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September 9, 2026 

The Honorable Mehmet Oz 
Administrator  
Centers for Medicare & Medicaid Services  
Department of Health and Human Services 
Hubert H. Humphrey Building  
200 Independence Avenue, SW  
Washington, D.C. 20201 

RE: Remote Physiologic Monitoring Proposal Would Sever Medicare Beneficiary Access to 
their Care Teams  

Dear Administrator Oz: 

The Remote Monitoring Leadership Council (RMLC) shares CMS’s goal of strengthening oversight of 
technology-enabled care, including remote physiologic monitoring (RPM). However, the proposed 
RPM policies could end access to technology-enabled care in the home for many of the approximately 
1 million Medicare beneficiaries currently served – with particularly severe consequences for rural 
communities and patients served by small and independent practices.  

The Remote Monitoring Leadership Council is a collaborative of companies operating across all 50 
states and collectively offering a large percentage of all RPM and care management services delivered 
to Medicare beneficiaries. Our shared objective is to ensure high-quality RPM services and address 
policy barriers to the evolution of this care. We have agreed to promote best practices and standards 
for the delivery of RPM services.  We have proactively offered CMS solutions to reduce inappropriate 
billing. We support the creation of additional safeguards on remote monitoring. 

We urge CMS not to finalize the remote monitoring proposals as written. However, we share 
many of the concerns raised by CMS (as evidenced by our past comments) and believe policymaking 
is required to address them. In the letter below, we outline opportunities for CMS to work with us on:  

• Accelerating the movement of RPM to outcome-based payment models where appropriate
use is properly incentivized and supported.

• Implementing more effective guardrails that address the concerns outlined by CMS without
ending access to care for vulnerable seniors.

• Collecting data to more accurately capture the expenses involved in the delivery of high-quality
RPM services across various conditions.

We call on CMS to delay implementation and work with stakeholders on a more balanced approach 
that protects patients, preserves clinically integrated care, and establishes targeted safeguards against 
fraud, waste, and abuse.  We believe that this year should be the first step in a multi-year process that 
implements nuanced, targeted guardrails as an interim step as we accelerate progress towards 
outcome adjusted payment for RPM. 

Accelerating the Movement of RPM to Outcome-Based Payment  

https://rpmleadershipcouncil.org/
https://rpmleadershipcouncil.org/principles/
https://rpmleadershipcouncil.org/ensuring-high-quality-care-delivery/
https://rpmleadershipcouncil.org/ensuring-high-quality-care-delivery/
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The Council shares CMS’s goals for greater adoption of outcome-based payment and recognizes that 
the future of RPM (as a service that drives downstream cost savings) is closely linked to broader 
alternative payment model (APM) adoption. High-quality RPM programs demonstrate cost outcomes 
that already drive their inclusion in many value-based care and payer-led models. A large percentage 
of fee-for-service (FFS) RPM services offered today happen within Accountable Care Models (but these 
models still rely on FFS payment structures and would be undercut by provisions in this proposed rule).   

Fundamentally, the RPM billing challenges outlined by CMS are FFS challenges. FFS payment 
misrepresents the value of health care because it rewards the volume of discrete services delivered 
rather than the long-term health outcomes and system-wide savings those services produce. 
Interventions that prevent hospitalizations, slow disease progression, and help beneficiaries remain 
stable at home reduce future utilization and spending, yet those savings are not fully recognized within 
a payment system built around individual visits, procedures, and billing requirements.  

An outcome-oriented approach would more accurately recognize the deflationary return on 
investment generated by preventive and technology-enabled care and reduce opportunities for fraud, 
waste, and abuse in the system without harming patient access to care. Payment and quality 
measurement should capture these downstream benefits rather than judging the technology, staffing 
arrangement, or care modality independently.  To this end, we offer the following principles for 
designing a new payment model for remote patient monitoring:  

1. Target RPM payment to patients most likely to benefit. Establish clear, disease-specific 
acuity and severity criteria that focus RPM resources on higher-risk patients for whom intensive 
monitoring and intervention are most likely to produce meaningful clinical and economic 
value. Eligibility criteria should be grounded in clinical guidelines, validated against claims and 
outcomes data, and recalibrated regularly using a transparent methodology.  

2. Link RPM services to a clear clinical purpose and measurable treatment plan. Require 
providers to document the clinical rationale for initiating RPM, including the patient's 
qualifying condition and acuity, baseline status, expected outcomes, timeframe for 
improvement, and anticipated clinical interventions. This information should support 
evaluation of whether RPM is being used to achieve meaningful improvements rather than 
simply extending monitoring duration.  

3. Ensure RPM supports active clinical management. Payment should reflect the use of RPM 
data to inform patient care—not passive data collection or observation. Providers should 
demonstrate that monitoring is integrated into clinical decision-making, such as medication 
management, treatment optimization, patient coaching, or escalation of care when clinically 
appropriate.  

4. Build explicit pathways for graduation, reassessment, and discontinuation. RPM should 
be designed as an intensive intervention with clear expectations for when patients should 
transition out of the service. Patients who achieve defined stabilization goals should graduate 
from intensive RPM after an appropriate period of sustained improvement, while patients who 
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do not demonstrate meaningful progress should undergo periodic reassessment and have 
continued participation justified by documented clinical need.  

5. Support step-down care and re-escalation based on patient need. Policymakers should 
create pathways for patients who no longer require intensive RPM to transition to lower-cost 
forms of technology-enabled surveillance or longitudinal care. At the same time, the model 
should allow patients to re-enter intensive RPM when objective clinical deterioration 
demonstrates renewed eligibility.  

6. Promote continuity and reuse of connected monitoring technology. Payment policy 
should encourage the continued use of devices already deployed to beneficiaries when 
clinically appropriate, rather than creating incentives to repeatedly furnish, replace, or discard 
equipment as patients move between levels of care. The same connected technology should, 
where feasible, support lower-intensity surveillance and exception-based intervention after 
intensive RPM ends.  

7. Align payment with outcomes and efficient use of resources. The model should enable 
CMS to assess outcomes across providers and RPM vendors, identify patterns of ineffective or 
unnecessarily prolonged monitoring, and encourage care models that improve patient 
outcomes while reducing avoidable utilization and total cost of care. 

While we recognize action on these principles is difficult and not possible within this current regulatory 
window, our membership has discussed these issues in detail and is able to provide specific, concrete, 
clinical criteria and recommendations for the development of this model.  Notably, these 
recommendations build upon existing relationships and knowledge of private-sector health plan-RPM 
contracting – agreements that are proven to drive concrete savings for private payers. We welcome 
the chance to dive deeper into these details with you as CMS works to reform care management 
services.  

An Alternate Approach to Program Integrity  

We share CMS’s commitment to strengthen oversight of technology-enabled care, including RPM. The 
Council has previously called on CMS to take action to strengthen program integrity oversight of 
Medicare remote monitoring and has encouraged the Office of the Inspector General (OIG) to engage 
in more robust auditing. However, the CY2027 policy proposal does not successfully address 
concerns OR policy recommendations outlined by OIG.  

CMS can address these concerns without jeopardizing patient access to care and providers ability to 
partner. We urge CMS to adopt the following policies as logical outgrowths of the proposed CY2027 
rule, and consider additional guardrails as outlined in further detail below: 

1. Specify additional general supervision criteria that expand requirements to meet the "overall 
direction and control" necessary in the relationship between a remote monitoring provider and 
remote monitoring biller.  CMS should require that the billing practitioner remain involved in 
ongoing oversight and management, collaboration, and reassessment, as appropriate.  CMS 

https://rpmleadershipcouncil.org/wp-content/uploads/2026/03/RMLC-Prerulemaking-Letter-March-6-2026.pdf
https://rpmleadershipcouncil.org/rmlc-call-to-action-on-high-quality-rpm-to-hhs-oig/
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should also require designated staff roles for rapid escalations and emergencies, require 
shared clinical protocols, and require ongoing communication between the ordering provider 
and service provider. 

2. Adopt all existing OIG recommendations (drafted to respond to the cited program integrity 
concerns) that CMS can implement through existing oversight infrastructure, including 
documentation requirements for order/ordering-practitioner, vendor identification, and 
incident-to services.  CMS should require that all RPM services be ordered by a qualified 
provider and that information about that order be documented on claims.  Notably, CMS has 
a clear path to implement these recommendations in the CY2027 PFS alongside the newly 
announced telehealth modifiers, which exist to address the exact same concerns.  

○ CMS is already implementing new claims modifiers in CY2027 that distinguish certain 
telehealth services furnished incident to a billing practitioner’s professional services. 
We encourage CMS to expand this modifier to include remote monitoring services 
furnished incident to a billing practitioner’s professional services.    

○ CMS is already implementing a new telehealth claims modifier, to document the use 
of virtual platforms to deliver care. We encourage CMS to expand this modifier to 
include platforms used to deliver remote monitoring services.  

3. Adopt a modified version of the proposed initiating-visit requirement. We agree that an 
initiating visit can help ensure that remote monitoring follows a practitioner evaluation rather 
than algorithmic selection or vendor-driven outreach. We believe this CMS proposal is a 
reasonable guardrail if narrow modifications are made.  Specifically, CMS should 1) exempt 
from the initiating visit requirement patients seen by the billing provider within the preceding 
12 months, consistent with existing care management precedent (i.e., Chronic Care 
Management); 2) recognize certain post-acute situations where monitoring is a recognized 
part of the post-discharge care plan; and 3) exclude from the new requirement current RPM 
patients to prevent January 1 care disruption.  

4. Expand on the initiating visit requirement by requiring documented recertification of medical 
necessity by the ordering provider if the patient’s plan of care exceeds a year. Similar to the 
goal and function of the initiating visit requirement, we believe that a renewed evaluation and 
documentation of medical necessity by the ordering practitioner is appropriate for any patient 
on RPM for an extended duration.  

These are the options we believe to be most feasible for 2027.  Addendum A includes additional 
explanation and more recommendations for CMS that we believe would further strengthen 
accountability for practitioners using RPM.  

