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Abstract

Background: Patients hospitalized with acute coronary syndrome (ACS) or heart failure (HF) are frequently readmitted. This
is the first randomized controlled trial of a mobile health intervention that combines telemonitoring and education for inpatients
with ACS or HF to prevent readmission.

Objective: This study aims to investigate the feasibility, efficacy, and cost-effectiveness of a smartphone app–based model of
care (TeleClinical Care [TCC]) in patients discharged after ACS or HF admission.

Methods: In this pilot, 2-center randomized controlled trial, TCC was applied at discharge along with usual care to intervention
arm participants. Control arm participants received usual care alone. Inclusion criteria were current admission with ACS or HF,
ownership of a compatible smartphone, age ≥18 years, and provision of informed consent. The primary end point was the incidence
of unplanned 30-day readmissions. Secondary end points included all-cause readmissions, cardiac readmissions, cardiac
rehabilitation completion, medication adherence, cost-effectiveness, and user satisfaction. Intervention arm participants received
the app and Bluetooth-enabled devices for measuring weight, blood pressure, and physical activity daily plus usual care. The
devices automatically transmitted recordings to the patients’ smartphones and a central server. Thresholds for blood pressure,
heart rate, and weight were determined by the treating cardiologists. Readings outside these thresholds were flagged to a monitoring
team, who discussed salient abnormalities with the patients’ usual care providers (cardiologists, general practitioners, or HF
outreach nurses), who were responsible for further management. The app also provided educational push notifications. Participants
were followed up after 6 months.
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Results: Overall, 164 inpatients were randomized (TCC: 81/164, 49.4%; control: 83/164, 50.6%; mean age 61.5, SD 12.3 years;
130/164, 79.3% men; 128/164, 78% admitted with ACS). There were 11 unplanned 30-day readmissions in both groups (P=.97).
Over a mean follow-up of 193 days, the intervention was associated with a significant reduction in unplanned hospital readmissions
(21 in TCC vs 41 in the control arm; P=.02), including cardiac readmissions (11 in TCC vs 25 in the control arm; P=.03), and
higher rates of cardiac rehabilitation completion (20/51, 39% vs 9/49, 18%; P=.03) and medication adherence (57/76, 75% vs
37/74, 50%; P=.002). The average usability rating for the app was 4.5/5. The intervention cost Aus $6028 (US $4342.26) per
cardiac readmission saved. When modeled in a mainstream clinical setting, enrollment of 237 patients was projected to have the
same expenditure compared with usual care, and enrollment of 500 patients was projected to save approximately Aus $100,000
(approximately US $70,000) annually.

Conclusions: TCC was feasible and safe for inpatients with either ACS or HF. The incidence of 30-day readmissions was
similar; however, long-term benefits were demonstrated, including fewer readmissions over 6 months, improved medication
adherence, and improved cardiac rehabilitation completion.

Trial Registration: Australian New Zealand Clinical Trials Registry ACTRN12618001547235;
https://www.anzctr.org.au/Trial/Registration/TrialReview.aspx?id=375945

(JMIR Mhealth Uhealth 2022;10(2):e32554) doi: 10.2196/32554
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Introduction

Cardiovascular Disease
Cardiovascular disease remains the most prevalent cause of
morbidity and mortality in high-income countries despite
significant advances in treatment over the last 5 decades.
Myocardial infarction is responsible for 15% of worldwide
mortality [1], and heart failure (HF) affects >26 million people
worldwide [2]. Recent epidemiological data show that
cardiovascular mortality is no longer declining and is indeed
rising in some communities [3], and hospitalization rates are
universally increasing [4,5]. The principal drivers include an
aging population and rising prevalence of adult and childhood
obesity [6,7]. Coupled with increasing health care costs, these
trends raise concerns regarding the sustainability of the already
overburdened traditional model of health care.

Cardiac readmissions are a potential target for system
improvement. Readmission rates for both acute coronary
syndrome (ACS) and HF approach 20% for patients in the first
month after discharge [8-10]. Readmissions are associated with
increased mortality and costs for the health care system [11].
In Australia, the estimated annual cost of readmissions for HF
exceeds Aus $600 million (US $463.7 million) [12]. A recent
audit of 3 hospitals in the state of New South Wales reported
that 27% of angina pectoris admissions and 63% of HF
admissions were preventable [13].

Up to 45% of mortality from recurrent myocardial infarction is
preventable [14]. Secondary prevention for both conditions
(ACS and HF) is critical and involves maximizing medication
compliance, self-care, and optimization of modifiable risk
factors, including weight and blood pressure (BP). However,
secondary prevention programs have suboptimal uptake. For
ACS, the cornerstone of secondary prevention is cardiac
rehabilitation (CR), which is only attended by 20% to 30% of
eligible participants because of competing demands such as
employment and family responsibilities as well as travel time

and costs [15]. For HF, management using community HF teams
is resource-intensive and not uniformly available.

Telehealth
Telehealth, the provision of health care by means of
telecommunication technology, is a valuable adjunct in the
management of chronic diseases. Within the scope of telehealth
is mobile health (mHealth), which uses ubiquitous mobile phone
technology for service delivery. Broadly, mHealth interventions
encompass SMS text messaging strategies and telemonitoring
systems in the form of smartphone apps. Telemonitoring is the
practice of remote transmission and receipt of physical
parameters such as pulse rate, BP, and weight. A recent
meta-analysis found that the use of mHealth interventions in
cardiovascular disease was associated with an improvement in
BP and HF hospitalization rates [16]. The most successful
interventions included several key factors: a method of flagging
abnormal results, involvement of the patients’ usual health care
providers, and automatic data transmission as opposed to manual
data entry by the patients. Thus, from a collaboration between
a team of hospital-based clinicians and biomedical engineers,
the TeleClinical Care (TCC) smartphone app was developed to
include all these factors. Crucially, the app contains an
educational component in addition to telemonitoring, making
it a rare multifunctional mHealth intervention to undergo a
randomized controlled trial (RCT). The app was designed to be
used by patients diagnosed with either ACS or HF to maximize
uptake. It is the first mHealth telemonitoring intervention to be
trialed in Australian patients with HF.

Objectives
The primary objective is to examine the efficacy of the TCC
model compared with usual care alone on the incidence of
30-day hospital readmission rates in patients recently discharged
with ACS or HF. Secondary objectives include: (1) to describe
the compliance rate with the intervention as well as the
frequency of alerts and actions subsequently undertaken, (2) to
examine the impact of the intervention on clinical outcomes,
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(3) to examine the cost-effectiveness of the intervention, and
(4) to measure patient satisfaction with the intervention.

Methods

Participants
Patients were recruited between February 2019 and March 2020
from 2 hospitals in Sydney, New South Wales, Australia (Prince
of Wales Hospital and The Sutherland Hospital). Patients were
eligible if they were being discharged after an admission for
either HF or ACS, were aged ≥18 years, and owned a compatible
smartphone (defined as operating either Apple iOS 9.0 or above,
or Android 7.0 Nougat or above). The exclusion criteria were
inability or unwillingness to provide informed consent, inability
to operate the app because of physical or cognitive limitations,
inability to attend in-person follow-up (such as participants who
normally resided outside of Sydney) or travel overseas for any
duration within the first 30 days after discharge or for a period
of >1 month, or expected discharge to another hospital or a
nursing home. Advanced age, comorbidities, and familiarity
with smartphone apps were not used as inclusion or exclusion
criteria. All patients who met the inclusion criteria were
approached for participation. The participants did not receive
any financial compensation during the trial.

