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How to Succeed in Driving Impactful 
Outcomes for Patients With Certain 
Chronic Conditions Using Remote 
Care Management

Disclosure of Relevant Financial Relationships

• The following faculty of this continuing education activity has 
financial relationships with commercial interests to disclose:

– Lynn Simon, MD

• Community Health Systems — Cadence shareholder, 
business affiliate

– Chris Altchek

• Cadence – CHS Vendor
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Medical Director, South 
Baldwin Medical Group

Chris Altchek
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CEO & Founder

Lynn Simon, MD, MBA, FACHE

Lynn T. Simon, M.D., M.B.A., FACHE is President of Clinical Operations and Chief Medical Officer 
at Community Health Systems. CHS operates over 80 affiliated hospitals and more than 1,000 
outpatient sites of care in 16 states. Dr. Simon leads all aspects of clinical operations including 
safety, quality, clinical service lines, nursing, case management, medical staff relations, physician 
practice management, medical informatics, and transfer center operations. Dr. Simon also 
spearheads work to implement and scale innovative, AI and technological solutions that enhance 
patient care and workforce support across the organization.

Dr. Simon completed a medical internship at Rush University Medical Center in Chicago, Illinois, 
and a neurology residency at Stanford University in Palo Alto, California, serving as Chief Resident 
in her final year. Prior to joining CHS, Dr. Simon was a practicing neurologist in Louisville, Kentucky 
and served as SVP & Chief Medical Officer of Jewish Hospital & St. Mary’s HealthCare.

Dr. Simon serves on the Board of Directors of Ascend Learning and previously served on the Board 
of Kindred Healthcare. She is a delegate to the American Hospital Association Regional Policy 
Board and serves on the Quality Committee for the Federation of American Hospitals.
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Eric Cheung, MD

Eric Cheung, MD is a board-certified Family Medicine specialist practicing in Foley, Alabama and 
also serves as the Chief of Staff for South Baldwin Regional Medical Center and as clinic medical 
director for South Baldwin Medical Group. Prior to establishing his practice in Foley approximately 
12 years ago, Dr. Cheung practiced in Iowa for 12 years.

Dr. Cheung graduated from University Of Toronto Medical School in 1991, where he also completed 
his residency program.

Dr. Cheung is passionate about meeting people from various walks of life and enjoys being part of 
long term care plans for his patients. He spends time getting to know each patient’s health history 
and believes human touch is especially important when it comes to patient care and effective 
treatment. 

Chris Altchek

Chris is the CEO and Founder of Cadence, a pioneering health technology company helping health 
systems deliver world-class care to patients at home throughout the U.S. Cadence has built a 
breakthrough remote care management platform delivering better care to people managing chronic 
conditions at scale.

Prior to founding Cadence, Chris co-founded Mic, worked at Goldman Sachs, the White House, and 
Michael Bloomberg’s campaign. He was named to Crain’s 40 Under 40 in 2017, Forbes’ 30 Under 
30 in 2014, and Goldman Sachs’ 100 Most Intriguing Entrepreneurs in 2015 and 2016.
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Learning Objectives

1. Evaluation: How to effectively select a health 
technology partner, including implementation tactics, 
clinical dyad considerations, and success metrics of an 
effective RPM program. 

2. Application: How to analyze and interpret data in 
order to optimize care delivery for patients with chronic 
conditions. 

Agenda

• Introductions & overview of session

• Overview of CHS-Cadence partnership & 
criteria for selection

• How Cadence works  

• Results & learnings

• Impact on the system
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Overview of CHS-Cadence partnership 
& criteria for selection 

Care Management at Home

April 2022
go-live, originally launched in 
Arkansas and Alabama

30 Clinics
actively enrolling patients today 

>1100 Patients
enrolled in the  program to date

Cadence is actively engaging clinical champions across the Community Health System 
network to continue expanding the program across the nation
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Increase patient 
engagement 

Reduce preventable 
hospitalizations by 
improving clinical  

outcomes 

Clinician led RPM 
program with minimal 

impact to existing 
workflows 

Proven clinical   
outcomes 

Patient-centric 
experience with 
industry-leading 

engagement results  

Clinical Team capable 
of triaging alerts and 
supporting patients 

virtually 

Cadence’s Value Proposition 

Community Health System’s Goals

Build vs Buy: Critical Decision Criteria

12

Staffing

• What staff must be 
hired/allocated to support 
the program?

• How will that staff be 
trained?

Patient Triage

• Who is monitoring for 
patient alerts? 

• If needed, who will provide 
intervention? 

• What are their clinical 
guidelines?