We look forward to discussing these items in more detail, as needed. Please find below more detailed 
comments in response to proposals in the CY 2027 PFS. 

Growing Clinical Evidence for High-Quality RPM 

There is substantial and growing evidence that RPM programs supported by specialized clinical and 
technology partners can improve care and reduce avoidable utilization. Council members have 

https://www.federalregister.gov/d/2026-14327/p-236
https://www.federalregister.gov/d/2026-14327/p-235
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documented reductions in hospital admissions, readmissions, emergency department visits, and total 
cost of care across hypertension, heart failure, diabetes, chronic obstructive pulmonary disease, and 
post-acute care populations. For example: 

• A peer-reviewed study comparing 5,872 patients with a control group of 11,449 eligible 
propensity score–matched control patients found a  $1,302 reduction in total cost of care and 
27% reduction in hospitalization rates. These results reflect an RPM program that was co-
developed by a health system and technology partner, demonstrating the value of integrated 
clinical and technology partnerships.  

• A peer-reviewed retrospective observational study of 11,977 hospitalized patients across two 
U.S. hospitals found that continuous wearable monitoring enabled earlier identification of 
patient deterioration and more efficient care. It generated the first warning an average of 14.8 
hours before a deterioration event, while maintaining fewer than one alert per patient per day. 
Within a hospital, average length of stay declined from 3.07 to 2.75 days, leading to 114 new 
or modified physician orders, including diagnoses of atrial fibrillation and sepsis. The value of 
this intervention continues when sent home with a patient after hospital discharge.  

• A retrospective peer-reviewed pre-post cohort analysis of 597 Medicare beneficiaries found 
that RPM was associated with a $10,932 reduction in median annual total cost of care per 
patient, a 19.9% reduction in emergency department visits, and a 40.9% reduction in inpatient 
hospitalizations. The study estimated $6.47 million in net savings and a 9:1 return on 
investment. 

• A peer-reviewed observational study of 23,638 patients found a 70% relative increase in 
patients achieving blood pressure control, demonstrating that a hypertension program can 
drive high patient engagement and facilitate clinical encounters at scale, resulting in reduced 
BP levels and more patients achieving BP goals across the United States.  

Importantly, these findings are not based on isolated pilot programs.  The programs represented by 
the data cited above collectively account for more than 20 percent of the Medicare FFS RPM market 
and support programs across a broad range of physician practices, health systems, and geographic 
areas. Addendum B includes a bibliography of published research on RPM that we believe merits 
consideration. 

The Challenge of Innovation and the Future of RPM 

The remote monitoring codes were initially designed to be flexible to enable new and exciting models 
of remote patient care and management.  This mission has been wildly successful, as there are many 
innovative RPM programs both within and outside of Medicare.   

However, we recognize that this flexibility has also contributed to some of the challenges identified by 
OIG and CMS. The diversity of RPM interventions, their input costs, and their impacts on quality and 
total cost of care can make it difficult to establish appropriate payment across use cases. 

The members of the RMLC are generally driving the most proven clinical interventions – managing 
chronic disease and post-acute patients to avoid hospitalizations and mortality.  As such, we believe 
the collection of data to better differentiate the various conditions and use cases for RPM to be 

https://rpmleadershipcouncil.org/clinical-outcomes-of-rpm/
https://www.sciencedirect.com/science/article/pii/S2542454825000906
https://catalyst.nejm.org/doi/full/10.1056/CAT.24.0521
https://catalyst.nejm.org/doi/full/10.1056/CAT.24.0521
https://www.biointellisense.com/biointellisense-announces-observational-study-in-journal-of-clinical-medicine/?utm_source=chatgpt.com
https://journals.sagepub.com/doi/10.1177/15305627261475507#tab-contributors
https://www.jacc.org/doi/10.1016/j.jacadv.2025.101892
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incredibly important.   Ultimately, payment should differentiate the clinical value of various 
interventions currently happening under the RPM umbrella.  We stand ready to work with you on this.  

Feedback on Provisions in the Proposed Rule  

Direct Employment is Not a Proxy for Coordinated Care   

CMS has expressed concern about care fragmentation. A direct employment restriction is not a proxy 
for clinical integration.  It is also not a proportionate response to the concerns documented in the OIG 
report – challenges for which OIG made explicit policy recommendations that have not been 
implemented.  We believe the alternate program integrity recommendations, introduced above and 
included in full at the end of this letter, would be a more appropriate tool to address program 
fragmentation and potentially inappropriate use of RPM.   

The Council shares CMS’s concern regarding arrangements in which Medicare beneficiaries are 
solicited for RPM services they do not need or in which the billing practitioner has little meaningful 
involvement in the patient’s care. Such arrangements are inconsistent with the patient-centered, 
clinically integrated RPM programs our members support, and the Council welcomes appropriate 
safeguards to address them.   We are concerned that the CMS proposals do not meaningfully 
implement previous recommendations - such as those by OIG - to address potential inappropriate use 
of RPM.  

Clinical Accountability 

A more nuanced policy approach is required to address the challenges outlined by CMS. Guardrails 
should rely on the attributes tied to demonstrated performance of these models rather than presume 
that the use of contracted clinical staff, by itself, is inherently inconsistent with clinical integration or 
practitioner accountability. The relevant policy question is whether the billing practitioner directs the 
care, remains accountable for clinical decisions, receives meaningful information, and maintains an 
ongoing relationship with the patient. 

Employment status is a poor proxy for clinical integration and does not itself address fraud concerns 
or ensure meaningful practitioner oversight. A contracted nurse working pursuant to a physician-
established care plan, documenting in an integrated clinical workflow, escalating changes in a patient's 
condition to the treating practitioner, and operating under that practitioner's supervision may be 
substantially more integrated into the patient's care than an employed staff member performing the 
same functions without those safeguards. 

Impact on Medicare Beneficiaries 

The impact of this restriction on Medicare beneficiaries would be profound.  While there are not clear 
data demonstrating what percentage of RPM is provided by individuals not directly employed by the 
billing practitioner, we believe it represents the vast majority of RPM services being offered today.  This 
change would lead to a massive disruption of patient care leading up to January 1, 2027, causing many 
seniors to lose access.  

We are also concerned about the abruptness of this change.  If policies are finalized in November, 
health providers will have less than two months to inform seniors that services they are relying on to 
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help them manage urgent medical needs will cease to exist.  Even with the most robust patient 
outreach efforts, there will be frail seniors who take their vitals on or after January and believe that the 
safety net of the remote monitoring program still exists to help them in crisis.   

Notably, categorical staffing restrictions would not just impact vendors providing services incident to. 
They would undermine many compliant, clinically integrated programs alongside vendor 
arrangements. Put more directly – of the health systems who have built in-house RPM programs, many 
would also not be able to meet the direct staffing requirements. Some of them pool clinical staff across 
legal entities, and some use 1099 contractors to supplement full-time staff. 

These program characteristics exist for a reason.  As you will hear from many provider organizations, 
it is difficult to set up a successful remote monitoring program – both logistically and to drive effective 
programs with meaningful patient outcomes for the reimbursement rates offered today.  Economies 
of scale are required to make investments in device shipments, technology support, data transmission 
infrastructure, electronic medical record integrations, and full-time clinical staff with the capabilities to 
respond to patients on nights and weekends.  Even large health systems struggle to operationalize 
these services well.   

Problematic for Smaller Providers and Practices  

Many smaller and rural providers lack the patient volume, workforce, or financial resources to employ 
dedicated remote monitoring teams and therefore depend on specialized clinical and technology 
partners to make these programs operational and scalable.  Even larger care networks would not be 
able to offer remote monitoring services across multiple, fragmented practice locations with low 
patient volumes – where direct employment may not be feasible. Finally, the clinical labor force may 
simply not be available in many remote and rural areas to directly staff this care. 

Undermining Rural Health Transformation 

The proposed restriction is directly at odds with substantial federal and state investment in building 
technology-enabled rural care infrastructure. Forty-seven states have prioritized investments for 
remote monitoring through the Rural Health Transformation Program. These initiatives reflect a broad 
recognition that technology-enabled care can extend limited rural workforces, reduce travel burdens, 
improve chronic disease management, and help rural patients remain connected to care between visits. 
This policy shift would jeopardize those investments and make scaling and sustaining them nearly 
impossible.  

CMS’s proposed staffing restriction would jeopardize these investments before they are fully 
implemented. It would make statewide scaling significantly more difficult, limit participation by small 
rural practices, and undermine the ability of states to sustain these programs after time-limited federal 
funding expires. It is difficult to reconcile a federal investment encouraging states to build technology-
enabled rural care infrastructure with a Medicare payment policy that would prohibit many of the 
partnerships needed to operate that infrastructure. 

Ultimately, we believe that the appropriate policy distinction therefore should not be between 
employed and contracted clinical staff. It should be between care that is clinically integrated and 
appropriately supervised and care that is not.  

https://www.cms.gov/files/document/rht-program-state-provided-abstracts.pdf
https://www.cms.gov/files/document/rht-program-state-provided-abstracts.pdf
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Proposed Valuation Does Not Reflect the Clinical Integration Needed for Outcomes 

CMS proposes that 99453 and 99454/99445 practice expenses be cross-walked with the inputs for a 
self-measured blood pressure device. These proposed crosswalks for the remote monitoring codes are 
methodologically unsound and would undervalue the work required to furnish these services. 

Fundamentally, the difference is that CMS has identified a code for patient data collection, while 
RPM supports real-time data transmission, data interoperability, and tight clinical integration 
with a care team capable of intervening on short notice to prevent adverse medical events such 
as emergency room visits and hospital readmissions.  RPM operates at a level of speed and rigor 
that supports medical decision-making – such as medication titration and the triage of potential 
complications detected by the service.  