Ethics
This study received ethical approval from the South Eastern
Sydney Local Health District Human Research Ethics
Committee (approval number 2019/ETH11442). The study was
registered with the Australian New Zealand Clinical Trials
Registry (ACTRN12618001547235).

Enrollment
Patients were enrolled during the index admission after
providing written informed consent. All baseline data were
collected before discharge and before randomization. BP and
weight were measured using an automatic digital
sphygmomanometer (A&D Medical UA-651BLE) and a digital
weighing scale (A&D Medical UC-352BLE). These same
devices were provided to the participants assigned to the
intervention arm. BP was measured in the seated position. A
total of 2 measurements were taken 1 to 5 minutes apart and
averaged. If the 2 systolic readings differed by >15 mm Hg, a
third measurement was taken, and the 2 closest readings were
averaged. Height was measured using a wall-mounted
stadiometer. Waist circumference was measured halfway
between the costal margin and iliac crest as per World Health
Organization guidelines [17]. A 6-minute walk distance test
was performed using a graduated 25-meter track with
standardized encouragement according to the protocol described
by the Lung Foundation of Australia [18]. The test was not
performed on those unsafe to complete it because of frailty,
unsteadiness, or physical limitations. Serum low-density
lipoprotein cholesterol levels were measured in blood samples
previously obtained during hospitalization. A written

questionnaire was provided to the participants containing the
Morisky–Green–Levine 4-item medication compliance (MGL)
score [19], the 5-level EuroQol 5-dimension quality of life
assessment [20], and the Patient Activation Measure [21]. All
baseline data were collected by study investigators: PI and JMc
at Prince of Wales Hospital, and AM and JM at Sutherland
Hospital.

Randomization
Before discharge, the participants were randomized 1:1 into
either TCC plus usual care or usual care alone. Block
randomization was performed using a randomization schedule
created by an independent statistician, which was subsequently
deployed within a web-based system (Research Electronic Data
Capture) [22]. Randomization strata included hospital and
primary diagnosis (ACS or HF). Randomization was performed
by the investigator who collected the baseline data (PI and JMc
at Prince of Wales Hospital, and AM and JM at Sutherland
Hospital).

Intervention
The participants assigned to the intervention arm received the
TCC app (Figure 1) on their smartphone and connected
Bluetooth peripheral devices at the time of discharge: a digital
sphygmomanometer, a digital weighing scale, and a fitness band
(Xiaomi MiBand 2; Figure 2). The participants were instructed
to measure BP and pulse rate via the sphygmomanometer, as
well as weight, daily. Before discharge, the participants were
shown how to use the devices and performed 1 measurement
with each device under the supervision of the research team
member to ensure the correct technique. The participants were
also provided with a pamphlet that described the correct
technique for using the devices and some basic troubleshooting
advice. Activity data were obtained either via the smartphone
or the fitness band as minutes of activity per day. Readings
could be performed at any time relative to medication dosing.
Readings were automatically transmitted from the peripheral
devices to the smartphone app via Bluetooth and subsequently
to a web-based server (KIOLA; Figure 3) developed at the
Austrian Institute of Technology and adapted for the Australian
context by the technical members of our team. Readings could
be displayed within the app in graphical form for viewing by
the patient. These graphs could be presented to the patient’s
general practitioner (GP) or cardiologist at follow-up visits, but
this was not mandated. The app provided 3 weekly educational
push notifications to promote healthy behavior choices,
including dietary advice, physical exercise, and smoking
cessation. The text for these notifications was based on the
National Heart Foundation of Australia’s Managing My Heart
Health consumer resource [23].

If readings had not been received by the server for >48 hours,
the participant was contacted by a biomedical engineer to
ascertain if there had been a technical issue. If the patient
admitted noncompliance with the program on 3 separate
occasions, they were not contacted again for absent readings.
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Figure 1. Screenshots of the TeleClinical Care (TCC) app. From left to right: the TCC app home screen, the appearance of an educational notification,
weekly record of blood pressure readings, and weekly record of weight readings.

Figure 2. Bluetooth-enabled peripheral devices. From left to right: sphygmomanometer (A&D Medical UA-651BLE), weighing scale (A&D Medical
UC-352BLE), and activity monitor (Xiaomi MiBand 2).
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Figure 3. Screenshot of the KIOLA back-end, which is visible to monitoring clinicians. Blood pressure and pulse rate are recorded when the data are
sent from the Bluetooth-enabled sphygmomanometer. Readings outside the shaded zone automatically trigger an email alert to the monitoring clinicians.
Bpm: beats per minute.

For each patient, customizable limits for BP, pulse rate, and
weight gain were defined at the time of discharge in consultation
with the treating cardiologist. This was a 2-tier system of yellow
(low priority) and red (high priority) alerts. For example, for a
particular patient, a systolic BP >180 mm Hg could be defined
as a red alert, and a systolic BP of 160-179 mm Hg could be
defined as a yellow alert. The limits could be modified during
the trial at the discretion of the monitoring team. If a reading
returned outside of the defined limits, an alert was delivered by
email to the monitoring team, which consisted of a cardiologist
and a cardiac nurse practitioner who alternated monitoring
duties. Emails were monitored from 8 AM to 5 PM on
weekdays. Alerts delivered after hours, on weekends, or on
public holidays were assessed the following weekday. Upon
reviewing an alert, the monitoring clinician would decide
whether to contact the patient and, upon doing so, assess whether
the alert required escalation to the patient’s GP or cardiologist.
Patients were mandatorily contacted following receipt of any
red alert. For yellow alerts, the monitoring team contacted the
patients based on their own discretion. For example, alerts that
were clearly erroneous (eg, a weight reading of 150 kg in a
patient who normally weighed 75 kg) or those that rapidly
normalized or were only marginally above the threshold and
not considered clinically significant did not mandatorily require
patient contact. Decisions to alter management or order
investigations were made by the patient’s GP or cardiologist

and not by the monitoring team. All alerts, response details, and
outcomes were recorded. Usual care, provided in both arms,
included a recommendation to follow up with the GP within 1
week of discharge and with the treating cardiologist, who
determined the timing of this visit. Patients with ACS were
referred to CR, and patients with HF were referred to the local
HF outreach service.

Outcome Parameters
The participants were followed up at 6 months. This occurred
in person until March 2020 and then by telephone after
COVID-19 was defined as a global pandemic. The primary
outcome was the number of readmissions at 30 days, which was
chosen because early readmissions are designated as a key
hospital performance indicator by the state government. The
occurrence of readmissions as well as the length of stay were
confirmed by patient interviews, review of the local electronic
medical records, and the Australian national health database
(MyHealthRecord). A readmission was defined as an unplanned
return to hospital, either via the emergency department (ED) or
direct admission, resulting in the acceptance of care of the
patient by any inpatient medical team. Planned admissions, ED
presentations that resulted in discharge without inpatient
admission, and admissions to the ED short stay unit were not
considered readmissions for the purpose of this study. The cause
of the readmission was determined by the summary diagnosis
given in the discharge summary and was classified as noncardiac

JMIR Mhealth Uhealth 2022 | vol. 10 | iss. 2 | e32554 | p. 5https://mhealth.jmir.org/2022/2/e32554
(page number not for citation purposes)

Indraratna et alJMIR MHEALTH AND UHEALTH

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


or cardiac. CR attendance was defined as presence during at
least one session. CR completion was defined as attendance to
≥10 sessions or formal discharge by the CR staff. CR attendance
was routinely recorded in the patient’s electronic medical record
by the CR staff at both hospitals. Only patients with ACS were
included in this analysis as patients with HF are not routinely
referred to CR at either institution. The analysis was limited to
those enrolled ≥2 months before the closure of CR for
COVID-19. For in-person visits, physical parameters were
measured by blinded investigators. During the COVID-19
pandemic, the final BP (average of the last 2 readings) and
weight were obtained from the readings submitted via the app
for those in the intervention arm; however, the corresponding
values were not obtained from the participants in the control
arm. Follow-up blood tests were not mandated during the
pandemic. The participants completed the same questionnaires
at baseline by either written or telephone means depending on
whether the follow-up date was before or during the pandemic.
The participants in the intervention arm completed an evaluation
of the TCC program (user experience questionnaire) in either
written, telephone, or web-based form (Multimedia Appendix
1). This questionnaire was designed specifically for this study.
Alerts were defined as clinically significant alerts if they led to
a change in investigation or management or led directly to a
consultation with a health care professional. Major adverse
cardiovascular events were defined as a composite of all-cause
death, nonfatal myocardial infarction, and nonfatal stroke.

