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The Value

Get Started Now

Deaconess Health System

50%

Reviving and Re-thinking RPM Program Helps  
Deaconess Health System Cut Readmissions in Half
Data-driven approach focuses  
on steering the right patients into  
the program

Enabled COVID-19 patients to recover at home safely and confidently.

 
Deaconess Health System had been an early adopter of remote patient monitoring (RPM) 
technology when it was first introduced a decade ago, but manual data extraction left the impact 
of the program difficult to quantify. The Evansville, Indiana-based organization, which includes 
11 hospitals with 900+ total beds, 96 locations, its own Accountable Care Organization (ACO) 
and a large 538-provider multispecialty group serving patients in 26 mostly rural counties in 
Southwestern Indiana, Southeastern Illinois and Western Kentucky. By 2018 the legacy program’s 
technology aged out.

Yet as Amanda Bohleber, MD, a family physician and Chief Transformation Officer, and Allison 
Flowers, RN, Telehealth Clinical Manager at Deaconess reviewed the program they believed it 
wasn’t RPM itself where the failure had occurred. It was the way it had been executed, especially 
when it came to selecting patients. 

“The data said that RPM hadn’t made a difference in bending the cost curve, but in looking 
deeper we felt the issues were more with the program’s design,” says Dr. Bohleber. “At that 
time anyone with chronic conditions such as COPD and chronic heart failure who had an event 
resulting in an emergency department visit or a hospital admission had been encouraged to 
participate in RPM. But if their risk of a readmission was already low RPM was unlikely to make 
much of a difference. You really need to reach a certain threshold of risk to see a benefit.”

After reviewing internal data and general industry information, Dr. Bohleber and Flowers put 
together a plan to revive the RPM program, but with a new approach designed to direct the right 
patients into it. 

This approach would use an Epic tool that creates a readmission risk score to help separate the 
best candidates for RPM from those for whom it would have little (if any) benefit. 
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“Our target was patients with a 20% or higher risk of readmission,” says Flowers. “They are the 
ones who may not ordinarily follow the plan of care they are given at the hospital as closely, 
which means they can quickly slip into old habits.”

“We believed if we could keep those patients on track we could make a 
real difference in keeping patients healthy and avoiding readmissions 

within 30 days. And accomplishing both of those would also have a 
positive financial impact on the health system.”

Dr. Bohleber and Flowers showed their figures to leadership at Deaconess and it was agreed 
that the health system should give RPM another try. That decision was spurred by the fact that 
Deaconess’ readmission rates at that time were consistently running in the upper 20s, which 
was unacceptable. Now the question was which RPM technology to select. 

The previous system was immediately eliminated because it lacked integrated video and its products and features hadn’t advanced 
much in 10 years. Instead, Dr. Bohleber and Flowers decided to look into some of the newer, more feature-rich options that had been 
gaining popularity in the interim. 

This was a very careful process that involved trial runs with each RPM platform being considered. In fact, Dr. Bohleber and Flowers 
would perform two trials before finally finding the one they believed would demonstrate the effectiveness of RPM. 

Modern Features, Easy Deployment 
As soon as the trial launched, Dr. Bohleber and Flowers knew that the Vivify connected care platform offered all the features and functionality 
they were looking to incorporate in their new RPM program. 

“We quickly found that Vivify was ahead of the other companies in terms of what the platform could do,” says Dr. Bohleber.“We liked the way 
it integrated video functionality, and the fact that Bluetooth™ and cellular connectivity was built right in. It was also very easy to use, which is 
an important consideration since many of the patients with chronic conditions are older and at least in some cases are not too tech-savvy. 
And on our end, we liked the fact that the dashboards would make it easy for us to pull out the information we needed to track to show if the 
program was having an impact.” 

Another deciding factor was Vivify’s logistics capabilities. When the program first launched, Deaconess made the decision to go with Vivify 
Home, which gives patients a fully self-contained kit that includes the appropriate Bluetooth-enabled devices, such as pulse oximeters and 
blood pressure cuffs, along with a tablet to use for reporting results and participating in video-based telehealth calls. 

The thought was that providing all the tools in a kit where all the connectivity was already enabled would avoid excuses not to participate and 
ultimately encourage patient engagement. Yet that would mean someone would have to get those kits into the patients’ hands, train them on 
how to use them, and get them back when the RPM period was over. Normally that operation is left to the provider, which can be a significant 
drain on resources. Not in this case, however.

“Vivify said they could take that burden off of us,” Flowers states. “They have a very sophisticated logistics operation that does all the 
deployment, training, and collection. It’s something they have perfected over several years. We simply tell them where the kits need to go, and 
when they need to be picked up, and they take care of the rest. It saves our nurses in particular many hours of administrative time so they can 
focus instead on actually caring for those patients.”