Specifically, the proposed crosswalks: 

• Rely on services that do not reflect the ongoing clinical management, patient engagement, 
escalation, and coordination involved in remote monitoring; 

• Fail to account for the fixed infrastructure and operational costs required to support secure 
data transmission, device logistics, patient onboarding, technical assistance, and clinical 
workflow integration; 

• Do not adequately reflect the intensity and complexity of monitoring high-risk patients with 
multiple chronic conditions; and 

• Appear inconsistent with available utilization, cost, and time data submitted by stakeholders. 

 
Comparison 

Category 99474 99454/99445 
Code Description Self-measured blood pressure 

using a device validated for 
clinical accuracy; separate self 
measurements of two readings 
one minute apart, twice daily 
over a 30-day period (minimum 
of 12 readings), collection of data 
reported by the patient and/or 
caregiver to the physician or 
other qualified health care 
professional, with report of 
average systolic and diastolic 
pressures and subsequent 
communication of a treatment 
plan to the patient 

Remote monitoring of 
physiological parameter(s) (e.g., 
weight, blood pressure, pulse 
oximetry, respiratory flow rate), 
initial device(s) supply with daily 
recording(s) or programmed 
alert(s) transmission, [2-30] in a 
30-day period 

Data Collected Blood Pressure Only Multiple Physiologic Parameters 
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# of Devices Used 1 1.4 
Device Used Non-Connected BP Cuff Cellular-enabled BP Cuff, Scale, 

Pulse Oximeter, Glucometer  
Data Transmission None / “Paper & Pen” Electronic / Automatic 
Transmission 
Frequency 

Episodic; dependent upon when 
patient is next in office 

Real-Time 

Code Usage Effectively none: 1,526 
beneficiaries and only 248 
providers billed in CY 2024 

Expanding due to efficacy: ~1 
million beneficiaries and ~4.6k 
providers billed in CY 2024 

 
At the most basic level, 99474 provides payment for a clinician to analyze patient data during a medical 
visit while 99454/99445 pays for a device and data transmission – making the data relevant for urgent 
medical decision-making.  It is appropriate to consider reevaluating the inputs for RPM supply codes 
(we have called on CMS to work with us to modernize them); however, this requires a more nuanced 
data collection than is likely possible during the rulemaking.  

Category 99474  99454/99445 (2025) 
Equipment None  FDA-approved device  

($1,000 cost)  
Minutes/year: 525600 
Non-facility time: 43200 

Clinical Labor  16 min None  
 

At its most basic level, RPM device expense includes both hardware and the software infrastructure 
required to make that hardware clinically usable. By cross walking RPM payment to self-measured 
blood pressure (SMBP), CMS appears to assume that RPM device costs have declined materially. That 
may be true for certain hardware components, but hardware represents only one part of the resources 
currently supported by CPT 99454/99445. 

In practice, 99454/99445 helps support two essential technology layers: 

1. Data transmission and infrastructure. This includes cellular connectivity, data ingestion and 
storage, cybersecurity, system uptime and maintenance, and related compliance costs. These 
are recurring per-patient expenses necessary to reliably transmit and protect electronic 
protected health information. 

2. Clinical usability and integration. This includes the software interface used to visualize 
patient data, generate and triage alerts, identify clinically meaningful trends, and integrate 
information into provider workflows and electronic health records. Without this layer, 
transmitted physiologic data cannot be efficiently reviewed or acted upon by the treatment 
team. 

Although the RPM code descriptors do not separately enumerate these technology inputs, the services 
depend on them. Clinical staff cannot meaningfully review remotely collected data, identify changes 
in a patient's condition, or use those data to manage a treatment plan without the underlying 
infrastructure that collects, organizes, displays, and communicates the information. 
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This is also why RPM is fundamentally different from SMBP or traditional durable medical equipment 
fundamentally. A blood pressure cuff or other durable device is principally a piece of hardware. RPM, 
by contrast, depends on an ongoing, regulated data and clinical technology service with recurring per-
patient, per-month costs. Benchmarking RPM solely against the purchase price of a device is therefore 
analogous to valuing a mobile communications service based only on the cost of the handset while 
ignoring the network, data transmission, software, security, and ongoing service required to make it 
function. 

A revaluation based primarily on declining hardware costs would therefore not simply “right-size” 
payment for an RPM device. It would eliminate payment for substantial technology infrastructure that 
is essential to furnishing the service, with no other code in the Medicare Physician Fee Schedule 
designed to absorb those recurring costs. 

CMS should not move forward with this crosswalk as the comparison services do not accurately reflect 
the resources involved. At a minimum, CMS should retain current valuations while it conducts a 
transparent, evidence-based review using representative cost and time data from physician practices, 
health systems, and remote monitoring programs.  The RMLC is already working to collect member 
input data and will continue to engage with CMS in this process.  

Initiating Visit Requirements  

RMLC agrees that an initiating visit can help ensure that remote monitoring follows a practitioner 
evaluation rather than algorithmic selection or vendor-driven outreach. This change represents a 
significant guardrail against inappropriate utilization and we expect that it will slow utilization growth 
of these services in Medicare.  That said, we believe this CMS proposal is a reasonable guardrail if it 
includes several modifications to reflect situations in which a strong, longitudinal patient relationship 
already exists.  These include:  

• CMS should leverage CCM precedent to define when a separate initiating visit is unnecessary 
because a strong, longitudinal practitioner-patient relationship already exists. CMS should 
permit initiation during an otherwise qualifying E/M visit, annual wellness visit, or initial 
preventive physical examination, and should exempt from the initiating visit requirement 
patients seen by the billing practitioner within the preceding year. 

• CMS should recognize a care initiation pathway for specific post-acute situations in which a 
patient is provided a monitoring service as part of a coordinated plan of care post-
hospitalization. In these typically short-duration remote monitoring situations, the provider 
initiating care (hospitalist) may not be the same provider managing the care plan (primary 
care).  

• CMS should either exclude from the initiating visit requirement, or adopt a transition period 
for, beneficiaries already receiving remote monitoring on January 1, 2027 to avoid care 
disruption. 

The Council also recommends that CMS further strengthen the initiating visit requirement by requiring 
documented recertification of medical necessity if the patient’s plan of care exceeds a year.  The 
Council recognizes that there have been reports of patients staying on remote monitoring services 

https://www.cms.gov/files/document/chronic-care-management-faqs.pdf
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after they are no longer needed. While copays and patient behavior typically resolve this concern, we 
believe that remote monitoring should only exist as part of a documented care plan treating a specific 
condition or conditions.  

This additional visit would serve to protect taxpayers from unnecessary utilization by creating an 
additional inflection point for ending unnecessary remote monitoring services. Building on OIG 
recommendations, the additional data and documentation captured during both the initiating visit 
and the recertification of medical necessity with full documentation after a year would be useful for 
program integrity purposes and research.  

CMS should make certain to capture the full OIG recommendation that information about the ordering 
provider be included on claims and encounter data for these visits. Requiring the ordering provider’s 
National Provider Identifier (NPI) on the claim would create a claims-level record of the practitioner 
relationship that CMS is seeking to strengthen through the initiating-visit requirement. This 
requirement would help ensure that beneficiaries receive remote monitoring services that are 
medically necessary and clinically appropriate. It would also provide CMS and other oversight 
organizations with essential information needed to detect and prevent fraud, waste, and abuse. 

Comment Solicitation on RPM Code Bundle  

RMLC agrees that CMS should explore an RPM bundle in future rulemaking, provided the approach 
continues to grow from what CMS has described this year. CMS should seek to use a future bundle to 
create an opportunity for 1) more flexibility and 2) enhanced accountability for outcomes. The potential 
bundle as described does not meaningfully resolve any of the challenges in RPM billing described, and 
we believe outcome metrics or payments would be the appropriate tool to drive performance.   

As you know, RPM companies joined the quest for tech-enabled care that drives patient outcomes 
based on the leadership of the first Trump Administration.  We are still looking for opportunities to 
create efficiencies and be paid for outcomes.  The potential bundle described does not provide an 
adequate reimbursement incentive, allow for appropriate, non-duplicative use of care management 
services (e.g., use of RPM data collection/device supply alongside CCM treatment management 
services) or create a meaningfully different workflow. We share additional thoughts in a section below.  

Practice Expense Inputs for Care Management Services  

The Council is concerned by the removal of practice expense components from treatment 
management services. While it is true that these services are typically not offered from a brick-and-
mortar facility, a clinical workforce supporting the treatment management codes still has technology 
costs, administrative staff, IT support, cybersecurity costs, billing costs, HR and other business 
functions, etc. It is inappropriate and a concerning precedent to claim these costs do not exist.  

Notably, this proposal is in direct contradiction to the direct staffing requirement proposal.  If that 
requirement were instituted, the real-world labor and practice expense costs to deliver a service like 
RPM would skyrocket.  

RPM and the ACCESS Model  
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As described above, there are not currently adequate opportunities to move RPM into environments 
that pay for outcomes and results. We appreciate CMS leadership in creating outcome-based, tech-
enabled models like the ACCESS model, which is promising but does not create an opportunity for 
many of the patient populations served by RPM providers.  To this end, we felt it appropriate to address 
potential overlap between RPM services and this pathway.  

The majority of patients served in RPM programs are not appropriate for the ACCESS model as 
currently structured.  There are two primary reasons for this: 

• RPM is typically used for higher acuity patients at high risk of adverse events such as mortality 
or hospital readmission.  For these patients, there is currently no substitute for a model that 
adequately supports direct clinical engagement to triage patients in crisis.  
 

• There continues to be a wide range of RPM services for which there is no ACCESS model 
alternative.  These include both higher-acuity conditions, as described above, and other 
conditions for which either a pathway does not yet exist or cannot be supported without a 
more robust reimbursement model and team.  Even if CMS were to expand with additional 
ACCESS tracks (and change program requirements/reimbursement to make it more 
compatible), these tracks would not be operational before January 1.  

