervisors have the attention and respect of 
decision makers and funding sources in both Richmond and Washington.     
 
County Vitality 
 
Within the four-county footprint, Russell County ranks favorably in terms of economic and 
health vitality.  In short, you have a foundation to build on during the formative stages of 
the telehealth initiative that will create early momentum and demonstrate success to local 
and regional stakeholders as well as program funding sources.    
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Site Inventory 
 
Russell County has many ‘public’ sites that are centrally located and offer: 
 

• Reliable broadband access and power 
• Sequestered and secure rooms 
• ADA-compliant entrances, restrooms, and parking 
• On site staff 
• Convenient hours 

 
We’ll provide more detail on facility attributes later in this strategy.  As we finalize this 
strategy plan, two primary practice facilities in Honaker are being closed.  Logically, these 
facilities are being targeted for health care reuse by local elected officials and their 
regional economic development partners.  One (or both) could function as telehealth 
anchor facilities in the eastern portion of the county.   
 
Telehealth Access Points 
 
Within Russell County, there are six communities that offer logical telehealth access 
points for the first phase of the initiative.  These locations provide strong coverage for 
Russell County while allowing indirect access for residents of neighboring Buchanan, 
Dickenson, and Tazewell Counties.   For example, Honaker would provide telehealth 
access to Buchanan County.  Dante would serve Dickenson County residents.  Tazewell 
County residents would use telehealth in Raven.  As the telehealth project matures and 
expands throughout the region, these access points can revert focus to localized 
populations.   
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Program Management and Structure 
 
From an economic development perspective, there are two types of market realities that 
exist in the United States today.    
 
The first type of market is typically found in coastal urban and metro areas across the 
nation.  Here, private sector investment is zealous—and these investors are rewarded with 
relatively quick and disproportionately high returns on their risk capital.  In these markets, 
there is demonstrated financial incentive and rationale for the private sector to instigate 
local economic development.  In short, the risk is low, and the potential return is high.   
 
The second type of market is typically found in aging suburban or rural communities that 
dominate our national landscape.  Private sector investment is anemic because return on 
investment is not assured and—even if realized, is slow.  Here, the private sector doesn’t 
instigate economic development—that role is played by local governments and regional 
and local economic development agencies.  These entities can accept higher risk for low 
and slow return on investment—all for the advancement of their communities.  Ideally, 
once the flywheel starts moving in these communities, it will eventually validate and spur 
nominal, new private sector investment.    
 
If this telehealth strategy was being formulated for the Richmond metro, we would 
recommend that VCU Medical or Chippenham Hospital be the driver for the initiative—
financially and operationally.  This calculus changes for a market like Southwest Virginia…  
 
Here we envision that the project is spearheaded by the sponsor of this plan, The 
Cumberland Plateau Planning District Commission (CPPDC).   The organization checks 
many important boxes relative to this project.   

 
• CPPDC is one of 21 recognized regional Planning Districts in the Commonwealth of 

Virginia.   
 
• They have direct access to, and proficiency with, essential state and federal funding 

sources that will be necessary to implement and sustain the telehealth initiative.   
 
• CPPDC is ultimately responsible for coordination and support of community and 

economic development within the four-county geographic target area.    
 
•  The organization has a successful track record with other relevant efforts, including 

comprehensive, regional broadband deployment that was the essential precursor to 
this strategy.   

 
• CPPDC has a professional administration and staff that can support and/or augment 

local efforts.   
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• The organization is highly respected by key stakeholders throughout the region, 
Commonwealth, and Federal Government.  

 
• They have a broad perspective on how this project fits into other current and future key 

community, economic, and workforce development goals and initiatives.  They can find 
synergies that would not necessarily be apparent from the local perspective.     

 
CPPDC would partner with Russell County officials during the formative stages of the 
initiative.  As the project expands, they will transition focus and work with other county 
and/or economic development officials in Buchanan, Dickenson, and Tazewell Counties.    
 
Telehealth Population Targets 
 
There are at least a dozen logical population targets for this telehealth initiative.  CPPDC, 
their Telehealth Steering Committee, and Russell County should choose one or two initial 
population targets as they launch the initiative.   
 
The inclusion and prioritization of other population groups will naturally unfold as efforts 
take root in Russell County and elsewhere in the region.   We recommend initial 
prioritization of patient cohorts that meet multiple criteria illustrated below.  So, for 
example, mentally ill and/or disabled veterans who are living in remote parts of the county.   
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Telehealth Service Offering 
 
We have identified eight general domains for this telehealth strategy.   These domains have 
not been weighted or prioritized here but—as with program geography—we would 
recommend starting with two or three areas of initial concentration and gradually build out 
the service offering organically based on program demand and resource realities.     

 
Tapping Into Telehealth 
 
We are convinced that a single intake mechanism for telehealth in Southwest Virginia will 
not create sufficient patient adoption because it fails to meet people ‘where they live.’   
 
During our presentation to CPPDC’s Advisory Board in latter September, we gave general 
examples of a multipronged intake model that would offer residents of the region many 
different pathways to tap into telehealth.    
 
Here is the intake framework we are proposing— 
 
Physical Telehealth Centers 
 
This option involves physical permanence and necessitates long-term strategic 
relationships with partner entities that can meet telehealth space, technology, 
accessibility, and flexibility needs.    
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This form of ambulatory telehealth will be housed in the following types of facilities.   
 
• Existing hospitals, primary care facilities, clinics, and pharmacies.   
 
• Municipal governments, churches, libraries, community centers, and social clubs. 
 
• Retail establishments such as Walmart and Food Lion.      
  
While we recognize and commend the new primary health facility that is being constructed 
in Tazewell County through a partnership between the United Way and Carillion Health, 
there is generally no need to build new facilities in the region to accommodate telehealth.   
The region has many existing public and private sector locations that can be repurposed 
for this endeavor.    
 
Mobile Telehealth Units 
 
This option would bring regularly scheduled health services to convenient ‘congregation 
points’ throughout the region using mobile units.  Initially, we recommend utilizing existing 
providers in this space—most notably The Health Wagon—who already has a presence in 
Buchanan, Dickenson, and Russell Counties.   
 
This telehealth initiative should instigate expanded mobile services through that entity by 
bringing fresh dollars and resources to the table.  That said, based on recurring focus group 
feedback, we realize that some key partners in the region have a less than favorable view of 
The Health Wagon.  Any future strategic partnership with them needs to have a clear 
delineation of roles and responsibilities—both in an operational and financial context.  
Expectations must be quantified, shared, and agreed upon.  Trust but verify… 
 
Depending on future demand and the viability of the relationship with The Health Wagon, 
this telehealth project could eventually spur all new mobile telehealth services in 
chronically underserved areas across the region.  It is in the region’s best interest that 
these services complement vs. compete with this existing provider.   
 
