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A HartfalenCoach Overview

A Available evidence
A Purpose of the project

A Technical achievements
A Clinical results
ASati sfaction of patients and

A Take home messages



A Treatment of Heart Failure is Complex

T

Most patients on > 5 cardiac
drugs

Individualized dosing
Many non-cardiac drugs

Complex and changing needs

To To Io Do

Requires monitoring

A & proof of monitoring if
implementing quality
standards

A This requires
A Appropriately trained staff
A An organized network
A Remote monitoring ?

We will have to do things differently !
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A Rationale of Telemedicine for HF-management
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A Initially, telephone monitoring
A Then, patient-initiated monitoring using stand alone equipment
A More recently, data can be transmitted often without patient
needing to do anything T usually from implanted device
A Some devices implanted for therapeutic interventions
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First era of telemonitoring is over
Shift from crisis detection to health management




A Evidence of Telemedicine for HF-management
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European Journal of Heart Failure (2017) 19, 304-306

EUROPEAN doi:10.1002/ejhf.759

SOCIETY OF
CARDIOLOGY

VIEWPOINT

Telemedicine in heart failure: new insights
from the Cochrane meta-analyses

Riet Dierckx1#, Sally C. Inglis2, Robyn A. Clark3, David Prieto-Merino4, and

John G.F. Cleland?

Table T Summary of main characteristics of the Cochrane reviews of 2007, 2010, and 2015 on structured telephone

support or non-invasive telemonitoring for patients with heart failure

Cochrane Era
review

2007 1966-2006
™
STS

2010 1966-2008
™
STS

2015 1966-2015
™
STS

Trials
included (n)

30

41

Mortality

RR 0.62 (0.45-0.85)
RR 0.85 (0.72-1.01)

RR 0.66 (0.54—0.81)
RR 0.88 (0.76—1.01)

RR 0.80 (0.68—0.94)
RR 0.87 (0.77-0.98)

HF-related
hospitalizations

RR 0.86 (0.57—1.28)
RR 0.78 (0.68—0.89)

RR 0.79 (0.67—0.94)
RR 0.77 (0.68—0.87)

RR 0.71 (0.60—0.83)
RR 0.85 (0.77-0.93)

THM, telemonitoring; STS, structured telephone support; RR, risk ratio; HF, heart failure.

Risk ratios are presented with the corresponding confidence intervals.



A Structured telephone support or
non-invasive telemonitoring for HF patients

Other Endpoints and Conclusions

A Primary endpoints

A Structured telephone support 3% reduction in HFelated
hospitalisations
A Nonvinvasivetelemonitoring 29% reduction in HFelated

hospitalisations

A Secondary outcomesare heterogeneity of the studies
AdGecKAE / 20KNIYS NBODASSH dzy RSNI AySa (K
people with heart failure, with significant benefits demonstrated on mortality,

heart failurehospitalisationand quality of life, while also demonstrating
positive impact on heart failure knowledge and €elf NJ €

Cochrane Review: 41 RCT
Sally C Inglis et al. Heart 2017;103:255-257 8
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Telemedicine in heart failure: new insights
from the Cochrane meta-analyses

Riet Dierckx1#, Sally C. Inglis2, Robyn A. Clark3, David Prieto-Merino4, and
John G.F. Cleland?

There is considerable evidence that structured telephone support or non-invasive telemonitoring
improves the management, well-being and outcome of patients with heart failure.

However,

1. Benefit may be highly dependent on the quality of care in the control as well as intervention groups.

2. Remote monitoring is likely to be most effective when introduced into a healthcare environment
where the quality of care for heart failure or access to specialised care is poor. Monitoring may
make little or no difference when the quality of care is already high and there is good access to
such care.

3. The value of non-invasive monitoring for the early detection and management of exacerbations has
not been established.

4. The main benefit of structured telephone support or non-invasive telemonitoring may be to improve
titration of and adherence to pharmacological therapy and to reinforce advice about lifestyle.

5. This may account for why a 24/7 does not appear superior to an office-hours service. Lack of

patient-engagement and patient-preference may account for the failure of some methodologies
such as voice-interactive systems.



A Economic impact of remote patient monitoring

European Journal of Heart Failure (2011) 13, 450459
EUROPEAN doi:10.1093/eurjhf/hfq232
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CARDIOLOGY =

Economic impact of remote patient monitoring:
an integrated economic model derived from a
meta-analysis of randomized controlled trials in

heart failure

Catherine I(Iersy‘*T, Annalisa De Silvestri !T, Gabriella Gabutti2, Arturo Raisaro?,
Moreno Curti?, Francois Regoli4, and Angelo Auricchio*
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A Economic impact of remote patient monitoring:
an integrated economic model derived from a meta-analysis of

randomized controlled trials in heart failure

Hospitalisation for Heart Failure

Hospitalisation for any cause

European Journal of Heart Failure
Volume 13, Issue 4, pages 450-459, 18 FEB 2014 DOI: 10.1093/eurjhf/hfq232
http://onlinelibrary.wiley.com/doi/10.1093/eurjhf/hfg232/full#ejhfhfg232-fig-0002

Length of Stay for Heart Failure

SMD (95% C1)

-V

Jerant ot al,, 2001 -0.36(-2.08, 1.35) 056
Blue of al., 2001 —_— -0.24(-0.78,0.30) 566
Riegel of al,, 2002 — 0.23(-0.66,0.20) 8.94
Kasper ot al,, 2002 —+5— 0.21(-0.19,060)  10.54
Krumholz et al,, 2002 — -0.29(-0.81,0.23)  6.09
Galbroath of al., 2004 —— 0.03(-0.24,0.31) 2163
Cleland of al,, 2005 - -0.00(-0.39,0.38)  10.91
Riegel of al., 2006 — 0.03(-0.44,0.50)  7.40
Kashem of al., 2008 0.60(-2.14,0.94)  0.69
Soran of al,, 2008 - 68
Dar ot al., 2009 e 0.51(-0.15, 1.16)  3.62
nara of ol 2000 - 0.04(-0.32, 0.41) 12,09
I TV Overall (-squared = 0.0%. P 0.760) 001(-0.12 0.13)  100.00

1 1
RPM roduces LOS

5 1 1
RPM incroases LOS

Length of Stay for any cause -

Jerant ef al, 2001 T ~0.40(-1.14, 0.33) 1.05
Blue of al, 2001 _0—;' 0.27 (-0.55, 0.01) 123
Riegel o al, 2002 —H- -0.17(-0.43, 0.09) 852
Krumholz of af, 2002 —_— -0.28(-063,008) 4.48
Laramee ef ai, 2003 —0—%—— ~0.26 (-0.63, 0.11) 409
Galbeoath of al, 2004 —‘» 0.00(-0.13, 0.13) 3430
Cleland of al, 2005 —:——.— 0.13(~0.13, 0.29) 833
Dunagan et al., 2005 —t -0.00(-0.31,0.12) 1227
Riegel of al, 2006 —0‘-— -0.11(-0.44,0.22) 531
Kashem of al, 2008 : 0.51(-1.02. 0.01) 2.16
Dar ot al, 2000 :“—0— 0.38(~0.05, 0.82) 302
Mortara ef al., 2009 e 0.06(-0.19.031) 924
I 1=V Overall (/-squared = 35.3%, P =0.108) c ~0.06 (-0.14, 0.02) 100.00
N
T . T T
-5 0 5 15
R juces LO! RPM increases LOS
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