RPM Conditions not covered by ACCESS 
• Cardiac 

o Congestive heart failure  
o Atrial fibrillation and other 

arrhythmias 
o Post-cardiac-surgery or post-

hospitalization recovery 
 

• Respiratory 
o COPD  
o Chronic respiratory failure 
o Sleep apnea and other 

monitored sleep disorders 
o Pneumonia and acute respiratory 

infections 
o COVID-19 and post-COVID 

respiratory illness 
 

• Other acute and post-acute programs 
o General post-surgical recovery 
o Post-discharge and readmission-

prevention monitoring 
o Acute illness monitoring 
o Transplant recovery 

• Kidney disease outside the permitted stages 
o CKD stages 1–2 
o CKD stages 4–5 
o End-stage renal disease 
o Renal failure and dialysis management 

 
• Oncology 

o Breast cancer 
o Colorectal cancer 
o Lung cancer 
o Prostate cancer 
o Other active cancers 
o Chemotherapy toxicity and symptom 

monitoring 
o CAR-T and stem-cell-transplant recovery 

 
• Maternal health (We recognize Medicare usage 

is small, but attempting to cover relevant 
Medicaid use cases as well) 

o Pregnancy and postpartum monitoring 
(very important for RHTP) 

o Hypertensive disorders of pregnancy 
o Preeclampsia surveillance 
o Fetal monitoring 
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Where condition overlap does exist between RPM and ACCESS, we strongly encourage CMS to directly 
compare patient measures and cost outcomes of these services head-to-head over the next several 
years prior to cutting off RPM services.  While we are supportive of the ACCESS model approach for 
some patient care (and have members participating in the model), it remains true that ACCESS is an 
untested demonstration model that has not yet demonstrated that it can serve as a substitute for 
established Medicare services.  

A demonstration model must prove itself before it can be expanded to the broader Medicare program, 
yet CMS is proposing disruptive changes to established fee-for-service remote monitoring programs 
as ACCESS is only beginning to grow. 

Conclusion 

The Council urges CMS not to finalize the proposed remote monitoring policies as written. At a 
minimum, CMS should delay implementation and work with patients, practitioners, health systems, 
rural providers, clinical organizations, technology companies, and program-integrity experts to 
develop a more balanced approach. CMS can strengthen program integrity without eliminating 
responsible partnerships or disrupting care for beneficiaries. 

We look forward to discussing these critical issues with CMS leadership. Please contact Chris Adamec 
at cadamec@rpmleadershipcouncil.org with any questions about this letter or to schedule a meeting 
with the members of the Remote Monitoring Leadership Council.  

Respectfully,  

Remote Monitoring Leadership Council  
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Proposed Program Integrity Restrictions on Remote Monitoring  

 
In its CY2027 proposed rule, CMS communicates several concerns about payment for remote 
monitoring services. CMS cites Office of the Inspector General (OIG) reports on Additional Oversight 
of Remote Patient Monitoring in Medicare Is Needed [2] and Billing for Remote Patient Monitoring in 
Medicare [3] as the source of these concerns.  

• CMS is concerned about remote monitoring arrangements in which vendors provide services 
with little interaction with the billing practitioner.  

• CMS is concerned about the lack of transparency created by the billing of “incident to” services.  
• CMS is concerned about accurate device costs, due to lack of information regarding the typical 

device used to perform these procedures.  
• CMS is concerned about proliferation of the monitoring code family and instances in which all 

components were not documented in CMS records.  

We share these concerns. The Remote Monitoring Leadership Council (RMLC) previously called 
on CMS to take action to strengthen program integrity oversight of Medicare remote 
monitoring, and the OIG for more robust auditing.  
 
The CY2027 policy proposal does not successfully address the above concerns OR policy 
recommendations outlined by OIG.  Below, we recommend actions CMS can take to address 
these concerns without jeopardizing patient access to care and providers ability to partner.   
 
We urge CMS to adopt the following policies as logical outgrowths of the proposed CY2027 rule, and 
consider additional guardrails as outlined in further detail below.  
 

1. Specify additional general supervision criteria that expand requirements to meet the "overall 
direction and control" necessary in the relationship between a remote monitoring provider and 
remote monitoring biller. 
 

2. Adopt existing OIG recommendations (drafted in response to these exact concerns) that CMS 
can implement through existing oversight infrastructure, including an order/ordering-
practitioner identification and incident-to modifier. 

 
3. Adopt the proposed initiating-visit requirement, but grandfather current patients and allow 

exceptions for patients with a strong, longitudinal provider-patient relationship and certain 
post-acute situations.  
 

4. Expand on the initiating visit requirement, by requiring documented recertification of medical 
necessity by the ordering provider if the patient’s plan of care exceeds a year. 

  

https://rpmleadershipcouncil.org/wp-content/uploads/2026/03/RMLC-Prerulemaking-Letter-March-6-2026.pdf
https://rpmleadershipcouncil.org/rmlc-call-to-action-on-high-quality-rpm-to-hhs-oig/
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RECOMMENDATIONS  
PRIORITY OPTIONS FOR ADOPTION IN CY2027 FINAL RULE 

 
Further Define General Supervision “Overall Direction And Control” Requirements for a Remote 
Monitoring Arrangement  
CMS has expressed concern about care fragmentation. A blanket employment restriction is an 
inadequate proxy for clinical integration. Instead, CMS should apply its longstanding care-
management interpretation of general supervision. In the Chronic Care Management (CCM) context, 
CMS has explained that the billing practitioner must remain involved in ongoing oversight and 
management, collaboration, and reassessment, as appropriate. Where practitioner oversight or clinical 
integration with a third party is lacking, the service elements are not furnished and the practitioner 
should not bill Medicare (CY2017 MPFS final rule, 81 FR 80249). 
 
The following guardrails are a logical outgrowth of the proposed rule because they directly address 
CMS's stated concerns and draw from existing care-management guidance. They would test whether 
integrated care is actually delivered: 

● Ongoing oversight: 
○ The billing practitioner must designate and document staff responsible for handling 

escalations and emergencies identified through monitoring. 
○ The billing practitioner must maintain documented escalation pathways and shared 

clinical protocols with the individual or entity supporting monitoring. 
○ The individual or entity supporting remote monitoring must designate clinical 

personnel responsible for the beneficiary's monitoring services who are available to 
communicate with the billing practitioner or designated practice staff. 

● Collaboration: 
○ Monitoring information must be shared promptly with the billing practitioner through 

the practice's electronic health record or another secure, documented workflow. 
○ The record must demonstrate closed-loop responses to clinically significant alerts and 

practitioner instructions. 
● Reassessment: 

○ The billing practitioner must author and maintain a plan of care with defined remote 
monitoring goals and criteria for reassessment. 
 

Adopt Key HHS OIG Policy Recommendations 
As cited by CMS, the HHS OIG in 2024 made specific policy recommendations to address the outlined 
program integrity concerns that have not yet been addressed. These substantive recommendations 
would create the data and accountability pathways to resolve the “lack of information” held by CMS 
on these services. This approach would help CMS distinguish clinically integrated remote monitoring 
from arrangements that present genuine program-integrity risk without imposing a blanket 
employment restriction. 

• CMS should require that all remote patient monitoring services be ordered by a physician 
or other qualified health care professional and that information about the ordering 
provider be included on claims and encounter data for remote patient monitoring. This 
ordering-provider requirement would not require a new modifier or reporting system. It is 
particularly appropriate in light of CMS’s CY2027 proposal to require an initiating visit by the 

https://oig.hhs.gov/documents/evaluation/10001/OEI-02-23-00260.pdf
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billing practitioner. Requiring the ordering provider’s National Provider Identifier (NPI) on the 
claim would create a claims-level record of the practitioner relationship that CMS is seeking to 
strengthen through the initiating-visit requirement. This requirement would help ensure that 
beneficiaries receive remote monitoring services that are medically necessary and clinically 
appropriate. It would also provide CMS and other oversight organizations with essential 
information needed to detect and prevent fraud, waste, and abuse. 
 

• CMS should require the use of a modifier to indicate “incident to” services on Medicare 
remote monitoring claims and encounters and to track RPM providers. CMS is already 
implementing new claims modifiers in CY2027 that distinguish certain telehealth services 
furnished incident to a billing practitioner’s professional services. Although remote monitoring 
is not itself a Medicare telehealth service, the new telehealth modifier demonstrates the 
feasibility and program integrity value of identifying incident-to delivery arrangements 
through claims data. 
 
In parallel with the telehealth platform modifier, CMS could establish a modifier for remote 
monitoring services offered through a contracted or centralized platform, providing CMS with 
greater visibility into how these services are delivered, including the use of centralized clinical 
staffing and vendor-supported care models. CMS could then use those data to identify unusual 
billing patterns, evaluate the effects of different staffing arrangements, and target oversight 
toward arrangements that present actual risks.  This option would be far superior to prohibiting 
contracted staffing and consolidated staffing models (pooling staff within a clinically 
integrated network).  
 
These changes would give CMS full visibility into how these services are being delivered and 
greater visibility into how vendors and centralized staffing models are widely used to support 
difficult to operationalize remote monitoring programs. 

Adopt the Proposed Initiating-Visit Requirement, With Narrow Exceptions Based on CMS 
Precedent  
CMS has proposed a new requirement for a separately reportable initiating visit in association with the 
onset of RPM or RTM services in the CY2027 proposed rule, since these services require care 
coordination.  We agree that an initiating visit can help ensure that remote monitoring follows a 
practitioner evaluation rather than algorithmic selection or vendor-driven outreach. We believe this 
CMS proposal is a reasonable guardrail if narrow modifications are made to reflect situations in which 
a strong, longitudinal patient relationship already exists. 

• CMS should leverage CCM precedent to define when a separate initiating visit is 
unnecessary because a strong, longitudinal practitioner-patient relationship already 
exists. CMS should permit initiation during an otherwise qualifying E/M visit, annual wellness 
visit, or initial preventive physical examination and should exempt patients seen by the billing 
practitioner within the preceding year.  
 

