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Abstract

Background: Heart failureisaserious public health concern that afflicts millions of individualsin the United States. Development
of behaviors that promote heart failure self-care may be imperative to reduce complications and avoid hospital re-admissions.
Mobile health solutions, such as activity trackers and smartphone apps, could potentially help to promote self-care through remote
tracking and issuing reminders.

Objective: The objective of this study was to ascertain heart failure patients’ interest in a smartphone app to assist them in
managing their treatment and symptoms and to determine factors that influence their interest in such an app.

Methods: In the clinic waiting room on the day of their outpatient clinic appointments, 50 heart failure patients participated in
aself-administered survey. The survey comprised 139 questions from previously published, institutional review board—approved
guestionnaires. The survey measured patients' interest in and experience using technology as well as their function, heart failure
symptoms, and heart failure self-care behaviors. The Minnesota Living with Heart Failure Questionnaire (MLHFQ) was among
the 11 questionnaires and was used to measure the heart failure patients’ health-related quality of life through patient-reported
outcomes.

Results: Participants were aged 64.5 years on average, 32% (16/50) of the participants were women, and 91% (41/45) of the
participantswere determined to be New York Heart Association Class|1 or higher. More than 60% (30/50) of the survey participants
expressed interest in several potential features of a smartphone app designed for heart failure patients. Participant age correlated
negatively with interest in tracking, tips, and reminders in multivariate regression analysis (P<.05). In contrast, MLHFQ scores
(worse health status) produced positive correlations with these interests (P<.05).

Conclusions: The mgjority of heart failure patients showed interest in activity tracking, heart failure symptom management
tips, and reminder features of a smartphone app. Desirable features and an understanding of factorsthat influence patient interest
in a smartphone app for heart failure self-care may allow researchers to address common concerns and to develop apps that
demonstrate the potential benefits of mobile technology.

(JMIR Cardio 2019;3(2):€14332) do0i:10.2196/14332
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Introduction

Background

Heart failure is a complex clinical syndrome characterized by
theimpairment of the heart’sfunctiontofill or gject blood[1,2].
Itisamajor global health problem with an estimated prevalence
of 6.5 million adults in the United States [3] and 37.7 million
people worldwide [4]. Every year in the United States, there
are approximately 1 million new cases of heart failure and
330,000 heart failure—related deaths [3]. Projections suggest
that heart failure's prevalence will increase by 46% between
2012 and 2030 [5]. Itstotal cost, which includes the expense of
health care services, medications, and sick leave, may reach US
$69.7 billion by 2030, a 127% increase from roughly US $30.7
billionin 2012 [5].

Several cohort studies have indicated that the prevalence of
heart failureincreases significantly with age. In the Framingham
Study by Ho et al [6], the prevalence was 0.8% in both men and
women aged between 50 and 59 years beforerising to 6.6% in
men and 7.9% in women aged between 80 and 89 years.
Similarly, the Rotterdam Study by Mosterd et al [7] showed a
prevalence of 1% in the age group of 55 to 64 years, whereas
it surpassed 10% in individuals aged 85 years or older. Much
like its prevalence, incidence of heart failure is substantially
higher in the elderly. In contrast to the annual incidence rates
of 0.3% in men and 0.2% in women aged between 50 and 59
years, rates were 2.7% and 2.2%, respectively, in those aged
between 80 and 89 years [6]. The cardiovascular health study
by Huffman et al [8] that focused on individuals aged 65 years
or older approximated an incidence of 19.3 per 1000
person-years.

Owing to the increasing prevalence of heart failure and rising
financial implications, forming efficient heart failure prevention
and treatment strategies is imperative. Currently, clinicians
counsel heart failure patients on evidence-based
recommendationsoutlinedin clinical practice guidelines, which
include taking prescription drugs, exercising, monitoring daily
weight, and restricting sodium intake[9]. However, divergence
from these guidelines contributesto hospital re-admission rates
that surpass 20% within the first 30 days of discharge [10,11]
and approach 50% within 6 months of discharge [12], with a
substantial  proportion of the 30-day rehospitalizations
considered preventable [13].

Objectives

As heart failure patients show poor adherence to self-care
behaviors, mobile health (mHealth) has emerged as a potential
solution to improve their health outcomes and quality of care.
mHealth is defined as the application of mobile technology
[14,15], including software apps on mobile devices [16] and
wireless sensors such as activity trackers [17]. These
technological developments monitor activity and provide
reminders of self-care behaviors and heart failure symptoms,
which may be difficult for patientsto ascertain [16]. Moreover,
activity trackers are minimally invasive options that may also
be preferable because of individuals' relatively high adherence
to wearing them upon recommendation. In a previous study
performed by members of our team, adherence ratesfor wearing
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activity trackers were observed to be as high as 90% [18]. The
purpose of this study was to assess patient interest, specifically
needs and preferences, regarding their heart failure self-care
and their perceptions regarding a smartphone app integrated
with home monitoring sensors. Resultswere analyzed to achieve
the secondary end point of this study, which was to determine
the factors that influence their interest.

Methods

Recruitment

From February 2018 to September 2018, study personnel
collaborated with interna medicine, cardiomyopathy, and
cardiology outpatient clinicsto prescreen all patients diagnosed
with heart failure at a university-based health system. Heart
failure patients aged between 50 and 80 years were eligible to
participate in this anonymous study if they were scheduled for
an appointment at any of the 3 outpatient clinics. Exclusion
criteria included having a cognitive (eg, dementia) disability,
being unable to communicate in English, and having visual or
auditory impairments to the extent that a smartphone could not
be used.

Research personnel contacted potential participants over the
phone, provided additional information about the study, and
conducted the verbal consent process with those who were
interested in participating. In the clinic waiting room, an
informational sheet that described the study was given to those
who consented to participate. The research team asked the
participants to complete the survey before their scheduled
appointment and informed them that omitting answers to any
questions was permitted. Enrolled subjects received a US $20
gift card.

Upon enrolling in the study, each participant’s New York Heart
Failure Association (NYHA) classification and g ection fraction
(EF) was noted. The NYHA classification categorizes heart
failure patients by considering their symptoms during physical
activity [19]. EF isameasurement that reportsthe heart’s degree
of function by monitoring the percentage of blood leaving the
left ventricle when it contracts. These data were recorded to
describe the patients’ heart failure according to the severity of
their symptoms and limitations.

Survey Questions

The survey comprised 15 sections, all written in American
English. A total of 4 sections comprised questions relating to
sociodemographic information, interest in specific smartphone
app features, preferences regarding specific smartphone app
notifications, and experience using technology. The section
pertaining to interest in specific smartphone app features for
heart failure self-care management evaluated the participants
interests using a5-point Likert scale[20]. It included questions
regarding symptom tracking, tips, and reminders (Multimedia
Appendix 1). Each participant’s responsesto questionsin these
groupswere averaged for dataanalysis. The section concerning
notification preferencesinstructed subjectsto indicate how often
they would like to receive reminders and information related
to heart failure self-care: never, once a day, every 12 hours,
every 6 hours, every 4 hours, or every 2 hours (Multimedia
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Appendix 1). To determine the participants experience with
technology, 12 yesor no questionsfrom the Health Information
National Trends Survey were asked (Multimedia Appendix 1)
[21].

The remaining sections included questions regarding function,
heart failure symptoms, and heart failure self-care behaviors.
The participants' function and behaviors were detailed using
the following ingtitutional review  board—-approved
guestionnaires. Minnesota Living with Heart Failure
Questionnaire (MLHFQ), Self-Care of Heart Failure Index
(SCHFI), shortened version of the Seattle Angina Questionnaire
(SAQ-7), shortened version of the Kansas City Cardiomyopathy
Questionnaire (KCCQ-12), Patient-Reported Outcomes
Measurement Information System (PROMIS) Global Health,
and PROMIS Physical Function short form (SF). Symptoms
were measured using a variety of PROMIS questionnaires:
Fatigue SF, Anxiety SF, Depression SF, Sleep Disturbance SF,
and Social Isolation SF. Scores from these questionnaires
represented patient-reported outcomes (PROs), which are reports
of apatient’shealth status directly from the patient. PROswere
used to describe the study population because patients were
recruited irrespective of thetime of their heart failure diagnoses.
Along with participants' demographics, MLHFQ scores were
of particular interest as they represented heart failure patients
health-related quality of life (HRQOL), which is a factor that
might influence their interests in features of a smartphone app.

Scoring

The 2l-item MLHFQ is among the most widely used
patient-oriented measurements of HRQOL [22]. It accounted
for 3 ways heart failure affected the participants. physical,
emotional, and socioeconomic. Although there is no scale for
the socioeconomic score, physical (0-40) and emotional (0-25)
scores were calculated by summation of corresponding
responses. Lower scores signified better HRQOL, whereas
higher scores signified worse HRQOL inregard to physical and
emotional well-being [22]. A total score was also generated by
addition of all 21 responses, resulting in a possible range of 0
to 105. Scoreswere classified asgood (<24), moderate (24-45),
and poor (>45) HRQOL [22].

SCHFI is a 22-item questionnaire that assesses the patient’s
ability to care for their heart failure via 3 subscales:
maintenance, management, and confidence [23]. For each
subscale, the raw score was caculated by summation of
corresponding responses. Raw scores were then standardized
toa0to 100 range, with higher scoresindicating better self-care.
Management scoreswere calculated only if heart failure patients
acknowl edged having trouble breathing or ankle swelling within
the past month of taking this survey. For al sections of the
SCHFI, scores =70 proposed adequate self-care [23].

The SAQ-7 and KCCQ-12 also assessed the HRQOL of patients
with respect to angina and heart failure, respectively [24,25].
Scores for both questionnaires were calculated by summation

https://cardio.jmir.org/2019/2/€14332

Sohn et d

of all 7 and 12 responses, respectively, and by standardization
of those values to a 0 to 100 range. Scores were classified as
poor (0-24), fair (25-49), good (50-74), and excellent (75-100)
HRQOL [24,25].

PROMIS  questionnaires are  publicly available
individual-centered measures of PROs [26,27]. The
af orementioned physical and mental health questionnaireswere
administered to heart failure patients to assess their function
and symptoms. Raw scores were computed by addition of all
corresponding responses and conversion of those values to t
scores, which were standardized scores set to amean of 50 and
a standard deviation of 10 [26,27]. Function scores =40 were
normal, whereas scores <40 denoted moderate to severe adverse
health effects. Symptom scores<60 were normal, whereas scores
>60 represented moderate to severe adverse health effects
[26,27].

Statistical Analysis

Before calculating raw scores, questionnaires were examined
for completion. For any missing items, the mean of the
participant’s responses from the same questionnaire was
substituted [ 28]. The cohort was characterized using proportions,
means, SDs, medians, and interquartile ranges (IQRS).
Summaries of responses and scores, if applicable, for each
guestionnaire were reported. Linear regression analyses,
including multivariate regression analysis, were performed with
the participants age and MLHFQ scores as the independent
variables to quantify the linear relationships with their interest
in smartphone app features. For al analyses, asignificancelevel
of .05, which corresponded to a 95% CI, was used to determine
statistical significance.

Results

Demographics

Over the 7-month period, a total of 95 eligible heart failure
patients were contacted. Of the 95 qualified patients, 50
consented to participate in this study (Table 1). However, 1
participant only completed the demographics section of the
survey.

The participants mean age was 64.5 years (SD 8.3; range
50-78). Most participants were men (34/50, 68%), of
non-Hispanic or non-Spanish origin (40/49, 82%), and white
(32/48, 67%). Of the participants, 38% (19/50) had received a
bachelor’s degree or higher, whereas for 18% (9/50), a high
school degreewastheir highest level of education. Asfor annual
household income, the proportions of individual swhose families
earned less than US $50,000 (23/50, 46%) and more than US
$50,000 (27/50 54%) werefairly similar. Although 91% (31/45)
of the participants were determined to be NYHA Class Il or
higher, 62% (31/50) had EFs less than 50%. Neither NYHA
class nor EF produced statistically significant associationswith
their interestsin potential features of a smartphone app.
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Table 1. Demographics of study population.
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Characteristic Value
Age (years, n=50), mean (SD) 64.5 (8.3)
Sex (n=50), n (%)

Mae 34 (68)

Female 16 (32)
Hispanic or Spanish origin (n=49), n (%)

No 40 (82)

Yes 9(18)
Race or ethnicity (n=48), n (%)

White 32(67)

Black or African American 11 (23)

Asian 5(10)

American Indian or American Native 0(0)

Native Hawaiian or other Pacific |slander 0(0)
Education (n=50), n (%)

High school 9(18)

Some college, associate degree, or trade school 22 (44)

Bachelor’s degree 10 (20)

Master's degree or above 9(18)
Annual income (US $; n=50), n (%)

0-25,000 15 (30)

25,001-50,000 8(16)

50,001-75,000 8(16)

275,001 19 (38)
New York Heart Association class (n=45), n (%)

| 4(9)

I 26 (58)

m 15 (33)

v 0(0)
Ejection fraction (n=50), n (%)

<40% 28 (56)

41%-49% 3(8)

250% 19(38)

App I nterest participants answered somewhat interested or very interested

More than 60% of the participants were somewhat interested
or very interested in asmartphone app that providesinformation
related to symptoms (identification 31/48, 65%, and tips 35/48,
73%), medication or treatment (side effects 33/48, 69%), activity
(steps 33/48, 69%, and exercise 31/48, 65%), and deep (patterns
32/46, 67%, and tips 31/47, 66%; Table 2). On the other hand,
more than a quarter of the participants expressed little to no
interest in documenting their mood (17/48, 35%) or receiving
tips to improve their mood (14/48, 29%). Moreover, 30
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for both symptom-related statements (Multimedia Appendix
2). Of those 30 participants, 28 (28/30, 93%) owned a
smartphone and 10 (10/30, 33%) owned an activity tracker or
a smartwatch. Of the 28 participants who expressed interest
(somewhat interested or very interested) in both activity-related
statements, 26 (26/28, 93%) owned asmartphoneand 11 (11/28,
39%) owned an activity tracker or a smartwatch. There were
27 participants who showed interest in both items regarding
sleep. Of these, 24 (24/27, 89%) owned a smartphone and 11
(11/27, 41%) owned an activity tracker or a smartwatch.
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Table 2. Patients answers to the Heart Failure Self-Care Management Application Interest questionnaire.