Statistical Analysis
As this was a pilot study, the sample size was not determined
by a formal power calculation. Readmission analysis was
performed using the Andersen–Gill Cox regression model.
Single continuous variables were analyzed using the 2-tailed t
test. Repeated measures were analyzed using linear mixed
models. Nonparametric variables were analyzed using the
Mann–Whitney U test. Single categorical variables were
analyzed using the Pearson chi-square test. Repeated categorical
variables were analyzed using generalized linear mixed models.
Linear and generalized linear mixed models generated both a
time interaction (change in parameters from baseline to

follow-up) and a group-by-time interaction (change in
parameters over time and between groups). Statistical analysis
was performed using Stata Statistical Software: Release 16
(StataCorp LLC) and IBM SPSS Statistics for Windows, version
26.0. All analyses applied the intention-to-treat principle.

Cost-Effectiveness
Running costs were recorded over the duration of the trial.
Components of the running costs included the cost of equipment,
staffing costs, server maintenance costs, and the cost of health
care consultations generated by the system. A figure of cost per
cardiac readmission saved was calculated by dividing the total
cost incurred by the difference in cardiac readmission rates
between the 2 groups. As costs in the research setting were
unlikely to reflect mainstream clinical practice, a 12-month real
world cost-effectiveness model was undertaken (Multimedia
Appendix 2).

Results

Screening, Enrollment, and Follow-up
Between February 2019 and March 2020, 565 potential
participants were screened for eligibility, of which 240 (42.5%)
did not own a compatible smartphone, which was the most
common reason for exclusion. Approximately 28.5% (161/565)
of patients met ≥1 of the remaining exclusion criteria, the most
common reasons being unwillingness to participate and living
outside Sydney (and being unable to return for in-person
follow-up; 58/161, 36% of patients in each case). A total of 128
patients with ACS and 36 patients with HF were enrolled for a
total of 164 participants (Figure 4). Enrollment was terminated
early at the onset of the COVID-19 pandemic. The app did not
operate on the smartphones of 2 patients in the intervention arm
(2/164, 1.2%). Another patient chose not to use the app after
randomization because of a new diagnosis of lung cancer,
although he did not withdraw from the study. These 3 patients
(3/164, 1.8%) and all others randomized into the intervention
regardless of compliance were included as part of the
intention-to-treat analysis. The mean follow-up time was 193
days. Of the 164 patients, 8 (4.9%) were lost to follow-up.
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Figure 4. Enrollment flowchart.

Baseline Characteristics
The mean age was 61.5 years, and 79.3% (130/164) of patients
were men (Table 1). Approximately 25.6% (42/164) of patients

had moderate or severe left ventricular dysfunction. Most
patients received guideline-directed medical therapy at baseline
(Multimedia Appendix 3).
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Table 1. Baseline characteristics of the enrolled cohort (N=164).

Control (n=83)TCCa (n=81)Characteristic

61.7 (12.6)61.3 (12.3)Age (years), mean (SD)

Gender, n (%)

65 (78)65 (80)Male

18 (22)16 (20)Female

Clinical characteristics

65 (78)63 (78)ACS,b n (%)

18 (22)18 (22)HF,c n (%)

21 (25)21 (26)Moderate or severe LVd dysfunction, n (%)

21 (25)18 (22)Current smoker, n (%)

20 (24)16 (20)Atrial fibrillation, n (%)

46 (55)39 (48)Hypertension, n (%)

22 (27)21 (26)Diabetes, n (%)

12 (14)11 (14)Chronic kidney disease, n (%)

121 (18)119 (18)Systolic BPe (mm Hg), mean (SD)

87.9 (22.3)85.0 (16.8)Weight (kg), mean (SD)

30.1 (6)28.5 (4.5)BMI (kg/m2), mean (SD)

104 (16)100 (13)Waist circumference (cm), mean (SD)

353 (124)385 (119)6-minute walk test distance (m), mean (SD)

2.26 (1.05)2.33 (0.9)LDL-Cf (mmol/L), mean (SD)

0.80 (0.17)0.84 (0.17)5-level EuroQol 5-dimension calculated score (−0.10 to 1.00), mean (SD)

63.1 (21)66.7 (18)Self-reported quality of life score (0-100), mean (SD)

3.293.11MGLg score (0-4)

63 (16)64.5 (15)Patient Activation Measure (0-100), mean (SD)

aTCC: TeleClinical Care.
bACS: acute coronary syndrome.
cHF: heart failure.
dLV: left ventricular.
eBP: blood pressure.
fLDL-C: low-density lipoprotein cholesterol.
gMGL: Morisky–Green–Levine 4-item medication compliance.

Readmissions at 30 Days
All-cause, unplanned readmissions at 30 days were similar in
the 2 groups (11 in the intervention arm and 11 in the control
arm; P=.97).

Total Readmissions
At 6 months, the intervention was associated with a reduction
in all-cause, unplanned readmissions, with a total of 21
readmissions in the intervention arm and 41 readmissions in
the control arm (hazard ratio [HR] 0.51, 95% CI 0.31-0.88;

P=.02; Figure 5). Cardiac readmissions were also less common
in the intervention arm (11 in the intervention arm vs 25 in the
control arm; HR 0.44, 95% CI 0.22-0.90; P=.03). There was a
numeric reduction in noncardiac readmissions during the study
period, which did not reach statistical significance (10 in the
intervention arm vs 16 in the control arm; HR 0.64, 95% CI
0.29-1.40; P=.26). Among patients with HF, there were 5 cardiac
readmissions in the intervention arm and 18 readmissions in
the control arm; however, this difference did not reach statistical
significance, likely because of the smaller patient population.
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Figure 5. Cumulative readmissions over the course of the trial. TCC: TeleClinical Care.

Compliance With the Intervention
The 2 patients for whom the app did not function on their
smartphones were excluded from the compliance analysis. The
average percentage of days that the participants transmitted data
was 64.2% (SD 27.5%). BP and weight transmissions occurred
at equal frequencies (64.2% of days each). Of the 79 patients,
60 (76%) transmitted data on >50% of days. Approximately
52% (42/81) of patients transmitted data on an average of ≥5
days per week (ie, more than 71% of all days). Approximately
20% (16/79) of patients transmitted data for less than an average
of 3 days per week.

