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McKinsey & Company, July 2021

https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality#:~:text=Improving%20care%20models%20and%20health%20outcomes%2C%20particularly%20for%20those%20with%20chronic%20conditions%20or%20in%20need%20of%20post%2Dacute%20care%20support
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Patient benefits Health system benefits

Empowerment & self-management

Decreased health equity gaps

Improved outcomes

Enhanced access to care

Boosted caregiver involvement

Lower out-of-pocket costs

Reduced ED utilization, readmissions & LOS

Scalability

Available payment opportunities

Clinical staffing efficiency

Lower cost of care

Improved clinical decision-making w/ real-time data

Why RPM?



https://www.ama-assn.org/system/files/ama-remote-patient-monitoring-playbook.pdf

Planning for success
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▪ EHR build and additional logic required to properly implement billing for services

▪ Validation of appropriate charge routing

▪ Revenue flow to business unit performing monitoring services

▪ Payor coverage

Billing

Operational & Technical Considerations

Integration ▪ Remote Patient Monitoring Platform integration into EHR workflows*

▪ Tight integration across care delivery, operations & technology partners

▪ End user education, training, and experience

▪ Clinical team and patient support post go-live
Implementation

▪ Identify current workflows and future workflows to support use case expansion

▪ Clinic based vs centralized monitoring 
Clinical Workflow

* Multiple considerations



Patient 
Enrolled in 
Program

Telehealth Kit 
Shipped

Telehealth Kit 
Delivered

Telehealth 
Program 
Begins

Inventory 
Management

Current RPM Programs

Bariatrics  (8*)

Cardiac Rehab (23)

Hypertensive Disorders 
in Pregnancy  

* Patients Currently Enrolled



Is it  RPM, RTM, CCM or PCM ?

❑ CMS coding guidelines have 

specific criteria to define which 

billing codes are appropriate for 

use in remote patient care 

workflows. 



https://www.claconnect.com/resources/articles/2022/new-codes-advance-potential-for-improved-care-management



https://www.claconnect.com/resources/articles/2022/new-codes-advance-potential-for-improved-care-management



A sound remote patient monitoring strategy enables development 
of hospital-at-home or post-acute care-at-home programs.





Medically Home: https://www.medicallyhome.com/a-virtual-hospital-without-walls/



Replace “COVID” 

with any 

condition or 

situation that may 

stretch the 

capacity of

brick-and-mortar 

capabilities.



Market need

Internal and external 

resources

Financial picture

Legislative environment 

Appetite for change 

Desire for innovation

Maintenance

H@Hs

https://www.homedit.com





H@H  >>> Advanced Care at Home

Existing RPM 

Monitoring 

Platform

Existing 

Telemedicine 

Capabilities

Novant Health 

Home Health 

Agency



Early Transition to Home Pilot

Sun Mon Tue Wed Thu Fri Sat

WEEK 1 1 patient

WEEK 2 2 patients

WEEK 3 3 patients

WEEK 4 4 patients

Patient inclusion:

▪ Identified by attending physician

▪ CHF primary diagnosis

▪ Medicare, Medicare Managed Care

▪ Home Health eligible

▪ Patient chooses Novant Health Home Health

▪ Lives in New Hanover County

▪ Social screening (as with H@H)

▪ Caregiver assessment by physician

▪ Clinically stable, progressing well, around inpatient day 2

▪ PO transition Lasix, possible IV

▪ No new oxygen need

Duration

▪ 30 days

▪ Up to 10 patients

▪ Admissions M-F, before noon

▪ Expected HH LOS 2-5 days

“Show stoppers”

▪ Staffing

▪ Patient instability/clinical deterioration

▪ Technology failure

▪ Caregiver exit

Expectations

▪ Daily in home visit by Home Health Agency

▪ Vital signs three times/day

▪ Healthcare provider always available by 

phone

▪ Daily physician virtual visit

▪ No returns to hospital



Whatever you build 

▪ Build it to suit well 

identified needs

▪ Make it adaptable

▪ Be willing to innovate
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