Statement n Nointerest, Not very interested, Neutral, Somewhat interested, Very interested,
n (%) n (%) n (%) n (%) n (%)
Symptom identification, such as noticing swelling 48 7(15) 2(4) 8(17) 11(23) 20 (42)
in your ankles or legs
Providing symptom management tips 48 7(15) 12 5(100 13(27) 22 (46)
Providing medication reminders 48 9(19) 4(8) 9(19) 9 (19 17 (35)
Documenting when you experience side effectsfrom 48 5(10) 2(4) 8(17) 10(21) 23 (48)
medication or treatment
Documenting your level of activity or number of 48 6 (13) 4(8) 5(100 9(19) 24 (50)
steps
Providing reminders to exercise 48 7(15) 2(4) 8(17) 10(21) 21 (44)
Documenting your sleep patterns 46 5(11) 3() 6 (13) 10 (22) 22 (48)
Providing tips to get better sleep a7 6 (13) 4(9) 6(13) 6(13) 25 (53)
Documenting your mood 48 9(19) 8(17) 8(17) 7(15) 16 (33)
Providing tips to improve your mood 48 9(19) 5(10) 10(21) 8(17) 16 (33)

Reminders

Between 80% and 90% of the participantsindicated their desire
to receivereminders at least once per day for al but medication
reminders, which was 71% (34/48; Table 3). Once a day was
the most popular response for the other 5 features. The
proportion exceeded 50% for symptom management tips (27/49,
55%), activity or steps (25/49, 51%), exercise reminders (27/49,
55%), and sleep tips (29/49, 59%).

Accessto Technology

The mgjority of participants had access to technology. Only 24
(24149, 49%) participants owned atablet, and 44 (44/49, 90%)

participants owned a smartphone (Table 4). In addition, high
proportions of participants had access to the internet through a
cellular network (41/49, 84%) or a wireless network (43/49,
88%). Most participants also had experience using their
smartphone (42/44 smartphone owners, 96%) and accessing the
internet or their email account(s) (44/49, 90%). Fewer patients
had activity trackers and smartwatches as only 14/49 (29%)
participants owned one and 9/14 (64%) participants used it
regularly. Ownership of an activity tracker or smartwatch was
not related to income, as haf of them earned ahousehold income
that surpassed US $75,001 annually.

Table 3. Patients’ answersto Heart Failure Self-Care Management Application Engagement questionnaire.

Statement n Never, Onceaday, Every12hours, Every6hours, Every4hours, Every?2hours,
n (%) n (%) n (%) n (%) n (%) n (%)

Notify you of symptoms 49 9(18) 20 (41) 8 (16) 3(6) 4(8) 5(10)

Provide you with symptom management tips 49 6(12) 27 (55) 9(18) 1(2 3(6) 3(6)

Provide you with medication reminders 48 14 (29) 12(25) 9(19) 4(8) 3(6) 6 (12)

Provide you with your level of activity/number 49 5(10) 25 (51) 3(6) 4(8) 6 (12) 6 (12)

of steps

Provide you with exercise reminders 49 5(10) 27 (55) 5(10) 3(6) 5(10) 4(8)

Provide you with sleep tips 49 8(16) 29 (59) 6(12) 24 0(0) 4(8)
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Table 4. Patient answers to Health Information Nation Trends Survey.
Question n No, n (%) Yes, n (%)
Do you ever access the internet or World Wide Web or send and receive email? 49 5(10) 44 (90)
When you use the internet, do you ever access it through aregular dial-up telephone line? 49 48 (98) 1(2
When you use the internet, do you ever access it through broadband such as digital subscriber line, cable, or 49 15 (31) 34 (69)
fiber optic service?
When you use the internet, do you ever access it through a cellular network (ie, phone and third- or fourth- 49 8 (16) 41 (84)
generation cellular network technology)?
When you use the internet, do you ever access it through a wireless network (wireless fidelity)? 49 6(12) 43 (88)
Do you own atablet? 49 25 (51) 24 (49)
Do you own a smartphone? 49 5(10) 44 (90)
If s0, do you use your smartphone at least once daily? 43 1(2) 42 (97)
Do you own acell phone? (skip if yes answer to smartphone) 5 1(20) 4 (80)
If so0, are you comfortable using the cell phone? 4 1(25) 3(75)
Do you own an activity tracker/smartwatch? 49 35(71) 14 (29)
If s0, do you wear it daily? 14 5(36) 9 (64)

Patient-Reported Outcomes

Themedian MLHFQ scorewas 52 (IQR 24-75; Table 5), which
corresponded to apoor HRQOL for the average participant. On
the other hand, SAQ (median 68, IQR 55-84) and KCCQ
(median 61, IQR 47-80) median scores suggested a good
HRQOL in relation to angina and heart failure, respectively.
The median SCHFI maintenance (median 70, IQR 60-81) and
SCHFI confidence (median 72, IQR 50-83) scores revealed
adequate ability to perform maintenance behaviorsand adequate
confidence level for the average participant. Of the 49
participants, 28 (57%) indicated recent breathing complication
or ankle swelling (Table 5), which qualified them to complete
the management section of the SCHFI questionnaire. Similar
to the other section scores, the median SCHFI management
score (median 70, IQR 50-85) indicated adequate ability to
manage heart faillure. Median scores for al PROMIS
guestionnaireswere within the normal range, except for Physical
Function SF (median 38, |QR 34-43), which denoted moderate
adverse health implications.

https://cardio.jmir.org/2019/2/€14332

Inthe Heart Failure Self-Care Management Application Interest
guestionnaire, 67% (32/48) said they wereinterested in tracking,
whereas 65% (31/48) said they wereinterested in tipsand 73%
(35/48) said they were interested in reminders (Table 2). Age
correlated significantly with interest in each of the 3 features
of the smartphone app (P=.001, P=.002, and P=.001,
respectively). In contrast to age, MLHFQ scores (Table 5)
generated positive correlations with their interests. These
correlationswere al so statistically significant (P=.003, P<.001,
and P=.004, respectively). Similarly, when multivariate
regression analyses were performed with age and MLHFQ
scores, they generated negative coefficientsfor age and positive
coefficients for MLHFQ scores. Moreover, both identifiers
achieved statistically significant results with tracking (P=.007
and .02, respectively), tips (P=.01 and .002, respectively), and
reminders (P=.007 and .02, respectively).

No relationship between age and frequency of the 6 different
reminders (Table 3) was statistically significant: symptoms,
symptom management tips, medication reminders, activity/steps,
exercisereminders, and sleep tips (P=.09, P=.26, P=.09, P=.09,
P=.13, and P=.40, respectively).
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Table5. Patient-reported outcomes.
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Questionnaire n Median score (IQR)
Minnesota Living with Heart Failure Questionnaire

Physical score 49 19 (12-32)

Emotional score 48 10 (2-20)

Total score 49 52 (24-75)
Self-Care of Heart Failure Index

Maintenance 49 70 (60-81)

Management 28 70 (50-85)

Confidence 49 72 (50-83)
Seattle Angina Questionnaire 49 68 (55-84)
Kansas City Cardiomyopathy Questionnaire 49 61 (47-80)
PROMIS? Global Health

Physical 49 42 (35-51)

Mental 49 48 (44-51)
PROMIS Physical Function 49 38 (34-43)
PROMIS Fatigue 49 57 (46-63)
PROMIS Anxiety 49 54 (39-61)
PROMIS Depression 49 52 (41-61)
PROMIS Sleep Disturbance 49 52 (46-60)
PROMIS Socid Isolation 49 40 (35-50)

3PROMIS: Patient-Reported Outcomes Measurement Information System.

Discussion

Principal Findings

Theresultsindicate that 38 out of 48 survey participants (79%)
were interested in at least one of the following features of a
smartphone app to assist their heart failure management:
symptoms, medication or treatment side effects, activity/steps,
and sleep. Consequently, this study suggests the prospect of
heart failure patients utilizing asmartphone app to self-monitor
their condition while also receiving tips and reminders related
to heart failure. Access to and experience with technology
should not pose major concernsto its potential, as 43 out of 49
participants (88%) owned a smartphone and had access to the
internet.

MLHFQ score and age were 2 factors that correlated the
participants’ degree of interest. Their responses to questionsin
this survey and subsequent scoresimply that many experienced
adverse health outcomes because of their heart failure. The
statistically significant positive correlations between their
MLHFQ scoreand interest in tracking, tips, and reminders show
that heart failure patients with lower HRQOL express greater
interest in a smartphone app for heart failure than those with
higher HRQOL. As the MLHFQ is reliable and sensitive to
differencesin symptom severity [29], heart failure patientswith
lower MLHFQ scores are likely more prominently afflicted by
heart failure. Therefore, their interest in receiving heart
failure—related information and reminders may suggest a

https://cardio.jmir.org/2019/2/€14332

greater likelihood of utilizing it as an individua-tailored
intervention.

Analysis of age was a key aspect of this study because both
prevalence and incidence of heart failureincrease with age[6,7].
Accordingly, older heart failure patients are the primary target
population for any intervention. In contrast to the increase of
their interestswith MLHFQ score, heart failure patients’ interest
significantly decreased with age. This result is consistent with
and can be explained by previous studies that examined adults
technology usage and attitudes. In those studies, older adults
acknowledged the benefits of technological advances but
expressed several issues with technology, such as lack of
security and reliability as well as inconvenience [30,31]. In
addition, they identified low self-efficacy, high anxiety, and
increased efforts as reasons for their reluctance to adopt
technology [32,33]. As aresult, their unfavorable outlook on
technology poses a challenge to the prospect of implementing
the smartphone app as an intervention. Providing incentives or
alternatives, however, could address this challenge for those
who may nhot be interested in mHealth apps.

Questionnaire scores from this survey revealed unexpected
results. Both the MLHFQ and K CCQ wereintended to quantify
patients HRQOL with respect to their heart failure but revealed
contrasting results with statistical significance (P<.001). The
MLHFQ generated a median score that corresponded to poor
HRQOL, whereas the KCCQ produced a median score that
suggested good HRQOL . This discrepancy may be because of
the fact that questions in the KCCQ examined a much shorter
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time frame (2 weeks) than those in the MLHFQ (4 weeks).
Furthermore, the KCCQ isprimarily concerned with 2 symptoms
of heart failure, shortness of breath and fatigue, whereas the
MLHFQ is more general. The scores from questionnaires
regarding behavior and function produced mixed results,
whereas all those regarding symptoms generated scoresthat fell
within the normal range (Table 5). This outcome suggests that
the mental health conditions of the participantswerein favorable
states despite their adverse health effects from heart failure.
This finding appears to not align with a previous study that
found heart failure patients have higher levels of anxiety than
healthy adults, which leads to decreased treatment adherence
[34]. The norma mental health of the participants may have
influenced their interests in the smartphone app as a self-care

strategy.

Limitations and Future Directions

This study was confined to patients from a university-based
health system and was limited to those aged between 50 and 80
years. The study population wasrelatively well educated, which
might limit the generalization of our results, although we note
that we did not observe any statistically significant correlations
across the observed education levelswith other variables. There
was greater representation of male (34/50, 68%) and white
(32/48, 67%) patientsin the study cohort (Table 1), which might
have generated results that are not applicable to the general
population with heart failure. A reason for the disproportionate
representation isthat this study waslimited to English language
speakers. Literacy in English was necessary to understand the
directions and questions because there was only an English
version of the survey. Future study will include trandlation of
this survey into other languages, particularly Spanish. Inregard
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to the results, the statistically significant correlations do not
indicate causation. Self-reporting of interest in mHealth may
not trandlate to actual use, adherence, or persistence. Prospective
testing of mobile technology apps will be needed along with
evaluation of their effectiveness, safety, and value.

Conclusions

This study provides new information on the features that heart
failure patients want from a smartphone app to assist them in
managing their health. To better contextualize the desired
information and features, we sought to correlate survey
responses, disease state, and demographics. On the basis of our
results, we propose that a smartphone app may be a viable
minimally invasive alternative intervention for monitoring heart
failure patients because of the generally positive reception,
although we note that data in this study were collected from a
single site. Participants were interested in all 3 features of the
proposed smartphone app—tracking, tips, and reminders. As
these are common features of activity trackers and smartwatches,
they, along with a smartphone app, may be potential solutions
for heart failure patients’ self-care needs. Age and MLHFQ
scores may be useful predictorsin determining whether an heart
failure patient is interested in a smartphone app for self-care.
These findings suggest that certain populations may be more
inclined to utilize mobile technology to manage their treatment
and symptoms. We suggest that future mHealth-driven
interventions that feature a smartphone app consider first
soliciting feedback from their targeted population to better
understand patient perspectives on how such technology can
be designed to maximize impact. We suggest that this study is
astep in this direction.

Thisstudy was supported by the National Institutes of Health National Heart, Lung, and Blood Ingtitute under grants R56HL 135425

and RO1HL 141773.

Conflictsof Interest

FG consults for Abbott, Amgen, Bayer, Janssen, Medtronic, and Novartis.

Multimedia Appendix 1
Questions in mobile health survey.
[DOCX File, 18 KB - cardio v3i1€14332_appl.docx |

Multimedia Appendix 2

Ownership of mobile technology among participants interested in mobile health features.