Alerts
A total of 585 (2.5%) alerts were generated out of 23,401
transmissions, of which 419 (71.6%) were for the 63 patients
with ACS (mean 6.7 alerts per patient), and 166 (28.4%) were
for the 18 patients with HF (mean 9.2 alerts per patient;
Multimedia Appendix 4). Of the 79 patients, 11 (14%) did not
generate any alerts. On the basis of their interpretation of the
alerts, the monitoring clinicians chose to contact patients after
30.9% (181/585) of alerts, with a mean and median response

time of 12.5 hours and 5.0 hours, respectively. Approximately
12.5% (73/585) of alerts required discussion with one of the
patient’s health care professionals. The remaining alerts were
either erroneous, rapidly normalized, or not of clinical concern
(Multimedia Appendix 4). A total of 54 health care consultations
were generated from the alerts. The timing of 83% (45/54) of
these consultations was known, and the mean time to
consultation was 56 hours (median 26 hours). Approximately
16.1% (94/585) of alerts were clinically significant. Of the 79
patients, 42 (53%) did not generate any clinically significant
alerts. The causes of the alerts can be found in Multimedia
Appendix 4.

Clinical Outcomes
A total of 4 deaths occurred in the control arm (4/83, 5%) and
1 in the intervention arm (1/81, 1%). All deaths were of
cardiovascular causes. There was 1 nonfatal myocardial
infarction in the intervention arm (1/81, 1%) and none in the
control arm. No strokes occurred in either group. There was no
statistically significant difference in mortality or major adverse
cardiovascular events (Table 2).

Table 2. Major adverse cardiovascular events (MACEs; N=164).

P valueRelative risk (95% CI)Control (n=83)TCCa (n=81)Clinical outcome

.220.25 (0.03-2.24)41Mortality

.493.07 (0.13-74.3)01Nonfatal MIb

——c00Nonfatal stroke

.430.51 (0.10-2.72)42MACEs

aTCC: TeleClinical Care.
bMI: myocardial infarction.
cNot possible to calculate as there were no events.
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CR Attendance and Completion
There was no significant difference in CR attendance rates.
However, there were statistically significant differences in CR

completion rates, both as a proportion of participants who
attended and as a proportion of the total group population (Table
3).

Table 3. Cardiac rehabilitation completion rates (N=100).

Statistical analysisControl (n=49), n (%)TCCa (n=51), n (%)Parameter

P valueORb (95% CI)

.231.62 (0.74-3.58)21 (43)28 (55)Attendance rate

.043.30 (1.01-11)9 (43)d20 (71)cCompletion rate (attendees only)

.022.90 (1.15-7.17)9 (18)20 (39)Completion rate

aTCC: TeleClinical Care.
bOR: odds ratio.
cn=28.
dn=21.

Physical Parameters
Because of the cancellation of in-person visits, these outcomes
could not be assessed for many participants. The results are
summarized in Multimedia Appendix 5.

Questionnaire Results
At baseline, 10 patients in the intervention arm (10/81, 12%)
and 14 in the control arm (14/83, 17%) did not use regular
medications. These patients did not complete the MGL
questionnaire at baseline but were instructed to complete it at
follow-up. The proportion of patients who reported good
adherence (defined by an MGL score of 4/4) improved
significantly in the intervention arm (34/71, 48% to 57/76, 75%;
P<.001). In the control arm, this proportion fell from 61%
(42/69) to 50% (37/74; P=.19). Overall, there was a significant
interaction favoring the intervention arm (P=.002).

The self-reported quality of life score from the 5-level EuroQol
5-dimension questionnaire improved significantly in both
groups, but there was no difference between groups. The Patient
Activation Measure score improved significantly in both groups,
but there was no difference between groups (Multimedia
Appendix 6).

User Experience
Of the 81 participants, 66 (81%) completed the questionnaire.
Reasons for noncompletion included limited use of the app,
inadequate understanding of English, or declining to participate.
The average rating out of 5 given for the app was 4.56.
Approximately 96% (64/67) of users rated it as easy or very
easy to use.

Cost-Effectiveness

Trial Costs
The trial ran for 20 months. Staffing costs were Aus $53,435
(US $38,491.80), which comprised total remuneration for staff
responsible for enrolling and monitoring of participants.
Technical support was provided as in-kind support. Equipment
for the 81 participants in the intervention arm had a total cost
of Aus $18,630 (US $13,420.10), and server maintenance costs

totaled Aus $9000 (US $6483.14). The trial generated 18
additional GP visits with a total cost of Aus $698 (US $502.80)
and 17 cardiologist visits with a total cost of Aus $1343 (US
$967.43). HF outreach services do not have a defined per-visit
cost; thus, no additional costs were included. Thus, we
calculated the total cost of the intervention as Aus $82,408 (US
$59,362.50). There were 14 fewer cardiac readmissions in the
control arm, which was adjusted to 13.67 given the slightly
higher number of patients in the control arm. Thus, the cost per
cardiac readmission saved was Aus $6028 (US $4342.26).

In the control arm, the total cost of cardiac readmissions for all
patients combined was Aus $85,213 (US $61,383). In the
intervention arm, the equivalent cost was Aus $38,640 (US
$27,834.30). The reduction in costs from readmission avoidance
was Aus $550 (US $396.19) per patient for a 6-month
participation, which was doubled to Aus $1100 (US $792.38)
for the projected 12-month real-world model.

Model for 12 Months
In this model, it was calculated that each patient would require
approximately 5.8 hours of attention from the monitoring team
if enrolled for 12 months (Multimedia Appendix 7). The
standard per-hour nursing cost was Aus $49.85 (US $35.91),
thus generating a per-patient nursing cost of Aus $289 (US
$208.18). For a single nurse working 40 hours per week, it was
estimated that they could simultaneously monitor up to 358
patients. Equipment costs were revised to Aus $200 (US
$144.07) per patient as the MiBand 2 activity monitor was not
intended for future use. Costs generated because of medical
consultations were doubled to reflect a 12-month participation,
as were costs saved by avoiding readmissions. Outside of the
research setting, technical costs were projected to be higher
because of the requirement of a commercial license for the
KIOLA platform and technical support. A baseline cost of Aus
$92,388 (US $66,551.50) was applied, as well as an annual cost
of Aus $184 (US $132.54) per patient. A graph of the
cost-effectiveness model is shown in Figure 6. According to
this model, when the number of enrolled patients is ≥237, the
costs saved from the prevention of readmissions will surpass
all incurred costs.
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Figure 6. Cost-Effectiveness of the TeleClinical Care model as described by total costs incurred by the system and total costs saved by projected cardiac
readmission prevention. The x-axis represents the number of patients enrolled, and the y-axis represents the cost in millions of Aus $.

Discussion

Principal Findings
The TCC program, which combined telemonitoring and
educational messaging within a smartphone app, was not
associated with a reduction in readmissions at 30 days in patients
discharged after an admission with ACS or HF, although event
rates were low, particularly for cardiac readmissions. However,
the intervention showed benefit with respect to reducing the
incidence of cardiac and all-cause readmissions over the
6-month study period, as well as an improvement in CR
completion rate and medication compliance.

There is a paucity of data for mHealth interventions targeting
patients with ACS or a general inpatient population such as the
one examined in this study. Telemedical interventions for HF
have yielded varying results, which can be explained by the
heterogeneous nature of the interventions. A variety of protocols
and patient populations have been previously described and,
therefore, drawing parallels between trials is often troublesome.