Building the Program
The initial deployment of the Vivify platform was scheduled for the summer of 2018, and the 
go-live occurred as promised on September 24, 2018. The first conditions targeted were chronic 
heart failure (CHF) and chronic obstructive pulmonary disease (COPD) because these were the 
areas the data showed could be most positively affected by RPM. 

Since selecting the right patients within those groups was so critical to success, Dr. Bohleber 
and Flowers performed a deep dive to learn the nuances of the Epic risk scoring system to 
ensure patients would be scored accurately. 



“We didn’t want to let our enthusiasm for RPM cloud our judgment on who to select,” Flowers says. “We will occasionally allow patients in the 
10% to 19% risk zone in if we see other factors that might cause a readmission, but we really try to stay with those who are in the 20% and 
above risk score range. We wanted patients who were not too sick but sick enough. They are our sweet spot.” 

One area that didn’t require much work on the part of Deaconess was building the care pathways patients would follow in the RPM program. 

“We liked the pathways Vivify already had for the conditions we wanted to target so we just stayed with those for the most part,” Dr. Bohleber 
says. “They are based on clinical best evidence and we could see that Vivify continually updates them. There may have been one or two where 
we offered more input or requested significant changes, especially as we got into more complex comorbidities, but otherwise they were ready 
to go out of the box.” 

Once the Deaconess team understood the patient population and how the RPM platform worked with CHF and COPD, the program was 
expanded to include a total of 11 pathways, including CHF, COPD, CHF+COPD, CHF+COPD+DM, CHF+DM, CHF+DM+CKD, CKD, COPD+DM, 
Diabetes, Hypertension and Pneumonia. Vivify’s experts were integral to this entire process. 

“We had a clinical consultant from Vivify here on-site prior to the go-live to oversee the implementation and deliver training to our staff,” 
Flowers recalls. “She was here for two or three days, and after she left she checked in frequently to ensure everything was going well. She was 
very connected to the process and continued to help us build out the program as we expanded it.”

After the go-live was completed, everything proceeded smoothly. The program ran well and was beginning to generate results. 

Then came the COVID-19 pandemic, and Vivify really began to demonstrate its value. 

We simply tell them where the kits 
need to go, and when they need to be 
picked up, and they take care of the 
rest. It saves our nurses in particular 
many hours of administrative time 
so they can focus instead on actually 
caring for those patients.”
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It’s amazing that we can do 
that for a patient, especially 
a COVID-19 patient. 
Allowing them to recover 
in their home environment 
really helps lift their spirits 
and speed their recovery.”
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Pandemic Creates a Shift
Like most health systems in the U.S., Deaconess began to brace for the surge of COVID-19 
patients in the spring of 2020. The health system discharged patients from the RPM program 
to make room for COVID-19 patients, but fortunately the numbers didn’t rise immediately. 

That situation changed in the fall of 2020 as the second wave struck the entire country, 
including Deaconess’ service area. By that time, Deaconess had expanded its Vivify program 
to include Vivify +Go, which enables patients to use their own smart device to report on their 
conditions and interact with the RN team, creating a rapid method of ramping up a program. 
Deaconess had 400 patients using Vivify +Go between October 2020 and March 2021. 

“It was easy for us as the telehealth department to go to our senior leadership team and say, ‘We recognize the problem of all these COVID-19 
patients repeatedly coming to the ED or being discharged home and now on oxygen,’” Dr. Bohleber explains. “’We’ve shown you the success 
we’ve had with patients with chronic conditions and keeping them out of the hospital. Let us use Vivify +Go to monitor these COVID patients 
and help ease the burden.’ The leadership team agreed and they’ve seen how it has helped. I’ve also been following up with patients and 
they have been so grateful for what we did with Vivify +Go. They feel like someone is watching out for them, whether it’s after an ED visit or a 
lengthy hospital stay, and carrying them through a scary time in their lives.” 

One of the critical capabilities of Vivify +Go (versus the Vivify Home kits) was the ability to enroll patients quickly. While there can be a small 
delay without consequences in a program designed to manage chronic conditions, the need for RPM was far more acute with COVID-19. 
Using Vivify +Go, Deaconess was able to send each suspected COVID-19 patient who didn’t require hospitalization home immediately with a 
pulse oximeter so they could monitor their oxygen levels and have someone checking in on them in case their situation deteriorated. 

To help pay for the program, Deaconess was able to take advantage of CPT codes for RPM that the Centers for Medicare and Medicaid 
Services (CMS) added to help manage the pandemic. The health system began billing for RPM under CPT codes 99457, 99458, 99453 and 
99454. 

Embraced by Clinicians
In any new clinical program, especially one that requires unfamiliar technology, gaining clinician buy-in can often be challenging. Dr. Bohleber 
and Flowers were aware of that risk, so they made a point of showcasing the Vivify Home kits early in the process and touting results as they 
came in. That alone helped gain buy-in from ED leaders who could see the value for the patients they treat most frequently. 