[DOCX File, 52 KB - cardio v3i1€14332_app2.docx |

References

1. Corond R, de Groot JR, van Lieshout JJ. Defining heart failure. Cardiovasc Res 2001 Jun;50(3):419-422. [doi:

10.1016/s0008-6363(01)00284-x] [Medline: 11376615]

2. Jessup M, Abraham WT, Casey DE, Feldman AM, Francis GS, Ganiats TG, et a. 2009 focused update: ACCF/AHA
guidelines for the diagnosis and management of heart failure in adults: areport of the american college of cardiology
foundation/american heart association task force on practice guidelines: developed in collaboration with the international
society for heart and lung transplantation. Circulation 2009 Apr 14;119(14):1977-2016. [doi:
10.1161/CIRCUL ATIONAHA.109.192064] [Medline: 19324967]

https://cardio.jmir.org/2019/2/€14332

JMIR Cardio 2019 | vol. 3 |iss. 2 |€14332 | p.9
(page number not for citation purposes)


https://jmir.org/api/download?alt_name=cardio_v3i1e14332_app1.docx&filename=661c3c0162bba1c0f586e63045f662ff.docx
https://jmir.org/api/download?alt_name=cardio_v3i1e14332_app1.docx&filename=661c3c0162bba1c0f586e63045f662ff.docx
https://jmir.org/api/download?alt_name=cardio_v3i1e14332_app2.docx&filename=18e352d27fe6721fcaa1665dd88f411e.docx
https://jmir.org/api/download?alt_name=cardio_v3i1e14332_app2.docx&filename=18e352d27fe6721fcaa1665dd88f411e.docx
http://dx.doi.org/10.1016/s0008-6363(01)00284-x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11376615&dopt=Abstract
http://dx.doi.org/10.1161/CIRCULATIONAHA.109.192064
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19324967&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR CARDIO Sohn et a

3.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

Benjamin EJ, Virani SS, Callaway CW, Chamberlain AM, Chang AR, Cheng S, American Heart Association Council on
Epidemiology and Prevention Statistics Committee and Stroke Statistics Subcommittee. Heart disease and stroke
statistics-2018 update: areport from the American Heart Association. Circulation 2018 Mar 20;137(12):e67-492. [doi:
10.1161/CIR.0000000000000558] [Medline: 29386200]

Bui AL, Horwich TB, Fonarow GC. Epidemiology and risk profile of heart failure. Nat Rev Cardiol 2011 Jan;8(1):30-41
[EREE Full text] [doi: 10.1038/nrcardio.2010.165] [Medline: 21060326]

Heidenreich PA, Albert NM, Allen LA, Bluemke DA, Butler J, Fonarow GC, American Heart Association Advocacy
Coordinating Committee, Council on Arteriosclerosis, Thrombosis and Vascular Biology, Council on Cardiovascular
Radiology and Intervention, Council on Clinical Cardiology, Council on Epidemiology and Prevention, Stroke Council.
Forecasting the impact of heart failure in the United States: a policy statement from the American Heart Association. Circ
Heart Fail 2013 May;6(3):606-619 [FREE Full text] [doi: 10.1161/HHF.0b013e318291329a] [Medline: 23616602]

Ho KK, Pinsky JL, Kannel WB, Levy D. The epidemiology of heart failure: the Framingham study. JAm Coll Cardiol
1993 Oct;22(4 Suppl A):6A-13A [FREE Full text] [doi: 10.1016/0735-1097(93)90455-a] [Medline: 8376698]

Mosterd A, Hoes AW, de Bruyne MC, Deckers JW, Linker DT, Hofman A, et al. Prevalence of heart failure and | eft
ventricular dysfunction in the general population; the Rotterdam study. Eur Heart J 1999 Mar;20(6):447-455. [doi:
10.1053/euhj.1998.1239] [Medline: 10213348]

Huffman MD, Berry JD, Ning H, Dyer AR, Garside DB, Cai X, et al. Lifetimerisk for heart failure among white and black
Americans: cardiovascular lifetimerisk pooling project. JAm Coll Cardiol 2013 Apr 9;61(14):1510-1517 [FREE Full text]
[doi: 10.1016/j.jacc.2013.01.022] [Medline: 23500287]

Evangelista LS, Shinnick MA. What do we know about adherence and self-care? J Cardiovasc Nurs 2008;23(3):250-257
[FREE Full text] [doi: 10.1097/01.JCN.0000317428.98844.4d] [Medline: 18437067]

Keenan PS, Normand ST, Lin Z, Drye EE, Bhat KR, Ross JS, et al. An administrative claims measure suitable for profiling
hospital performance on the basis of 30-day all-cause readmission rates among patients with heart failure. Circ Cardiovasc
Qual Outcomes 2008 Sep;1(1):29-37. [doi: 10.1161/CIRCOUTCOMES.108.802686] [Medline: 20031785]

Krumholz HM, Merrill AR, Schone EM, Schreiner GC, Chen J, Bradley EH, et al. Patterns of hospital performancein acute
myocardial infarction and heart failure 30-day mortality and readmission. Circ Cardiovasc Qual Outcomes 2009
Sep;2(5):407-413. [doi: 10.1161/CIRCOUTCOMES.109.883256] [Medline: 20031870]

Krumholz HM, Parent EM, Tu N, Vaccarino V, Wang Y, Radford M J, et al. Readmission after hospitalization for congestive
heart failure among medicare beneficiaries. Arch Intern Med 1997 Jan 13;157(1):99-104. [doi:
10.1001/archinte.1997.00440220103013] [Medline: 8996046]

The Medicare Payment Advisory Commission. 2007. June 2007: Report to the Congress: Promoting Greater Efficiency in
Medicine URL : http://www.medpac.gov/docs/default-source/reports/Jun07_EntireReport.pdf [accessed 2019-09-18]
Kumar S, Nilsen WJ, Abernethy A, Atienza A, Patrick K, Pavel M, et a. Mabile health technol ogy evaluation: the mHealth
evidence workshop. Am J Prev Med 2013 Aug;45(2):228-236 [FREE Full text] [doi: 10.1016/j.amepre.2013.03.017]
[Medline: 23867031]

Steinhubl SR, Muse ED, Topol EJ. The emerging field of mobile health. Sci Transl Med 2015 Apr 15;7(283):283rv3 [FREE
Full text] [doi: 10.1126/scitransimed.aaal3487] [Medline: 25877894]

Creber RM, Maurer MS, Reading M, Hiraldo G, Hickey KT, Iribarren S. Review and analysis of existing maobile phone
apps to support heart failure symptom monitoring and self-care management using the mobile application rating scale
(MARS). IMIR Mhealth Uhealth 2016 Jun 14;4(2):€74 [ FREE Full text] [doi: 10.2196/mhealth.5882] [Medline: 27302310]
Alharbi M, Straiton N, Gallagher R. Harnessing the potential of wearable activity trackers for heart failure self-care. Curr
Heart Fail Rep 2017 Feb;14(1):23-29. [doi: 10.1007/s11897-017-0318-z] [Medline: 28181075]

Speier W, Dzubur E, Zide M, Shufelt C, Joung S, van Eyk JE, et al. Evaluating utility and compliance in a patient-based
eHealth study using continuous-time heart rate and activity trackers. JAm Med Inform Assoc 2018 Oct 1;25(10):1386-1391
[FREE Full text] [doi: 10.1093/jamia/ocy067] [Medline: 29850807]

Criteria Committee of New York Heart Association. In: Dolgin M, editor. Nomenclature and Criteria for Diagnosis of
Diseases of the Heart and Great Blood Vessels. Ninth Edition. Boston: Little, Brown & Co; 1994.

Likert R. A technique for the measurement of attitudes. Arch Psychol 1932;22(140):5-55 [FREE Full text]

Rutten LJ, Davis T, Beckjord EB, Blake K, Moser RP, Hesse BW. Picking up the pace: changes in method and frame for
the health information national trends survey (2011-2014). J Health Commun 2012;17(8):979-989 [FREE Full text] [doi:
10.1080/10810730.2012.700998] [Medline: 23020763]

Behlouli H, Feldman DE, Ducharme A, Frenette M, Giannetti N, Grondin F, et a. Identifying relative cut-off scores with
neural networks for interpretation of the Minnesota Living with Heart Failure questionnaire. Conf Proc |IEEE Eng Med
Biol Soc 2009;2009:6242-6246. [doi: 10.1109/| EM BS.2009.5334659] [Medline: 19965089]

Riegel B, Lee CS, Dickson V'V, Carlson B. An update on the self-care of heart failure index. J Cardiovasc Nurs
2009;24(6):485-497 [FREE Full text] [doi: 10.1097/JCN.0b013e3181b4baal] [Medline: 19786884]

Spertus JA, Jones P, McDonell M, Fan V, Fihn SD. Health status predicts long-term outcome in outpatients with coronary
disease. Circulation 2002 Jul 2;106(1):43-49. [doi: 10.1161/01.cir.0000020688.24874.90] [Medline: 12093768]

https://cardio.jmir.org/2019/2/e14332 JMIR Cardio 2019 | vol. 3| iss. 2 |€14332 | p.10

(page number not for citation purposes)


http://dx.doi.org/10.1161/CIR.0000000000000558
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29386200&dopt=Abstract
http://europepmc.org/abstract/MED/21060326
http://dx.doi.org/10.1038/nrcardio.2010.165
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21060326&dopt=Abstract
http://europepmc.org/abstract/MED/23616602
http://dx.doi.org/10.1161/HHF.0b013e318291329a
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23616602&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/0735-1097(93)90455-A
http://dx.doi.org/10.1016/0735-1097(93)90455-a
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8376698&dopt=Abstract
http://dx.doi.org/10.1053/euhj.1998.1239
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10213348&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0735-1097(13)00384-7
http://dx.doi.org/10.1016/j.jacc.2013.01.022
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23500287&dopt=Abstract
http://europepmc.org/abstract/MED/18437067
http://dx.doi.org/10.1097/01.JCN.0000317428.98844.4d
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18437067&dopt=Abstract
http://dx.doi.org/10.1161/CIRCOUTCOMES.108.802686
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20031785&dopt=Abstract
http://dx.doi.org/10.1161/CIRCOUTCOMES.109.883256
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20031870&dopt=Abstract
http://dx.doi.org/10.1001/archinte.1997.00440220103013
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8996046&dopt=Abstract
http://www.medpac.gov/docs/default-source/reports/Jun07_EntireReport.pdf
http://europepmc.org/abstract/MED/23867031
http://dx.doi.org/10.1016/j.amepre.2013.03.017
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23867031&dopt=Abstract
http://europepmc.org/abstract/MED/25877894
http://europepmc.org/abstract/MED/25877894
http://dx.doi.org/10.1126/scitranslmed.aaa3487
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25877894&dopt=Abstract
https://mhealth.jmir.org/2016/2/e74/
http://dx.doi.org/10.2196/mhealth.5882
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27302310&dopt=Abstract
http://dx.doi.org/10.1007/s11897-017-0318-z
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28181075&dopt=Abstract
http://europepmc.org/abstract/MED/29850807
http://dx.doi.org/10.1093/jamia/ocy067
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29850807&dopt=Abstract
https://psycnet.apa.org/record/1933-01885-001
http://europepmc.org/abstract/MED/23020763
http://dx.doi.org/10.1080/10810730.2012.700998
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23020763&dopt=Abstract
http://dx.doi.org/10.1109/IEMBS.2009.5334659
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19965089&dopt=Abstract
http://europepmc.org/abstract/MED/19786884
http://dx.doi.org/10.1097/JCN.0b013e3181b4baa0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19786884&dopt=Abstract
http://dx.doi.org/10.1161/01.cir.0000020688.24874.90
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12093768&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR CARDIO Sohn et a

25.

26.

27.

28.

29.

30.

31.

32.

33.

Green CP, Porter CB, Bresnahan DR, Spertus JA. Development and evaluation of the Kansas City Cardiomyopathy
guestionnaire: anew health status measure for heart failure. JAm Coll Cardiol 2000 Apr;35(5):1245-1255 [FREE Full
text] [doi: 10.1016/s0735-1097(00)00531-3] [Medline: 10758967]

Broderick JE, DeWitt EM, Rothrock N, Crane PK, Forrest CB. Advancesin patient-reported outcomes: the NIH PROMIS(®)
measures. EGEM S (Wash DC) 2013;1(1):1015 [FREE Full text] [doi: 10.13063/2327-9214.1015] [Medline: 25848562]
HaysRD, Bjorner JB, Revicki DA, Spritzer KL, CellaD. Development of physical and mental health summary scoresfrom
the patient-reported outcomes measurement information system (PROMIS) global items. Qual Life Res 2009
Sep;18(7):873-880 [FREE Full text] [doi: 10.1007/s11136-009-9496-9] [Medline: 19543809]

Downey RG, King C. Missing datain Likert ratings: a comparison of replacement methods. J Gen Psychol 1998
Apr;125(2):175-191. [doi: 10.1080/00221309809595542] [Medline: 9935342]

Riegel B, Moser DK, Glaser D, Carlson B, Deaton C, ArmolaR, et a. The Minnesota Living With Heart Failure questionnaire:
sengitivity to differences and responsivenessto intervention intensity in aclinical population. Nurs Res 2002;51(4):209-218.
[doi: 10.1097/00006199-200207000-00001] [Medline: 12131233]

Melenhorst A, Rogers WA, Bouwhuis DG. Older adults motivated choice for technological innovation: evidence for
benefit-driven selectivity. Psychol Aging 2006 Mar;21(1):190-195. [doi: 10.1037/0882-7974.21.1.190] [Medline: 16594804]
Mitzner TL, Boron JB, Fausset CB, Adams AE, CharnessN, CzgjaSJ, et al. Older adultstalk technology: technology usage
and attitudes. Comput Human Behav 2010 Nov 1;26(6):1710-1721 [FREE Full text] [doi: 10.1016/j.chb.2010.06.020]
[Medline: 20967133]

Melenhorst AS, Rogers WA, Caylor EC. The Use of Communication Technologies by Older Adults: Exploring the Benefits
from the User's Perspective. In: Proceedings of the Human Factors and Ergonomics Society Annual Meeting. 2001 Presented
at: HFES01; October 8-12, 2001; Minneapolis, Minnesota, USA p. 221-225. [doi: 10.1177/154193120104500305]
CzajaSJ, Charness N, Fisk AD, Hertzog C, Nair SN, Rogers WA, et a. Factors predicting the use of technology: findings
from the Center for Research and Education on Aging and Technology Enhancement (CREATE). Psychol Aging 2006
Jun;21(2):333-352 [FREE Full text] [doi: 10.1037/0882-7974.21.2.333] [Medline: 16768579)]

de Jong MJ, Chung ML, Wu J, Riegel B, Rayens MK, Moser DK. Linkages between anxiety and outcomesin heart failure.
Heart Lung 2011;40(5):393-404 [FREE Full text] [doi: 10.1016/j.hrtIng.2011.02.002] [Medline: 21453974]

Abbreviations

EF: gection fraction

HRQOL: health-related qudlity of life

|QR: interquartile range

KCCQ: Kansas City Cardiomyopathy Questionnaire
mHealth: mobile health

MLHFQ: Minnesota Living with Heart Failure Questionnaire
NYHA: New York Heart Association

PRO: patient-reported outcome

PROMIS: Patient-Reported Outcomes Measurement Information System
SAQ: Sesttle Angina Questionnaire

SCHFI: Self-Care of Heart Failure Index

SF: short form

Edited by G Eysenbach; submitted 18.04.19; peer-reviewed by A Miranda, A Gomez-Rexrode, E Muse; commentsto author 06.06.19;
revised version received 15.07.19; accepted 19.07.19; published 29.10.19.