• CMS should also recognize a care initiation pathway for specific post-acute situations in 
which a patient is provided a monitoring service as part of a coordinated plan of care 
post-hospitalization. In these typically short-duration remote monitoring situations, the 

https://www.federalregister.gov/d/2026-14327/p-236
https://www.federalregister.gov/d/2026-14327/p-235
https://www.cms.gov/files/document/chronic-care-management-faqs.pdf
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provider initiating care (hospitalist) may not be the same provider managing the care plan 
(primary care).  
 

• CMS should also adopt a transition period for beneficiaries already receiving remote 
monitoring on January 1, 2027. Applying the initiating-visit requirement prospectively 
during the first year would avoid an immediate volume of visits that primary and specialty 
practices would be unable to absorb. 

Require Annual Recertification of a Remote Monitoring Order  
Building on the initiating visit proposal, the Council recommends that CMS strengthen the requirement 
of an order for remote monitoring by requiring documented recertification of medical necessity if the 
patient’s plan of care exceeds a year.  The Council recognizes that there have been reports of patients 
staying on remote monitoring services after they are no longer needed.  While copays and patient 
behavior typically resolve this concern, we believe that remote monitoring should only exist as part of 
a documented care plan treating a specific condition or conditions.  
 
This additional visit, during which continued medical necessity would be documented, would serve to 
protect taxpayers from unnecessary utilization by creating an additional inflection point for ending 
patient care. As outlined by OIG, the additional data and documentation captured during both the 
initiating visit and the recertification of medical necessity with full documentation after a year would 
be useful for program integrity purposes and research.  
 

ADDITIONAL RECOMMENDATIONS  
 

Collect Information About the Physiologic Data and Devices Being Used 
As recommended by OIG in 2024, CMS should implement methods to collect further information about 
the devices being used for remote monitoring and conditions it is treating. The current lack of 
information inhibits CMS’s ability to conduct oversight and ensure the services are used appropriately. 
CMS should develop codes or modifiers identifying the physiologic information monitored and, where 
useful, the device type, manufacturer, or model. These data could improve program-integrity analysis, 
illuminate emerging use cases, and support more accurate valuation of remote monitoring device-
supply services. The collection of this data would have multiple benefits. Device data would provide 
CMS with the information it needs to improve valuation calculations for the remote monitoring supply 
codes (a challenge described in the rulemaking). It would allow CMS to track growing remote 
monitoring use cases and understand them – making it clear how devices, costs, and utilization differ 
across widely varied conditions. Additionally, CMS should consider whether Medicare Advantage 
encounter data should eventually identify monitored physiologic information, devices, staffing 
arrangements, or contracted vendors.  
 
Establish Broader Clinical-Access and Value-Based Payment Guardrails 
CMS should evaluate whether selected CCM requirements or Advanced Primary Care Management 
standards and documentation —such as defined 24/7 care access and continuity of care 
requirements—should apply to remote monitoring. Purchasers of high-quality remote monitoring 
programs today often demand similar capabilities from remote monitoring providers.  
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Establish a Dedicated Enrollment Classification for Remote Monitoring Organizations 
As recommended by OIG in 2024, CMS should develop a method to identify companies that specialize 
in remote patient monitoring.  A new provider or supplier enrollment classification would improve 
visibility into organizations that primarily support remote monitoring. The Council welcomes the 
opportunity to create clear visibility into our practices and better demonstrate how high-quality 
remote monitoring services are able to drive saving for taxpayers through avoided hospitalizations 
and other outcomes. 
 
Support a Market-Based Supplement to Government Requirements  
Establish high-level clinical integration and oversight standards, and solicit applications from 
organizations capable of accrediting remote monitoring arrangements. While an accreditation 
pathway would need to be phased in over a period of time, it would be an effective way for industry 
to regulate problematic remote billing providers. The Council strongly support a quality and outcomes-
focused barrier to entry for organization wishing to operate as remote monitoring vendors to ensure 
the integrity of the care delivered and the return on taxpayer dollars. 
 
Accelerate the Pathway to Value-Based Payment (including the ACCESS Model)  
CMS should also explore outcome-based payment options, appropriate quality measures, and 
additional model pathways for conditions and patient-intensity levels commonly managed through 
remote monitoring.  While there is not yet a path to fully abandon fee-for-service for many Medicare 
patients, accelerating movement to value-based care resolves many CMS concerns in CY2027 proposal. 
More details can be found here. 

• Incorporate outcome-based payment options for remote monitoring services in any 
future alternative payment model. We have concerns with the remote monitoring payment 
bundle as written in the proposed rule. We believe CMS should revisit this bundle with the goal 
of creating an opportunity for more flexibility and enhanced accountability for outcomes 
through a value-based payment. Remote monitoring providers are eager and ready to be paid 
for outcomes – we just need more payment pathways to capture necessary patient care. 
 

• Require all remote monitoring providers to begin reporting any appropriate ACCESS 
model measures as cited in the Outcome-Aligned Payment Measures List. Outcome-
focused data points (such as blood pressure reduction/control) for these services (alongside 
other documentation requirements above) could prove or disprove efficacy for specific 
conditions within a year. These reporting requirements would create a meaningful control 
group for ACCESS model participants to benchmark themselves against. The data generated 
by this comparison would yield incredible value for CMMI.  
 

• Build new/additional alternative payment model options for medical conditions and 
patient intensity levels that are currently treated through remote monitoring (but are not 
currently represented in ACCESS model tracks).  

https://rpmleadershipcouncil.org/wp-content/uploads/2026/08/Diseases-not-a-good-fit-for-Access-Model.pdf
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THE EVIDENCE FOR RPM  

Remote physiologic monitoring (RPM) allows clinicians and health care teams the ability to monitor weight, 
blood pressure, blood glucose, pulse, temperature, oximetry, respiratory flow rates and more to help 
patients optimally manage their health conditions.  

RPM is not simply the device, but the integrated care management services that enable clinicians to meet 
medical guidelines.  

These are studies that demonstrate the clinical effectiveness of RPM, particularly programs that boost a 
clinician’s ability to achieve medical guidelines. 

Hypertension 

Hypertension is a major risk factor for cardiovascular disease. Cardiovascular disease (CVD) is estimated 
to 121.5 million adults in the US, and this is expected to increase to 130 million by 2035. Additionally, CVD 
is associated with a high financial cost, with the average direct and indirect costs of CVD and stroke totaled 
$351.2 billion. 

Reducing systolic blood pressure (SBP) and diastolic blood pressure (DBP) is central to addressing 
hypertension. Multisociety clinical guidelines recommend a team-based care approach that is patient 
centered and frequently implemented as part of a multifaceted approach, with systems support for 
clinical decision making (i.e., treatment algorithms), collaboration, adherence to prescribed regimen, BP 
monitoring, and patient self-management, as the most effective intervention for hypertension control.  

Hypertension has the most consistent evidence. Home blood-pressure transmission produces clinically 
meaningful reductions when measurements trigger medication titration, pharmacist management, or 
structured clinician feedback; monitoring without active co-intervention is substantially weaker. 

• Journal of the American College of Cardiology: Advances: Clinical and Engagement Results of a 
Nationwide Comprehensive Remote Patient Care Hypertension Program: This retrospective 
analysis followed 23,638 Medicare beneficiaries enrolled in a nationwide, technology-enabled 
remote patient care hypertension program integrating cellular blood pressure cuffs with 
guideline-directed clinical protocols. Proportion of patients meeting the guideline target of 
<130/80 mm Hg rose by 70%. Outcomes were similar among rural seniors. Patients transmitted 
over 11.8 million vitals. 75% of patients were still measuring vitals at 6 months, with comparable 
benefit among rural and medically underserved patients, suggesting real-world programs can 
replicate trial-level effectiveness at scale. Feldman DI, et al. JACC Adv. 2025;4(7):101892. 
doi:10.1016/j.jacadv.2025.101892. 

• American Journal of Managed Care: Effect of Remote Patient Monitoring on Stage 2 
Hypertension: Deployment of an RPM program in Medicare patients with concomitant care 
coaching was associated with statistically significant reductions in both elevated BP readings and 
the presence of stage 2 hypertension. Dennis L, Koyfman I. Am J Manag Care. 2025;31(9):e244-
e248. doi:10.37765/ajmc.2025.89742. 

o RPM was associated with a 75% reduction in stage 2 hypertension over 12 months. 

o Patients benefited from real-time health monitoring and proactive care interventions. 

o RPM plays a supportive role in managing chronic diseases and enhancing patient 
engagement. 

https://www.heart.org/-/media/files/about-us/policy-research/policy-positions/clinical-care/remote-patient-monitoring-guidance-2019.pdf?la=en
https://www.ahajournals.org/doi/epub/10.1161/CIR.0000000000000659
https://www.jacc.org/doi/10.1016/j.jacc.2017.11.006#:%7E:text=Supplement%2062.-,Synopsis,-Team%2Dbased%20care
https://pubmed.ncbi.nlm.nih.gov/40713146/
https://pubmed.ncbi.nlm.nih.gov/40713146/
https://www.ajmc.com/view/effect-of-remote-patient-monitoring-on-stage-2-hypertension
https://www.ajmc.com/view/effect-of-remote-patient-monitoring-on-stage-2-hypertension
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• Healthcare (Basel): Remote Patient Monitoring Is Associated with Improved Outcomes in 
Hypertension: A Large, Retrospective, Cohort Analysis: Individuals at cardiac and primary care 
clinics were prescribed a remote patient-monitoring (RPM) program. After at least 90 days on the 
RPM program, the number of patients with uncontrolled HTN reduced to 2648 (40.2%, p < 0.01), 
and the number of patients with stage 2 HTN reduced to 1261 (19.1%, p < 0.01). Systolic blood 
pressure improved by 7.3 mmHg for all patients and 16.7 mmHg for stage 2 HTN. There was 
improvement in mean arterial pressure (MAP) in all patients with uncontrolled HTN by 8.5 mmHg. 
Smith W, Colbert BM, Namouz T, Caven D, Ewing JA, Albano AW. Remote Patient Monitoring Is 
Associated with Improved Outcomes in Hypertension: A Large, Retrospective, Cohort Analysis. 
Healthcare (Basel). 2024 Aug 9;12(16):1583. doi: 10.3390/healthcare12161583. PMID: 39201142; 
PMCID: PMC11353537. 