 This form of ambulatory telehealth will create regular mobile unit visits to these types of 
locations.   
 
• Municipal governments, churches, libraries, community centers, and social clubs. 

 
• Retail establishments such as Walmart, Home Depot, Lowes, Food Lion, and Dollar 

General.     
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There is another significant opportunity for mobile telehealth that directly ties into 
economic development—specifically in business retention & expansion (BRE).  The goal of 
BRE is to keep and, ideally, expand the jobs and capital investment of private-sector firms 
within a trading area.   One way this is achieved is by providing these indigenous firms with 
curated, value-based services of all kinds.   
 
Undoubtedly, healthy and happy employees are a key element to the success and 
longevity of private sector firms.  Using mobile health care, regional and local economic 
development officials can ensure that businesses and their employees have direct access 
to physical and mental health assistance through regularly scheduled mobile visits.   
 
This is a win-win-win scenario.  Employees, their employers, and the community ultimately 
benefit from an enhanced and seamless delivery of health care services.   This concept 
could be taken further by encouraging family members to participate in these ‘mobile 
health days.’ 
 
Home Telehealth Visits 
 
This intake component focuses on populations within the region that are, for various 
reasons, unable or unwilling to visit centralized physical or mobile facilities.   At one end of 
the spectrum this cohort includes dependent infirmed populations…at the other end this 
includes self-reliant tech savvy health care patrons.   Here, we focus on the former. 
 
Dependent, infirmed populations will require the telehealth equivalent of a visiting nurse 
who is capable of taking vitals, assessing their needs, and—as needed—connect them in 
real time to external general or specialty care service providers.   
 
Earlier in the strategy, we outlined Elon Musk’s Starlink service that is being deployed 
throughout the region for a variety of purposes.  Here, we recommend that visiting 
telehealth nurses are equipped with ‘Starlink backpacks’ that provide universally robust 
internet access throughout the region.  Starlink will remove connectivity constraints from 
the telehealth equation as these nurse professionals go from one home and location to 
another.   The backpack technology should be paired with Apple iPad or Microsoft Surface 
tablet devices that provide high-definition video and audio options during interactions with 
external health providers.   
 
Self-Directed Home Telehealth 
 
As we alluded to in the previous section, autonomous health care patrons—especially 
those in younger age cohorts who reflexively use technology for everything in their lives—
can connect directly to telehealth audio and video communication that will allow them to 
access primary and specialized care without the need for third-party assistance or nursing 
oversight.   
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Both Carillion and Ballad—the two main bricks-and-mortar health care providers in the 
region—offer mobile apps that connect patients to their networks of primary and specialty 
care providers.  Obviously, the groundwork that was laid through CPPDC and their local 
affiliates on widespread broadband deployment has made this self-directed telehealth 
access possible today in virtually every area of the region.   
 
Multipronged Telehealth Intake 
 
This graphic depicts multi-faceted intake options for telehealth patients in the four-county 
trading area.  Inward directional arrows indicate that telehealth is being delivered to 
‘passive’ customers.  Outward directional arrows indicate ‘active’ patrons who are 
pursuing telehealth intake options.    
  

 
 
 
 
 
 
 
 
 
 
 
 
 



 91 

Telehealth Service Delivery Protocols 
 
Specific service delivery protocols are, at this juncture, premature and beyond the scope 
of this strategy.  Nevertheless, we want to outline key considerations for this vitally 
important element of the future telehealth initiative.  Protocols should provide a clear 
delineation of workflow for all health care and allied stakeholders who are intimately 
involved in the process while giving telehealth patients a consistent experience—
regardless of when and how they are accessing services.  Equally important, protocols 
should adhere to insurance company reimbursements—recognizing that, in many 
instances, these policies are a subjective moving target.     
 
Here are main protocol categories along with questions to be addressed as the initiative 
takes shape.     
 
Program Management/Oversight 
 
• What entity is providing clinical leadership and structure for the initiative? 
 
• Who is the ultimate point of accountability? 
 
• What factors constitute quality assurance and who is responsible for overseeing it? 

 
• How do these factors change based on geographic area and affiliated hospital (Carillion vs. Ballad) 
 
Scope of Telehealth Services 
 
• What services fall under the initiative and why? 
 
• Which services are beyond the scope of the initiative and, again, why? 
 
Patient Eligibility and Access 
 
• What are geographic considerations for eligibility? 
 
• Do different intake mechanisms have inherent clinical criteria?   
 
• How does technology factor into various intake access points?  

 
Provider Credentialing and Licensure 
 
• What are general eligibility standards for providers? 
 
• What are the considerations for multi-county licensure compliance? 
 
• Do health care providers and their sponsoring entities have scope-of-practice alignment? 
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Technology and Infrastructure 
 
• Do technologies meet approved federal and state standards? 
 
• What are connectivity and bandwidth requirements? 
 
• Do patients have specific device/peripheral requirements depending on service delivery? 
 
• Are technologies ‘non-denominational’ across multiple provider networks? 
 
Privacy, Security, and Data Protection 
 
• Is there compliance with HIPAA and Virginia law? 
 
• Have consent and disclosure standards been developed? 
 
• Is data transmission encrypted and data storage secure?  Do they meet national best practice 

thresholds? 
 
Informed Consent and Patient Education 
 
• Are you following telehealth-specific consent requirements? 
 
• Do you take into consideration standard patient rights and limitations?  
 
• Are considerations like patient literacy and culture being addressed?  
 
Emergency and Risk Management 
 
• Are there emergency identification procedures in place? 
 
• What coordination and communication with local emergency services exist? 

 
• Are duty to warn and mandatory reporting requirements understood by all front-line stakeholders? 

 
Care Continuity and Referral Management 
 
• What are the key metrics that define clinical quality?   
 
• How is patient satisfaction monitored and, ultimately, evaluated? 
 
• What are short, medium, and long-term program evaluation benchmarks? 
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Billing, Reimbursement, and Financial Controls 
 
• Are we following payer eligibility rules, including Medicare and Medicaid? 
 
• Are acceptable coding and documentation standards being met? 
 
• Do we have fraud and abuse safeguards in place?     
 