Operational Support 

• What new procedures 
must be developed? 

• How will we support 
device logistics?

• How will we handle 
technical support?

Technology

• How will patients be 
identified? 

• How do providers place 
the order for RPM?

• How will data be 
integrated into the EMR?

Patient Experience

• How will patients be 
onboarded and trained?

• How will communication 
work with patients? 

• Who will manage patient 
engagement and support?

Financial Model 

• What capital is required to 
establish the program?

• What is the financial risk? 
• How does billing work?
• What is the potential 

return on investment?

Can this program be successfully delivered at scale across a large health system?
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What does success look like?

For Patients

Personalized care 
supported by a simple, 
engaging experience 
that meets the patient 

where they are

For Providers

Access to more high-
quality, actionable 

information with minimal 
impact to current 

workflows

For the System

Improved patient 
engagement and 

adherence leading to 
improved clinical 

outcomes, all with a 
favorable financial 

model 

13

How Cadence works
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Program Overview

End-to-End Remote Monitoring and Virtual Care

Remote         
Monitoring 

Cadence provides remote 
monitoring devices and 
services for patients with 
chronic conditions including 
heart failure, hypertension 
and type 2 diabetes

Consistent Care 
Between Clinic Visits

Cadence follows protocol-
driven care plans 

personalized to patient 
needs, including medication 

management

24/7 Clinical Triage & 
Technical Support

Cadence triages alerts and 
phone calls from patients, 
escalating to your clinicians 
only as needed

Supported by the Cadence Medical Group acting as an extension of partner clinicians

Medical Directors Nurse Practitioners Medical Navigators

Enrollers

Social Workers

Pharmacists Nutritionists
Behavior Change 

Specialists

16

Enhanced Patient Engagement
Cadence helps patients stay 
better connected with their 
primary care providers, with 
simple conversations and 
intuitive devices

Improve Clinician Work/Life
Cadence’s team manages daily 
monitoring, triages alerts and deploys 
data-informed decision making

Decrease Cost of Care
Cadence’s program and 
financial model make it 
possible to deliver high 
quality care in a cost 
effective manner, leading 
to lower cost of care

Scale Across the System 
Cadence’s model enables 
the delivery of remote 
monitoring and virtual care 
to tens of thousands of 
patients 

Improve Patient Outcomes
Using evidence-based therapies, 
Cadence assists patients with 
medication adherence and 
optimization, attempting to avoid 
preventable, acute episodes and 
hospitalizations.

The Impact of Care Management at Home

15
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Results & learnings

Patient Engagement

18

Properly engaging patients drives more frequent vitals collection and better adherence to their 
care plan which yields better clinical outcomes

Care Management at Home Patient Experience

Cell Enabled 
Devices

Readily Available 
Care Team

Two-Way SMS 
Communication

Concierge 
Enrollment

88%
of patients use devices 16+ 

days per month

78%
of patients are still enrolled 
and engaging at 6 months

71
NPS

(Net promoter score)

Results to Date:
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Patient Engagement
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“The staff are incredible. They follow up to check 
on my condition and keep me up to date with my 
vitals I send in daily. It's like being married without 
the nagging!”

20

“Scales and BP machine work great. Easy to 
use. All the folks I’ve dealt with  have been very 
nice and knowledgeable.”

“This program is wonderful! It helps me pay 
attention to my health.”

I really enjoy the support that they give me, their 
concerns about my hypertension, and the quality 
of the service that I receive!”

Patient Testimonials

19
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Physician Experience
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Patient 
Identification 

Clinician Determines 
Medical Necessity

Clinician 
Ordering

CHS quality team
handles identification 

of eligible patients
based on eligibility 

criteria and existing data 
in the EMR via query

Clinicians have full 
authority to determine 

which of their patients to 
enroll in the Cadence 

program

Clinicians place orders 
for patients either during 
an appointment or as part 
of an Eligible Patient List 

directly in the EMR

Benefits to the Physicians 

22

Increased data and 
visibility into their patients 

status between visits all 
readily available in the EMR

Increased data and 
visibility into their patients 

status between visits all 
readily available in the EMR

Decrease non-billable 
activity and interactions 
that create daily noise for 
clinicians and their staff

Decrease non-billable 
activity and interactions 
that create daily noise for 
clinicians and their staff

Increase high-impact, 
billable patient interactions 

and engagement 

Increase high-impact, 
billable patient interactions 

and engagement 
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Personalized Patient Care
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Cadence Care Protocols

Cadence delivers guideline directed 
care, medication titration, and lifestyle 
coaching according to our shared 
protocols. 