Please cite as:

Sohn A, Soeier W, Lan E, Aoki K, Fonarow G, Ong M, Arnold C

Assessment of Heart Failure Patients’ Interest in Mobile Health Apps for Self-Care: Survey Study
JMIR Cardio 2019;3(2):€14332

URL: https://cardio.jmir.org/2019/2/€14332

doi:10.2196/14332

PMID: 31758788

©Albert Sohn, William Speier, Esther Lan, Kymberly Aoki, Gregg Fonarow, Michael Ong, Corey Arnold. Originally published
in IMIR Cardio (http://cardio.jmir.org), 29.10.2019. 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 IMIR Cardio, is properly cited. The complete

https://cardio.jmir.org/2019/2/e14332 JMIR Cardio 2019 | vol. 3| iss. 2 [€14332 | p.11

(page number not for citation purposes)


https://linkinghub.elsevier.com/retrieve/pii/S0735-1097(00)00531-3
https://linkinghub.elsevier.com/retrieve/pii/S0735-1097(00)00531-3
http://dx.doi.org/10.1016/s0735-1097(00)00531-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10758967&dopt=Abstract
http://europepmc.org/abstract/MED/25848562
http://dx.doi.org/10.13063/2327-9214.1015
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25848562&dopt=Abstract
http://europepmc.org/abstract/MED/19543809
http://dx.doi.org/10.1007/s11136-009-9496-9
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19543809&dopt=Abstract
http://dx.doi.org/10.1080/00221309809595542
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9935342&dopt=Abstract
http://dx.doi.org/10.1097/00006199-200207000-00001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12131233&dopt=Abstract
http://dx.doi.org/10.1037/0882-7974.21.1.190
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16594804&dopt=Abstract
http://europepmc.org/abstract/MED/20967133
http://dx.doi.org/10.1016/j.chb.2010.06.020
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20967133&dopt=Abstract
http://dx.doi.org/10.1177/154193120104500305
http://europepmc.org/abstract/MED/16768579
http://dx.doi.org/10.1037/0882-7974.21.2.333
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16768579&dopt=Abstract
http://europepmc.org/abstract/MED/21453974
http://dx.doi.org/10.1016/j.hrtlng.2011.02.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21453974&dopt=Abstract
https://cardio.jmir.org/2019/2/e14332
http://dx.doi.org/10.2196/14332
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31758788&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR CARDIO Sohn et a

bibliographic information, a link to the original publication on http://cardio.jmir.org, as well as this copyright and license
information must be included.

https://cardio.jmir.org/2019/2/e14332 JMIR Cardio 2019 | vol. 3| iss. 2 |14332 | p.12
(page number not for citation purposes)

RenderX


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

JMIR CARDIO Giannolaet &

Original Paper

Outsourcing the Remote Management of Cardiac Implantable
Electronic Devices: Medical Care Quality Improvement Project

Gabriele Giannola', MD, PhD; Riccardo Torcivia', MD; Riccardo Aird Farulla’, MD; Tommaso Cipolla', MD
Ospedale San Raffaele Giglio, Cefalu, Italy

Corresponding Author:
Gabriele Giannola, MD, PhD
Ospedale San Raffaele Giglio
Contrada Pietra Pollastra
Cefalu, 90015

[taly

Phone; 39 0921 920111

Email: cardiologia@hsrgiglio.it

Abstract

Background: Remote management is partially replacing routine follow-up in patients implanted with cardiac implantable
electronic devices (CIEDs). Although it reduces clinical staff time compared with standard in-office follow-up, a new definition
of roles and responsibilities may be needed to review remote transmissionsin an effective, efficient, and timely manner. Whether
remote triage may be outsourced to an external remote monitoring center (ERMC) is still unclear.

Objective: Theaim of this health care quality improvement project was to evaluate the feasibility of outsourcing remote triage
to an ERMC to improve patient care and health care resource utilization.

Methods: Patients (N=153) with implanted CIEDswerefollowed up for 8 months. An ERMC composed of nursesand physicians
reviewed remote transmissions daily following a specific remote monitoring (RM) protocol. A 6-month benchmarking phase
where patients’ transmissions were managed directly by hospital staff was evaluated as aterm of comparison.

Results: A total of 654 transmissions were recorded in the RM system and managed by the ERM C team within 2 working days,
showing a significant time reduction compared with standard RM management (100% vs 11%, respectively, within 2 days,
P<.001). A total of 84.3% (551/654) of the transmissions did not include a prioritized event and did not require escalation to the
hospital clinician. High priority was assigned to 2.3% (15/654) of transmissions, which were communicated to the hospital team
by email within 1 working day. Nonurgent device status events occurred in 88 cases and were communicated to the hospital
within 2 working days. Of these, 11% (10/88) were followed by a hospitalization.

Conclusions: The outsourcing of RM management to an ERMC safely provides efficacy and efficiency gainsin patients’ care
compared with a standard in-hospital management. Moreover, the externalization of RM management could be a key tool for
saving dedicated staff and facility time with possible positive economic impact.

Trial Registration: Clinical Trials.gov NCT01007474; http://clinicaltrials.gov/ct2/show/NCT01007474
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visits [4,6], without negative effects on patient outcome [7,8];

Introduction

Remote monitoring (RM) management of patients implanted
with cardiac implantable electronic devices (CIEDS) (such as
implantable defibrillators) enables early detection of clinically
relevant events and complications while partialy replacing
routine follow-up [1-5]. A number of studies have recently
demonstrated that RM reduces the total number of in-office

https://cardio.jmir.org/2019/2/€9815

some studies have also shown the positive clinical impact of
RM [9-12]. Although RM can reduce clinical staff time
compared with standard in-office follow-up [13-15],
organizational workflow changes and a new definition of roles
and responsibilities may be needed to review remote
transmissionsin an effective, efficient, and timely manner [16].
A model where nurses might have the responsibility for
screening the transmission reports and for discriminating the
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ones that possibly require clinica escalation and where
physicians interpret and document the most critical remote
reports, may, in fact, rationalize and optimizethein-clinic daily
practice, in the sense of amore extensive and differentiated role
organization. Considering that most RM datado not require any
clinical escalation [1,14], it has been hypothesized that the
remote triage may be outsourced to an external remote
monitoring center (ERM C) composed of nurses and physicians
skilled tointerpret CIED dataand to troubleshoot CIED-rel ated
problems, resulting in the optimization of the time allocation
of highly skilled health care professionals[17].

Efficient allocation of health care professionals' timeiscrucia
due to the limited resources available for RM activities today
and prospectively in the future, given the patient population
growth and accompanying follow-up burden [18]. Outsourcing
part of the RM activities could, therefore, have a positive impact
on both the health care system and patient care [19].

The aim of this quality improvement project is to evaluate the
feasibility of outsourcing the triage of CIED remote follow-up
in the management of relevant clinical and technical eventsin
a timely manner. We would like to assess if this approach is
safe, effective, and efficient and to evaluate the implicationsin
hospital resource utilization. Our purpose, in other words, isto
demonstrate that the proposed triage model consents prompt
event management, completeness of remote transmission review,
and ability in detecting and prioritizing events (efficacy and
safety) and that it might imply areduction in the use of hospital
resources required for dailly remote CIED management
(efficiency).

Methods

Project Design and Patient Population

From April 2016 to December 2016, an ERMC composed of 1
trained nurse and 1 supporting physician (HTN Spa, Brescia,
Italy) performed daily reviews of remote transmissions from
153 CIED patientsimplanted in the hospital, S Raffaele Giglio
Hospital of Cefall (ltaly): 62 single- or dual-chamber
pacemakers (IPGs), 15 single- or dua-chamber implantable
cardioverter  defibrillators (ICDs), and 76 cardiac
resynchronization therapy defibrillators (CRT-Ds). The
presented experience is included in the validation effort of
Medtronic FOCUSON, aservice aiming to savetimefor health
care professionals to enable a higher quality of care. The
FOCUSON service is built around a highly skilled team that
classifies transmitted patient data based on agreed protocol and
promptly notifiesthe physician, allowing efficient and effective
patient treatment.

All consecutive patients enrolled in the CareLink network (CLN)
in the considered time frame were considered for thisanalysis.
CLN is an internet-based service that provides device-related
and physiologic patient data similar to data that formerly
required an office visit, together with training and support
services. The key component of the CLN is the CareLink
monitor, an in-home monitor for patients who have received a
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Medtronic implanted cardiac device. All patientswereincluded
in the ClinicaService project (ClinicalTrials.gov,
NCT01007474). Thismedical care quality improvement project
was approved by the medical director and conforms to the
principles outlined in the Declaration of Helsinki. Each patient
provided informed consent for data collection and analysis. The
activity is based on awell-defined legal framework, where the
parts agree on responsihility, safety requirements, data
ownership, datamanaging, and compliance and compare current
remote management models.

Asstandard practice before outsourcing, there were 3 physicians
performing electrophysiology and ambulatory activities. No
nurse was dedicated to the ambulatory service, so RM relied
on physicians only. All staff were well trained to manage RM
activities, even in the absence of aprespecified shared protocol.
Despite RM being considered as an important part of clinical
practice, remote follow-up was often carried out in the middle
of other activitiesin freetime slots. Patients usually transmitted
data 3 times per year, with a specific date scheduled by the
physician during the annual in-office visit. These routine,
scheduled, remote device interrogations were structured to
mirror in-office device checks. Prespecified alerts related to
devicefunctionality and clinical events(called CareAlerts) were
activated and were able to trigger automatic transmissions, for
the purpose of emergency clinical and technical RM of patients
implanted with a device with wireless capabilities, but without
any check planned for lost transmissions or disconnected
monitors.

The New Remote M anagement M odel

External Remote Monitoring Center Staff Management

The patientsincluded in the service were enrolled by the health
care provider in CLN, and details from the patient file as well
astheir identification numberswere recorded. Thisanonymous
patient identification number was used in al formal
communi cations between ERM C and the health care providers.
Patients clinical history (eg, implant indication, cardiomyopathy
etiology, and atria fibrillation history) and relevant information
(eg, pacemaker dependency, drug therapy with a special
attention to oral anticoagulation therapy, and implanted device
and leads details) were available for the monitoring center
through the Comments and Notesfield of the CareLink website.
Periodic transmissions were scheduled every 3 months or per
individual patient needs (eg, to monitor the evolution of a
clinical event or to evaluate the battery status in the presence
of battery voltage near recommended replacement time). A
shared protocol of transmissions review and reporting was
defined in agreement with our hospital staff and the ERMC
nurse, and the supporting physicianswere accurately trained on
its application. A daily check to the CarelLink website was
mandatory (with exclusion of weekends and bank holidays).
The protocol required that all transmissions had to be reviewed
by ERMC within 1 working day from when they appear on the
CareLink website. A flowchart describing timings, roles, and
responsibilities was agreed between the hospital physiciansand
the ERMC staff (Figure 1).
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Figure 1. Remote management flowchart. Green events are all transmissions not reporting device detections listed as low or high priority. In case of
missed scheduled transmissions or disconnected monitors, the external remote monitoring center (ERMC) inform the technical team responsible for
contacting the patient. RRT: recommended replacement time; TAO: ora anticoagulation therapy; AT/AF: atrial tachyarrhythmia/atrial fibrillation;
CRT: cardiac resynchronization therapy; SV C: superior vena cava. DOO, VOO, and AOO are programming modes.
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With the aim of effectively reviewing transmissions and
managing al possibleclinically and technically relevant events,
a transmission color-code classification was predefined by the
hospital physicians to prioritize device clinical and technical
conditions. The different types of relevant eventsrelated to each
color code arerepresented in Figure 1. Depending on the priority
level assigned to the transmission, the flowchart indicated the
maximum time to report the permitted and required modality
of communication to the hospital. In particular, in case of
high-priority events (red transmissions), the hospital was to be
informed by email and phone within 1 working day, whereas
for low-priority events (amber transmissions), the protocol
planned an email communication within 2 working days. No
action was required when the transmission did not contain any
prioritized event (green transmissions). When transmissions
contained data fulfilling more than 1 color code, the
transmissions were managed by using the highest priority color
code. In case of an actionable transmission (red or amber), a
note was added to the related transmission on the CarelLink
website. Using this method, both the ERMC nurses and
physicians and the hospital staff had the same Web-based
clinical repository available at patient level. In case of missed
scheduled transmissions or disconnected monitors, the ERMC
was instructed to inform the technical team responsible for
contacting the patient.
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Clinical Response to External Remote Monitoring
Center Activity

Onthe basis of the received RM data, the clinical response was
at the discretion of the involved clinicians. When the patient
had to be contacted, a standardized telephone interview was
conducted by the medical staff to evaluate the patient’s health
condition (worsened dyspnea, increased weight, patient’s
compliance with the medical therapy, etc). In addition to the
interview details, the hospital staff reported all follow-up clinical
actions on the CareLink website. In some cases, prioritized
events would not require any action, for example, in case of an
event already managed with the appropriate therapy (eg, atrial
arrhythmias with optimized drug therapy, intrathoracic fluid
accumulation, and other events previously known to the staff),
or for which clinicians would rather wait to monitor the status
of the event.

Resear ch Obj ectivesand Outcome M easur es, Efficacy,
and Safety

The aim of this health care quality improvement project was to
assess if outsourcing the triage of CIEDS' remote follow-up is
safe, effective, and efficient to manage relevant clinical and
technical events in a timely manner and improve hospital
resource utilization. Timeto review all transmissions and time
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to report prioritized events, according to the protocol flowchart,
were considered as end points for efficacy and safety.

Efficiency: Comparison With the Benchmark Phase

Efficiency was defined as the ability to improve transmission
review and event analysis with reduced hospital resources and
was evaluated, in the same recipient of patients, through the
comparison with the standard practice of the same hospital in
the 6 months preceding the project.

Statistical Analysis

Continuous data were summarized as mean and SD or median
and the first and the third quartiles (Q1-Q3), categorical data
as counts and percentages. Differences in proportions were
compared by applying chi-square analysis. Continuous Gaussian
variables were compared by the Student t test for independent
samples, whereas skewed distributions were compared using
the Mann-Whitney nonparametric test. To represent the time
distributions, box-and-whiskers plots were used. The
transmission rates and their 95% Cls were reported. For the
scope of thetiming analysis, 45 out of 654 (6.9%) transmissions
were excluded, asthey occurred outside the review time defined
inthe protocol. The comparison of the number of transmissions
reviewed by ERM C in the monitoring center phase with respect
to the benchmark phase was performed by means of a Poisson
model. Comparison was performed on the subset of patients
included in both the monitoring center and standard practice
phases (no differences between those patients and the full
population were found). The incidence rate ratio (IRR) was
reported together with its 95% CI. Missing data were not
inputted into any of the analysis. The rate of transmissions, the
detected event, as well astime to review al transmissions and
time to report prioritized events were retrospectively retrieved
from the CLN database for both the ERMC and benchmark
phases. All results will be reported for the whole population
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and separately by device type, as RM protocol may vary
according to patients’ treatment indi cation and to the implanted
device.

Anaphalevel of .05was considered for each test. All statistical
analyseswere performed using SAS 9.4 version software (SAS
Ingtitute Inc, Cary, NC, USA).

Results

Patients

A total of 153 patients with an implanted CIED were included
in the project and followed remotely on the CareLink RM
network (Medtronic, Minneapolis, MN) for 8.4 (SD 1.1) months,
with atotal follow-up period of 107 years.

Demographics and basdline patient characteristics are presented
in Table 1. Mean age of inclusion was 68 (SD 11) years, with
73.2% (112/153) male patients. Considering devicetype, 49.7%
(76/153) of patients had a CRT-D implanted, whereas 9.8%
(15/153) were implanted with single- or dual-chamber ICDs
and 40.5% (62/153) with an | PG (of which only 1 was a CRT-P
[cardiac resynchronization therapy pacemaker]).

Efficacy and Safety

Transmission Management

From April 2016 to December 2016, 654 transmissions were
recorded and reviewed by ERMC corresponding to 613 (95%
Cl 568-662) transmissions for 100 patient-years. In particular,
CRT-D devices transmitted more than the other CIEDs, with
802 (95% Cl 729-882) transmissions per 100 patient-years.
Transmissionswith prioritized events represented 15.7% of the
total transmissions, with 82.5 (95% CI: 66.9-102) amber
transmissionsand 14.1 (95% Cl 8.5-23.3) red transmissions per
100 patient-years (Table 2).
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Table 1. Demographics and baseline patient characteristics.