Training and Staff Competency 
 
• Have provider telehealth competency standards and service protocols been developed? 
 
• What are new and existing staff orientation and training requirements? 
 
• Are there continuing education requirements—even including cyber security awareness?   

 
Legal, Regulatory, and Compliance Monitoring 
 
• How is state and federal regulatory tracking being performed? 
 
• What are mechanisms for policy updates to be understood and disseminated? 
 
• What are program auditing and compliance review processes?    
 
 
 
Obviously, the benefit of integrating this initiative into existing provider networks such as 
Carilion, Ballad, The Health Wagon, etc. is that most of these protocols will already be in 
place.   There is no need to reinvent the wheel—legally, operationally, or technologically.  
Implementation can be jumpstarted, and initial focus is where it should be—on delivery of 
patient services—versus bureaucracy and compliance.       
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Talent and Workforce Development 
 
Earlier in this strategy document, we acknowledged that health care is complicated and 
has tentacles that connect it with many other socio-economic pillars in the region.  
Nowhere is this more evident than in talent and workforce.   
 
Our secondary data analysis of the target area confirmed significant and consistent 
population loss for all four counties in varying degrees.  Our in-person focus groups with 
key stakeholders across the region corroborated this continual erosion of population.  
Participants suggested that the region’s ‘best and brightest’ are most susceptible to 
outmigration as they seek out improved employment and life chance opportunities 
elsewhere in the world.  Many used their own children and close family members as 
illustrative references for this phenomenon.   
 
Health care is a rapidly evolving industry in the United States that is largely being driven by 
demographics such as America’s aging Baby-Boomer generation.  Like many new economy 
sectors, health care is heavily reliant on both human capital and technology—including 
artificial intelligence (AI).  Employees in this space must possess the education and skills 
that allow them to keep pace with the velocity of the industry—today and tomorrow.   
 
As we stated earlier in this document, Southwest Virginia is an educational and vocational 
proving ground for young health care talent while, paradoxically, it faces chronic shortages 
of health care providers and support personnel throughout the region.  Therefore, retaining 
more newly educated health care talent in the Southwest Virginia region must be a key 
priority of this telehealth strategy.   
 
Talent Retention 
 
Here, we recommend the region create an aggressive funding quid pro quo that would 
incentivize newly graduated health care students to give back to the community for 2 to 3 
year ‘enlistment’ terms.   
 
Certainly, the region should investigate using The National Health Service Corps (NHSC) 
and Nurse Corps Loan Repayment Program (HRSA) as well as Virginia’s State Loan 
Repayment Program (VA-SLRP).  These programs provide up to $100,000 in educational 
reimbursement for 3-year service commitments.   However, many of the mainstay 
educational providers in the region provide low to no cost health care tuition fees so these 
funding mechanisms will not, in many instances, resonate with new graduates.  These 
types of programs can and should be employed with students at institutions like the 
Appalachian College of Pharmacy where the tuition rate for the class of 2028 will surpass 
$41,000 per year.      
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Because of the many affordable health care education options that exist in the region, this 
vision must go beyond typical cost reimbursement programs.  We advocate an aggressive 
and blatant ‘pay to play’ strategy that tells the region and outside world that Southwest 
Virginia is serious about health care talent retention.   
 
Initially, CPPDC in partnership with Russell County would offer contractual ‘signing 
bonuses’ to staff the telehealth intake mechanisms that were outlined earlier in the 
strategy plan.  The region will be competing with larger markets that offer intrinsically 
higher wage rates and quality of life assets as well as local circuit rider nursing jobs that, 
today, command top hourly rates.   In essence, you are competing with the likes of Tulsa 
Remote—the nation’s preeminent talent attraction program.  Offering an inducement of 
$7,500-10,000 per student/per year is not unreasonable—and may need to be bumped 
further to achieve desired results.  Ideally, financial incentives will eventually be married 
with new, affordable housing options and, where applicable, childcare access and 
reimbursements—creating compelling synergies to keep health care talent in Southwest 
Virginia.   
 
Retaining local health care students in the four-county trading area is only part of an 
overarching talent pipeline strategy for the region.   Another component will be the 
recruitment of health care and allied professionals to the four-county area.   
 
Expat Talent Recruitment 
 
The most direct path to talent recruitment for Southwest Virginia is to identify former 
residents who are currently employed in health care or allied fields elsewhere in the state 
or nation.  These individuals—ostensibly—still have an affinity for, and connections to, the 
area.  LinkedIn’s Recruiter product will allow local officials to easily identify and 
communicate with former residents of the area.   
 
Sponsors of this plan should develop a ‘homecoming’ campaign that focuses on positive 
local attributes such as: 
 
• Health care and telehealth employment opportunities 
• Low cost of living and quality of life  
• Recreational amenities 
• Arts and Culture (Roots, Bluegrass, and Country music) 
• Safety and security 
 
Like the talent retention component above, the marketing recruitment campaign for expats 
should offer incentives.  Here, we would suggest relocation reimbursement, real estate 
services, and multi-year employment stipends.   
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To begin moving the flywheel, CPPDC—in partnership with county government and 
economic development officials—should create magnet events that draw former residents 
back to the region.  These events will celebrate the expats while offering a curated 
(re)familiarization experience for them and their spouses, significant others, and families.   
 
General Talent Recruitment 
 
For the region, general talent recruitment will be a much tougher sell than bringing back 
expats or retaining existing residents because these individuals lack immediate ties to, and 
any affinity for, the market.    
 
Here, we would use the same general methodology as expat recruitment but would tweak 
the LinkedIn Recruiter search algorithms to, instead, find talent prospects who come from 
rural portions of the United States that have common denominators to Southwest 
Virginia—demographically, culturally, and geographically.  We believe this should not be a 
shotgun approach and instead be a staged campaign that is focused on specific regions of 
the country—one at a time. 
 
While we have referred to housing location assistance and incentives in this talent and 
workforce section of the strategy, more needs to be said.  Housing availability, condition, 
and cost were recurring negative themes in focus group sessions throughout the region 
with virtually every stakeholder cohort.   
 
Talent and workforce success in the region, generally—and with health care and telehealth 
specifically—will be dependent on the availability of affordable and plentiful quality 
housing.  All four counties in the region recognize this reality.  Buchanan County is 
aggressively addressing the need in their new Southern Gap community.  This entire 
development was instigated by flooding disasters that impacted the ‘old community.’  
Today, new, varied housing is popping up throughout this development.   
 