• Stroke (an American Heart Association Journal): Telehealth After Stroke Care Pilot Randomized 
Trial of Home Blood Pressure Telemonitoring in an Underserved Setting:This pilot randomized 
trial evaluated the Telehealth After Stroke Care (TASC) model, which integrates home blood 
pressure telemonitoring, nurse support, tailored infographics, and multidisciplinary video visits 
for stroke survivors in underserved communities. The intervention demonstrated feasibility and 
strong patient acceptability, resulting in higher appointment adherence and participant retention 
compared to standard care. Additionally, the program lowered home systolic blood pressure and 
improved overall blood pressure control, particularly among Black and Hispanic patients. Naqvi 
IA, et al. Stroke. 2022;53(12):3538-3547. doi:10.1161/STROKEAHA.122.041020. 

• PLOS Medicine: Self-Monitoring of Blood Pressure in Hypertension: A Systematic Review and 
Individual Patient Data Meta-Analysis: This individual patient data meta-analysis pooled 
randomized trials comparing self-monitoring of blood pressure to no self-monitoring in people 
with hypertension. Self-monitoring paired with co-interventions such as systematic medication 
titration, education, or lifestyle counseling produced a clinically meaningful and sustained 
reduction in blood pressure. Tucker KL, et al. PLoS Med. 2017;14(9):e1002389. 
doi:10.1371/journal.pmed.1002389. 

• JAMA: Effect of Home Blood Pressure Telemonitoring and Pharmacist Management on Blood 
Pressure Control: An integrated health system in Minnesota found its home blood pressure 
telemonitoring program, when paired with pharmacist care management improved blood 
pressure control during 12 months of active treatment, and this benefit persisted through six 
additional months after the intervention was withdrawn. Margolis KL, et al. JAMA. 
2013;310(1):46-56. doi:10.1001/jama.2013.6549. 

• JAMA: Effectiveness of Home Blood Pressure Monitoring, Web Communication, and Pharmacist 
Care on Hypertension Control: Pharmacist care delivered through secure web messaging 
significantly improved blood pressure control, establishing an early template for technology-
enabled team-based hypertension management. This randomized trial evaluated a care model 
combining home blood pressure monitoring, secure patient web communication, and pharmacist-
assisted medication management compared to usual care. Green BB, et al. JAMA. 
2008;299(24):2857-2867. doi:10.1001/jama.299.24.2857. 

• JAMA Cardiology: Emergency Department–Based Education and mHealth Empowerment 
Intervention for Hypertension: Patients randomized to an intervention, which included a brief 
Post-Acute Care Hypertension consultation (PACHT-c) with a clinical pharmacist or an advanced 
practice nurse, a smartphone-enabled BP monitoring kit, had significantly greater reductions in 
systolic blood pressure at six months. Researchers found the intervention to be effective in 

https://pmc.ncbi.nlm.nih.gov/articles/PMC11353537/
https://pmc.ncbi.nlm.nih.gov/articles/PMC11353537/
https://pmc.ncbi.nlm.nih.gov/articles/PMC9698100/
https://pmc.ncbi.nlm.nih.gov/articles/PMC9698100/
https://pubmed.ncbi.nlm.nih.gov/28926573/
https://pubmed.ncbi.nlm.nih.gov/28926573/
https://pubmed.ncbi.nlm.nih.gov/23821088/
https://pubmed.ncbi.nlm.nih.gov/23821088/
https://pubmed.ncbi.nlm.nih.gov/18577730/
https://pubmed.ncbi.nlm.nih.gov/18577730/
https://jamanetwork.com/journals/jamacardiology/fullarticle/2832858
https://jamanetwork.com/journals/jamacardiology/fullarticle/2832858
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improving hypertension management compared with standard discharge instructions with 
outpatient referral. Prendergast H, et al. JAMA Cardiol. 2025;10(7):657-665. 
doi:10.1001/jamacardio.2025.0675. 

• Acharya et al. - US telemedicine hypertension meta-analysis: Acharya S, et al. Hypertension. 
2024;81(3):648-657. doi:10.1161/HYPERTENSIONAHA.123.22109. This US-focused systematic 
review and meta-analysis found that telemedicine hypertension management improved SBP, DBP, 
and BP control compared with clinic-based care. Effects were larger when nonphysicians led 
pharmacotherapy and pharmacists supported self-management, while smaller reductions in non-
White-predominant trials identify an important equity and adaptation concern.  

• McManus et al. - TASMINH4: McManus RJ, et al. Lancet. 2018;391(10124):949-959. 
doi:10.1016/S0140-6736(18)30309-X. TASMINH4 is a large pragmatic test of whether clinicians 
can use patient measurements to guide titration. Both self-monitoring and telemonitoring 
improved SBP versus usual care, while their head-to-head difference was not significant. The 
unmasked design and incomplete primary-outcome ascertainment create some concerns, but the 
randomized comparison and sensitivity analyses make the result highly credible. 

• McManus et al. - HOME BP: McManus RJ, et al. BMJ. 2021;372:m4858. doi:10.1136/bmj.m4858. 
HOME BP translates self-monitoring and guided titration into a scalable digital primary-care 
pathway. The effect is smaller than in pharmacist-intensive trials but remains clinically meaningful 
at low incremental cost.  

• Teng et al. - Remote management versus self-monitoring and usual care: Teng TQ, et al. BMC Med. 
2025;23:459. doi:10.1186/s12916-025-04278-6. This 24-month three-arm trial is unusually useful 
because it directly distinguishes remote management from self-monitoring and usual care. 
Benefits were statistically significant but modest.  

Heart Failure  

More than 6 million Americans suffer from HF, imposing an impressive economic and financial burden on 
the US healthcare system with an approximate annual cost of over $30 billion. By 2030, this economic 
burden is expected to increase by a 3-fold. Additionally, HF is one of the most frequent causes of 
hospitalization and remains the leading cause of 30-day hospital readmissions. 

The major target for decreasing HFH and improving quality of life is relief and prevention of congestion, 
for which tracking of cardiac filling pressures or lung water content has shown most benefit thus far.  

Heart-failure findings depend on the model. Low-touch symptom or weight reporting has produced 
definitive null trials, whereas coordinated specialist management and implantable hemodynamic 
monitoring can reduce hospitalization. The modality and response pathway are therefore part of the 
intervention, not implementation details. 

• Journal of Cardiac Failure: Leveraging Remote Patient Monitoring to Effectively Put the Heart 
Failure Guidelines to Practice: This study highlighted the benefits of comprehensive RPM and 
care on health outcomes and total cost of care for patients with heart failure with reduced 
ejection fraction (HFrEF). The analysis showed that further adoption of comprehensive RPM and 
centralized medication titration can help close care gaps, improve outcomes, and reduce cost. 
High levels of patient engagement were achieved, with total number of vital signs recorded, 
clinical visits and phone calls completed, and high-acuity clinical alerts resolved. Specifically, RPM 

https://pubmed.ncbi.nlm.nih.gov/38189139/
https://pubmed.ncbi.nlm.nih.gov/29499873/
https://pubmed.ncbi.nlm.nih.gov/33468518/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12326676/
https://linkinghub.elsevier.com/retrieve/pii/S0147956304001347
https://www.ahajournals.org/doi/10.1161/HHF.0b013e318291329a
https://www.jacc.org/doi/10.1016/j.jacc.2023.04.010
https://onlinejcf.com/article/S1071-9164(24)00159-3/fulltext
https://onlinejcf.com/article/S1071-9164(24)00159-3/fulltext
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boosted guideline-directed medical therapy (GDMT), which effectively reduces morbidity and 
mortality rates for patients with heart failure (HF). 

• JAMA Cardiology: Remote Cardiac Monitoring in Patients With Heart Failure: A Review: 
NewYork-Presbyterian’s Centralized Heart Failure Management Program in partnership with 
Columbia and Weill Cornell Medicine utilized remote monitoring technology to measure 
pulmonary pressure, blood pressure, weight, and other physiologic changes that are used to 
adjust a patient’s medical regimen. Researchers found implementation of these technologies 
better treated patients with advanced heart failure without the necessity of frequent in-person 
visits. Remote Cardiac Monitoring in Patients With Heart Failure: A Review. Kennel PJ, Rosenblum 
H, Axsom KM, Alishetti S, Brener M, Horn E, Kirtane AJ, Lin E, Griffin JM, Maurer MS, Burkhoff D, 
Sayer G, Uriel N. JAMA Cardiology. 2021 Dec 29. 

• Scholte et al. - Telemonitoring modalities in heart failure: Scholte NTB, et al. NPJ Digit Med. 
2026;9:234. doi:10.1038/s41746-026-02415-w. This is the broadest and most current randomized 
evidence synthesis in the review. Its network analysis suggests that invasive hemodynamic 
monitoring performs best for total HF hospitalization, while structured telephone support may 
rank highly for first hospitalization and mortality. The pooled results are compelling, but clinical 
and technological heterogeneity, network assumptions warrant some concerns. 

• Koehler et al. - TIM-HF2: Koehler F, et al. Lancet. 2018;392(10152):1047-1057. 
doi:10.1016/S0140-6736(18)31880-4. TIM-HF2 demonstrates that a continuous specialist 
response system can reduce time lost to cardiovascular hospitalization or death and may reduce 
mortality. It is best interpreted as evidence for a coordinated care model, not for passive device 
monitoring. Endpoints were adjudicated blind, although patients and treating teams could not be 
blinded. 

• Chaudhry et al. - Tele-HF: Chaudhry SI, et al. N Engl J Med. 2010;363(24):2301-2309. 
doi:10.1056/NEJMoa1010029. Tele-HF is indispensable because its null result is precise and 
practice-changing. Daily symptom and weight reports through an interactive telephone system 
did not reduce readmission or death after HF hospitalization. The trial strongly argues against 
assuming that more frequent data collection automatically creates better care. 

