Building a Digital
Workforce for
Rural & Critical
Access Hospitals

How Predictive Prevention Can
Help CAHs Extend Care,
Reduce Burnout, and Improve
Value-Based Performance
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Acknowledging the Reality We Face

@ INCREASING EXPECTATIONS
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Manage larger patient populations .‘r&w‘.
Care for patients with greater ”
clinical complexity

Improve quality and patient outcomes ' '

Reduce total cost of care Servmg .our e
communities 4

every day.

Succeed under value-based
reimbursement models

48
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RURAL COmMM UNITY HOSPITAL

The Rural a 60M+ | ﬂﬂﬂ 1,800+ ;.9.

= Difference Americans live in Rural hospitals
l N rural communities | across the U.S. age 65 or older farther for care I

A\ GROWING CHALLENGES

Persistent workforce shortages
Rising chronic disease prevalence
Geographic barriers to care access

Financial and operational constraints

Increased reporting and
quality requirements

Rural hospitals are the
heartbeet of their communities—
but the pressure has never
been greater.

20% o2 2X

Rural residents are More likely to travel




What CAH Leaders Told Us

TOP CHALLENGES FACING CAHs ( |
— QO
Staffing Shortages rT————— KEY INSIGHT
Financial Pressures I 28 Rural hospitals are facing

a convergence of

Chronic Disease Management [
g 19 workforce shortages,
Rising Patient Complexity N 17 financial pressure,
and increasin
Care Coordination (S 15 g

patient complexity.

®00000

(e 13

Technology Limitations

@ These challenges don't exist in isolation. WORKFORCE FINANCIAL PATIENT
tea Derfect storm § thcare SHORTAGES PRESSURE COMPLEXITY
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The Workforce
Challenge

The question isn't:
"How do we hire enough people?"

The real question is:

"How do we extend the effectiveness
of the people we already have?"

That distinction is critical.

< Calcium.

The Staffing Crisis Is Structural
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Rural hospitals face:

Nursing shortages
Too few nurses. Too much demand.
Critical gaps across all shifts.

Care manager shortages
Overloaded care teams can't
keep up with patient needs.

Physician recruitment challenges
Fewer physicians. More competition.
Harder to recruit and retain.

Burnout and compassion fatigue
Constant pressure leads to exhaustion,
moral distress and decreased wellbeing.

High turnover rates
Teams are stretched thin.
Continuity of care suffers.

Increasing administrative burden

More documentation, reporting
and compliance—less time for patients.

KEY QUESTION:

“ We are doing more
with less—and
it's not sustainable. 99

How do we deliver more care without adding more staff?

E

e,
50%+ s ® o
of rural hospitals report www
a nursing shortage

7,600+

rural hospital
Care manager
positions unfilled

2X

higher turnover rates
in rural hospitals vs.
urban hospitals
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Poll Question 1

What is the biggest operational challenge facing
your organization today?

A. Staffing shortages and workforce burnout

B. Financial and reimbursement pressures

C. Managing chronic disease and patient complexity
D. Patient engagement and care coordination

Proprietary and Confidential © Calcium LLC 2025



TRADITIONAL MODEL TODAY’S REALITY

w hy Trad it i o n a I Visit-Based > @ Continuous Care
ca re MOdeIS are @ Episodic > e Longitudinal
Brea ki “g Down o Reactive > Predictive
Healthcare has traditionally been @ Labor-Intensive > Technology-Enabled
reactive.
Th bl is that int ti Facility-Centered > e Patient-Centered

e problem is that interventions
become increasingly expensive and Modarn beaiticars Bectiies é\}

less effective as deterioration
progresses.

Continuous Monitoring F

Real-time visibility into patient o] b
health beyond the visit. -

Value-based care is fundamentally
changing this equation.

Early Intervention
Act on risk sooner to prevent
complications and deterioration.

Better Outcomes.
Lower Costs.
\ Stronger Communities.

Population Health Management

Identify, stratify, and support
patients across entire populations.

Preventive Action at Scale
Deliver the right support to the right
people at the right time.

It’s time to move from encounters to continuous, proactive care.
A modern model for a healthier future.