A large early trial, Tele-HF (2010), used a voice-interactive
system and included body weight as the sole physical parameter
without measurement of pulse or BP [24]. Compliance was
poor, with approximately only 50% of participants taking part
≥3 times per week. This trial was negative for its primary end
point (all-cause death or readmission within 180 days of
enrollment) but demonstrated possible improvements for future
telemedicine systems.

An example of how varying intervention design and delivery
may influence results is seen by comparison of the Telemedical
Interventional Monitoring in Heart Failure (TIM-HF) [25] and
TIM-HF2 [26] trials, both conducted by the same German group.
In the TIM-HF, 710 stable outpatients were enrolled, and
electrocardiogram, BP, and body weight results were transmitted
via a PDA and mobile phone service where they were reviewed
by an independent clinician who communicated with the
patients’ usual practitioner every 3 months. No difference in
mortality or readmission was observed. In the TIM-HF2, a study
of 1571 patients, a similar system was applied but with the
addition of regular interaction with the patient’s GP and
cardiologist. Here, a reduction in percentage days lost because
of cardiovascular readmissions and all-cause death was observed
(4.88% vs 6.64%; P=.046). The authors identified the ability
to guide the patient’s management through their usual provider
as a contributor to the success of the trial.

In comparison with these interventions, TCC had several
advantages. The participants were required to measure BP,
weight, and activity daily and, unlike several other mHealth
studies in patients with cardiac disease [27-29], the results were
automatically transmitted, thus removing the need for
participants to manually enter data, which is burdensome and
potentially error-prone. By aiming for daily transmission, there
was a significant volume of data to detect trends in readings
and to contextualize abnormalities. Weekly data entry, as has
previously been described [29], is unlikely to be sensitive
enough to detect clinical deterioration and thus prevent
readmissions.
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The alerts were automated, which allowed the monitoring team
to efficiently identify the patients that required attention. The
monitoring team, which consisted of a cardiologist and cardiac
nurse practitioner, had significant clinical experience and was
comfortable in deciding which alerts were clinically significant
and which were not. As a result, <10% of all alerts received
(54/585, 9.2%) led directly to a health care consultation. The
involvement of the patients’ usual health care providers was
also important as it is assumed that knowledge of the patient
and their medical background is key to the interpretation and
management of alerts. To date, only 1 individual mHealth RCT
has demonstrated a reduction in readmissions in patients with
HF. This study by Dendale et al [30] randomized 160 patients
with HF and similarly used automated data transmission
combined with interaction with the patients’ usual health care
providers. On average, the patients generated 27 alerts over the
6-month period, which was higher than what was observed in
this study.

Compliance with TCC was reasonable, with participants
transmitting data on approximately 64% of study days. This is
lower than in other mHealth studies, which have reported
compliance rates of 80% to 95% [25,28-31]. Although 1 study
reported using automated phone calls to improve compliance
[31], others did not report on the level of encouragement
participants were given to transmit data daily. Our study used
a three strikes policy and, beyond that, noncompliant patients
were not reminded to perform measurements. An automated
system may have improved compliance and, thus, the overall
results.

Patients with ACS in the intervention arm were more likely to
complete CR, which is consistent with previous studies [32].
Although the intervention did not directly encourage patients
to attend, it is hypothesized that the daily routine of taking
measurements and the educational notifications of TCC helped
engage patients and promote self-care. Thus, the benefits of
TCC may have been amplified by the benefits of attending a
full course of CR.

A similar principle may explain the improvement in medication
adherence observed in TCC; that is, that patient education and
increased engagement reinforced the importance of medication
adherence in the management of their cardiac condition. It is
also hypothesized that the daily requirement to measure BP was
a memory trigger for taking medications.

Thus, the reduction in cardiac readmissions observed at 6
months is likely a consequence of a multifactorial mechanism.
Deteriorations in the patients’physical condition were identified
and managed in the outpatient sector, and improved self-care
leading to higher engagement with CR and medication
adherence is likely to have made such deteriorations less likely
to occur in the first place. There was no significant reduction
in the incidence of 30-day readmissions, suggestive of a
medium- to long-term benefit of the intervention rather than an
immediate one.

The participants generally found TCC easy to use, which likely
improved app compliance. Although the app did not function
for 2 participants (2/164, 1.2%), all other technical issues were
remedied during the trial, and no discontinuations because of

technical issues occurred. The app design was optimized for
older adult patients with features such as large buttons and
graphical displays. The use of Bluetooth synchronization
eliminated the need for manual data entry, thereby easing the
work burden on the patients. In the cardiovascular mHealth
space, usability data have generally been underreported; thus,
there is minimal scope for comparison with other apps.

During the trial itself, the costs incurred outweighed the costs
of cardiac readmissions saved. The primary contributor to this
were the constant staffing costs incurred regardless of patient
load. For example, at the commencement of the trial, when a
small number of enrollments had occurred, and at the end of
the trial, after recruitment had ceased because of COVID-19,
staffing costs were incurred at the same rate as during the peak
of the trial.

The 12-month cost-effectiveness model demonstrated that costs
saved will exceed costs incurred when >237 patients are
recruited. There are several assumptions in this model; however,
they generally underestimate the cost-effectiveness of TCC. For
example, it was assumed that the rate of alerts, medical
consultations, and readmissions would continue unchanged
from months 6-12 of a participant’s enrollment. This might not
be the case if the participant’s condition stabilized, and the
readmission rates compared with the control group could
potentially fall further. It was also assumed that the time taken
to perform certain duties by staff would remain constant when,
realistically, this should reduce as the staff members become
more experienced. The cost-effectiveness models also did not
consider the impact of noncardiac readmissions, which were
not shown to be significantly different between the intervention
and control arms in this study. Ultimately, the results of a larger
RCT of this program will further inform cost-effectiveness
models. For cardiovascular mHealth models, only 1
cost-effectiveness analysis has been published; however, it was
in the context of an SMS text messaging intervention [33] rather
than a telemonitoring system.

This study is limited by its relatively small sample size and the
loss of data for several physical parameters, both of which were
influenced by the COVID-19 pandemic. Thus, few conclusions
can be drawn on several end points, including anthropometric
measurements, 6-minute walk distance, and low-density
lipoprotein cholesterol. However, because of the randomized
nature of the trial, participants in both arms were equally
affected by the pandemic, and the end points of 30-day and
6-month readmissions, as well as medication adherence, were
not affected disproportionately in either arm. The
generalizability of the results should be considered with caution.
The intervention was only offered to participants who were
smartphone owners. If a family member offered to share the
use of their own phone for the study, this was not permitted. In
the HF cohort, where the mean age was 79 years, smartphone
ownership rates were low (41/224, 18.3%), thus limiting
enrollment. It is not known whether similar results would have
been achieved if patients lacking smartphones were provided
with them. However, it is anticipated that smartphone ownership
rates will continue to increase in all age groups; thus, future
studies may enroll a higher proportion of older adult patients.
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Whether the positive outcomes identified in the TCC study have
continued ongoing long-term benefits after the completion of
the trial remains unknown. There are limited data regarding
residual benefits of mHealth interventions, although 1 study
has reported improved BMI in patients 4 years after concluding
the intervention, suggesting that learned behaviors may continue
in the long term [34]. As most participants in this study
consented to long-term data linkage analysis, it is possible that
this question can be addressed in the future. Furthermore, a
large, multicenter RCT of a modified TCC program powered
for clinical end points is scheduled to commence in 2021. The
primary end point will be unplanned hospital readmissions at
6 months, the participants will be followed for 12 months, and
an additional SMS text messaging arm will be used for patients

who own a mobile phone that is not capable of operating the
new app.