Patient characteristics Total (N=153) CRT-D®(N=76) ICDP(N=15) |IPG+CRT-P® (N=62)

Demographics
Age at first implant (years), mean (SD) 68 (11) 69 (9) 64 (13) 68 (13)
Male, n (%) 112(73.2) 55 (72) 15 (100) 42 (68)

Medical history , n (%)
Ischemic cardiopathy 56 (37) 31 (41) 11(73) 14 (23)
Acute myocardial infarction 35(23) 28 (37) 7 (47) 0(0)
History of heart failure 107 (70.0) 67 (88) 5(27) 35 (56)
New York Heart Association I11-1V 54 (35) 56 (74) 2(13) 0(0)
History of ventricular tachycardia/ventricular fibrillation 36 (24) 27 (36) 5(33) 4(7)
Ventricular fibrillation/flutter 21 23 0(0) 0(0)
History of atrial tachycardia/atrial fibrillation 72 (47) 18 (24) 3(20) 51 (82)
L eft bundle branch block 54 (35) 46 (61) 0(0) 8(13)
History of stroke/transischemic attack 10 (7) 6 (8) 4(27) 0(0)
Diabetes 41 (27) 19 (25) 4(27) 18 (29)

M edications at baselined, n (%)

Beta-blocker 75 (61) 54 (75) 7 (64) 14 (34)
Diuretic 74 (60) 56 (78) 8(73) 10 (24)
Antiplatelet 18 (15) 15 (21) 0(0) 3(7)
Oral anticoagulants 21 (17) 16 (22) 2(18) 3(7)
Amiodaron 4(3) 4(6) 0(0) 0(0)
Calcio-antagonist 6 (5) 34 0(0) 3(7)
Angiotensin-converting enzyme-inhibitor/angiotensin receptor 51 (41) 39 (54) 5 (46) 7(17)
blockers 2

Digitalis 1(1) 1(1) 0(0) 0(0)

Implantation time®, n (%)

Less than 12 months 29 (20) 26 (36) 2(13) 1(2
12-36 months 59 (41) 43 (59) 7(47) 9(16)
More than 36 months 57 (39) 4(6) 6 (40) 47 (83)

8CRT-D: cardiac resynchronization therapy defibrillator.

bicD: single- or dual-chamber implantable cardioverter defibrillator.

%IPG + CRT-P: single- or dual-chamber pacemaker + cardiac resynchronization therapy pacemaker.
4124 patients with data about medication at baseline, 72 CTR-Ds, 11 ICDs, and 41 |PGs.

€145 patients with available date of implant, 73 CRT-Ds, 15 ICDs, and 57 | PGs.
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Table 2. Rate of transmission, overall and by priority.
Transmission priority All (n=153,107  CRT-D?(n=76,53 1CDP(n=15,10  IPG®(n=61,61 CRT-PY(n=1,1
patient-years) patient-years) patient-years) patient-years) patient-year)
All transmission
Transmissions, n 654 426 50 176 2
Annual rate of transmissions per 100 613 (568-662) 802 (729-882) 504 (382-665) 410 (354-476)  _e
patient-years (95% CI)
No prioritized event (green transmissions)
Transmissions, n (%) 551 (84.3) 364 (85.4) 40 (80.0) 147 (83.5) 0(0.0)
Patients with green transmission, n 141 67 14 60 0
Annual rate of transmissions per 100 517 (475-561) 648 (585-718) 393 (288-536) 333(283-391) —
patient-years (95% Cl)
L ow-priority events (amber transmissions)
Transmissions, n (%) 88 (13.5) 53 (12.4) 9(18.0) 24 (13.6) 2 (100)
Patients with amber transmission, n 50 28 4 17 1

Annual rate of transmissions per 100
patient-years (95% CI)

82.5 (66.9-102)

High priority events (red transmissions)

94.4 (72.1-124)

88.4(46.0-170)  54.3(36.4-81.1) 277 (69.2-1106)

Transmissions, n (%) 15(2.2) 9(2.2) 1(2.0) 5(.7) 0(0.0)
Patients with red transmission, n 9 5 1 3 0
Annual rate of transmissions 14.1 (8.5-23.3) 16.0 (8.3-30.8) 9.8 (1.4-69.7) 11.3(47-272) —

per 100 patient-years (95% Cl)

8CRT-D: cardiac resynchronization therapy defibrillator.

bicD: single- or dual-chamber implantable cardioverter defibrillator.
CIPG: single- or dual-chamber pacemaker.

dCRT-P: cardiac resynchronization therapy pacemaker.

®Not applicable.

Most of the amber transmissions reported arrhythmia events,
whereas two-thirds of the red transmissions presented system
issues (Figure 2). Almost all transmissions (99.7%) were
reviewed within 1 working day and 86.7% within 24 hours,
considering some transmissions occurred outside working hours,
as defined in the protocol. Our analysis did not show any
predictors of low- or high-priority transmissions, neither
considering implanted device type (when compared with the
others, IRR for CRT-D was 1.52 [95% CI 0.93-2.50; P=.095]
and IRR for IPG+CRT-Pwas 0.63 [95% CI 0.37-1.05; P=.078])
nor considering other risk factors (all P>.1).

Prioritized Events Communication

Following the protocol, ERMC communicated all high-priority
(red) transmissions to the hospital within 24 hours of

https://cardio.jmir.org/2019/2/€9815

transmission review, and 96.4% of the amber transmissions
were reported within 48 hours. Overall, when we consider the
additional time from transmission reception to transmission
review and the time from review to communication, 91.7% of
red transmissionswere reported within 1 working day and 95.4%
of amber transmissions within 2 working days (Figure 3).

Prioritized Events Management

Red transmissions required urgent visit or hospitalization in
60% (9/15) of the cases, whereas 92% (81/88) of amber events
were managed totally remotely (Table 3). Most of the remotely
managed events were related to an already treated arrhythmia
or lung fluid impedance-related events.
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Figure 2. (A) Distribution of transmission by priority; (B) low-priority detected events; and (C) high-priority detected events. CRT-D: cardiac
resynchronization therapy defibrillator, ICD: single- or dual-chamber implantable cardioverter defibrillator, IPG: single- or dual-chamber pacemaker,

CRT-P: cardiac resynchronization therapy pacemaker.
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Clinical response

Total (N=103), n (%)

Amber (n=88), n (%) Red (n=15), n (%)

Heath care utilization required 16 (15.5) 7(8.0) 9(60.0)
Hospitalization for device replacement 7(6.8) 4 (4.5) 3(20.0)
Hospitalization for lead revision 2(19 -2 2(13.3)
Hospitalization for cardiovascular reasons 1(1.0) — 1(6.7)
In-office visit required 6 (5.8) 33349 3(20.0)
Event resolved remotely 87 (84.5) 81 (92.0) 6 (40.0)
New transmission required 17 (16.5) 11 (12.5) 6 (40.0)
Not urgent action® 70 (68.0) 70 (79.5) —
#Not applicable.

bEvent previously managed, monitoring the status of the event. The proportions are calculated on the total number of reported events (103, 88 amber,

and 15 red).

Efficiency: Comparison With the Benchmark Phase

Among the 153 patientsfollowed by ERMC, 126 wereremotely
managed in the hospital from June 2015 to December 2015. In
the ERMC phase, the median time to review was significantly
reduced from 11 days (Q1-Q3: 4-25 days) to lessthan 24 hours
(Q1-Q3: 0-1 day; Figure 4). During the standard follow-up
phase, 21% of the transmissions had not been reviewed after 1
month, whereas during the monitoring center phase, al the
transmissions were reviewed within 2 working days (Figure 4).

During the ERMC phase, patients were more compliant to the
remote transmissions schedul e than in the benchmarking phase,
and the total number of annual transmissions per 100 patients
increased from 350 to 608, respectively (P<.001). Nevertheless,
only 78 (21.2%) transmissions required escalation to hospital
staff, thus reducing the number of transmissions to review by
75% (IRR 0.25; 95% CI 0.66-0.81; P<.001). All data, separated
by device type, are reported in Table 4.

Figure4. (A) Distribution of time from transmission to review, benchmarking phase versus external remote monitoring center (ERMC) phase; and (B)
Percentage of reviewed transmissions, benchmarking phase versus ERMC phase. RM: remote monitoring.
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Table 4. Rate of reviewed transmissions, benchmarking phase versus external remote monitoring center phase.

Device type Benchmarking phase Monitoring center phase P value

Total exposure Reviewed Annual rate of hospital Total exposure Reviewed Annual rate of hospital

time (years) X2 n physicianrevieved TX per time (years) TX,n physicianreviewed TX per

100 patient-years (95% Cl) 100 patient-years (95% Cl)

Overall (patients, 105 368 350 (316-387) 89 780 88 (69-109) <.001
n=126)
CRT-D®(n=55) 41 214 527 (461-603) 39 42 108 (78-146) <.001
Icpd (n=12) 10 35 366 (263-509) 8 6 75 (28-163) <.001
IPG® (n=58) 54 115 213 (177-255) 41 5 12 (4-28) <.001
CRT-P (n=1) 1 4 411 (154-1096) 1 0 —9 —

8TX: transmissions.

b10 (14.7%) were classified as red.

CCRT-D: cardiac resynchronization therapy defibrillator.

dicp: single- or dual-chamber implantable cardioverter defibrillator.
€IPG: single- or dual-chamber pacemaker.

fCRT-P: cardiac resynchronization therapy pacemaker.

9INot applicable.

Discussion

Principal Findings

This research showed that externalizing part of RM follow-up
is safe, effective, and efficient in supporting a hospital
previously challenged to guarantee high-quality standards of
RM follow-up intermsof (1) timeto review transmissions, both
scheduled and unscheduled, to enable timely medical action as
necessary; (2) dedicated staff and facility time to perform RM;
and (3) patient compliance to RM, measured as the rate of
transmissions per year.

Safety and Practicability of External Remote
Monitoring Center

The ERMC's staff reviewed and managed all high-priority
transmissions within 2 hours and 96.4% of the low-priority
events within 2 working days, escalating only 15.7% of all
transmissions to hospital staff due to a prioritized event being
detected. Thefrequency of prioritized eventswasrelatively high
compared with the 8.2% presented by Cronin et al [14], but a
direct comparison ischallenging because of different approaches
depending on the target population and, above all, because
different variables, for example, learning curve, need to betaken
into consideration when a third party is involved in the
monitoring pathway. Once referred to the hospital staff, 15.5%
of escalated transmissions led to a clinical action, in line with
the 15.4% reported by Facchin et a [1], showing that ERMC
isaprecioustool to triage patients implanted with a CIED and
to screen relevant eventsrequiring clinical intervention. A total
of 84.5% of escalated events did not lead to medical action but
were nevertheless essential to hospital staff to monitor the
evolution of patient clinical condition with respect to their
ongoing treatment and medical history, inlinewith the definition
of prioritized eventsin the protocol.

https://cardio.jmir.org/2019/2/€9815

Efficiency of External Remote Monitoring Center

Itiswell known that RM isavaluabletool that isableto support
the follow-up of patients with an implanted CIED; however, it
requires organizational changes in the hospital workflow to
achieve optimal patient follow-up [16]. As such, reducing the
time to review remote transmissions to a minimum is an
essential aspect to achieve the full benefits of RM for optimal
quality of care by enabling fast medical action [20]. Although
staff reorganization is essential when aiming for optimal
in-hospital RM management, there was no specific RM protocol
in the hospital to follow up patients in a systematic way. To
avoid bias and to expose al the possible challenges[20] of RM
management, an RM protocol was not introduced during the
benchmarking phase. In the 6-month period preceding the
externalization of RM management, only one-third of the
transmissionswere processed within 1 week. During the ERMC
phase, all transmissions were reviewed within 2 working days,
and when a prioritized event occurred, the salient information
was promptly communicated to the hospital. This result is
comparable with the 2 to 4 days from actionable event onset to
related clinical decision required in a number of previous
controlled experiences [3,5].

Ensuring patient compliance is another key component to
optimal follow-up, especially as patients can get disconnected
from the system and may need support to reconnect. Moreover,
with time, patient attention can decrease during follow-up and
the use of RM may become intermittent. Our data showed that
during the ERMC phase, the total number of remote
transmissions increased by 74% as the monitoring center also
communicated with the technical team to ensurethat al patients
would remain connected. This can also contribute to avoid
variability in care between patients aswell as encourage patient
engagement in follow-up.

Regarding staff burden, with the escalation of prioritized events
only, even with the large increase in the number of
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transmissions, the proportion of transmissionsrequiring review
was reduced by 75%. If we apply the time to review
transmissions (including administrative time) considered in
Cronin et al [14], 21 min for prioritized events and 10 min for
other transmissions, and the repartition of prioritized or other
events found in the ERMC phase (21.2%/78.8%) to the
benchmark phase, staff time required to follow up 100 patients
would bereduced from 72 to 27 hours per year (62% reduction).
Staff burden reduction can have an important organizational
impact for the hospital ashighly skilled health care professionals
may then devote more time to treat more patients in need, thus
optimizing patient access to care. It can aso contribute to
facilitate the implementation of best practice recommendations
for follow-up of patients [16] as RM often requires important
reorganization that hospitals with limited resources cannot
achieve, in the sense of amore extensive and differentiated role
organization. The presented research experience has been
conducted in a small Italian hospital where cardiologists have
to deal with the screening of all remote transmissions. In such
a case, the cost of RM triage externalizations would represent
an efficient, that is, a cost-saving, alternative and would save
cardiologists’ time for more important clinical tasks[21].

Limitations

We reported results of a single center experience, sharing the
problems with efficacy and efficiency of the RM in a hospital
where there was no standard center-specific protocol established
for RM apart from the Heart Rhythm Soci ety recommendations.
Moreover, our practice may not be the standard of care across
different health care systems. Further studies are required to
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deeply investigate if an ERMC strategy will be recommended
in centerswith alarger number of monitored patients and with
predefined RM strategies.

Due to the limited sample size, we were not able to identify
specific subgroups more eligible than othersto receive external
remote monitoring triage. Future studies could possibly be
designated to address the topic.

Once the ERMC phase was completed, we noted that some
areas of improvement are still required in the process of
externalization of RM, such asrefining prioritization of events
based on ongoing medica therapy (eg, oral anticoagulant

therapy).

Whether the externalization of RM management is able to
improve the adherence to guidelines and recommendations and
its effects on clinical outcome were not in the scope of this
study.