] Q0O
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Where Care
Actually Breaks
Down

Healthcare has traditionally been
reactive.

The problem is that interventions
become increasingly expensive and
less effective as deterioration
progresses.

Value-based care is fundamentally
changing this equation.

#& Calcium.

After
discharge

Patients are back

home and early warning
signs can be missed.

Most risk occurs:

® ®

Between
appointments

During chronic
disease progression
Conditions worsen

gradually, often without
obvious symptoms.

Long gaps between
visits leave changes
in condition unnoticed.

When

adherence declines

Medications, diet, and
treatment plans are
hard to maintain alone.

O

Visibility decreases while risk increases

ot

VISIBILITY e _ RISK
DECREASES Beeen™ INCREASES
o o -
® » o «
DISCHARGE AT HOME MISSED ED VISIT READMISSION
SYMPTOMS

@g?® Continuous visibility outside the hospital is essential
f@® 1o catch problems early and prevent avoidable events.




Survey: Biggest Gaps in Care

» Survey Findings

r
WHERE LEADERS SEE THE LARGEST GAPS @
KEY INSIGHT

CARE GAP MENTIONS

The biggest opportunities

@ After Dischange EEEES—— 19 fokKhprovameqtioR e
after patients leave
the hospital.
Between Visits IS 18 " iy S
! Today's Plan 7. y m @
9 Patient Engagement NSNS 18 e yel e
& n
| & o
Medication Adherence I 15 e
N
Chronic Disease e 15 S gt
Management

Care doesn’t stop at discharge. )
: o T OUTSIDE THE ) 4 IMPROVE . REDUCE 7. ) ENGAGE

Our biggest gaps — and opj Inities — are ( |~ | HosprTaL * outcomes | LI reaomissions | Tr* 9T pATIENTS
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The Cost of
Reactive Care

When Healthcare Reacts Instead of
Prevents

* Reactive care is expensive.
« Both clinically and financially.

Most value-based care programs
ultimately succeed or fail based on
their ability to prevent avoidable
deterioration before expensive
utilization occurs.

3 Calcium.

CLINICAL
CONSEQUENCES
Avoidable admissions

@ Readmissions
Emergency department
utilization

@ Disease progression

Medication non-adherence

EMERGENCY

Late intervention means
worse outcomes for patients.

FINANCIAL
CONSEQUENCES
@ Increased cost of care
Value-based performance
/'Y penalties

Reduced shared savings
opportunities

@ Greater workforce

burden

RISING WERLT WC| hﬂ.& COSTS

f/

COsT aaamw’"“
gt ©

Higher costs and penalties
threaten financial sustainability.

Prevention today protects patients, preserves margins,
Hﬁﬂ and strengthens long-term sustainability.

T G

Better Outcomes Lower Costs

;;; | Stronger Financial

Higher Quality Results
Performance
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Poll Question 2

Where do you believe the greatest opportunity
exists to improve outcomes in your patient
population?

A. During inpatient care

B. After discharge

C. Between office visits

D. During chronic disease management

Proprietary and Confidential © Calcium LLC 2025
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A New
Operating Model
is Emerging

This brings us to the concept of a
digital workforce.

* Not replacing clinicians.

* Not replacing care teams.

But extending their reach and
allowing them to focus on the
patients who need them most.

< Calcium.

Healthcare is shifting from reactive, episodic care
to proactive, continuous care.

REACTIVE CARE MODEL PREDICTIVE PREVENTION MODEL
What we do today Where we're going
& (+) 000
> Hﬁﬂ > @ 5 e > >
a0 ah > = agn

Patient Seeks care Treatment Higher risk ) E Continuous Predictive Early Better
has issue (ED/Visit) after problem  and cost E monitoring intelligence intervention  outcomes
occurs . & engagement  identifies risk & guidance  Lower cost

9 Limited visibility between visits ° Continuous visibility and insights

9 Late detection of deterioration o Risk identified earlier
0 More utilization and complications 0 Interventions when they matter most

e Higher costs and poorer outcomes 0 Healthier patients at lower cost

The Future Requires

Continuous Patient Engagement ' Earlier Intervention
Keep patients connected, informed P ® Act early to prevent complications
and supported every day. > before they occur.