Our protocols are based on the published 
guidelines from the following societies: 

• The American Heart Association
• The American College of Cardiologists
• The Heart Failure Society of America
• The American Diabetes Association

Cadence Platform

Cadence clinicians maintain regular virtual care visits to ensure patients are set up for success 
and that they are adhering to their guideline-directed care plan.

Cadence clinicians maintain regular virtual care visits to ensure patients are set up for success 
and that they are adhering to their guideline-directed care plan.

24

Note: Patient before-and-after (1) vital values based on average of readings from first week and last applicable week with Cadence, (2) office visit, ED visit, and total cost of care 
values are based on a review of all claims submitted during the applicable time period for patient.
(1) All Diagnoses
(2) CHF Diagnosis

RPM’s Impact on the Patient Journey

Office Visit FrequencyOffice Visit Frequency

Avg. No. of Vitals in 90 daysAvg. No. of Vitals in 90 days

Clinical Phone EncountersClinical Phone Encounters

Monthly 1:1 Phone TimeMonthly 1:1 Phone Time

Med Titration FrequencyMed Titration Frequency

Escalation to PCPEscalation to PCP

Every 3 Months

1-2

Rare

~0

3 Months

By Acute/Sick Visits

Every 3 Months

70-80

Twice Monthly

35 Minutes

Every 39 Days1 | 26 Days2

5 Messages/Month/100pts

WITHOUT RPM ENROLLED IN CADENCE

23
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Patient Story 

25

Age: 56 Male

Goals of Care:

“Not changing his male 
functions”

Medical History and 
utilization drivers:
• HTN
• HLD
• T2DM
• PTSD
• OSA intermittent CPAP
• IDA
• Polymyalgia rheumatica
• H/o thyroiditis
• H/o med noncompliance

Age: 56 Male

Goals of Care:

“Not changing his male 
functions”

Medical History and 
utilization drivers:
• HTN
• HLD
• T2DM
• PTSD
• OSA intermittent CPAP
• IDA
• Polymyalgia rheumatica
• H/o thyroiditis
• H/o med noncompliance

Patient Background

• May 2022: Enrolled in Cadence. Patient wanted to work on lifestyle modifications first, specifically 
lowering sodium, weight loss, and exercise.

• June-October 2022: Conducted interval follow-ups to continue to encourage the patient and to create an 
accountability structure. Patient showed minimal weight gain with average BP in the high 130s/90s. 

• November 2022: comorbids and renal protective benefits discussed. Patient agreed to begin Losartan 
12.5mg QD. Currently working our way up as tolerated to lowest most effective dose. 

• May 2022: Enrolled in Cadence. Patient wanted to work on lifestyle modifications first, specifically 
lowering sodium, weight loss, and exercise.

• June-October 2022: Conducted interval follow-ups to continue to encourage the patient and to create an 
accountability structure. Patient showed minimal weight gain with average BP in the high 130s/90s. 

• November 2022: comorbids and renal protective benefits discussed. Patient agreed to begin Losartan 
12.5mg QD. Currently working our way up as tolerated to lowest most effective dose. 

Utilization history

• By explaining the care plan to the patient, answering his questions and helping him see the reason and all 
the benefits, we were able to drastically increase his adherence to the program. 

• He had to build trust and given the chance to control his health on his terms.  

• By explaining the care plan to the patient, answering his questions and helping him see the reason and all 
the benefits, we were able to drastically increase his adherence to the program. 

• He had to build trust and given the chance to control his health on his terms.  

Patient Impact and Outcomes

• Patience and taking the time to explain treatment helps make a more compliant patient
• What may seem very clear cut medicine is often misunderstood by the patient
• Patience and taking the time to explain treatment helps make a more compliant patient
• What may seem very clear cut medicine is often misunderstood by the patient

Lessons Learned

Patient Story 

26

Age: 71 Female

Goals of Care:

“To be able to walk one block 
again or strut” 

Medical History and 
utilization drivers:
• HFpEF with mod cLVH, HTN, HLD, 

T2D, COPD and severe OSA non-
compliant BiPap use, chronic pain 
w/opioid dependency, hypothyroid, 
heavy tobacco use, MO BMI (51)

• Two AECHF admissions within the 
month prior to enrollment

• Patient had very little CHF 
understanding or prior guidance for 
disease process management
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w/opioid dependency, hypothyroid, 
heavy tobacco use, MO BMI (51)

• Two AECHF admissions within the 
month prior to enrollment

• Patient had very little CHF 
understanding or prior guidance for 
disease process management