Conclusions

This experience in Cefalu Hospital’'s cardiology department
demonstrated that outsourcing part of the remote follow-up of
patients through an ERMC is safe, effective, and efficient
compared with standard RM performed at a hospital level. All
the transmissions were reviewed within 2 working days and
prioritized events were communicated promptly by ERMC,
leading to a faster review of important events by hospital staff
without the triaging burden. In a scenario of limited resources,
such externalization of RM could be akey tool to save dedicated
staff and facility time for more crucial patient care activities.
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CRT-P: cardiac resynchronization therapy pacemaker
ERMC: external remote monitoring center

| CD: implantable cardioverter defibrillator

I PG: single- or dual-chamber pacemaker

IRR: incidencerateratio

RM: remote monitoring
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Abstract

Background: Online support groups for atrial fibrillation (AF) and apps to detect and manage AF exist, but the scientific
literature does not describe which patients are interested in digital disease support.

Objective: The objective of this study wasto describe characteristics associated with Facebook use and interest in digital disease
support among older patients with AF who used the internet.

Methods: We used baseline data from the Systematic Assessment of Geriatric Elementsin Atrial Fibrillation (SAGE-AF), a
prospective cohort of older adults (=65 years) with AF at high stroke risk. Participants self-reported demographics, clinical
characteristics, and Facebook and technology use. Online patients (internet use in the past 4 weeks) were asked whether they
would be interested in participating in an online support AF community. Mobile users (owns smartphone and/or tablet) were
asked about interest in communicating with their health care team about their AF-related health using a secure app. Logistic
regression modelsidentified crude and multivariable predictors of Facebook use and interest in digital disease support.

Results. Online patients (N=816) were aged 74.2 (SD 6.6) years, 47.8% (390/816) were female, and 91.1% (743/816) were
non-Hispanic white. Roughly half (52.5%; 428/816) used Facebook. Facebook use was more common among women (adjusted
odds ratio [aOR] 2.21, 95% CI 1.66-2.95) and patients with mild to severe depressive symptoms (aOR 1.50, 95% Cl 1.08-2.10)
and less common among patients aged =85 years (aOR 0.27, 95% Cl 0.15-0.48). Forty percent (40.4%; 330/816) reported interest
in an online AF patient community. Interest in an online AF patient community was more common among online patients with
some college/trade school or Bachelors/graduate school (aOR 1.70, 95% CI 1.10-2.61 and aOR 1.82, 95% Cl 1.13-2.92,
respectively), obesity (aOR 1.65, 95% CI 1.08-2.52), online health information seeking at most weekly or multiple times per
week (aOR 1.84, 95% Cl 1.32-2.56 and aOR 2.78, 95% CI 1.86-4.16, respectively), and daily Facebook use (aOR 1.76, 95% Cl
1.26-2.46). Among mobile users, 51.8% (324/626) reported interest in communicating with their health care team via a mobile
app. Interest in app-mediated communication was less likely among women (aOR 0.48, 95% CI 0.34-0.68) and more common
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among online patients who had completed trade school/some college versus high school/General Educational Development (aOR
1.95, 95% CI 1.17-3.22), sought online health information at most weekly or multipletimes per week (aOR 1.86, 95% Cl 1.27-2.74
and aOR 2.24, 95% CI 1.39-3.62, respectively), and had health-related apps (aOR 3.92, 95% Cl 2.62-5.86).

Conclusions: Among older adults with AF who use the internet, technology use and demographics are associated with interest
in digital disease support. Clinics and health care providers may wish to encourage patients to join an existing online support

community for AF and explore opportunities for app-mediated patient-provider communication.

(JMIR Cardio 2019;3(2):€15320) doi:10.2196/15320

KEYWORDS
atrial fibrillation; social media; information seeking behavior

Introduction

Currently, as many as 6 million adultsin the United States have
atria fibrillation (AF), and the prevalence of AF is projected
to increase to 12 million by 2030 [1]. Both the prevalence and
incidence of AF is higher among older adults (ie, aged =65
years) compared with younger adults [1], with an estimated
preval ence of 1% among adults aged <65 years and 9% among
adults aged =65 years [2]. Adults with AF are at substantialy
higher risk of stroke[1], whichis 1 of the top 5 leading causes
of death in the United States [3].

Treatment with anticoagul ants significantly reduces the risk of
stroke among adults with AF, but anticoagulants may have
significant adverse effectsincluding severe and life-threatening
bleeding [4-6] and be difficult to manage (eg, necessity for
regular monitoring, dosing changes, and dietary restrictions)
[7]. While education and behavioral interventions may improve
adherence and persistence with treatment, a recent systematic
review did not find that interventions consisting of
self-monitoring plus education increased time in therapeutic
range compared with usual care [8]. Digital health approaches
may be an effective strategy for helping adultswith AF manage
their disease [9], and pilot studies appear promising [10,11].

Although fewer older US adults aged =65 years go online, own
mobile devices, and use social media compared with younger
adults, technology adoption among older US adults has nearly
quadrupled since 2000 [12]. Currently, two-thirds of older US
adults are online, 42% own a smartphone, 32% own a tablet
computer, and 34% use social media [12]. Previous research
indicates that there is interest among older adults with
cardiovascular disease to communicate with their health care
teams via social media and that greater use of Facebook may
be a predictor of greater willingness to participate in online
patient support communities [13]. Online support groups for
AF exist, and recent research suggests that patients participating
in these communities benefit from connecting with others with
AF for information and support related to managing their health,
including information and support related to the risks and
benefits of treatment options, persona experiences, and
medication management [14,15].

However, existing literature does not illuminate the
characteristics of older adults with AF interested in joining an
online support community for AF. Similarly, apps for the
detection and management of AF are being devel oped [16-21],
but, similarly, previous research has not examined which older

http://cardio.jmir.org/2019/2/€15320/

adults with AF would be interested in utilizing this technology
to communicate with their health careteam. The purpose of this
study wasto describe, in acohort of older patientswith AFwho
used the internet, patient characteristics associated with the use
of socid media and interest in digita disease support.
Specifically, we examined the extent to which demographic,
clinical, and lifestyle characteristics were associated with (1)
Facebook use, (2) interest in an online AF patient support
community among older patients with AF, and (3) interest in
using amobile app to communicate with their health care team.

Methods

Study Design and Data Collection

We used data from the Systematic Assessment of Geriatric
Elementsin Atria Fibrillation (SAGE-AF) study. Between 2016
and 2018, SAGE-AF enrolled 1244 older adultswith AF at high
stroke risk from 7 clinical sites in central and eastern
Massachusetts or central Georgia. Staff prescreened patients
scheduled to attend a clinic visit and sent eligible patients an
invitation to participate in the study 1 week before their
appointment. Eligibility criteriafor SAGE-AF included having
a scheduled ambulatory care visit at one of the study practices,
electrocardiographic evidence of AF, being aged >65 years, and
havingaCHA,DS,VASC risk score>2. Exclusion criteriawere
documentation of an absolute contraindication to ord
anticoagulants (eg, recent major bleeding), indication for oral
anticoagulants other than AF (eg, venous thromboembolism),
inability to demonstrate capacity to provide informed consent
as assessed by a capacity instrument that combines direct
questions about their understanding of study participation with
interviewer observations of the patient [22], not English
speaking, planned invasive procedure with high risk for
uncontrollable bleeding, current pregnancy, prisoner status, and
unwillingness or inability to participatein planned 1- and 2-year
follow-up visits at their study sites. Datawere collected through
a comprehensive geriatric assessment, structured interviews,
and abstraction of electronic medical records. Datafor thisstudy
were derived from the baseline assessment. All participants
provided written informed consent. SAGE-AF was approved
by theingtitutional review boards at each study site. Participants
received aUS $60 gift card after completing the 60-min baseline
assessment.

Measures

The baseline interview included questions about the use of
technology and social media adapted from the Pew Research
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Center [12,23] and interest in digital disease support devel oped
in previous research [24]. Participants reported whether they
had gone online or accessed the internet over the past 4 weeks
(response options: not at all in the past 4 weeks, less than once
aweek, once aweek, more than once aweek but not every day,
onceaday, or more than once aday). We defined online patients
as patients who reported using the internet at least once during
the past 4 weeks. Online patients were asked whether they had
a Facebook account. Online patients were also asked the
following:

If we were to create an online community (via a
private website or an app) specifically designed for
patientswith atrial fibrillation, how interested would
you be in participating? The community would be
held through a private website and/or a secure
smartphone/tablet app. You could use this community
to ask questions about afib, set activity or diet goals,
or report progress on a regular basis.

We combined no and unsure responses (vs yes) to highlight
participants expressing clear interest. Participants were asked
if they owned a smartphone (eg, iPhone, Android phone,
Windows phone, or Blackberry) or tablet computer (eg, iPad,
Samsung Galaxy, Motorola Xoom, or Kindle Fire). Participants
who reported owning asmartphone and/or tablet computer were
categorized as mobile users. Mobile users were asked “would
you beinterested in communicating with your doctor or health
care team about your atrial fibrillation-related health using a
secure smartphone or tablet app?’ We combined no and unsure
responses (vs yes) to highlight participants expressing clear
interest.

Parti cipants sdl f-reported demographicsincluding race/ethnicity,
education level, marital status, and living situation during the
baseline interview. We abstracted age, height, weight, and
medical history variables from patients medical records at
baseline, including comorbidities (eg, type Il diabetes,
hypertension, stroke, heart failure, and cancer), whether the
patient had newly diagnosed or prevalent AF, use of
anticoagulants, and whether the patient's AF was managed by
a dedicated anticoagulation clinic. We calculated body mass
index (BMI) from height and weight abstracted from medical
records and categorized participants weight status as

underweight (BMI<185 kg/m?), norma weight (185
kg/m’<BM1<25 kg/m?), overweight (25 kg/m?<BM1<30 kg/m?),
or obese (30 kg/m’<BMI) [25].

Participants were asked “how much difficulty do you have
reading ordinary print in newspapers?’ and “how much
difficulty do you have doing work or hobbies that require you
to see well up close, such as cooking, sewing, fixing things
around the house, or using hand tools?’ (response options: no
difficulty at all, alittle difficulty, moderate difficulty, extreme
difficulty, stopped doing this because of your eyesight, stopped
doing this because of other reasons, or no interest in doing this).
Participants who reported moderate or extreme difficulty or
reported stopping activity because of eyesight for either question
were considered to have moderate/extreme/activity-limiting
difficulty with reading text. Depressive symptoms were assessed
using the Patient Health Questionnaire-9 [26]. This 9-item
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guestionnaire asks participantsto self-report the frequency with
which they have experienced depressive symptoms over the
past 2 weeks (response options: not at all, severa days, more
than half the days, or nearly every day). We calculated a total
score from the sum of responses, with a potential range of 0 to
27 [26]. As few participants reported depressive symptoms in
the moderate to severe range, we dichotomized symptoms as
minimal (0-4) versus mild or more severe symptomology (=5)
[26]. Symptoms of anxiety were assessed using the Generalized
Anxiety Disorder-7 measure [27]. This 7-item scale asks
participants to self-report the frequency with which they have
experienced symptoms of anxiety over the past 2 weeks
(response options: not at all, several days, over half the days,
or nearly every day). We summed scores to generate a total
score representing symptoms of anxiety, with a potential range
of 0 to 21 [27]. As few participants reported symptoms of
anxiety in the moderate to severe range, we dichotomized
symptoms as minimal (0-4) versus mild or more severe
symptomology (=5+) [27]. The Perceived Efficacy in
Patient-Physician Interactions is a 10-item validated, reliable
measure of self-efficacy in patient-physician interactions [28],
with total scores ranging from 5 to 50 [29]. We categorized
scores of 245 as high perceived efficacy in patient-provider
interactions; this score is equivalent to average responses of
very or extremely confident.

Participants were asked to report how much they were bothered
by AF based on experiencing heart palpitations (ie, hear
fluttering, skipping, or racing), irregular heartbeat (feeling any
pausein heart activity), lightheadedness, or dizziness (response
options: not at all bothered or | did not have this symptom,
hardly bothered, alittle bothered, moderately bothered, quite a
bit bothered, very bothered, or extremely bothered). We
categorized participants as being quite/very/extremely bothered
by 1 or more of these 4 symptoms over the past 4 weeks.
Participants were asked how satisfied they were with how well
their current treatment controlled their AF; responses were
categorized as very/extremely satisfied, somewhat satisfied, or
mixed satisfied and dissatisfied or somewhat/very/extremely
dissatisfied. Participants were asked “in the past month, how
much help with the management of your atrial fibrillation have
you needed?’ (response options: none, very little, some, quite
a bit, or very much); responses were dichotomized as none
versus any needed assistance.

Parti cipants with Facebook accounts were asked how often they
checked their accounts over the past 4 weeks (response options:
not at all in the past 4 weeks, less than once a week, once a
week, more than once aweek but not every day, once a day, or
more than once aday); we collapsed response options to not at
all, lessthan once aweek, weekly, and daily. Online participants
(ie, those who reporting using the internet in the past 4 weeks)
were asked how often they used the internet to ook for advice
or information about their health (response options: not at all
in the past 4 weeks, less than once a week, once a week, more
than once a week but not every day, once a day, or more than
once a day). Online health information seeking was collapsed
asnot at all, at most weekly, or multipletimes per week. Maobile
users were asked whether they had any apps related to their
health (yes vs no/unsure).
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Statistical Analysis

Only online patients (ie, patientswho reported using theinternet)
were asked about the use of Facebook and interest in an online
support community for AF. Therefore, these analyses were
limited to online patients (ie, patients who reported internet
use). Only patients who reported owning a tablet computer
and/or smartphone were asked about their interest in using a
mobile app to communicate with their health care team.
Therefore, analyses examining interest in app-mediated
communication were limited to mobile users (ie, patients who
have tablet computers and/or smartphones). We additionally
excluded participants missing any of the characteristics
examined.

We compared demographic characteristics of SAGE-AF
participants excluded with characteristics of participants
included in the analytic sample using t tests for age and
chi-squared testsfor gender and race/ethnicity. We used logistic
regression modelsto identify crude and multivariable predictors
of Facebook use and interest in digital disease support. As
marital status and living situation were highly related (only 3
patients who were married or living as married reported living
alone), we considered living situation for inclusionin regression
models and describe marital status of participants but did not
consider this variable for inclusion in regression models. To
identify multivariable predictors, we included variables that
were associated with the outcome at P<.10 and retained
variables in the model if the odds ratio (OR) was statistically
significant at the .05 level for any level of the variable. We
additionally considered study site (Massachusetts vs Georgia)
for inclusion in adjusted models. However, as study site was
not statistically significant in any of the 3 modelsand estimated
ORsfor participant characteristics were very similar to models
that did not include study site (data not shown), the fina
adjusted models did not include study site. Analyses were
conducted using SAS 9.4 (SASInc, Cary, NC).