Risk Scorn

b : o 4
redictive Intelligence 1 " calable Care Delivery
Predictive Intell 4 7,3“ e ° Scalable Care Del
Use data and Al to predict risk Extend your reach to more
and anticipate needs. g s patients without adding staff.

© Montorng

@ ey et

® intervention
Automated Workflows ® ® Workforce Augmentation
Automate routine tasks to reduce A A Technology extends your team's
burden and drive consistency. 2 capacity and effectiveness.

A new operating model is here.

Better insights. Earlier action. Healthier communities.
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What is a Digital
Workforce

Think of it as a force multiplier.

Instead of care teams manually
monitoring every patient, technology
helps identify where attention is most
needed.

This allows limited clinical resources
to be used more effectively.

< Calcium.

A Digital Workforce Extends Human Capacity

Risk Score

AR

High Risk
Bicad Pressure
0/78 s Trend
2 Rising ~
-l“! =

5,842 55
Care Alerts

Using technology to: A
Monitor patients continuously
Track vitals, symptoms, and behaviors
in real time—24/7.

Automate routine engagement
Handle reminders, check-ins, and

" Weight gain
education at scale. 4]

230bsin 3days

o Shortness of breath
Increase reéported

Detect emerging risk earlier
Identify subtle changes that signal
deterioration before it escalates.

© Medication missed
2doses

(8

Support adherence and education
Deliver personalized guidance to help

@O0 QG

patients stay on track. COD Risk Detection
CCM
Prioritize clinical interventions j DIGITAL &
Surface the right patients to the care WORKFORCE ~
team at the right time.
Prioritization
Escalate concerns appropriately @
Automatically route alerts to the right
Escalation

care team for timely action.

Think of It As a Force Multiplier

WITHOUT A DIGITAL WORKFORCE WITH A DIGITAL WORKFORCE

Manual. Reactive. Limited. Automated. Predictive. Scalable.
~—
Y -
Q- > > a8 ser 3 |4 = Q' 5
> al ] [N
Manual Limited Late Higher risk, Continuous Early risk Timely Better outcomes,
phone calls visibility intervention higher cost monitoring detection intervention lower cost
Care teams stretched thin. Care teams focused on what matters most.

12



Human Workforce
vs. Digital
Workforce

The objective is not replacing human
judgment.

It's helping care teams spend their
time where it matters most.

Technology handles routine
monitoring while clinicians focus on

complex decisions and interventions.

< Calcium.

Different strengths. One shared goal: better outcomes for every patient.

Z@a% HUMAN WORKFORCE 5] DIGITAL WORKFORCE
\ Manual outreach Automated engagement
‘ b Time-intensive phone calls > ¢ Reminders, check-ins and education
and follow-ups delivered automatically

Limited capacity 3 a &  Population-scale monitoring
Care teams can only reach > fgge® Monitor thousands of patients

so many patients [ )] simultaneously

Predictive intervention
Identify risk early and intervene
before it escalates

Reactive intervention
Act after problems are >
identified

oa®
o‘q
TR Episodic visibility Continuous visibility
E Information only during > Real-time data and insights
appointments or encounters between visits
. Resource constrained Always available
M Limited by staff availability > Works 24/7 to support patients
£ ()

and workload and care teams

Individual focus Population focus
Care delivered one patient A Identify trends and risks
at a time w7 across entire populations

Together They Create a More Effective Care Model

Better
Care.
Better
Outcomes.
R Lower Cost.
HUMAN EXPERTISE DIGITAL INTELLIGENCE
Compassion, clinical judgment, Data, automation, and Al
and complex decision-making working around the clock

13



Introducing the
Predictive
Prevention
Framework

This framework represents the shift
from reactive care toward proactive
care.

Rather than waiting for
complications, organizations identify
risk, direct resources strategically,
and intervene early.

< Calcium.

Predict — Prioritize —» Prevent

A practical framework for modern healthcare delivery.