Certainly, this development in Buchanan County benefits from strong, multi-pronged 
financial support and the availability of abundant land, as well as full utilities and roadway 
infrastructure.  The recent completion of highway access to the area provides even more 
momentum to this local housing and broader community development effort.  While this 
Buchanan County model realistically can’t be replicated everywhere in the region, other 
counties need to follow suit and augment housing stock in unique ways that are financially 
feasible and appropriate for their respective communities.   
 
Talent and workforce attraction is a future facing, speculative undertaking.  Communities 
in Southwest Virginia need to adopt a Field of Dreams “Build it and they will come” 
mentality and play the long game here.   
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Like housing, community amenities and assets will often influence talent location 
decisions.  During our various trips to Southwest Virginia, we were impressed by the 
enclaves of new, creative community development improvement and adaptive reuse 
projects in all four corners of the region.  While some focus group participants expressed 
frustration with the negative social media commentary about demonstrable progress in 
their communities, they acknowledged most of the citizen feedback is (eventually) 
positive.  This positivity is vital because rank and file citizens are the frontline ambassadors 
for regional talent recruitment.  How they view the market influences the perceptions of 
external audiences about Southwest Virginia as a place to put down roots.   
 
Using the J-1 Visa Program for Talent Recruitment 
 
The J-1 Visa Exchange Visitor Program is a U.S. State Department initiative designed to 
promote international cultural exchange and mutual understanding by allowing foreign 
nationals to participate in approved educational and professional programs in the United 
States.  The J-1 program covers a wide range of categories—including students, scholars, 
teachers, interns, trainees, au pairs, and research professionals—who come to the U.S. 
temporarily to gain skills, conduct research, teach, or receive training while sharing their 
culture with American communities.  
 
Participants must be sponsored by a designated exchange organization, comply with 
program-specific rules, and intend to return to their home country after completion, with 
some subject to a two-year home-residency requirement.    
 
As of 2024, there were roughly 16,000 individuals falling under this program within the 
United States.  Approximately ten percent are front-line primary care providers.   
 
In Virginia, participation in the Conrad 30 Waiver Program is administered by the Virginia 
Department of Health, through its Office of Health Equity, in coordination with federal 
authorities including the U.S. Department of State and U.S. Citizenship and Immigration 
Services.  
 
Under the Conrad 30 Waiver Program, the Commonwealth may recommend a waiver of the 
federal two-year home-residency requirement for qualifying physicians, conditioned on the 
physician’s completion of a minimum three-year service obligation in a federally 
designated health professional shortage or underserved area of Virginia. 
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Funding Mechanisms  
 
Recently passed federal legislation (The Big Beautiful Bill) strengthens rural health care 
through the Rural Health Transformation Program (RHTP).  This program will direct $50 
billion to underserved, rural communities across the United States between 2026 and 
2030 in increments of $10 billion per year.  This legislation aims to make critical health care 
services accessible and affordable in underserved markets such as Southwest Virginia.  
 
There are two general focus areas under this legislation.   
 
• Funding is allocated to expand rural clinics and hospitals, upgrade medical equipment, 

and support telehealth infrastructure so patients can receive specialized care without 
long travel times.  

 
• The bill also creates incentives to recruit and retain doctors, nurses, and behavioral 

health professionals in rural areas, addressing long-standing workforce shortages.  
 
Half of the total funding ($25 billion) will be allocated equally among the 50 states.  The 
balance will be distributed by Centers for Medicare & Medicaid Services (CMS) by rural 
concentration and need.  States must submit a Rural Health care Transformation Plan to 
CMS no later than December 31st of 2025 to be eligible for funds.   
 
Communities in Virginia will make application to the Commonwealth for a share of these 
rurally designated funds.  We strongly recommend that the Cumberland Plateau Planning 
District Commission use this program as a primary funding mechanism to advance 
telehealth in the four-county market area.   
 
While the Rural Health Transformation Program is serendipitous, there are a number of 
other national, state, and private funding opportunities that can play a role in 
transformation of the Southwest Virginia’s health care delivery system.     
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Here is a synopsis of these mechanisms.   
 
Federal Funding Sources 
 
USDA – Distance Learning & Telemedicine (DLT) Grant 
 
Eligibility Rural nonprofits, local governments, health care providers, Higher ED 
Typical Award $50,000–$1,000,000 
Match 
Requirement 15% minimum 

Allowable Uses Telemedicine equipment, software, network infrastructure, distance learning 
tools 

Best Fit for 
Initiative Telehealth carts, remote diagnostic tools, connectivity expansion 

Notes Prioritizes high-poverty rural communities; Virginia applicants often successful 
with clear broadband metrics. 

 
HRSA – Telehealth Network Grant Program (TNGP) 
 
Eligibility 

 
Rural health networks, hospitals, FQHCs, consortiums 

Typical Award $300k–$750k/year for 3–4 years 
Match 
Requirement 

None typically 

Allowable Uses 
Network development, telehealth program planning, workforce training, patient 
access tools 

Best Fit Multi-site telehealth coordination and chronic disease management 
Notes Strong focus on clinical outcomes and data reporting. 
 
FCC – Rural Health Care Program (Health care Connect Fund) 
 
Eligibility 

 
Rural health care providers and consortia 

Typical Award Subsidizes 65% of broadband costs, no dollar cap 
Match 
Requirement 35% provider share 

Uses Broadband connectivity, network upgrades 
Best Fit Reducing ongoing connectivity costs 
Notes Noncompetitive but administratively complex. 
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SAMHSA – Rural Emergency Medical Services / Behavioral Telehealth Grants 
 
Eligibility 

 
Local governments, tribal entities, rural EMS, nonprofits 

Award Size $150,000–$500,000 
Match Requirement None 
Uses Behavioral health, crisis response, substance use treatment 
Best Fit Mental health & substance-use telehealth expansions 
Notes Prioritizes co-occurring crisis care and rural access needs. 
 
Commonwealth of Virginia Funding Sources 
 
Virginia Telehealth Network (VTN) Innovation Fund 
 
Eligibility 

 
Virginia health care providers, nonprofits, localities 

Award $25,000–$100,000 
Match None 
Uses Pilot programs, equipment, patient engagement technologies 
Notes Geared toward rural innovation and demonstration projects. 
 
Virginia Department of Health – Office of Rural Health (VAORH) Grants 
 
Eligibility Rural counties, health districts, clinics, hospitals 
Award $25,000–$150,000 
Match Often 10–20% 

Uses Telehealth program startup, workforce training, community care 
coordination 

Notes Aligns closely with Rural Health Plan and opioid initiatives. 
 