Results

Characteristics of the Sample

Seventy percent (875/1244) of the patients enrolled in the
SAGE-AF cohort reported using the internet in the previous 4
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weeks (online patients). We excluded online patients who lived
in a nursing home (n=4) those missing information about
Facebook use (n=3), those missing information about interest
in an online AF patient community (n=1), those missing
information about interest in using amobile app to communicate
with their heath care team (n=4), and patients missing
information on any of the characteristics examined (n=47),
resulting in an analytic sample of 816 online older adults with
AF. SAGE-AF participants excluded from the analytic sample
were on average 3.7 years older than participants in analytic
sample (mean 78.0, SD 7.4 years vs mean 74.2, SD 6.6 years,
P<.001) and less likely to be non-Hispanic white (73.1% vs
91.1%; P<.001); excluded and included participants were
similarly likely to be female (50.7% vs 47.8%; P=.33).

Online patients were on average aged 74.2 (SD 6.6) years,
47.8% were female, and 91.1% were non-Hispanic white.
Almost al (98.9%) had prevalent AF at enrollment. Six out of
10 participants reported seeking health information online;
19.6% of the samplelooked online for health information more
than once aweek during the past 4 weeks, 39.3% at most once
per week, and 41.1% not at all. Among mobile users, 29.6%
reported using hedth-related mobile apps. Additional
demographic, clinical, and psychosocial characteristics are
shown in Table 1.

Characteristics Associated With Facebook Use

Just over haf (52.5%) of online patients reported using
Facebook. Among Facebook users, 16.4% reported using
Facebook less than once a week, 24.3% weekly, and 59.4%
daily. Facebook use was more common among women than
men (62.6% vs 43.2%; adjusted OR [aOR] 2.21, 95% ClI
1.66-2.95) and among patients with mild to severe depressive
symptoms (61.2% vs 49.3%; aOR 1.50, 95% CI 1.08-2.10) and
less common among the oldest patients (31.9% vs 60.3%; aOR
0.27, 95% CI 0.15-0.48 for patients aged =85 years compared
with patients aged 65 to 69 years; Table 2).
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Table 1. Demographic, clinical, and psychosocia characteristics of older adults with atrial fibrillation (AF) who used the internet (N=816), Systematic

Assessment of Geriatric Elementsin Atrial Fibrillation (SAGE-AF) 2016-2018.

Participant characteristics

Value, n (%)

Age (years)
65-69
70-74
75-84
=85
Female
Non-Hispanic white
Marital status
Married or living as married
Divorced or separated
Widowed
Single
Livesaone
Education
High school/General Educational Development or less
Some college or trade school
College/some graduate coursework
Graduate degree
Body massindex
Underweight
Normal weight
Overweight
Obese
History of type |l diabetes
History of myocardial infarction
History of cancer
Moderate/extreme/activity-limiting difficulty reading text (eg, newspaper)
Elevated depressive symptoms
Elevated anxiety symptoms
High perceived efficacy in patient-provider interactions
Quite/very/extremely bothered by >1 of 4 AF symptomsin the past 4 weeks
Satisfaction with current AF treatment
Very/extremely satisfied
Somewhat satisfied
Mixed satisfied and dissatisfied, or somewhat, very, or extremely dissatisfied
Needed help managing AF in the past 4 weeks
Anticoagulant management
Not taking anticoagulant
On anticoagulant, managed by anticoagulation clinic

On anticoagulant, not managed by anticoagulation clinic

224.(27.5)
254 (31.1)
266 (32.6)
72(8.8)

390 (47.8)
743 (91.1)

504 (61.9)
109 (13.4)
162 (19.9)
39 (4.8)

213 (26.1)

177 (21.7)
215 (26.4)
143 (17.5)
281 (34.4)

6(0.7)
141 (17.3)
279 (34.2)
390 (47.8)
197 (24.1)
145 (17.8)
253 (31.0)
119 (14.6)
214 (26.2)
178 (21.8)
544 (66.7)
92 (11.3)

637 (78.1)
97 (11.9)
82 (10.1)
118 (14.5)

432 (52.9)
259 (31.7)
125 (15.3)
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Table 2. Use of Facebook in relation to demographic, clinical, psychosocia, and technology use characteristics of online older adults with atrial

fibrillation (N=816), Systematic Assessment of Geriatric Elementsin Atrial Fibrillation (SAGE-AF) 2016-2018.

Waring et al

Participant characteristics Uses Facebook
Value, n (%) Crude OR? (95% CI) Adjusted OR (95% Cl)
Age (years)
65-69 135 (60.3) Reference Reference
70-74 133 (52.4) 0.73 (0.50-1.04) 0.71 (0.49-1.04)
75-84 137 (51.5) 0.70 (0.49-1.00) 0.67 (0.46-0.97)
>85 23(32) 0.31 (0.18-0.54) 0.27 (0.15-0.48)
Sex
Male 184 (43.2) Reference Reference
Female 244 (62.6) 2.20 (1.67-2.91) 2.21 (1.66-2.95)
Race/ethnicity
Non-Hispanic white 386 (52.0) Reference _b
Other race/ethnicity 42 (58) 1.25(0.77-2.04) —
Living situation
Lives with others 319 (52.9) Reference —
Lives alone 109 (51.2) 0.93 (0.68-1.28) —
Education
High school/General Educational Development or less 100 (56.5) Reference —
Some college or trade school 124 (57.7) 1.05 (0.70-1.57) —
College/graduate coursework 68 (47.6) 0.70 (0.45-1.09) —
Graduate degree 136 (48.4) 0.72 (0.50-1.05) —
Body massindex
Underweight 4(66.7) 2.62 (0.47-14.79) —
Normal weight 61 (43.3) Reference —
Overweight 145 (52.0) 1.42 (0.94-2.13) —
Obese 218 (55.9) 1.66 (1.13-2.45) —
History of typell diabetes
No 319 (51.5) Reference —
Yes 109 (55.3) 1.17 (0.84-1.61) —
History of myocardial infarction
No 349 (52.0) Reference —
Yes 79 (54.5) 1.10(0.77-1.58) —
History of cancer
No 295 (52.4) Reference —
Yes 133 (52.6) 1.01 (0.75-1.36) —
Difficulty reading text (eg, newspaper)
Not difficult at al/alittle difficult 368 (52.8) Reference —
Moderate/extreme/activity-limiting difficulty 60 (50.4) 0.91 (0.62-1.34) —
Depressive symptoms
Minimal symptoms (0-4) 297 (49.3) Reference Reference
Mild to severe symptoms (5+) 131 (61.2) 1.62 (1.18-2.23) 1.50 (1.08-2.10)

Anxiety symptoms
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Participant characteristics Uses Facebook
Value, n (%) Crude OR? (95% CI) Adjusted OR (95% CI)
Minimal symptoms (0-4) 327 (51.3) Reference —
Mild to severe symptoms (5+) 101 (56.7) 1.25(0.89-1.74) —
High perceived efficacy in patient-provider interactions
Less confident (<45) 143 (52.6) Reference —
Very/extremely confident (45+) 285 (52.4) 0.99 (0.74-1.33) —
How bothered by 4 AF ¢ symptomsin the past 4 weeks
At most moderately bothered by any symptoms 370 (51.1) Reference —
Quite/very/extremely bothered by >1 symptom 58 (63) 1.63 (1.04-2.55) —
Satisfaction with current AF treatment
Very/extremely satisfied 322 (50.6) Reference —
Somewhat satisfied 62 (64) 1.73(1.11-2.70) —
Mixed satisfied and dissatisfied, or somewhat, very, or extremely 44 (54) 1.13(0.71-1.80) —
dissatisfied
Needed help managing AF in the past 4 weeks
None 369 (52.9) Reference —
Very little/some/quite alot/very much 59 (50.0) 0.89 (0.60-1.32) —
Anticoagulant management
Not taking anticoagulant 231(53.5) Reference —
On anticoagulant, managed by anticoagulation clinic 132 (51.0) 0.90 (0.66-1.23) —
On anticoagulant, not managed by anticoagulation clinic 65 (52.0) 0.94 (0.63-1.40) —
Online health information seeking in the past 4 weeks
Not at al 165 (49.3) Reference —
At most once aweek 174 (54.2) 1.22 (0.90-1.66) —
Multiple times per week 89 (55.6) 1.29 (0.89-1.89) —

%0R: odds ratio.
BNot included in the adjusted regression model.
CAF: atrial fibrillation.

Characteristics Associated With Interest in an Online
Atrial Fibrillation Patient Community

Forty percent (40.4%) of online patients reported interest in an
online AF patient community. Patientswith some postsecondary
education (some college or trade school) and those with a
bachelor’s degree or some graduate education were more likely
to report interest in an online AF patient community than
patients with a high school education or less (45.1% and 49.0%
vs 32.2%; aOR 1.70, 95% Cl 1.10-2.61 and aOR 1.82, 95% ClI
1.13-2.92, respectively; Table 3). Patients with obesity were
more likely to report interest in an online AF patient community
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than patients who were normal weight (45.4% vs 31.9%; aOR
1.65, 95% CI 1.08-2.52; Table 3). More frequent online health
information seeking was associated with greater likelihood of
expressing interest in an online AF patient community (55.6%
and 43.9% vs 29.9%; aOR 1.84, 95% Cl 1.32-2.56 for at most
weekly online health information seeking and aOR 2.78, 95%
Cl 1.86-4.16 for online health information seeking multiple
times weekly; Table 3). Finally, online patients who used
Facebook daily were more likely to expressinterest inan online
AF patient community than patients who did not use Facebook
(50.0% vs 34.8%; aOR 1.76, 95% CI 1.26-2.46; Table 3).
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Table 3. Interest in online atrial fibrillation patient community in relation to demographic, clinical, psychosocial, and technology use characteristics
of online older adults with atrial fibrillation (N=816), Systematic Assessment of Geriatric Elementsin Atrial Fibrillation (SAGE-AF) 2016-2018.

Participant characteristics

Interest in an online AF? patient community

Value, n (%) Crude ORP (95% CI) Adjusted OR (95% CI)
Age (years)
65-69 101 (45.1) Reference _c
70-74 113 (44.5) 0.98 (0.68-1.40) —
75-84 98 (36.8) 0.71(0.49-1.02) —
285 18 (25) 0.41 (0.22-0.74) —
Sex
Male 175 (41.1) Reference —
Female 155 (39.7) 0.95 (0.72-1.25) —
Race/ethnicity
Non-Hispanic white 302 (40.7) Reference —
Other racelethnicity 28(39) 0.91 (0.55-1.49) —
Living situation
Lives with others 250 (41.5) Reference —
Livesalone 80 (37.6) 0.85(0.62-1.17) —
Education
High school/General Educational Development or less 57 (32.2) Reference Reference
Some college or trade school 97 (45.1) 1.73(1.14-2.62) 1.70 (1.10-2.61)
College/graduate school 70 (49.0) 2.02 (1.28-3.18) 1.82(1.13-2.92)
Graduate degree 106 (37.7) 1.28 (0.86-1.90) 1.19(0.78-1.81)
Body massindex
Underweight 3(50.0) 2.13 (0.41-10.99) 2.29 (0.43-12.14)
Normal weight 45 (31.9) Reference Reference
Overweight 105 (37.6) 1.29 (0.84-1.98) 1.25 (0.80-1.94)
Obese 177 (45.4) 1.77 (1.18-2.66) 1.65 (1.08-2.52)
History of typell diabetes
No 246 (39.7) Reference —
Yes 84 (42.6) 1.13(0.81-1.56) —
History of myocardial infarction
No 268 (39.9) Reference —
Yes 62 (42.8) 1.12 (0.78-1.62) —
History of cancer
No 230 (40.9) Reference —
Yes 100 (39.5) 0.95 (0.70-1.28) —
Difficulty reading text (eg, newspaper)
Not difficult at al/alittle difficult 290 (41.6) Reference —
Moderate/extreme/activity-limiting difficulty 40 (33.6) 0.71 (0.47-1.07) —
Depressive symptoms
Minimal symptoms (0-4) 232 (38.5) Reference —
Mild to severe symptoms (5+) 98 (45.8) 1.35(0.98-1.85) —

Anxiety symptoms
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Participant characteristics

Interest in an online AF? patient community

Value, n (%) Crude OR® (95% Cl) Adjusted OR (95% CI)
Minimal symptoms (0-4) 241 (37.8) Reference —
Mild to severe symptoms (5+) 89 (50.0) 1.65 (1.18-2.30) —
High perceived efficacy in patient-provider interactions
Less confident (<45) 108 (39.7) Reference —
Very/extremely confident (45+) 222 (40.8) 1.05(0.78-1.41) —
How bothered by AF symptomsin the past 4 weeks
At most moderately bothered by any symptom 281 (38.8) Reference —
Quite/very/extremely bothered by >1 symptom 49 (53) 1.80(1.16-2.78) —
Satisfaction with current AF treatment
Very/extremely satisfied 241 (37.8) Reference —
Somewhat satisfied 45 (46) 1.42 (0.93-2.19) —
Mixed satisfied and dissatisfied, or somewhat, very, or extremely 44 (54) 1.90 (1.20-3.02) —
dissatisfied
Needed help managing AF in the past 4 weeks
None 280 (40.1) Reference —
Very little/some/quite alot/very much 50 (42.4) 1.10(0.74-1.63) —
Anticoagulant management
Not taking anticoagulant 181 (41.9) Reference —
On anticoagulant, managed by AC clinic 104 (40.2) 0.93 (0.68-1.27) —
On anticoagulant, not managed by AC clinic 45 (36.0) 0.78 (0.52-1.18) —
Online health information seeking in the past 4 weeks
Not at all 100 (29.9) Reference Reference
At most once aweek 141 (43.9) 1.84 (1.34-2.54) 1.84 (1.32-2.56)
Multiple times per week 89 (55.6) 2.95 (1.99-4.35) 2.78 (1.86-4.16)
Freguency of Facebook usein the past 4 weeks
Does not use Facebook 135 (34.8) Reference Reference
L ess than once aweek over the past 4 weeks 24 (34) 0.98 (0.57-1.67) 0.96 (0.55-1.66)
Weekly over the past 4 weeks 44 (42.3) 1.37 (0.88-2.14) 1.32(0.84-2.08)
Daily over the past 4 weeks 127 (50.0) 1.87 (1.36-2.59) 1.76 (1.26-2.46)

8AF: atrial fibrillation.

POR: odds ratio.

®Not included in the adjusted regression model.
dac: anticoagulation.