() (2) 3)

PREDICT N PRIORITIZE N PREVENT
Identify risk earlier Focus resources Intervene before
effectively deterioration occurs
e Ask the Right Questions Sodls
@ Worsening vitals @ Avoid admissions

@ Who needs attention today?

@ Who s highest risk?

@ Who can be managed digitally?

@ Where will intervention have
the greatest impact?

@ Missed medications

@ Declining engagement

@ Symptom changes

@ Chronic disease progression

& Avoid readmissions
@ Improve adherence
@ Improve outcomes
@ Lower total cost of care

changes outcomes and reduces cost.

O

@' The right insight, to the right person, at the right time,

Continuous L!qified Qata Predictive
Monitorin, Glinicals Clelms . Intelligence
9 \ Patient-Generated 9
Real-time visibility p Al models detect risk
across the - before it becomes
b o iy
population Ca lcl u m a crisis
Predictive Prevention Platform
Better Outcomes Unifying data, intelligence and action ... Care Team
Lower Costs across the care continuum. @ Prioritization
Healthier patients. M ~ Focus on patients

who need you most

Stronger results. Q
\
\

Targeted Intervention
Automated outreach + human
support when needed

e0e
f@d® Predict. Prioritize. Prevent. ‘ Better care for every patient. Better value for every organization.

14



Survey: Earlier Detection Matters

—— Problems Are Often Identified Too Late e——

SURVEY RESULTS Late detection leads to worse outcomes,

higher costs, and avoidable hospitalizations.

o of respondents reported that
8 7 / patient issues occur because
o problems are identified too late.

RESPONSE COUNT EARLY DELAYED CONDITION HOSPITAL  HIGHER COSTS
SIGNS DETECTION WORSENS  ADMISSION & POORER

S i e —— 2 3 Subtle changes Issues go Symptoms Avoidable OUTCOMES
ometimes in symptoms unnoticed escalate and risk admissions Financial impact
or vitals or unmanaged increases oceur and lower quality
of life
O o —— 10

< Calcium.
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Poll Question 3

How often do patient problems occur because
issues are identified too late?

A. Very Often
B. Often
C. Sometimes
D. Rarely

Proprietary and Confidential © Calcium LLC 2025
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Step 1: Predict

Identify Risk Before Deterioration
Occurs

The earlier risk is identified, the more
options providers have.

Early signals often appear days or
weeks before admissions occur.

The goal is to detect deterioration
before it becomes a crisis.

< Calcium.

EARLY WARNING INDICATORS
MAY INCLUDE:

The earlier we see the signals, the more we can do to prevent
problems and protect outcomes.

& Missed Medications @
Irregular or skipped
Q

medications 98/58

12

HIGH RISK

Declining Pathway

o— Participation
‘ Fewer completed tasks 6

A2 423 vslast7 days

and check-ins TREND OVER TIME

2/7
Reduced Engagement CHECK-INS

Less activity, logins

Increased or persistent Sp0, 92%
symptoms reported "

Abnormal Vital Signs
Out-of-range readings
and trends

[ ]
.‘ and interactions
e Worsening Symptoms 9

Al-POWERED

Trends indicating declining RISK DETECTION

,_,I Chronic Disease Progression
health or control

EARLIER DETECTION = MORE INTERVENTION OPTIONS

Detect early Alert the right Intervene Prevent Improve outcomes
signals care team sooner deterioration and reduce costs

@ Predict. today. Prevent tomorrow. Protect what matters most.

Multiple risk
signals detected
REVIEW PATIENT

17



Step 2: Prioritize

Focus Resources Where They
Matter Most

Every care team has limited
resources.

Prioritization helps ensure attention
is directed toward patients most
likely to benefit.

This allows organizations to scale
care without scaling staff.

¢ Calcium.

We can't help everyone at once. Prioritize based on risk, impact and capacity.