Virginia Tobacco Region Revitalization Commission (TRRC) 
 
Award 

 
$50,000–$1,000,000+ 

Match  Strong preference for 1:1 match 
Uses Health care access, broadband buildout, telehealth infrastructure 
Notes Excellent for capital-intensive telehealth hubs or regional networks. 
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Private Foundations and Philanthropic Funding 
 
Anthem Foundation  
 
Award 

 
$25,000–$250,000 

Uses Chronic disease management, digital health tools, community health 
Notes Good for patient-facing devices and remote monitoring. 
 
Verizon Foundation – Digital Inclusion & Health Equity 
 
Award 

 
$10,000–$100,000 

Uses Broadband access, digital literacy, telehealth support 
Notes Strong alignment with rural connectivity gaps. 
 
Robert Wood Johnson Foundation (RWJF) 
 
Award 

 
$100,000–$500,000+ 

Uses Rural health equity, care transformation, telehealth evaluation 
Notes Prioritizes data-sharing, health equity, and system innovation. 
 
Kohlberg Foundation – Rural Health Care 
 
Award 

 
$50,000–$500,000 

Uses Equipment, capacity building, workforce enhancements 
Notes Particularly supportive of Appalachia and rural clinics. 
 
Of significant note in this area of funding is the Virginia-based Anne & Gene Worrell 
Foundation in Charlottesville.   Southwest Virginia falls squarely within their geographic 
target areas in the state.  Moreover, under Economic Mobility & Well-Being, their grant 
priorities are tailor made for this initiative—focusing on education, health, and workforce 
development.  In 2024, they awarded over $8.5 million in grant dollars for 100 projects.  
Almost half went to communities and initiatives in Southwest Virginia.  Obviously, CPPDC 
has an existing relationship with the Worrell Foundation with their recent regional 
broadband initiative.     
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Corporate/Health care System Partnerships 
 
Health System Partners (UVA Health, VCU Health, Carilion Clinic) 
 
Support  

 
In-kind clinician support, shared telehealth platforms, data systems 

Uses Specialty telemedicine (endocrinology, cardiology, psychiatry) 
Notes Best for sustainability and integration with regional networks. 
 
Broadband/Tech Partners (Microsoft, Cisco, Lumen) 
 
Support Discounts, equipment donations, engineering services 
Uses Telemedicine carts, routers, secure data platforms 
Notes Often part of rural digital equity commitments. 
 
Recommended Funding Strategy  
 
Short-Term (0–6 Months) 
 
• Petition Commonwealth for 2026 RHTP funds 
• Apply for USDA DLT for equipment + software 
• Use Health care Connect Fund to continue to augment broadband, cellular, and 

Starlink 
• Pursue VTN Innovation Grant for pilot funding 
• Apply to Worrell Foundation 
 
Mid-Term (6–18 Months) 
 
• HRSA TNGP for network expansion 
• SAMHSA for behavioral telehealth layers 
• TRRC if in eligible region for capital expansion 
 
Long-Term (18+ Months) 
 
• RWJF or major foundation to scale 
• Corporate partnerships for device support and data integration 
• Health-system alignment for specialty telemedicine 
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US Department of Veteran’s Affairs ATLAS Program 
 
Accessing Telehealth through Local Area Stations (ATLAS) is a program offered through the 
US Department of Veteran’s Affairs.   As we finalize this strategy, ATLAS is being 
transitioned from a pilot initiative to formal telehealth grant program at the national level.   
 
The program provides ‘community-based locations’ equipped with internet and telehealth 
technology where veterans can have a virtual visit with a VA approved provider.  These 
locations are intended especially for those veterans who face barriers to telehealth at 
home or have to travel long distances to main VA facilities.   
 
A Veteran enrolled in care at a VA Medical Center (VAMC) can be referred to an ATLAS site 
that is associated with that VAMC.  At the site, the Veteran enters a private room (or 
“booth”) where there is high-speed internet connectivity, videoconferencing equipment, 
and an on-site attendant who helps with the technical setup and room check-in.  It is 
important to note that the on-site attendant is not present during the medical visit and 
does not have access to the Veteran’s medical records or the actual session data. The 
actual clinical visit is done via the VA’s secure videoconferencing tool, VA Video Connect.   
 
Services at ATLAS typically involve primary care consultation as well as areas such as 
mental health, pharmacy, nutrition, and social work.  There is no copay for ATLAS 
appointments (for video visits)—this is the same as if the Veteran did a video appointment 
at home via VA Video Connect.  Veterans who qualify for travel reimbursement for 
traditional VA visits may also be eligible for reimbursement when using ATLAS (depending 
on situation) since the visit is still a VA visit.  
 
Generally, ATLAS funding can be used for telehealth equipment and technology, minor 
facility renovations such as ADA compliance, sound proofing, etc., training for health care 
staff, and connectivity.  ATLAS can be affiliated with a variety of local sponsors including 
VFWs, community centers, rural health organizations, public libraries, community 
colleges, faith-based organizations, and even local government facilities.      
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External Program Marketing 
 
The successful adoption of telehealth throughout the four-county region will, in large part, 
hinge on how well the program is marketed to conventional health care patrons.  For most 
of these consumers, it will constitute a ‘culture shift’ in how they view health care and a 
change of behavior in how they access health care services.  
 
Marketing Campaign 
 
Generally, the marketing campaign should create awareness about the new telehealth 
initiative in Southwest Virginia while generating ‘community buzz’ and interest in the 
service offering.  While the focus of the campaign is squarely on the regional health care 
consumer, it should subtly reinforce the strategic public-private partnerships that make 
telehealth possible in the region.  As the telehealth initiative has success, it would be 
practical to use peer-to-peer testimonials to bolster momentum.   
 
Branding 
 
We suggest that CPPDC, its Steering Committee, and county partners develop a strong, 
central program brand that can be co-opted and personalized by each county.  As an 
example, if Health Link were the overarching brand.  Russell county would use Russell 
County Health Link for their own county-based marketing and outreach…Tazewell would 
use Tazewell County Health Link, etc.     
 
Branding is not superfluous—it reinforces the region’s common identity and positions all 
counties and communities under the same telehealth umbrella.  Most important, it 
provides health care patrons in the region with ‘shortcut’ naming and visual cues about all 
services that are represented under the brand.   Hopefully, as the telehealth program takes 
shape across the region, the brand will become synonymous with consistent quality care.  
People will have trust in the brand and what it represents.    
 