Patient Background

• Patient’s initial weight at enrollment: 263 lbs
• Multiple alerts within first few days of enrollment for rapid weight gain. RN/NP POC for diuretic escalation 

given going into a weekend.
• Despite this, she went to to the ER with increasing symptoms and was admitted for IV diuresis 2/2 CHF.
• Since last admission, Cadence providers have kept her compensated and out of the hospital, GDMT 

optimized to add SGLT2 (Jardiance 10 QD) and uptitrated ACEi (transition to ARNI pending costs). 
• Encouraged ischemic eval: stress test high risk for ischemia, LHC nonobstructive CAD with med 

management. Patient had almost daily encounters with an RN or NP during first 30 days on program.
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• Multiple alerts within first few days of enrollment for rapid weight gain. RN/NP POC for diuretic escalation 

given going into a weekend.
• Despite this, she went to to the ER with increasing symptoms and was admitted for IV diuresis 2/2 CHF.
• Since last admission, Cadence providers have kept her compensated and out of the hospital, GDMT 

optimized to add SGLT2 (Jardiance 10 QD) and uptitrated ACEi (transition to ARNI pending costs). 
• Encouraged ischemic eval: stress test high risk for ischemia, LHC nonobstructive CAD with med 

management. Patient had almost daily encounters with an RN or NP during first 30 days on program.

Utilization history

• Patient’s weight as of Dec. 2022: 239 lbs
• She was much more aware of triggers to her CHF: now has controlled BP, is limiting dietary indiscretions, 

CPAP compliance, and has weaned smoking working towards complete cessation.  
• Patient’s son died recently of AMI and she credits our program for “getting her through that o/w she would 

have died herself”. 
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• She was much more aware of triggers to her CHF: now has controlled BP, is limiting dietary indiscretions, 

CPAP compliance, and has weaned smoking working towards complete cessation.  
• Patient’s son died recently of AMI and she credits our program for “getting her through that o/w she would 

have died herself”. 

Patient Impact and Outcomes

• Much of HFpEF management is in lifestyle and education based. Over time, with coaching, the patient 
was willing to listen and make necessary changes.

• 10% of her care was medicine and 90% was social and educational support. 

• Much of HFpEF management is in lifestyle and education based. Over time, with coaching, the patient 
was willing to listen and make necessary changes.

• 10% of her care was medicine and 90% was social and educational support. 

Lessons Learned
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CHF Impact

1) Results based on an early cohort of CHF patients enrolled in Cadence monitored from August 12th, 2021, to December 31st, 2021

28

Hypertension Progress

1) Results include patients from across multiple health systems enrolled into the Cadence RPM program during 2021 and 2022.

27
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Diabetes Progress

1) Results include patients from across multiple health systems enrolled into the Cadence RPM program during 2021 and 2022.

Impact on the system
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Enhanced Patient Engagement

● 88% of patients use Cadence devices 
16 days or more per month

● 97% of patients feel more connected to 
and supported by their providers 

Improve Clinician Work/Life

● 99% of patient alerts are effectively 
managed without escalation to the 
patient’s primary care provider

Decrease Cost of Care

● (14%) average decrease in 
cost of care for ACO patients3

Scale Across the System 

● >10X growth in weekly patient 
order rate over the first seven 
months.

Improve Patient Outcomes

● 2x increase in HTN patients with 
well controlled BP at 10 weeks1

● 5.5x increase in the number of CHF 
patients achieving guidelines2

The Impact of Care Management at Home

Note: Cadence success measures are real results experienced during initial deployment.
1) Well controlled defined as less than 130/80 mmHg
2) Results based on an early cohort of CHF patients enrolled in Cadence monitored from August 12th, 2021, to December 31st, 2021
3) Based on ACO data of CHF & HTN patients. For purposes of this analysis, the time period analyzed prior to Cadence enrollment for each patient was made equivalent to the time 
period “following Cadence enrollment”. For example, if a patient has been enrolled for 10 weeks, only 10 weeks prior to enrollment was analyzed to compare like time horizons. 

Physician Adoption: Push vs. Pull

32

Integrating remote monitoring at the point of care is critical to maximizing the clinical value of 
the program, although it does mean that the program’s success is dependent on physician 

adoption and getting them to place an order…

Initial 
Approach

Current 
Approach

Socialize solution with broader 
market with to gauge provider 
interest and leverage findings to 
discern where to focus effort

Pull  

Socialize, implement and 
onboard clinicians based on 
clinic size and location

Push  

350 – 450 orders per 
practice at at go-live

6 months to get 400 
patient orders
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Q & A
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