Patient Prioritization Dashboard 0
Total Patients Ask:

High Risk Patients Rising Risk Stable

» AT 2
128 A 24 842 ‘.0 1,217 22 Which pati
12% of panel 23% of panel 65% of panel 100% e patle_nts
need attention
?
Patient Risk Level Risk Score  Trend Top Risk Drivers Recommended Action tOday ht
« ) Robert Johnson Missed meds Care team outreach
9 1D: 847392 m 92 ﬁ/J High BP today Who is showing
signs of
-\ Linda Martinez Declining engagement  Provider review deterioration?
a ID: 638271 m 88 /‘/J" Weight gain today
g | James Williams  grrmY 64 /' Elevated ghucose Digital pathway Which patients
&, 1p:s62901 i - Low activity adjustment
X can be managed
; ; ; digitally?
&> Emily Chen 'MEDIUM | 58 N\ Mild symptoms Monitor & engage
1D: 731558 £ BP trending up digitally
<) Michael Davis [ Low | 28 __ Nomajorissues Continue digital Where will
5, 1D:991235 Engaged management intervention have
the greatest
@ HIGH (80-100) @ MEDIUM (50-79) @ LOW (0-49) impact?
Intelligent Prioritization Drives Better Outcomes
[ ]
F7- <l @
o (X 1]
demn
1. IDENTIFY » 2. PRIORITIZE ‘ 3. ALLOCATE

Capture and analyze Al and clinical rules Direct care team
continuous data surface the right patients capacity to those who
across all patients. to the top of your list. need it most.

(, Limited Resources Require Intelligent Prioritization

Right patient. Right time. Right intervention.

18



Step 3: Prevent

Intervene Before Escalation is
Required

Prevention is where value-based
care delivers its greatest return.

Every avoided admission represents
better outcomes for patients and
better economics for providers.

< Calcium.

GOALS

Proactive interventions today prevent costly complications tomorrow
and help patients live healthier, better lives.

Avoid

hospital admissions Great job! You're on track.

<92%’

5 of 6 goals met

Prevent
readmissions

Improve

medication adherence Vg

) Take medications + Completed.

Log blood pressure v Campleted

Improve chronic
disease control

30 min activity « Completed
& Heatty meal
€ Breathing exercise Pending

Early intervention
. changes everything.

Enhance :

patient engagement @ Right patient B checkinsurvey
& Right time

Improve @ Right action

outcomes @ Better results

O 200000

At Risk Timely Intervention Follow Plan Improved Health Better Outcomes
Early signs Personalized outreach Patient engages and Metrics improve and Complications prevented.
are detected and support delivered stays on track risk decreases Health and value improved.

@ Prevention Creates the Greatest Value

Better care for patients. Better results for providers. Lower costs for everyone.

19



Use Case: Post-Discharge Recovery

Technology-enabled care continuity prevents complications and reduces avoidable readmissions.

TRADITIONAL MODEL

DISCHARGE HOME COMPLICATION EMERGENCY READMISSION HICRERRISE
Patient leaves Limited visibility Condition worsens DEPARTMENT Back into the hospital Poor outcomes,

the hospital at home without detection High cost, stressful for treatment higher costs,
experience lower satisfaction

PREDICTIVE PREVENTION MODEL

#h — 0 — & — 32 — Y

DISCHARGE DIGITAL EARLY ALERT CARE TEAM RECOVERY LOWER RISK
Patient leaves M(.)NITORIN(.E. Risk detected early INTERVENTION Better outcomes, Better outcomes,
the hospital Continuous tracking through data & Al Timely outreach, healthier patient lower costs,
at home adjustment, support higher satisfaction

BENEFITS

Improved visibility

Patient Overview

A\

e Continuous monitoring provides a complete o i Ricsiyery Tt Do) At

view of patient recovery. 1 8 '1

Earlier intervention Low Risk Low Priority

Issues are identified sooner, before they

become serious. Activity

Reduced readmissions P [e2] b 7 st 4,682

Prevent complications that lead to unnecessary @ Hosrrats T2 8gm @) Acteminoes 36min

hospital returns,

&  Oxygen Saturation 98% Shartness of breath s § e Thi5m

@ Better patient experience B e s

Patients feel supported, informed and Proactive care. Real results.

confident in their recovery, .+ g
@ Ao Patint s progressing weil. Continue current plan, Predict. Prioritize. Prevent.