Conclusions
The TCC program is a novel and innovative model of care based
on a smartphone app that facilitates telemonitoring and patient
education. The system was demonstrated to be safe, feasible,
patient-friendly, and cost-effective when applied to patients
with ACS and HF at the time of discharge. Clinical benefits
were observed regarding the rate of cardiac and all-cause
readmissions, medication compliance, and CR completion.
These results are promising, but confirmation with a larger trial
is necessary before implementing widespread adoption of the
model.

Acknowledgments
This work was funded by the University of New South Wales, Prince of Wales Hospital, Prince of Wales Hospital Foundation,
and Sutherland Hospital. PI is supported by a postgraduate research scholarship cofunded by the National Health and Medical
Research Council and the National Heart Foundation of Australia. The authors acknowledge the assistance in the Research
Electronic Data Capture survey and database design by David Jung of Research Technology Services at the University of New
South Wales, Sydney.

Conflicts of Interest
None declared.

Multimedia Appendix 1
App user evaluation questionnaire.
[DOCX File , 122 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Methods for the 12-month cost-effectiveness model.
[DOCX File , 13 KB-Multimedia Appendix 2]

Multimedia Appendix 3
Medications taken at baseline for patients in the intervention and control arms.
[DOCX File , 13 KB-Multimedia Appendix 3]

Multimedia Appendix 4
Summary of alerts generated and their designation after investigation by the monitoring team, alert classification including
examples, and summary of the causes of total and clinically significant alerts received by patients with acute coronary syndrome
or heart failure.
[DOCX File , 15 KB-Multimedia Appendix 4]

Multimedia Appendix 5
Physical parameters at follow-up.
[DOCX File , 14 KB-Multimedia Appendix 5]

Multimedia Appendix 6
Quality of life and Patient Activation Measure results.
[DOCX File , 13 KB-Multimedia Appendix 6]

Multimedia Appendix 7
Monitoring duties.

JMIR Mhealth Uhealth 2022 | vol. 10 | iss. 2 | e32554 | p. 13https://mhealth.jmir.org/2022/2/e32554
(page number not for citation purposes)

Indraratna et alJMIR MHEALTH AND UHEALTH

XSL•FO
RenderX

https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app1.docx&filename=bcf8a573e6104bfdaebafb6d2b79ec91.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app1.docx&filename=bcf8a573e6104bfdaebafb6d2b79ec91.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app2.docx&filename=64a848b945979fdf7e8e716a5fb3383e.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app2.docx&filename=64a848b945979fdf7e8e716a5fb3383e.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app3.docx&filename=e03df5ddd3259cdb2218524f5096f6ff.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app3.docx&filename=e03df5ddd3259cdb2218524f5096f6ff.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app4.docx&filename=5671e2120556be0f1d361b4cbf7b75d2.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app4.docx&filename=5671e2120556be0f1d361b4cbf7b75d2.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app5.docx&filename=48033f0c749ce650ee0b06bf018dcf6b.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app5.docx&filename=48033f0c749ce650ee0b06bf018dcf6b.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app6.docx&filename=be8afd34faa04d6daf2269b3657c940b.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app6.docx&filename=be8afd34faa04d6daf2269b3657c940b.docx
http://www.w3.org/Style/XSL
http://www.renderx.com/


[DOCX File , 13 KB-Multimedia Appendix 7]

Multimedia Appendix 8
CONSORT-eHEALTH checklist (V 1.6.1).
[PDF File (Adobe PDF File), 1234 KB-Multimedia Appendix 8]

References

1. Jayaraj JC, Davatyan K, Subramanian S, Priya J. Epidemiology of Myocardial Infarction. London, UK: Intech Open; 2018.
2. Savarese G, Lund LH. Global public health burden of heart failure. Card Fail Rev 2017 Apr;3(1):7-11 [FREE Full text]

[doi: 10.15420/cfr.2016:25:2] [Medline: 28785469]
3. Zou Z, Cini K, Dong B, Ma Y, Ma J, Burgner DP, et al. Time trends in cardiovascular disease mortality across the BRICS:

an age-period-cohort analysis of key nations with emerging economies using the global burden of disease study 2017.
Circulation 2020 Mar 10;141(10):790-799. [doi: 10.1161/CIRCULATIONAHA.119.042864] [Medline: 31941371]

4. Lawson CA, Zaccardi F, Squire I, Ling S, Davies MJ, Lam CS, et al. 20-year trends in cause-specific heart failure outcomes
by sex, socioeconomic status, and place of diagnosis: a population-based study. Lancet Public Health 2019 Aug;4(8):406-420
[FREE Full text] [doi: 10.1016/S2468-2667(19)30108-2] [Medline: 31376859]

5. Agarwal MA, Fonarow GC, Ziaeian B. National Trends in Heart Failure Hospitalizations and Readmissions From 2010 to
2017. JAMA Cardiol 2021 Aug 01;6(8):952-956. [doi: 10.1001/jamacardio.2020.7472] [Medline: 33566058]

6. Lightwood J, Bibbins-Domingo K, Coxson P, Wang YC, Williams L, Goldman L. Forecasting the future economic burden
of current adolescent overweight: an estimate of the coronary heart disease policy model. Am J Public Health 2009
Dec;99(12):2230-2237. [doi: 10.2105/AJPH.2008.152595] [Medline: 19833999]

7. Di Cesare M, Sorić M, Bovet P, Miranda JJ, Bhutta Z, Stevens GA, et al. The epidemiological burden of obesity in childhood:
a worldwide epidemic requiring urgent action. BMC Med 2019 Nov 25;17(1):212 [FREE Full text] [doi:
10.1186/s12916-019-1449-8] [Medline: 31760948]

8. Al-Omary MS, Davies AJ, Evans T, Bastian B, Fletcher PJ, Attia J, et al. Mortality and readmission following hospitalisation
for heart failure in Australia: a systematic review and meta-analysis. Heart Lung Circ 2018 Aug;27(8):917-927. [doi:
10.1016/j.hlc.2018.01.009] [Medline: 29519691]

9. Rana S, Tran T, Luo W, Phung D, Kennedy RL, Venkatesh S. Predicting unplanned readmission after myocardial infarction
from routinely collected administrative hospital data. Aust Health Rev 2014 Sep;38(4):377-382. [doi: 10.1071/AH14059]
[Medline: 25001433]

10. Labrosciano C, Horton D, Air T, Tavella R, Beltrame JF, Zeitz CJ, et al. Frequency, trends and institutional variation in
30-day all-cause mortality and unplanned readmissions following hospitalisation for heart failure in Australia and New
Zealand. Eur J Heart Fail 2021 Jan;23(1):31-40. [doi: 10.1002/ejhf.2030] [Medline: 33094886]

11. Desai AS, Stevenson LW. Rehospitalization for heart failure: predict or prevent? Circulation 2012 Jul 24;126(4):501-506
[FREE Full text] [doi: 10.1161/CIRCULATIONAHA.112.125435] [Medline: 22825412]

12. Chan Y, Tuttle C, Ball J, Teng TK, Ahamed Y, Carrington MJ, et al. Current and projected burden of heart failure in the
Australian adult population: a substantive but still ill-defined major health issue. BMC Health Serv Res 2016 Sep 21;16(1):501
[FREE Full text] [doi: 10.1186/s12913-016-1748-0] [Medline: 27654659]

13. Johnston J, Longman J, Ewald D, King J, Das S, Passey M. Study of potentially preventable hospitalisations (PPH) for
chronic conditions: what proportion are preventable and what factors are associated with preventable PPH? BMJ Open
2020 Nov 09;10(11):e038415 [FREE Full text] [doi: 10.1136/bmjopen-2020-038415] [Medline: 33168551]