Messaging 
 
Repetition—the recency and frequency of conventional and digital communication—is the 
best way to change behavior and/or elicit desired action with consumers.  In short, tell 
them what you are going to tell them…tell them…tell them what you just told them.  Rinse 
and repeat often to achieve desired results.   
 
Telehealth messaging in Southwest Virginia needs to focus on bottom line benefits and 
answer “Why?” for the many unique target populations in the region that, ultimately, share 
common and essential needs for health services.   
 
 
 



 105 

Advertising campaigns and collateral materials need to reinforce convenience, 
accessibility, and expanded care options that telehealth offers.  Because telehealth is 
technology based, hands on assistance and ease of use should also be highlighted—
especially for older patients.   
 
Web Presence 
 
Once a brand name has been selected, program sponsors should secure an appropriate 
URL and launch a comprehensive website for the initiative.  The web presence should 
eventually provide for both public facing and patient portal capabilities.  The public facing 
component should include items mentioned elsewhere such as video patient testimonials 
as well as frequently asked questions and corresponding answers.   
 
Media Mix 
 
Because many of the strategic partners in this initiative are non-profit and government 
entities, there should be ample opportunities to tap into low and no cost media such as 
public service announcements and public interest newspaper articles.   
 
Advertising should be systematically and strategically implemented across an array of 
media channels.  We suggest a mix of conventional media (television, print, radio) as well 
as ‘retail’ social media channels such as Facebook and Instagram.   As we indicated 
earlier, success with advertising is predicated on repetition through recency and frequency 
of the message.   
 
Finally, every exposure must prominently feature the program brand name.   
 
Internal Customer Support 
 
Convincing patients to evaluate telehealth is only part of the equation for success.  How do 
you ensure their initial experiences are positive enough to spur long-term adoption?  In 
other words, how do you make telehealth ‘sticky?’   
 
Telehealth Orientation Kit 
 
A visually impactful orientation kit should be developed for new and prospective telehealth 
patients.  The kit would contain sectional one page collateral materials that, together, 
provide a rational ‘building block’ composite of the entire telehealth experience.   This 
information should not only cover the process but also financial/insurance considerations 
and relationships with traditional health care delivery providers.  These materials should 
be available both in hard copy and downloadable digital format—via the telehealth 
website.     
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Framework and Strategic Partnerships 
 
Management Role 
 
CPPDC is the logical instigator and manager for this telehealth project—initially partnering 
with Russell County’s Board of Supervisors and, later, with reliable points of control in the 
three other counties of Southwest Virginia.  CPPDC should hire a designated Telehealth 
Manager who would work on getting the project up and running during the formative 
phases of the initiative.  This new hire would be a program catalyst—bridging the gap 
between health care and community/economic/workforce development.   
 
In our opinion, the Telehealth Manager should be autonomous and arm’s length from 
County government and the health care and educational support network they will 
coordinate and manage.  Operationally, this person would report directly to the Telehealth 
Steering Committee which must take on a larger and more active oversight role for this 
project through CPPDC.   
 
Provider Affiliations 
 
Earlier in this strategy document, we identified that two large bricks-and-mortar hospital 
networks have spheres of influence over specific counties in the four-county region.  
Ballad Health is the main provider for both Dickenson and Russell Counties while Carilion 
Clinic serves Tazewell County.  Buchanan County is served by the small, independent 
Buchanan General Hospital in Grundy.   
 
A single health care partner for this initiative would be ideal.  Theoretically, the 
arrangement would provide consistent technology, protocols, referrals, etc. for all four 
counties.  Virginia does not have a law or regulation that would preclude a single hospital 
partner (Ballad or Carilion) that would support the entire regional telehealth initiative from 
a clinical standpoint.  However, insurance payer rules for reimbursement under this type of 
‘sole source’ arrangement will most certainly be consistently problematic in practice.     
 
CPPDC and senior Russell County Commissioners should take the lead with Ballad Health 
decision makers about a telehealth partnership for the county.  Ballad would bring their 
physical presence and tri-state health network to the table.  CPPDC and Russell County 
would agree to augment Ballad services by creating and staffing satellite locations in the 
population centers that we identified earlier in this strategy document.   Depending on 
funding availability, they can help ‘buy down’ the costs of health care delivery for Ballad 
under this arrangement.    
 
Concurrently, the same approach should be used with The Health Wagon to find synergies 
with, and augment, their physical and mobile presence in the county.  Like Ballad, the goal 
here is to extend the current service offering of this organization using regional and county 
assets and funding.   
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Because there is demonstrated need, we assume that Russell County Commissioners in 
conjunction with CPPDC will use political influence with Richmond and Washington to 
advance this telehealth agenda.   Business associate agreements with both Ballad Health 
and The Health Wagon need to be in place to assure compliance with state and national 
health care laws.   
 
Utilizing these two existing health care partners will allow Russell County and CPPDC to 
jumpstart the telehealth initiative.  Leveraging these entrenched partners eliminates major 
staffing, regulatory, insurance, and technology considerations that are intrinsic to health 
care.   The bottom line is this is the path of least resistance and allows CPPDC and Russell 
County to self-actualize their telehealth initiative quickly and efficiently.   
 
If this partnership formula is successful in Russell County, it can be replicated in 
Dickenson County which shares the same two main health care entities—Ballad Health 
and The Health Wagon.  Tazewell County will require a partnership with Carilion Clinic as 
the bricks-and-mortar anchor.  Mobile services in Tazewell County would be imported into 
the market from The Health Wagon or instigated through a partnership between the County 
and Carilion Clinic.  The telehealth pathway in Buchanan County is not as clear cut 
because the locally controlled hospital there is resource strapped and viewed as 
recalcitrant.  Based on stakeholder feedback in that county, it appears that alternative 
options may be in the works.  Ultimately, The Health Wagon does currently service the 
market in a limited capacity and—in an expansion mode—could be the single physical and 
mobile resource there for telehealth.       
 
Educational Affiliations 
 
 We believe that the talent pipeline for telehealth in Southwest Virginia will predominately 
be filled by current students and recent graduates from local and regional educational 
institutions.   
 
During our one-on-one meetings, we had the opportunity to visit with Dr. Susan Mayhew— 
Dean of the Appalachian College of Pharmacy.  She views the regional telehealth initiative 
as essential and has indicated a willingness to create student practicum and internship 
programs for the program.  To that end, a formal working agreement between Russell 
County’s telehealth program and the Appalachian College of Pharmacy should be 
formalized.  The Appalachian College of Pharmacy’s role will expand concurrent with the 
natural geographic expansion of this telehealth initiative.    
 