< Calcium.



Use Case: Chronic Disease Mgmt
HIGH-IMPACT CONDITIONS A 360° View of the Patient

Provide continuous support

Diabetes Blood Pressure e Medication Adherence o
@‘ Better glucose control 128/78 mmig ' / o,o 92% between visits through:
Fewer complications S
g /—/\N/ Monitoring
Track vitals, symptoms, activity
COPD and device data in real time.
Fewer flare-ups -
Improved breathing Blood Glucose Activity .
132 mg/d 6,240 @ Education
. steps Deliver personalized education
ﬁ::?te;;{ir; g A ! P to improve health literacy.
Reduce fluid overload -
Prevent hospitalizations Reminders
Weight Pathway Progress Keep patients on track with
Hypertension 168 ibs 85% medications, tasks and goals.
Lower cardiovascular risk Ve P //\/‘Vf Ny
Better blood pressure control Digital Pathways
Guide patients through proven
‘ Symptoms care plans and best practices.
Obesity Mild - Improving
Sustainabl ight | W___,__/ g
|r::mI:: o:e::;ghea::s Escalation Workflows
Automatically alert care teams

when intervention is needed.

° Early insights. Timely actions. Better outcomes.

I/I Better Management |E| o e 9 o

Leads to Better

[ 25-30% 20-25% Lower Costs Higher Quality Better Experience
Reduction in Fewer ED visits Reduced total cost Improved HEDIS & quality More engaged patients
hospital readmissions per 1,000 members of care (PMPM) measure performance with better cutcomes

< Calcium.



Use Case: Workforce Relief

Automating routine tasks frees care teams to focus on what matters most—patients.

— ) —
CURRENT STATE FUTURE STATE
Care teams spend valuable time on: Automated:
Routine ” Automated Activity
Reminders
phone calls @ Medication reminder sent
@ Checkeincomploted Vostorday
) API{"'“““"E“‘: 0 Check-ins @ Educstion defiersd Yesterday
reminders
@ vitais received Today
. \ f | O Aert escalated Teday
Edlfcatu:m 4 Delayed Education
delivery : \ responses
3 b Patients at a Glance
Follow-up Burnout L Low Risk e
0 chaekane risk Monitoring —
Medium Risk 23%
=@ Documentation @ Escalation ' C High Risk 5%
e Too much time on manual tasks. Less time for patients. e Automation handles routine tasks. More time for what matters.

The Impact: Healthier Teams. Better Care. Stronger Outcomes.
More Time for Patients Increased Capacity Reduced Burnout Faster Response Lower Costs
Care teams focus on Manage more patients Less repetitive work Issues identified and Improved efficiency reduces
high-value interactions. without adding headcount. leads to happier teams. addressed earlier. operational expenses.

< Calcium.



Value-based success depends on preventing problems,
not just reacting to them.

- [ ]
w h y I h I S SUCCESS REQUIRES PREDICTIVE PREVENTION
The Engine Behind Value-Based Success
1. EARLIER INTERVENTION
a e rs o u c Identify risk sooner and intervene PREDICT RISK

before conditions worsen. Use data and Al to
identify rising risk.

Focus resources on
Intervene early those who need it
to avoid costly

3. REDUCED UTILIZATION S @

most.

2. BETTER ADHERENCE
Support medication adherence and PREVENT PRIORITIZE CARE
treatment plan compliance. DETERIORATION ’ ‘

Prevent avoidable ER visits,
hospitalizations and readmissions.

Predictive prevention aligns directly
with value-based care incentives.

4. IMPROVED OUTCOMES

Improve clinical outcomes and quality
measures that drive reimbursement.

Organizations that prevent
deterioration perform better clinically
and financially.

5. BETTER PATIENT ENGAGEMENT ESCALATE EARLY

Empower patients with guidance, Alert care teams

visibility and continuous support. before conditions
escalate.

ENGAGE PATIENTS
Deliver guidance,
education and
motivational support.

6. SCALABLE CARE MANAGEMENT GUIDE G MENITOR

Track progress, adherence

Automate routine tasks and focus care and heslth signals in real time.

teams on the patients who need them most.