14. Prescott E, Piepoli M, Stepinska J, Fitzsimons D, Kerins M. ESC Prevention of cardiovascular disease programme. European
Association of Preventive Cardiology. 2015. URL: https://www.escardio.org/static-file/Escardio/Subspecialty/EAPC/
Documents/EAPC-SPMI%20Summary%20Report-HD.pdf [accessed 2020-10-11]

15. Ritchey MD, Maresh S, McNeely J, Shaffer T, Jackson SL, Keteyian SJ, et al. Tracking cardiac rehabilitation participation
and completion among medicare beneficiaries to inform the efforts of a national initiative. Circ Cardiovasc Qual Outcomes
2020 Jan;13(1):e005902. [doi: 10.1161/CIRCOUTCOMES.119.005902] [Medline: 31931615]

16. Indraratna P, Tardo D, Yu J, Delbaere K, Brodie M, Lovell N, et al. Mobile phone technologies in the management of
ischemic heart disease, heart failure, and hypertension: systematic review and meta-analysis. JMIR Mhealth Uhealth 2020
Jul 06;8(7):e16695 [FREE Full text] [doi: 10.2196/16695] [Medline: 32628615]

17. World Health Organization. Physical status: the use and interpretation of anthropometry. Report of a WHO Expert Committee.
World Health Organ Tech Rep Ser 1995;854:1-452. [Medline: 8594834]

18. Six-minute walk test. Lung Foundation of Australia. 2016. URL: https://pulmonaryrehab.com.au/patient-assessment/
assessing-exercise-capacity/six-minute-walk-test/ [accessed 2021-09-11]

19. Morisky DE, Green LW, Levine DM. Concurrent and predictive validity of a self-reported measure of medication adherence.
Med Care 1986 Jan;24(1):67-74. [doi: 10.1097/00005650-198601000-00007] [Medline: 3945130]

20. Rabin R, de Charro F. EQ-5D: a measure of health status from the EuroQol Group. Ann Med 2001 Jul;33(5):337-343. [doi:
10.3109/07853890109002087] [Medline: 11491192]

JMIR Mhealth Uhealth 2022 | vol. 10 | iss. 2 | e32554 | p. 14https://mhealth.jmir.org/2022/2/e32554
(page number not for citation purposes)

Indraratna et alJMIR MHEALTH AND UHEALTH

XSL•FO
RenderX

https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app7.docx&filename=a8e1c9476a4da17a992c9bc0821b91ea.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app7.docx&filename=a8e1c9476a4da17a992c9bc0821b91ea.docx
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app8.pdf&filename=d19052548e499a50957cd454f68c54d7.pdf
https://jmir.org/api/download?alt_name=mhealth_v10i2e32554_app8.pdf&filename=d19052548e499a50957cd454f68c54d7.pdf
http://europepmc.org/abstract/MED/28785469
http://dx.doi.org/10.15420/cfr.2016:25:2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28785469&dopt=Abstract
http://dx.doi.org/10.1161/CIRCULATIONAHA.119.042864
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31941371&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S2468-2667(19)30108-2
http://dx.doi.org/10.1016/S2468-2667(19)30108-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31376859&dopt=Abstract
http://dx.doi.org/10.1001/jamacardio.2020.7472
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33566058&dopt=Abstract
http://dx.doi.org/10.2105/AJPH.2008.152595
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19833999&dopt=Abstract
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-019-1449-8
http://dx.doi.org/10.1186/s12916-019-1449-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31760948&dopt=Abstract
http://dx.doi.org/10.1016/j.hlc.2018.01.009
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29519691&dopt=Abstract
http://dx.doi.org/10.1071/AH14059
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25001433&dopt=Abstract
http://dx.doi.org/10.1002/ejhf.2030
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33094886&dopt=Abstract
http://circ.ahajournals.org/cgi/pmidlookup?view=long&pmid=22825412
http://dx.doi.org/10.1161/CIRCULATIONAHA.112.125435
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22825412&dopt=Abstract
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-016-1748-0
http://dx.doi.org/10.1186/s12913-016-1748-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27654659&dopt=Abstract
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=33168551
http://dx.doi.org/10.1136/bmjopen-2020-038415
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33168551&dopt=Abstract
https://www.escardio.org/static-file/Escardio/Subspecialty/EAPC/Documents/EAPC-SPMI%20Summary%20Report-HD.pdf
https://www.escardio.org/static-file/Escardio/Subspecialty/EAPC/Documents/EAPC-SPMI%20Summary%20Report-HD.pdf
http://dx.doi.org/10.1161/CIRCOUTCOMES.119.005902
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31931615&dopt=Abstract
https://mhealth.jmir.org/2020/7/e16695/
http://dx.doi.org/10.2196/16695
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32628615&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8594834&dopt=Abstract
https://pulmonaryrehab.com.au/patient-assessment/assessing-exercise-capacity/six-minute-walk-test/
https://pulmonaryrehab.com.au/patient-assessment/assessing-exercise-capacity/six-minute-walk-test/
http://dx.doi.org/10.1097/00005650-198601000-00007
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=3945130&dopt=Abstract
http://dx.doi.org/10.3109/07853890109002087
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11491192&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


21. Hibbard JH, Stockard J, Mahoney ER, Tusler M. Development of the Patient Activation Measure (PAM): conceptualizing
and measuring activation in patients and consumers. Health Serv Res 2004 Aug;39(4 Pt 1):1005-1026 [FREE Full text]
[doi: 10.1111/j.1475-6773.2004.00269.x] [Medline: 15230939]

22. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research electronic data capture (REDCap)--a
metadata-driven methodology and workflow process for providing translational research informatics support. J Biomed
Inform 2009 Apr;42(2):377-381 [FREE Full text] [doi: 10.1016/j.jbi.2008.08.010] [Medline: 18929686]

23. Managing my heart health: for people with, or at high risk of, coronary heart disease. National Heart Foundation of Australia,
Melbourne, Australia. 2012. URL: https://www.yumpu.com/en/document/view/21769999/
managing-my-heart-health-at-a-glance-record-card-heart-foundation [accessed 2022-01-27]

24. Chaudhry SI, Mattera JA, Curtis JP, Spertus JA, Herrin J, Lin Z, et al. Telemonitoring in patients with heart failure. N Engl
J Med 2010 Dec 9;363(24):2301-2309 [FREE Full text] [doi: 10.1056/NEJMoa1010029] [Medline: 21080835]

25. Koehler F, Winkler S, Schieber M, Sechtem U, Stangl K, Böhm M, et al. Impact of remote telemedical management on
mortality and hospitalizations in ambulatory patients with chronic heart failure. Circulation 2011 May 03;123(17):1873-1880.
[doi: 10.1161/circulationaha.111.018473]

26. Koehler F, Koehler K, Deckwart O, Prescher S, Wegscheider K, Kirwan B, et al. Efficacy of telemedical interventional
management in patients with heart failure (TIM-HF2): a randomised, controlled, parallel-group, unmasked trial. Lancet
2018 Dec 22;392(10152):1047-1057 [FREE Full text] [doi: 10.1016/S0140-6736(18)31880-4] [Medline: 30153985]

27. Blasco A, Carmona M, Fernández-Lozano I, Salvador CH, Pascual M, Sagredo PG, et al. Evaluation of a telemedicine
service for the secondary prevention of coronary artery disease. J Cardiopulm Rehabil Prev 2012;32(1):25-31. [doi:
10.1097/HCR.0b013e3182343aa7] [Medline: 22113368]

