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What is Connected Care?
Remote Patient Monitoring (RPM) and Chronic Care Management (CCM)
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RPM Versus CCM

RPM

• Provides daily monitoring of physiologic data 
(blood pressure, blood glucose, weight) for 
clinical action

• Implementation of evidence-based 
medication management protocols with 
pharmacist and specialist physician oversight 

CCM

• Provides ongoing care coordination and 
patient engagement with education
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Together, CCM and RPM provide a robust chronic disease management strategy with shared 
goals of reducing hospitalizations, improving adherence, and enhancing patient outcomes.



Connected Care Pathway
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RPM: 6-12 months

Chronic Care 
Management

Primary Clinician – Patient Relationship

RPM Participation Requirements (UMMC)
• Primary provider visits at least every 6 months

• Annual Wellness Visit



RPM: A Closer Look
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How it Started

• UMMC and North Sunflower Medical Center

• 171 patients with diabetes, A1c >7%

• RPM with glucose monitoring and education

• A1c 9.5% to 7.9% over 12 months

Davis TC, et al. Telemed J E Health. 2020



UMMC RPM Programs

Current RPM Programs

• Diabetes

• Hypertension

• Chronic Obstructive Pulmonary Disease

• Congestive Heart Failure

• End Stage Renal Disease HTN

• Maternal Health

Key Partnerships

• Specialty clinics at UMMC

• Federally Qualified Health Centers (FQHCs)

• Insurance Companies

• Outside hospitals/health centers
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RPM Program Overview
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RPM Workflow

10

• Telemonitoring kit
• Linked with Epic EHR
• Full technical support 
     (device setup and as 
     needed troubleshooting) 

• Routine team meetings
• Monthly/biweekly data reviews
• PharmD med titration and med reconciliation
• Algorithms developed by physicians

• Health education
• RN daily monitoring
• Safety alerts & protocols
• Patient engagement



Initial Intake Process
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Identify barriers to adherence
• Transportation
• Side effects
• Forgetfulness 
• Cost



Initial Intake Process
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Review Week Workflow 
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Diabetes RPM: Bi-Weekly 
Hypertension RPM: Monthly



RPM Reviews
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Goals:

Hypertension
Average BP <130/80 mmHg or 
<140/90 mmHg

Type 2 Diabetes Mellitus
Average pre-prandial blood 
glucose of <140 mg/dL



Goals of Therapy

• Hypertension

– Average BP <130/80 mmHg or <140/90 mmHg

• Type 2 Diabetes Mellitus

– Average pre-prandial blood glucose of <140 mg/dL

*Participants should have 16 or more active days per rolling 30-day period for billing and 
medication titration purposes
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Management Between Reviews

• Medication titration due to critical values​

• Remind patients to have labs drawn and follow-up with patients on lab results​

• Contact referring provider if determined that in clinic visit or other referral is 
needed​

• Routine meetings with RPM care team
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RPM Outcomes
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Hypertension and Diabetes Outcomes

Hypertension Remote Patient Monitoring (RPM) Program
• Evaluated the long-term implementation of a pharmacist-led 

RPM program in routine clinical practice for patients with 
uncontrolled hypertension (HTN)

• Uncontrolled HTN was defined at a BP >130/80 mmHg at last 
clinic visit prior to RPM enrollment

• Patient reach: 
– 210 patients completed the program between 2018 and 

2022
• Outcome:

• RPM group achieved significantly greater reductions in 
systolic blood pressure (SBP) (p<.001) compared to 
controls

Diabetes RPM Program
• Preliminary data suggests an HbA1c reduction of nearly 2% 

for patients enrolled



Chronic Obstructive Pulmonary Disease (COPD) Outcomes

• Evaluated the effect of an RPM program using 
daily biometric and symptom tracking with 
protocol-driven escalation on hospital 
utilization 

• Patient reach:

– 30 patients enrolled between January 2023 
and August 2025

• Outcome: 

– 68% reduction in acute care utilization (p < 
0.001)​ for patients while enrolled in the 
RPM program when compared to 1 year 
prior to enrollment

Change in Hospital Utilization



Congestive Heart Failure (CHF) Outcomes

• Nurse-led remote patient monitoring with real-
time biometric review, structured onboarding, 
and monthly outreach​

• Patient reach:

– 103 patients enrolled between January 2023 
and July 2025 following an inpatient stay, 
ambulatory visit, or transitional care 
management (TCM) phone call

– 83 completed onboarding and were included 
in the analysis​

• Outcome:

– Nearly 50% fewer hospital days per year 
(HDPY) during RPM participation

Moving Average Plot - HDPY

Referral Sources



Questions?
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