00006

THE IMPACT ON VALUE-BASED PERFORMANCE

®© O O ©®© ® O

20-30% 15-25% 10-20% 25-40% More Efficient Stronger Financial
s Z " L Care Teams Performance
Reduction in Lower total cost Improvement in Increase in patient = Fiaiived ; e
3 S - ‘ocus on high-value Improve shared savings
hospital readmissions of care (PMPM) quality scores engagement icalisractions il valic nokonioN

Predictive Prevention Supports All Six @ @
Better care. Better outcomes. Lower costs.

Predict. Prioritize vent. PREDICT PRIORITIZE PREVENT

< Calcium.



Financial Impact Areas

PREDICTIVE PREVENTION DRIVES BETTER OUTCOMES, LOWER COSTS, AND STRONGER PERFORMANCE
o——— POTENTIAL ORGANIZATIONAL BENEFITS ——

CLINICAL l@ OPERATIONAL ‘9 FINANCIAL

o T
= ¢ ; Better quali
® readmissions @ Lower care Cara Team Dashboard quality R

management burden agh — performance
Alorts
L
B Reduced 13 & oo
I¥ avoidable admissions Greater workforce i Improved VBC
efficiency Patients Excalated results
> 8 : Atomaned >
Improved chronic : e O~ 147
@ disease outcomes Better patient s ik Red"‘::d
prioritization * cost of care
¥ —

Typical reduction in

| AT 20-30% mnsmwmac

n ll intervention. follow-ups. predictive prevention.

Reduction in time spent on / Potential reduction in
L 30_40% routine tasks and manual O 1 0_2 5% total cost of care through

Better Outcomes Stronger Performance Lower Costs / Sustainable Growth
Healthier patients, ' Higher quality scores and $‘ Reduced unnecessary utilization 5 I I Financial stability and

and total cost of care. long-term success.

better quality of life. value-based success.

¢ Calcium.
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Poll Question 4

If your organization could improve ONE area over
the next 12 months, which would have the greatest
impact?

A. Reduce avoidable admissions and readmissions
B. Improve workforce efficiency and reduce burnout
C. Improve value-based care performance

D. Increase patient engagement and adherence

25



Creating sustainable access to high-quality care for rural communities.

[ [
Rural & Critical

Access H os p i ta I How do we continue Extend care through

- - delivering high-quality a digital workforce that:
s u Sta I n a b I I I ty care with limited resources? ) _ I/ﬁ
é Calcium i 7 Vl ‘ E ' é!ouider‘

This isn't simply a technology i

discussion. ST | | g ‘&

It's a sustainability discussion. TS

The organizations that thrive will find .. .. | X ‘9;
Limited clinical staff 4 i) CareCoach

ways to deliver more care without
proportionally increasing labor costs.

Recruitment and retention challenges
Expands clinical reach

Care teams can support more patients across
wider geographies.

Tight budgets

Rising costs, limited margins 6

High patient demand Supports prevention

P R Early identification and intervention prevent
9 » 2ging pop deterioration and costly admissions.

Geographic barriers

Long distances, travel burdens

Improves efficiency
Automated workflows and digital tools reduce
manual work and optimize resources.

Risk of service reduction

" Enhances patient engagement
Threatens access and community health

©
5
©
A
O

Patients stay informed, engaged and connected
in their care, anytime, anywhere.

igi 4 @ A N
Q Digital health extends your reach. PN 1] @
" Stronger communities. Sustainable care. Bet | Beter | Lower | Stonger

< Calcium.



RECOMMENDED PILOT PROGRAMS WHY START SMALL?

High-impact programs to deliver measurable
results quickly.

Lower Risk
Focused pilots reduce risk and
are easier to implement.

How to Get
Started

CONGESTIVE HEART
FAILURE (CHF)

Faster Results
Demonstrate early wins and build
stakeholder confidence.

©
@
9 Prove ROI
©

Reduce readmissions, menitor fluid
status and reinforce medications.

Start Small. Demonstrate Value.
Scale.