28. Scherr D, Kastner P, Kollmann A, Hallas A, Auer J, Krappinger H, MOBITEL Investigators. Effect of home-based
telemonitoring using mobile phone technology on the outcome of heart failure patients after an episode of acute
decompensation: randomized controlled trial. J Med Internet Res 2009 Aug 17;11(3):e34 [FREE Full text] [doi:
10.2196/jmir.1252] [Medline: 19687005]

29. Vuorinen A, Leppänen J, Kaijanranta H, Kulju M, Heliö T, van Gils M, et al. Use of home telemonitoring to support
multidisciplinary care of heart failure patients in Finland: randomized controlled trial. J Med Internet Res 2014;16(12):e282
[FREE Full text] [doi: 10.2196/jmir.3651] [Medline: 25498992]

30. Dendale P, De Keulenaer G, Troisfontaines P, Weytjens C, Mullens W, Elegeert I, et al. Effect of a telemonitoring-facilitated
collaboration between general practitioner and heart failure clinic on mortality and rehospitalization rates in severe heart
failure: the TEMA-HF 1 (TElemonitoring in the MAnagement of Heart Failure) study. Eur J Heart Fail 2012
Mar;14(3):333-340. [doi: 10.1093/eurjhf/hfr144] [Medline: 22045925]

31. Seto E, Leonard KJ, Cafazzo JA, Barnsley J, Masino C, Ross HJ. Mobile phone-based telemonitoring for heart failure
management: a randomized controlled trial. J Med Internet Res 2012;14(1):e31 [FREE Full text] [doi: 10.2196/jmir.1909]
[Medline: 22356799]

32. Rosario MB, Lovell NH, Fildes J, Holgate K, Yu J, Ferry C, et al. Evaluation of an mHealth-based adjunct to outpatient
cardiac rehabilitation. IEEE J Biomed Health Inform 2018 Nov;22(6):1938-1948. [doi: 10.1109/jbhi.2017.2782209]

33. Burn E, Nghiem S, Jan S, Redfern J, Rodgers A, Thiagalingam A, et al. Cost-effectiveness of a text message programme
for the prevention of recurrent cardiovascular events. Heart 2017 Dec;103(12):893-894. [doi: 10.1136/heartjnl-2016-310195]
[Medline: 28235776]

34. Bernabe-Ortiz A, Pauschardt J, Diez-Canseco F, Miranda JJ. Sustainability of mHealth effects on cardiometabolic risk
factors: five-year results of a randomized clinical trial. J Med Internet Res 2020 Apr 21;22(4):e14595 [FREE Full text]
[doi: 10.2196/14595] [Medline: 32314970]

Abbreviations
ACS: acute coronary syndrome
BP: blood pressure
CR: cardiac rehabilitation
ED: emergency department
GP: general practitioner
HF: heart failure
HR: hazard ratio
MGL: Morisky–Green–Levine 4-item medication compliance
mHealth: mobile health
RCT: randomized controlled trial
TCC: TeleClinical Care
TIM-HF: Telemedical Interventional Monitoring in Heart Failure

JMIR Mhealth Uhealth 2022 | vol. 10 | iss. 2 | e32554 | p. 15https://mhealth.jmir.org/2022/2/e32554
(page number not for citation purposes)

Indraratna et alJMIR MHEALTH AND UHEALTH

XSL•FO
RenderX

http://europepmc.org/abstract/MED/15230939
http://dx.doi.org/10.1111/j.1475-6773.2004.00269.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15230939&dopt=Abstract
http://linkinghub.elsevier.com/retrieve/pii/S1532-0464(08)00122-6
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18929686&dopt=Abstract
https://www.yumpu.com/en/document/view/21769999/managing-my-heart-health-at-a-glance-record-card-heart-foundation
https://www.yumpu.com/en/document/view/21769999/managing-my-heart-health-at-a-glance-record-card-heart-foundation
http://europepmc.org/abstract/MED/21080835
http://dx.doi.org/10.1056/NEJMoa1010029
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21080835&dopt=Abstract
http://dx.doi.org/10.1161/circulationaha.111.018473
https://doi.org/10.1016/S0140-6736(18)31880-4
http://dx.doi.org/10.1016/S0140-6736(18)31880-4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30153985&dopt=Abstract
http://dx.doi.org/10.1097/HCR.0b013e3182343aa7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22113368&dopt=Abstract
https://www.jmir.org/2009/3/e34/
http://dx.doi.org/10.2196/jmir.1252
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19687005&dopt=Abstract
http://www.jmir.org/2014/12/e282/
http://dx.doi.org/10.2196/jmir.3651
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25498992&dopt=Abstract
http://dx.doi.org/10.1093/eurjhf/hfr144
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22045925&dopt=Abstract
http://www.jmir.org/2012/1/e31/
http://dx.doi.org/10.2196/jmir.1909
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22356799&dopt=Abstract
http://dx.doi.org/10.1109/jbhi.2017.2782209
http://dx.doi.org/10.1136/heartjnl-2016-310195
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28235776&dopt=Abstract
https://www.jmir.org/2020/4/e14595/
http://dx.doi.org/10.2196/14595
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32314970&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


Edited by L Buis; submitted 02.08.21; peer-reviewed by B Dong, N Freene, B Dinesen; comments to author 10.09.21; revised version
received 13.09.21; accepted 09.12.21; published 28.02.22

Please cite as:
Indraratna P, Biswas U, McVeigh J, Mamo A, Magdy J, Vickers D, Watkins E, Ziegl A, Liu H, Cholerton N, Li J, Holgate K, Fildes
J, Gallagher R, Ferry C, Jan S, Briggs N, Schreier G, Redmond SJ, Loh E, Yu J, Lovell NH, Ooi SY
A Smartphone-Based Model of Care to Support Patients With Cardiac Disease Transitioning From Hospital to the Community
(TeleClinical Care): Pilot Randomized Controlled Trial
JMIR Mhealth Uhealth 2022;10(2):e32554
URL: https://mhealth.jmir.org/2022/2/e32554
doi: 10.2196/32554
PMID:

©Praveen Indraratna, Uzzal Biswas, James McVeigh, Andrew Mamo, Joseph Magdy, Dominic Vickers, Elaine Watkins, Andreas
Ziegl, Hueiming Liu, Nicholas Cholerton, Joan Li, Katie Holgate, Jennifer Fildes, Robyn Gallagher, Cate Ferry, Stephen Jan,
Nancy Briggs, Guenter Schreier, Stephen J Redmond, Eugene Loh, Jennifer Yu, Nigel H Lovell, Sze-Yuan Ooi. Originally
published in JMIR mHealth and uHealth (https://mhealth.jmir.org), 28.02.2022. This is an open-access article distributed under
the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted
use, distribution, and reproduction in any medium, provided the original work, first published in JMIR mHealth and uHealth, is
properly cited. The complete bibliographic information, a link to the original publication on https://mhealth.jmir.org/, as well as
this copyright and license information must be included.

JMIR Mhealth Uhealth 2022 | vol. 10 | iss. 2 | e32554 | p. 16https://mhealth.jmir.org/2022/2/e32554
(page number not for citation purposes)

Indraratna et alJMIR MHEALTH AND UHEALTH

XSL•FO
RenderX

https://mhealth.jmir.org/2022/2/e32554
http://dx.doi.org/10.2196/32554
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