Formalized partnership agreements should also be put into place with entities like 
Southwest Virginia Community College and Russell County Career and Technology Center.  
These agreements would outline roles and responsibilities of these organizations vis-à-vis 
the telehealth initiative and provide stipulations for future curriculum that supports the 
project.   
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As we recommended earlier in the Talent section of the strategy, where possible, these 
partnership agreements must provide provisions and financial incentives to secure multi-
year contracts with students to keep essential health care talent in the region.  
 
Telehealth Technologies 
 
Strategic partnership agreements with Ballad Health and The Health Wagon will, among 
other advantages, eliminate the need to deploy stand-alone technology for the regional 
telehealth initiative.   Their respective technologies can cover all aspects of our suggested 
multi-intake telehealth framework.   
 
Ballad Health uses video visit technology that is integrated with its Epic electronic health 
record (EHR) through MyChart for scheduled telehealth appointments with clinicians. 
Patients sign in to MyChart to start video visits using a web-enabled device.   
 
Ballad’s telehealth functionality is directly embedded into their primary Epic EHR system.  
Here, virtual visits are part of the same patient record and clinical workflow that the rest of 
Ballad Health uses. 
 
As we identified earlier in the document, this is typical of an EHR-embedded telehealth 
model where the vendor’s integrated video feature—in this case through MyChart/Epic—
handles the virtual visit as part of a larger technology and data system. 
 
Ballad also operates a 24/7 Virtual Urgent Care service for on-demand telehealth.  This 
system provides:  
 
• Video appointments where patients connect with a provider via video chat.   
 
• Online Quick Care (no video) where patients fill out symptom questions online and receive 

follow-up from a provider—essentially asynchronous telehealth.   
 
The Health Wagon employs TytoCare Home Smart Clinic Devices for their remote physical 
exams and real-time clinical data transmission.  This is a connected diagnostic device 
that, essentially, transforms the patient’s home into a hub for primary care.  Remote 
assessments are supported by AI.    
 
The Health Wagon also employs Starlink as the conduit for connectivity in remote areas of 
the region that lack reliable internet or conventional mobile services.    
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Projected Initial and Annual Costs 
 
Physical Clinics 
 
According to 2025 data from the National Rural Health Association (NRHA), the costs for a 
hospital or clinic to adopt telehealth technology ranges from $17,000-$50,000.  This cost 
factor doesn’t include subscriptions for telehealth software that can exceed $60,000 per 
year.    
 
Obviously, these figures don’t take into consideration the facility expense or costs for 
staffing it.   Here, we assume that direct and indirect facility expenses will be nominal 
because the Russell County Commissioners and their affiliates will provide low-to-no cost 
spaces as part of an in-kind community contribution to the telehealth initiative.   
 
Estimated staffing costs for a small rural clinic typically range between $200,000 and 
$300,000 per year and include a full time Nurse Practitioner, a part time Physician, and 
full-time facility Administrator.  Staffing cost estimates for an expanded clinic range 
between $400,000 and $550,000 and include an additional full time Nurse Practitioner and 
additional full time support staff.    
 
There are two caveats regarding physical clinic costs.   
 
• Telehealth technology and subscription expenses could, conceivably, be much lower if 

partnerships with Ballad Health and The Health Wagon are established because this 
initiative would then piggyback on their respective networks and delivery systems.   

 
• Staffing expenses at each facility could be curtailed by 50-75% if the clinic is operated 

on limited days and with partial hours.  This would provide the best of both worlds… 
allowing for the type of full geographic coverage that we identified earlier in the strategy 
without the burden of excessive staffing expenses.   We feel this is valid because initial 
and even longer-term demand may not warrant full-time facilities in the region.   
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Mobile Units 
 
Here, we assume that there will be a need to augment current capabilities and coverage of 
The Health Wagon in our telehealth ‘beta’ county, Russell.     
 
The initial purchase price of a fully equipped small clinical van that would be used for 
primary care and diagnostics would range between $250,000 to $500,000—depending on 
options.  For larger, generously equipped mobile buses and trailers, the purchase price 
can exceed $1M.   These are costs for physical assets only.   
 
According to Mobile Health Map data from 2023, the average annual cost of operating a 
mobile clinic is $275,000 per unit.  Much of this cost structure is in direct and indirect 
staffing costs.  Lesser costs include fuel, insurance, maintenance, connectivity, and 
supplies.   As a point of reference, The Family Van mobile clinic spends roughly $500,000 a 
year to keep the wheels of telehealth in motion in Boston, MA.    
  
Home Telehealth Visits 
 
The average annual salary for a Telehealth Registered Nurse is between $90,000 to 
$95,000, according to 2025 data from the HR website, Glassdoor.  Additional costs for a 
visiting telehealth nurse would include liability insurance, Starlink internet service, a 
communications and diagnostic device backpack, and travel expenses.   All in, this option 
will conservatively factor in the $125,000 to $150,000 cost range, annually.   
 
Self-Directed Home Telehealth 
 
This ‘self-serve’ delivery method understandably requires the least amount of expense.  
Here, patients will use their own digital devices to tap into telehealth services that are 
already offered through Ballad and/or The Health Wagon.  The main costs here are normal 
provider operating expenses that should be reimbursed by insurance and broadband 
service that was already implemented through CPPDC and partners earlier in their regional 
planning efforts.   
 
 
 
 
 
 
 
 
 
 
 
 



 111 

Tentative Telehealth Budget Scenarios 
 
Physical Clinics 
 

Budget Item Low Estimate High Estimate Notes 
Physical Clinics $85,000 $250,000 Facility/Equipment expenses 
Physical Clinic Staffing $200,000 $550,000 Staffing expenses 
Physical Clinic Software $10,000 $60,000 Communication and Compliance 
Continency/Misc. $59,000 $172,000 Twenty percent factor 
TOTAL* $354,000 $1,032,000  

 
*Assumes 5 facilities in Russell County.  Initial year.   
 
 
Mobile Units 
 

Budget Item Low Estimate High Estimate Notes 
Vehicle $250,000 $1,000,000 Vehicle and equipment expenses 
Operations $275,000 $500,000 Operating and staffing expenses 
Continency/Misc. $105,000 $300,000 Twenty percent factor 
TOTAL* $630,000 $1,800,000  

 
*Assumes one new mobile unit serving Russell County in conjunction with The Health Wagon.  Initial 
year.   
 