COPD

Measure clinical and financial impact

0 Monitor symptoms, oxygen levels with clear data.
and exacerbation risk.
Scalable Foundation
Use insights to refine workflows
. . DIABETES
The most successful organizations Track ghucose, Improve acherence
.

and expand with confidence.

d On lt Start e nterprl Se'Wld e ] and prevent complications.

POST-DISCHARGE

They begin with a focused problem, i i e
Extend care into the home,

demonstrate measurable value, and Extend c
. identify issues early and prevent
th en eXpa n d Stl’ateg ICa I |y avoidable readmissions.

SUCCESS FORMULA

© ruror © MeAsURE © reFine O expanp

® -6 -6 -°®

Launch a targeted Track outcomes, utilization, Optimize pathways, Scale to new conditions
pilot program. engagement and ROI. workflows and alerts. and populations.

< Calcium.



Key Takeaways

If there is one message to remember
today, it's this:

The future of rural healthcare
will increasingly depend on
our ability to extend care
beyond traditional encounters
and intervene before
deterioration occurs.

The organizations that successfully
combine human expertise with digital
workforce capabilities will be best
positioned to thrive.

< Calcium.

Q00000

Rural Healthcare Needs

Continuous care
beyond the visit
- Earlier
intervention
0®0 Workforce
CMRD  extension
Predictive
prevention
_/J Sustainable | ] ,
||l| operating models F B _ I
- _;t'v“‘ g
o Technology that f:-' ‘:
supports—not : ( o =
s replaces—clinicians | ;@3 Building stronger

Our goal: Healthier patients, r; @ /I‘

stronger hospitals, sustainable 1l
~ommunities Better Lower Operational
Outcomes Costs Efficiency

894 communities through
- smarter, connected

w't ]

-

rural

ed care

(A

Stronger
Communities

28



\"/ .
S Calcium.

223
(-

The Calcium
Predictive Prevention Platform

Predict — Prioritize — Prevent

A Digital Workforce for Continuous Care

PREDICT PRIORITIZE PREVENT

. = 4 Focus Resources Where . i
Identify Risk Earlier Intervene Before Escalation . @ Aveid
They Matter Most Admissions
Calcium continuously collects and analyzes Calcium Core provides: Calcium Al Studio + Super App enable:
data from: I # | Reduce
.ll Risk stratification Automated patient engagement 23 -M- ! Readmissions

Electronic Health Records (EHRS) q i

Patient-reported information |

remote monitoring g

Digital pathway participation

[ ]

[

- . "

o] Medical devices and
-

2% 4

Medication and adherence data

- Patient prioritization
A Real-time alerts
Population health dashboards

Care team insights and analytics

Digital care pathways
Education and coaching

Reminders and monitoring

R®»d4<8

Escalation workflows

Outcome: Earlier identification of Outcome: Limited clinical resources Outcome: Prevent avoidable
patients at risk for deterioration are directed to the patients who - admissions, readmissions, and
need them most disease progression

One Integrated Platform. End-to-End Impact.

CALCIUM CORE

Provider intelligence, analytics,
alerts, and population health
management

Better Outcomes. Stronger Communities. Sustainable Healthcare.

CALCIUM Al STUDIO CALCIUM SUPER APP

Create and manage digital Patient engagement, monitoring,
pathways and automated education, and continuous
interventions care delivery

o Improve Quality :-.: Support Care Teams =~ Reduce Costs '&.“ Strengthen Value-Based Care
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VBCExhibitHall

Stop by our VBCEXxhibitHall.com Virtual Booth: com &,

< Calcium.

From closing care gaps Oown Yeur Healtn
to tracking quality

RESOURCE

Rey Villar
Digital Architect

| §' .-< www.CalciumHealth.com
Check out our FREE EB%#%KS! | () b

GLICK HERE TO BROWSE

Healthier
A—

VBCExhibitHall f ] C]
r MAIN LOBS T

¥ EXHIBIT HALL EVENTS EXHIBIT WITH Ut

Visit the Calcium Health exhibit booth
#= Calcium. Confidential and Proprietary 2020 | 31




Rey Villar

Digital Solutions
Architect @
Calcium

3% Calcium.
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