• Ong et al. - BEAT-HF: Ong MK, et al. JAMA Intern Med. 2016;176(3):310-318. 
doi:10.1001/jamainternmed.2015.7712. BEAT-HF adds coaching and nurse-reviewed daily vital 
signs to post-discharge care yet still finds no readmission or mortality benefit. Quality of life 
improved, showing that patient-centered and utilization outcomes can diverge. Imperfect 
engagement limits the per-protocol question but increases real-world relevance. 

• Abraham et al. - CHAMPION: Abraham WT, et al. Lancet. 2011;377(9766):658-666. 
doi:10.1016/S0140-6736(11)60101-3. CHAMPION established that acting on daily implantable 
pulmonary-artery pressure data can reduce HF hospitalization in selected NYHA class III patients. 
Because all patients received the implant, the randomized contrast isolates access to pressure 
information rather than device implantation. Single blinding, selected eligibility, and 
manufacturer sponsorship limit generalization but do not erase the large hospitalization effect. 

• Hindricks et al. - IN-TIME: Hindricks G, et al. Lancet. 2014;384(9943):583-590. doi:10.1016/S0140-
6736(14)61176-4. IN-TIME used automatic multiparameter data from implanted cardiac devices 
to prompt clinical review. The composite clinical score and observed mortality favored monitoring. 

https://jamanetwork.com/journals/jamacardiology/article-abstract/2787150
https://pubmed.ncbi.nlm.nih.gov/41667841/
https://pubmed.ncbi.nlm.nih.gov/30153985/
https://pubmed.ncbi.nlm.nih.gov/21080835/
https://pubmed.ncbi.nlm.nih.gov/26857383/
https://pubmed.ncbi.nlm.nih.gov/21315441/
https://pubmed.ncbi.nlm.nih.gov/25131977/
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Its open workflow, composite endpoint, and company funding require caution, but it remains 
important evidence that high-fidelity implanted data can support timely action. 

• Krzesiński et al. - AMULET: Krzesiński P, et al. Eur J Heart Fail. 2022;24(3):565-577. 
doi:10.1002/ejhf.2358. AMULET evaluates a nurse-led outpatient pathway with remote 
cardiologist support after HF hospitalization. The composite benefit was driven by fewer HF 
admissions rather than cardiovascular death. It provides a credible noninvasive counterpart to 
implant-based strategies, though the open-label design and borderline upper confidence limit 
merit restraint. 

Diabetes 

The American Diabetes Association suggests several factors to consider when choosing the appropriate 
diabetes technology, including type of diabetes, age, personal preferences, quality of current glucose 
management, current total daily insulin dose, personalized glucose target, lifestyle, level of education, 
manual dexterity, digital literacy, occupation (including any specific risks), comorbidities, socioeconomic 
status, psychosocial factors, access to medical care, and device(s) already used.  

Type 2 diabetes RPM generally lowers HbA1c by about 0.3 to 0.5 percentage points. Evidence is strongest 
for active feedback and medication adjustment; evidence for mortality and other hard clinical outcomes 
remains limited. 

• Journal of the American Medical Informatics Association (JAMIA): A Randomized Trial 
Comparing Telemedicine Case Management with Usual Care in Older, Ethnically Diverse, 
Medically Underserved Patients with Diabetes Mellitus: 5 Year Results of the IDEATel Study: 
This randomized controlled trial evaluated a home-based telemedicine and nurse case-
management program among 1,665 Medicare beneficiaries with diabetes, age 55 and older, living 
in federally designated medically underserved areas of New York State. Over five years, patients 
receiving telemedicine case management experienced significantly greater improvements in 
HbA1c, LDL cholesterol, and systolic and diastolic blood pressure compared with usual care. 

• Frontiers in Endocrinology: A Successful Remote Patient Monitoring Program for Diabetes: This 
study evaluated the University of Colorado School of Medicine’s Diabetes Home and Remote Care 
Program. Through frequent telehealth check-ins and medication adjustments overseen by 
endocrinologists, participants achieved significant reductions in blood sugar levels. Certified 
diabetes care and education specialists (CDCES) contacted patients every 1-2 weeks to provide 
lifestyle coaching and assessed medication compliance. Overall, the findings demonstrate that 
replacing traditional in-person visits with remote monitoring provides an effective, accessible 
model for long-term diabetes management. Sawyer K, et al. Front Endocrinol. 2025;16:1524567. 
doi:10.3389/fendo.2025.1524567. 

• Lee et al. - Telemedicine network meta-analysis: Lee SWH, et al. Sci Rep. 2017;7:12680. 
doi:10.1038/s41598-017-12987-z. This network meta-analysis compares multiple telemedicine 
configurations and identifies teleconsultation as the highest-ranked modality for HbA1c reduction. 
Its central contribution is comparative: active clinician contact appears more important than 
passive transfer. As with any network analysis, heterogeneity and transitivity across technologies, 
settings, and eras limit literal ranking. 

• Wild et al. - Telescot: Wild SH, et al. PLoS Med. 2016;13(7):e1002098. 
doi:10.1371/journal.pmed.1002098. Telescot is a relatively rigorous pragmatic RCT of home 
glucose, blood-pressure, and weight transmission with clinician review. HbA1c improved by about 

https://pubmed.ncbi.nlm.nih.gov/34617373/
https://diabetesjournals.org/care/article/49/6/916/164559/Challenges-in-and-Opportunities-for
https://pmc.ncbi.nlm.nih.gov/articles/PMC2705246/
https://pmc.ncbi.nlm.nih.gov/articles/PMC2705246/
https://pmc.ncbi.nlm.nih.gov/articles/PMC2705246/
https://www.frontiersin.org/journals/endocrinology/articles/10.3389/fendo.2025.1524567/full
https://pubmed.ncbi.nlm.nih.gov/28978949/
https://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1002098
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half a percentage point and ambulatory BP also improved. Central randomization, objective 
outcomes, and sensitivity analyses strengthen inference; nine-month follow-up and inevitable 
lack of participant blinding limit durability claims. 

• Whole Systems Demonstrator - type 2 diabetes analysis: Steventon A, et al. BMC Health Serv Res. 
2014;14:334. doi:10.1186/1472-6963-14-334. This condition-specific analysis from a large 
pragmatic cluster program found a small HbA1c improvement. It contributes implementation 
realism at scale, but it is a secondary subgroup analysis and the target-attainment confidence 
interval included no effect. It is best used as external-validity support rather than the definitive 
efficacy estimate. 

• Yang et al. - Smartphone-based glucose management: Yang Y, et al. JMIR Mhealth Uhealth. 
2020;8(2):e16266. doi:10.2196/16266. This cluster trial shows that weekly physician feedback to 
app-uploaded glucose data can improve glycemia within three months. The result reinforces the 
active-feedback mechanism seen across diagnoses. The short duration, open care process, and 
limited number of clusters make it less definitive than IDEATel or the systematic reviews. 

• Shao et al. - Telehealth versus in-person diabetes care: Shao Y, et al. Diabetes Obes Metab. 
2024;26(1):118-125. doi:10.1111/dom.15293. This large EHR analysis uses difference-in-
differences and propensity weighting to estimate the pandemic-era effect of telehealth care. The 
HbA1c benefit is statistically precise but small. The study materially improves external validity, 
while residual selection, care-intensity differences, and pandemic-related confounding keep 
causal confidence below that of randomized evidence. 

Post-Acute Conditions 

• Journal of Clinical Medicine: A Retrospective Observational Study of Continuous Wireless Vital 
Sign Monitoring via a Medical Grade Wearable Device on Hospitalized Floor Patients: An FDA-
cleared wireless monitoring device found LOS in the first unit monitored by the system exhibited 
a decreasing trend from 3.07 days to 2.75 days over 12 months. Wearable continuous vital sign 
monitoring with the BioIntelliSense BioButton® system enables early detection of clinical 
deterioration. 

• Journal of Clinical Medicine: Implementation of Remote Patient Monitoring and Earlier CERT 
Activation: Effects on ICU Transfer and Mortality: Integration of RPM into hospital care pathways 
was associated with earlier recognition of clinical deterioration, reduced illness severity at ICU 
admission, and lower in-hospital mortality. These findings may support the utility of RPM as part 
of a comprehensive, multicomponent, rapid response model to recognize early physiological 
deterioration and may improve patient safety and outcomes in acute care settings. 

• Nurse Leader: Executive Nurse Leaders Accelerating Health Care Without Limits: Commonspirit 
Care Base Beyond the Bedside: This unified model, Care Base, demonstrated the value of 
leveraging digital solutions and centralized coordination to optimize resource utilization and 
patient outcomes. The approach supports workforce development and continuous improvement, 
empowering nurses to provide high-quality care beyond traditional settings.  

• JMIR Medical Informatics: Scaling Wireless Continuous Vital Sign Monitoring Across an 8-
Hospital Health System: Digital Health Implementation Report: This initiative represents the first 
system-wide deployment of CVSM across a diverse, multihospital health system. Success was 
enabled by early strategic alignment, phased rollout, robust IT and monitoring infrastructure, and 

https://pubmed.ncbi.nlm.nih.gov/25100190/
https://pubmed.ncbi.nlm.nih.gov/32130172/
https://pubmed.ncbi.nlm.nih.gov/37726978/
https://pubmed.ncbi.nlm.nih.gov/39200889/
https://pubmed.ncbi.nlm.nih.gov/39200889/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12565538/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12565538/
https://www.sciencedirect.com/science/article/abs/pii/S1541461226001072
https://www.sciencedirect.com/science/article/abs/pii/S1541461226001072
https://medinform.jmir.org/2026/1/e78216
https://medinform.jmir.org/2026/1/e78216


   
 

7 
 

iterative optimization. The program demonstrates the feasibility of embedding CVSM into routine 
inpatient care to improve efficiency and patient experience. 