Then the RPM program began to gain champions from other departments who became steady referral streams. 

“I think what they liked was the way we were targeting patients based on their readmission risk score rather than just accepting anyone and 
everyone,” Dr. Bohleber says. “Seeing how we were reducing readmissions in other areas encouraged them to enroll their patients.” 

The RPM team continues to work to evangelize the program with physicians and case managers and encourage them to identify and refer the 
patients who are best suited for it. They have also made significant inroads with nurses who run ACO programs by showing them the millions 
of dollars that can be saved through enrolling chronic condition patients in RPM. Additionally, follow-ups such as sending thank you letters 
for referrals and good catches have gone a long way toward building not just acceptance but enthusiastic support for the program.

Happy Patients
Participation among patients was low when the program first launched. That is under-
standable since the RPM program was new and is completely voluntary. Also because the 
Deaconess team was in the process of learning which patients to target. Since those early 
days, however, it has grown significantly.  

“We learned a lot in those first six months about which types of patients will be the most 
willing to participate,” says Dr. Bohleber. “Now we feel we are much more adept at selecting 
patients for the program. Those who do are extremely happy with it, too. They tell us how 
much better they feel knowing someone is watching over them at all times, and that if there is 
a problem they will receive a call within 10 minutes of uploading their data.”

“Our RPM program can make a huge difference in patients’ 
lives – if you select the right patients.”
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Readmissions Down, Savings Up
Unlike Deaconess’ previous attempt at RPM, their Vivify program is data-driven and producing quantifiable results which are outstanding.  
The 30-day readmission rate for the RPM population has been cut in half from 14% to 6.93%, which has helped the organization avoid 
$500,000 in CMS penalties. 

Dr. Bohleber and Flowers also used the health system’s electronic health records to examine what it billed the patients for the six months 
prior to them participating in the RPM program versus the six months after. That calculation showed a $6.5 million difference in the total cost 
of care for those patients. 

Patient surveys about the program offered further evidence of its effectiveness and  
acceptance. Satisfaction scores consistently run in the 94% range, while the overall ease  

of use is rated 93%. 

The senior leadership team was convinced of the difference the program makes when we shared details about how the program impacts 
patients after a heart failure event.

“Our patients get daily check-ins, information on improving diet, and all sorts of other remote care,” Dr. Bohleber states. “One family reached 
out to share how impactful this program was for their father. He needed to manage his heart failure and they saw how the program was 
able to keep him out of the hospital not just for 30 days but actually beyond 90 days. He did have a subsequent readmission, but as soon as 
he was in the hospital the family said, ‘We need to go home with the Vivify kit again.’ That’s a pretty powerful way for senior leadership to 
understand just what the program can do.” 

According to Flowers, one of the greatest success stories is being able to wean a patient off of oxygen while they’re at home instead of 
requiring them to spend additional time in the hospital.

“It’s amazing that we can do that for a patient, especially a COVID-19 patient,” she says. “Allowing them to recover in their home environment 
really helps lift their spirits and speed their recovery.” 

Going Above and Beyond
The other aspect that has made Deaconess’ program so successful is how its telehealth care team goes above and beyond to ensure patients 
receive the care they need. For example, if a patient is discharged after a heart failure event and doesn’t schedule a follow-up visit with the 
cardiologist, a case manager will call and set up the appointment. Yet it also extends to other areas. 

“Someone from our team will make sure a patient has transportation to their appointment,” she says. “They will make sure patients who need 
it have access to healthy food. It’s all the little things our team does that make this program stand out from others like it. The Vivify dashboard 
makes it easy to identify who has the most need today so we can offer that extra level of care.” 

Other anecdotal examples include helping a patient who was supposed to be contacted by a home health agency (but wasn’t), or who was 
supposed to have an EKG performed. Having that information bubble up to the top ensures necessary care is delivered, even when there is a 
problem elsewhere in the health system. 

As further testament to how the value of the RPM program is being recognized within Deaconess, one of its RPM nurses was recently 
rewarded for a “Great Catch” by the patient safety team. She received a pin for her badge, a gift card, a physical award, recognition in front of 
the entire leadership team and other incentives. 

“Out of all the Great Catch submissions, hers was the one they chose,” Dr. Bohleber says.  
“It really shows how our program, and our team, is making a difference every day.”



Someone from our team 
will make sure a patient 
has transportation to their 
appointment. They will make 
sure patients who need it 
have access to healthy food. 
It’s all the little things our 
team does that make this 
program stand out from 
others like it.”



For more information, visit vivifyhealth.com or call 855-4-VIVIFY. 

Put your organization on the digital pathway to collaborative 
care on-demand with Vivify Pathways – the industry’s only 
comprehensive, patient-centered connected care platform. 
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