 
Home Telehealth Visits 
 

Budget Item Low Estimate High Estimate Notes 
Staffing $80,000 $95,000 Visiting nurse 
Operations $45,000 $65,000 Vehicle, travel, technology 
Continency/Misc. $25,000 $32,000 Twenty percent factor 
TOTAL* $150,000 $192,000  

 
*Assumes one full time nurse serving Russell County as a circuit rider.  Initial year.   
 
 
Combined Multiprong Intake  
 

Budget Item Low Estimate High Estimate Notes 
Physical Clinics $354,000 $1,032,000 Five locations 
Mobile Units $630,000 $1,800,000 One mobile unit  
Home Telehealth Visits $150,000 $192,000 One visiting nurse 
TOTAL* $1,134,000 $3,024,000 Initial year 

 
*Excludes self-directed home telehealth option as costs should be nominal.  
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Talent Retention and Recruitment Costs 
 
The budget parameters above do not include any provisions for talent retention or 
recruitment that was outlined earlier in this strategy.  Direct costs here are ‘pay to play’ 
stipends to keep medical and allied professionals in the market. Indirect costs would be 
marketing and advertising aimed at longer term talent recruitment.   In this scenario, we 
assume that partners, Ballad Health and The Health Wagon, would provide in-kind 
orientation and training for newly recruited talent.    
 

Budget Item Low Estimate High Estimate Notes 
Direct Stipends $75,000 $125,000 Ten health professionals 
Marketing/Advertising $25,000 $75,000 Various  
Contingency/Misc. $20,000 $40,000 Twenty Percent Factor 
TOTAL* $120,000 $240,000 Initial year 
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Conclusion…From Feasibility to Regional Transformation 
 

Southwest Virginia faces a pivotal moment in its history.   
 
Decades of demographic decline, economic contraction, and health care erosion have 
placed the region at a crossroads—one where incremental change is no longer sufficient.  
 
This Telehealth Feasibility Study demonstrates—with what we hope is clarity and 
conviction—that the convergence of broadband investment, community readiness, and 
policy flexibility presents a rare and time-sensitive opportunity to reimagine how health 
care is delivered across Buchanan, Dickenson, Russell, and Tazewell counties. 
 
The trends are irrefutable. Health outcomes in the four-county region lag state and 
national benchmarks. Workforce shortages persist across nearly every health profession. 
Geographic isolation, aging populations, and chronic disease prevalence compound these 
challenges.  
 
Despite all of this, Southwest Virginia possesses unique strengths such as strong 
community institutions, nationally recognized rural health innovators, emerging digital 
infrastructure, and a growing consensus among stakeholders such as CPPDC and its 
partners that the status quo is untenable. 
 
When implemented as a coordinated, regionally governed system rather than a series of 
disconnected efforts, telehealth offers a pragmatic and scalable path forward.  The 
endgame is not to supplant existing hospitals, clinics, or providers.  Instead, telehealth 
should be viewed as a force multiplier that can extend scarce clinical capacity, reduce 
avoidable emergency utilization, improve continuity of care, and support aging-in-place 
across one of the Commonwealth’s most geographically challenging regions.  
 
Properly aligned, telehealth can also strengthen workforce recruitment and retention, 
support education and training pipelines, and reinforce the region’s broader economic 
development objectives like business retention and expansion and, eventually, even 
business recruitment. 
 
Technology is not a panacea.  Broadband and cellular expansion, alone, will not deliver 
transformation. Success will depend on disciplined execution, local ownership, and 
sustained cross-sector collaboration. Governance structures must be established. Priority 
populations and service lines must be clearly defined. Legal, regulatory, and privacy 
obligations must be embedded into system design from the outset.  
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Most important, community buy-in and trust must be earned through education, physical 
access points, and culturally competent deployment. Metrics must be used not only to 
demonstrate impact, but to continuously enhance the initiative. 
 
This initiative must be internalized for what it ultimately is—not simply a health care 
project—but a holistic economic resilience strategy.  As we have stated throughout the 
document, in rural regions, access to reliable health care is inseparable from population 
stability, workforce participation, and long-term community viability. A functional, modern 
health care delivery system is a prerequisite for attracting families, retaining talent, 
supporting employers, and sustaining economic development. 
 
With focused leadership and deliberate implementation, the four counties in Southwest 
Virginia can move beyond marginalization to reinvention—positioning the region as a state 
and national model for how rural regions leverage telehealth, broadband, and community 
institutions to stabilize health systems and catalyze community and economic renewal.  
 
The opportunity is here. The groundwork has been laid. The challenge now is to move from 
this plan to action and, ultimately, long-term telehealth success and scalability of 
throughout the four-county region.   
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Our Work Team and Qualifications 
 
 

 
 
Our primary work team consists of Laith Wardi—who is a Certified Economic Development 
Professional (CEcD).  With over 30 years of experience in the economic development 
industry, Laith has worked with hundreds of communities throughout the US and Canada 
during his tenure.  Laith provided certification training for the International Economic 
Development Council (IEDC) in Washington, DC from 1996 through 2025.  He is also a 15-
year faculty member for the industry’s other main governing body—Oklahoma University’s 
Economic Development Institute (OUEDI).  Laith also provides economic development 
instruction for states such as Alabama, Ohio, Pennsylvania, and Tennessee.   
 
 

 
 
Lydia Wardi, Esq., holds a Juris Doctor and a Master’s Degree in Social Work and is 
admitted to practice law in the Commonwealth of Pennsylvania. She currently serves as 
Senior Counsel to MRO, a national health-information management company that 
partners with health care providers to manage and fulfill medical-record requests in 
compliance with federal and state privacy law. With over a decade of experience in health 
care and corporate law, Ms. Wardi acts as a senior legal advisor to company leadership 
and provides enterprise-wide legal oversight for MRO’s nationwide operations, counseling 
on the full range of legal matters that arise in a complex, multi-state organization operating 
across 48 states, including the Commonwealth of Virginia. She previously served as in-
house counsel to a Blue Cross Blue Shield managed care plan and began her career as a 
licensed clinical social worker in an acute inpatient psychiatric setting. 
 

 
 
Alex Wardi is a Software Engineer for a Colorado-based telemedicine firm that supplies 
advanced technology to a variety of clients across the US—including the Veterans 
Administration.  Prior to this, Alex has worked with four other US firms in the pure-play 
technology space.  Alex holds dual degrees in computer programming and biology from 
Penn State University.    
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