• Telemedicine and E-Health: Impact of a Large-Scale Remote Patient Monitoring Program on 
Hospitalization Reduction: Michigan Medicine’s RPM program showed a 59% reduction in the 
average number of hospital admissions 6 months after the start of enrollment across multiple 
enrollment diagnoses including COVID-19, congestive heart failure, and hypertension. Findings 
show that RPM is effective in reducing hospital admissions for a wide variety of conditions. 
“Impact of a Large-Scale Remote Patient Monitoring Program on Hospitalization Reduction, 
Telemedicine and E-Health," Telemedicine and E-Health. DOI: 10.1089/tmj.2024.0600 

• American Journal of Managed Care: Scaling Care Coordination Through Digital Engagement: 
Stepped-Wedge Trial Assessing Readmissions: Researchers from the Medical College of 
Wisconsin found its patient postdischarge digital engagement (PDDE) program reduced 
readmissions for low-risk patients and supplemented care coordination for medium- and high-
risk patients. The PDDE efficiently provided additional touch points between patients and 
providers. Additionally, it allowed health systems to easily stay in touch with lower-risk patients 
who normally wouldn't receive follow-up support. Polovneff A, Shah N, Janardan A, et al. Am J 
Manag Care. 2024;30(2):e32-e38. Published 2024 Feb 1. doi:10.37765/ajmc.2024.89498. 

• JAMA Network Open: Remote Symptom Monitoring With Electronic Patient-Reported 
Outcomes in Clinical Cancer Populations: In this nonrandomized trial of 5,949 cancer patients, 
standard-of-care remote symptom monitoring (RSM) via electronic patient-reported outcomes 
was associated with 19% and 13% reductions in hospitalizations at 3 and 6 months, respectively. 
However, RSM showed no statistically significant impact on emergency department visits or ICU 
admissions compared to historical controls. These findings support expanding electronic 
symptom monitoring nationwide to help reduce acute hospitalizations in routine oncology care. 
Rocque GB, et al. JAMA Netw Open. 2025;8(5):e259852. 
doi:10.1001/jamanetworkopen.2025.9852. 

• Coffey et al. - Implementation of a multisite, interdisciplinary remote patient monitoring 
program for ambulatory management of patients with COVID-19: Coffey JD, et al. npj Digit Med. 
2021;4(1):123. doi:10.1038/s41746-021-00490-9. This study evaluated a multisite remote patient 
monitoring (RPM) program implemented across the United States by Mayo Clinic to manage 
ambulatory COVID-19 patients. The program utilized low- and high-intensity care delivery models 
tailored to individual patient risk levels to track symptoms and vital signs remotely. Ultimately, 
the study demonstrated that utilizing an RPM framework for acute illness management is feasible, 
safe, and effective at supporting patients in home-based settings. 

  

https://journals.sagepub.com/doi/10.1089/tmj.2024.0600?cf-mal-redirected=true&__cf_chl_tk=bJf95pK6wElTzBhIVYPlw.LutLHKHaY8m1nbN3iK.mc-1786734487-1.0.1.1-8CySmr48mNN4eY5QQW9OsY5bxLRfOZtTo9O9KfWPjnU
https://journals.sagepub.com/doi/10.1089/tmj.2024.0600?cf-mal-redirected=true&__cf_chl_tk=bJf95pK6wElTzBhIVYPlw.LutLHKHaY8m1nbN3iK.mc-1786734487-1.0.1.1-8CySmr48mNN4eY5QQW9OsY5bxLRfOZtTo9O9KfWPjnU
https://pubmed.ncbi.nlm.nih.gov/38381546/
https://pubmed.ncbi.nlm.nih.gov/38381546/
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2833891
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2833891
https://www.nature.com/articles/s41746-021-00490-9
https://www.nature.com/articles/s41746-021-00490-9
https://doi.org/10.1038/s41746-021-00490-9
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Selected White Papers/Case Studies 

Current Health: RPM in the Military Health System  

Tricare Primary beneficiaries were enrolled in virtual care (VC) program where patients’ vital signs were 
continuously monitored at home with a wearable device. A central team monitored vital signs and 
conducted daily or twice-daily reviews (the nurse-to-patient ratio was 1:30). Monitored patients were 
adherent to the wearable device and triggered a manageable number of alarms/day for the monitoring-
team-to-patient ratio. Total net savings were estimated at $2.3 million in the first year of the program 
across the MHS.  

NEJM Catalyst: Scaling Remote Patient Care: The Mechanics of a Paradigm Shift in Chronic Disease 
Management  

Providence co-developed a remote patient care program with Cadence, which provides RPC for patients 
with hypertension, heart failure, and type 2 diabetes by leveraging a nurse practitioner-led team of 
multidisciplinary clinicians that act as a fully integrated practice extension for the primary care clinician. 
The clinical solution includes virtual visits during which behavioral, lifestyle, and pharmacologic 
recommendations are made according to national guidelines to optimize patients’ vitals, symptoms, and 
medications. Patients’ vitals measured at home are also monitored by a clinical team available 24/7/365 
to appropriately triage and provide clinical care, as well as address individual patient needs and questions.  

Smith W, Flanagan C. Continuous Remote Patient Monitoring as a Scalable Intervention to Improve 
Blood Pressure and Glucose Control in Chronic Populations.  

HealthSnap, Inc.; 2025. This is an industry white paper, not a peer-reviewed study, analyzing HealthSnap's 
own RPM platform users with uncontrolled hypertension or diabetes. It reports a dose-response pattern 
where longer program engagement tracked with larger reductions in blood pressure and fasting glucose, 
with the biggest gains in patients enrolled over 450–600+ days. Its most notable claim is a direct challenge 
to an outside policy report, arguing that meaningful BP and glucose benefits continue well past 6–12 
months rather than plateauing early. 

HealthSnap - Cardiology Clinical Outcomes: Remote Patient Monitoring and Chronic Care Management 

HealthSnap. Cardiology Clinical Outcomes: Remote Patient Monitoring and Chronic Care Management. 
HealthSnap. 2024. This clinical white paper evaluates the impact of HealthSnap's Remote Patient 
Monitoring (RPM) and Chronic Care Management (CCM) programs on cardiology patients over a multi-
month period. The findings show significant clinical improvements, including meaningful reductions in 
systolic and diastolic blood pressure, enhanced glycemic control, and overall stabilization of chronic 
cardiovascular conditions. Consequently, the study highlights integrated RPM and CCM models as scalable, 
effective interventions for optimizing chronic disease management in cardiology practices. 

Best Buy Health & Geisinger - How Geisinger Transformed Hypertension Care with Remote Patient 
Monitoring and Pharmacist Support 

Best Buy Health, Geisinger. Case Study Report. 2024. This case study details how Geisinger leveraged Best 
Buy Health's Current Health remote patient monitoring platform to improve blood pressure management 
for patients with treatment-resistant hypertension. By combining Bluetooth-enabled blood pressure 
monitors with pharmacist-led telehealth consultations and timely medication adjustments, the program 
resulted in improved health outcomes and fewer hospitalizations. 

https://pubmed.ncbi.nlm.nih.gov/36630301/
https://catalyst.nejm.org/doi/full/10.1056/CAT.24.0521
https://catalyst.nejm.org/doi/full/10.1056/CAT.24.0521
https://www.healthsnap.io/
https://www.healthsnap.io/
https://welcome.healthsnap.io/cardiology-outcomes-report
https://rpmleadershipcouncil.org/wp-content/uploads/2025/05/DSG-1109-COMM-PROV-GEISINGER-HYPERTENSION-CASE-STUDY-P1-E10.pdf
https://rpmleadershipcouncil.org/wp-content/uploads/2025/05/DSG-1109-COMM-PROV-GEISINGER-HYPERTENSION-CASE-STUDY-P1-E10.pdf
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Journal of Telemedicine and Telecare: Program Cost And Return On Investment Analysis Of Remote 
Patient Monitoring For Hypertension Management In The Cardiology Department Of A Large Healthcare 
System 

This study observed the Cardiology Division at New York University Langone Health and found the average 
RPM program cost was estimated at $330 per patient (range: $208–$452). Major expenses included data 
review by staff ($172 per patient), blood pressure devices ($48 per patient), and phone communications 
($36 per patient). ROI varied based on patient compliance with home blood pressure monitoring (≥16 
days per month), with an average estimate of 22.2% (range: −11.1%–93.3%) per patient at a 55% 
compliance rate.  

The ROI is defined as the net financial return per dollar invested. Using patient-level cost estimates, the 
average ROI was approximately 22.2%, meaning that for every dollar invested, the program generated a 
return of $1.22. 

Mayo Clinic Proceedings: The Impact of a Remote Patient Care Program on Health Care Costs and 
Utilization Among Medicare Patients With Chronic Disease  

This study demonstrated that RPM significantly reduced total cost of care and hospitalizations for 
Medicare patients with chronic disease. Findings included: 

Significant cost reductions: $1,302 decrease in total cost of care per patient per year and $1,428 decrease 
in inpatient spend per patient per year  

Fewer hospitalizations: 64 fewer admissions per 1,000 patients (27% reduction)  

Meaningful reductions in inpatient costs and admissions across high-cost conditions: For example, a 
decrease of $21 per patient per month for those with sepsis/infection (57% decrease in hospitalizations) 

Comparable outcomes for rural patients 

Feldman DI, et al. Mayo Clin Proc Innov Qual Outcomes. 2026;10(1):100679. 
doi:10.1016/j.mayocpiqo.2025.100679. 

Association of Community Cancer Centers - Digital Tools in Cancer Care Survey Results 

Association of Community Cancer Centers. Digital Tools in Cancer Care Survey Results. Association of 
Community Cancer Centers (ACCC). This infographic outlines Association of Community Cancer Centers 
(ACCC) survey findings on Remote Patient Monitoring (RPM) adoption, highlighting benefits like better 
symptom tracking and fewer ER visits. However, variable trust in electronic reported outcomes, data 
privacy concerns, and key access barriers must still be addressed across urban, suburban, and rural 
oncology settings. Fully integrating RPM into standard care will ultimately require expanded education, 
policy updates, and sustainable reimbursement models. 
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