Characteristics Associated With Interest in Using a
Mobile App to Communicate With Their Health Care
Team Among M obile Users

A total of 60.2% of online patients reported owning a tablet
computer and 58.2% owned a smartphone; 76.7% were mobile
users. Among mobile users, 51.8% reported interest in using a
mobile app to communicate with their health care team. Women
were less likely to express interest in using mobile apps to
communicate with their health care team (42.7% vs 60.6%; aOR
048, 95% Cl 0.34-0.68). Interest in app-mediated
communication was more common among individual swho had
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compl eted trade school/some college versus high school/General
Educational Development (54.4% vs 36.0%; aOR 1.95, 95%
Cl 1.17-3.22; Table 4). More frequent online health information
seeking was associated with greater likelihood of expressing
interest in app-mediated communication with their health care
team (57.6% and 64.4% vs 38.0%; aOR 1.86, 95% Cl 1.27-2.74
for at most weekly online health information seeking and aOR
2.24, 95% Cl 1.39-3.62 for online health information seeking
multiple times weekly; Table 4). Patients who have
health-related apps were more likely to report interest in
communicating with their health care team via a mobile app
(75.7% vs 41.7%; aOR 3.92, 95% ClI 2.62-5.86; Table 4).
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Table 4. Interest in using mobile app to communicate with health care team in relation to demographic, clinical, psychosocial, and technology use
characteristics of online older adults with atrial fibrillation who owned mobile devices (n=626), Systematic Assessment of Geriatric Elementsin Atrial
Fibrillation (SAGE-AF) 2016-2018.

Participant characteristics

Interest in using mobile app to communicate with health care team

Value, n (%) Crude OR®(95% CI) Adjusted OR (95% CI)

Age (years)

65-69 114 (58.8) Reference _b

70-74 107 (55.7) 0.88 (0.59-1.32) —

75-84 90 (46.2) 0.60 (0.40-0.90) —

>85 13 (29) 0.29 (0.14-0.58) —
Sex

Male 192 (60.6) Reference Reference

Female 132 (42.7) 0.49 (0.35-0.67) 0.48 (0.34-0.68)
Race/ethnicity

Non-Hispanic White 292 (51.3) Reference —

Other racelethnicity 32 (56) 1.21 (0.70-2.10) —
Living situation

Lives with others 254 (54.0) Reference —

Lives alone 70 (44.9) 0.69 (0.48-1.00) —
Education

High school/General Educational Development or less 46 (36.0) Reference Reference

Some college or trade school 92 (54.4) 2.10(1.31-3.37) 1.95(1.17-3.22)
College/graduate school 64 (56.1) 2.25(1.34-3.78) 1.64 (0.94-2.87)
Graduate degree 122 (56.5) 2.29 (1.46-3.59) 1.58 (0.97-2.58)
Body massindex
Underweight 1(33.3) 0.63 (0.06-7.16) —
Normal weight 43 (44.3) Reference —
Overweight 119 (55.9) 1.59 (0.98-2.58) —
Obese 161 (51.4) 1.33(0.84-2.10) —
History of typell diabetes
No 242 (51.0) Reference —
Yes 82 (54.3) 1.14 (0.79-1.65) —
History of myocardial infarction
No 270 (52.4) Reference —
Yes 54 (48.7) 0.86 (0.57-1.30) —
History of cancer
No 226 (52.8) Reference —
Yes 98 (49.5) 0.88 (0.63-1.23) —
Difficulty reading text (eg, newspaper)
Not difficult at al/alittle difficult 277 (51.2) Reference —
Moderate/extreme/activity-limiting difficulty 47 (55) 1.18 (0.74-1.87) —
Depressive symptoms
Minimal symptoms (0-4) 239 (51.5) Reference —
Mild to severe symptoms (5+) 85 (52.5) 1.04 (0.73-1.49) —
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Participant characteristics

Interest in using mobile app to communicate with health care team

Value, n (%) Crude OR? (95% CI) Adjusted OR (95% CI)
Anxiety symptoms
Minimal symptoms (0-4) 249 (51.6) Reference —
Mild to severe symptoms (5+) 75 (52.5) 1.04 (0.71-1.51) —
High perceived efficacy in patient-provider interactions
Less confident (<45) 104 (51.2) Reference —
Very/extremely confident (45+) 220 (52.0) 1.03 (0.74-1.44) —
How bothered by AF® symptomsin the past 4 weeks
At most moderately bothered by any symptom 286 (52.1) Reference —
Quite/very/extremely bothered by =1 symptom 38 (49) 0.90 (0.56-1.44) —
Satisfaction with current AF treatment
Very/extremely satisfied 249 (51.0) Reference —
Somewhat satisfied 38 (50) 0.96 (0.59-1.56) —
Mixed satisfied and dissatisfied or somewhat, very, or extremely 37 (60) 1.42 (0.83-2.43) —
dissatisfied
Needed help managing AF in the past 4 weeks
None 274 (51.3) Reference —
Very little/lsome/quite alot/very much 50 (54) 1.13(0.72-1.76) —
Anticoagulant management
Not taking anticoagulant 181 (52.6) Reference —
On anticoagulant, managed by anticoagulation clinic 110 (55.6) 1.13(0.79-1.60) —
On anticoagulant, not managed by anticoagulation clinic 33(39) 0.58 (0.36-0.95) —
Online health information seeking in the past 4 weeks
Not at all 89 (38.0) Reference Reference
At most once aweek 148 (57.6) 2.21(1.54-3.18) 1.86 (1.27-2.74)
Multiple times per week 87 (64.4) 2.95 (1.90-4.59) 2.24 (1.39-3.62)
Freguency of Facebook usein the past 4 weeks
Does not use Facebook 126 (47.4) Reference —
L ess than once aweek over the past 4 weeks 28 (57) 1.48 (0.80-2.74) —
Weekly over the past 4 weeks 41 (48) 1.04 (0.64-1.69) —
Daily over the past 4 weeks 129 (57.1) 1.48(1.03-2.11) —
Has appsrelated to health
No/unsure 184 (41.7) Reference Reference
Yes 140 (75.7) 4.35 (2.96-6.39) 3.92 (2.62-5.86)
80R: odds ratio.

bNot included in the adjusted regression model.
CAF: atridl fibrillation.

Discussion

were interested in an online community for patients with AF.
Among mobile users, 52% were interested in using a mobile

Principal Findings

In this contemporary community-based cohort of older patients
with AF, wefound that 70% used theinternet and three-quarters

were mobile users (ie, owned asmartphone or tablet computer).

app to communicate with their health care team. Women,
younger patients, and those with elevated depressive symptoms
were more likely to use Facebook. More educated patients,
patients with obesity, frequent Facebook users, and those
engaging in digital activitiesrelated to health were more likely

Among online patients, just over half used Facebook and 40%
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to express interest in digital disease support. Men were also
more likely to report interest in using a mobile app to
communicate with their health care team.

In this sample of older patients with AF who used the internet,
53% reported using Facebook. We found that the ol dest patients
(aged 75-84 years and =85 years) were less likely to use
Facebook, similar to national trends in social media use more
generally among older adults [12]. Although social media use
hasincreased dramatically among US adults aged =65 yearsin
the past decade—from 2% in 2008 to 34% in 2016 [12]—the
use of social media is more common among younger cohorts
of older adults. In 2016, 47% of older adults aged 65 to 69 years,
41% of those aged 70 to 74 years, 24% of those aged 75 to 79
years, and 17% of those aged >80 years reported using social
media [12]. The prevalence of Facebook use observed among
online patientsin our study issimilar to these national estimates,
considering that online patients represent 70% of the total
SAGE-AF cohort. We also found that women were more likely
to use Facebook than men, which alignswith datafrom the Pew
Research Center that found that among US adults of any age,
62% of men and 74% of women used Facebook [23].

We found that patients with depressive symptoms were more
likely to use Facebook than patients who were not depressed.
Although a recent meta-analysis found depressive symptoms
to be associated with more frequent social media use [30], the
average age among participantsinincluded studieswas 22 years,
and much lessis known about depressive symptoms and social
media use among older adults. Another limitation of previous
research exploring the relationship between depressive
symptoms and social media use is the lack of clarity about the
directionality of the association—it may be that negative social
comparisons on online socia networks result in worsening of
mood or it may be that individuals who are feeling depressed
seek social support and connection online. In a national study
of middle-aged and older women with chronic health conditions,
women with depression reported more frequently relying on
theinternet for help and support than women without depression
[31], suggesting that support may motivate Facebook use among
older adultswith AF with el evated depressive symptoms. Future
research could explore how older adults with AF or other
chronic health conditions with depressive symptoms utilize
Facebook.

We found that 4 in 10 older patients with AF who used the
internet wereinterested in an online AF patient community and
that patientswith higher education, obesity, more frequent online
health information seeking, and daily Facebook use were more
likely to express interest in an online AF patient community.
In anational study of women with chronic health conditions,
only 4% of women aged =65 years reported participating in an
online discussion group, yet 27% of them said they would be
somewhat or very interested in an online course or discussion
group and 96% felt that it would be very helpful to get emotional
support from people with similar problems [31]. This study
extends this research by surveying interest in digital disease
support among a contemporary community-based cohort of
older adults and providesinsights specifically into the interests
of patients with AF. Our results indicate that among older
patients with AF, those who are already engaged in online
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activities—online health information seeking and engaging with
othersvia socia media—are more likely to be interested in an
online patient community. A study of middle-aged and older
cardiac rehabilitation patients in Australia found that greater
use of Facebook might be a predictor of greater willingness to
participate in online patient support communities [13],
concordant with our finding that patients who used Facebook
daily were more likely to express interest in an online patient
community for AF. Although we do have not information on
patients' social media activities, it may be that those who use
Facebook daily are doing so to participate in a Facebook group
for patients with AF.

In unadjusted analyses, younger patients, those with symptoms
of depression or anxiety, patients who were bothered by AF
symptoms, and those with lower AF treatment satisfaction were
morelikely to report interest in an online AF patient community.
However, none of these factors were significantly associated
with interest in an online patient community after adjusting for
other factors, suggesting that this variance was captured by these
other variables, such as frequency of Facebook use and online
health information seeking. Indeed, in this study, we found that
patients with depressive symptoms were more likely to use
Facebook, and in previous research, patients who reported
difficulty accessing medical care[32] or who reported problems
with care coordination or care that was not patient-centered [33]
weremorelikely to engagein online health information seeking
or other online activities related to their health.

Recent qualitative research suggests that patients participating
in online patient communities for AF find information and
support provided through these communitiesto be hel pful [14].
Results suggest that patients with AF make sense of their
condition through communicating with other patients with AF
online [14]. Members of the AF patient community seek
knowledge about living well with AF and use the online
community as a medium to discuss their personal experiences
and gather information about the risks and benefits of different
treatments [14]. Patients also seek information related to
medication management in online communities, including
concerns about safety and efficacy, dietary restrictions, and side
effects [15]. Recent AF management guidelines recommend
shared decision making with AF patients [34,35], and online
resources are valuable sources of information and support for
patients wishing to participate more meaningfully in their AF
care. Clinics and health care providers may wish to provide
their patients alist of online resources for AF (as seen in [35])
and encourage patients to join an existing online support
community for AF, such as the American Heart Association
and StopAfib.org's MyAFibExperience, StopAfib.org's
discussion forum, Atria Fibrillation Support Forum Facebook
group, or the Lone Afib Forum. Given the potential benefits of
engaging with other patientswith AF and health care providers,
clinicians may want to consider barriersto participation among
AF patients not already engaging in digital disease management
activitieswhen recommending follow-up and disease education
plans.

A little more than half of older adults with AF who owned
smartphones and/or tablet computers (ie, mobile users) were
interested in using a mobile app to communicate with their
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health care team. Data used in this study were collected before
clearance from the Federal Drug Administration for the use of
the Apple Watch and Apple Health app for managing AF
electrocardiograms (ECGs), and as it becomes more
commonplace for patients to send app-collected data to their
health care team, interest in using a secure mobile app to
communicate with one’s health care team may increase. We
found that patients with higher education, men, those who
engaged in online health information seeking more often, and
those with mobile apps related to health were more likely to
expressinterest in patient-provider communication viaamobile
app. Studies assessing the usability of health-related appsamong
older adults [10,20,36], including those for AF [10,20], have
enrolled more men than women, supporting the finding that a
higher proportion of men areinterested in using appsto manage
their chronic condition.

Similar to previous research [37], older patients with AF who
already had health-related apps were the most likely to express
interest in communicating with their health care team via a
mobile app—76% of patients who used health-related apps
reported interest in  app-mediated patient-provider
communication. For the 42% of older patientswith AF who do
not currently use health-related apps but would be interested in
communicating with their health care team using a mobile app,
training older adults in basic smartphone functionality may aid
in learning how to use an app-based intervention [36]. Clinics
or health systems could explore using a secure mobile app to
connect patients and health care providers, either via a
stand-alone app or by using an app to access secure messaging
functions of a patient portal.

In unadjusted models, patients aged 75 to 84 years and those
aged =85 years were less likely to report interest in using a
mobile app to communicate with their health care team.
However, this age difference was no longer statistically
significant after adjustment for the other factors examined,
perhaps older adults were less likely to engage in online health
information seeking, which was strongly associated with interest
in app-mediated patient-provider communication. A study using
data from the California Health Interview Survey found that
compared with adults aged 60 to 74 years, those aged =75 years
had 0.37 timesthe odds of engaging in online health information
seeking [38], and in another study, patients in their 70s were
less likely to use their health plan’'s patient portal or send
messages to their health care team through the platform [39].
Similarly, in unadjusted models, daily Facebook users were
more likely to expressinterest in using an app than patientswho
did not use Facebook, but this difference was not significant in
adjusted models, perhaps because of the overlap in patientswho
were high users of social mediaand those who had health-rel ated
apps or engaged in online health information seeking.

Although numerous appsrel ated to the detection or management
of AF exigt, recent reviews have found that these apps vary in
quality [40] and accuracy [21]. A recent review of 102 appsfor
patientswith AF available on from Apple or Google Play found
that the majority of the appsincluded information about AF and
AF detection, and aquarter to athird of appsincluded symptom
journals or medication reminders, and 1 app included a patient
support community [40]. A quarter depended on an additional
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device [40]. The review did not report which apps included
functionality alowing patients to communicate directly with
their health care teams. Unfortunately, the review found that
lessthan afifth of apps (16% of appsfrom Appleand 13% from
Google Play) included scientifically validated content [40].
Results of pilot studies of apps to help patients manage their
AF appear promising [10]. In addition to including
evidence-based AF information and behaviora strategies, apps
to help patents with AF manage their health and communicate
with their health care team should be developed to meet the
user interface and functionality needs of older patientswith AF
[19,37].

Strengthsand Limitations

This study has additional strengths and limitations. The
SAGE-AF cohort was contemporary and geographically diverse,
and participants were enrolled from cardiology, primary care,
and electrophysiology clinics, and the cohort focused on ol der
patients who are often excluded from studies on technology.
Although our sample had limited racial/ethnic diversity—91%
of participants were non-Hispanic white—thisis similar to the
demographic composition of Medicare beneficiaries with
incident AF (91% white) [41]. We did not collect information
that would allow us to calculate patients' financial resources
relative to the federal poverty line, yet technology and social
media are more common among adults with higher
socioeconomic statuses[12,23]. The baselineinterview did not
include detailed questions about patients' online activities,
including what type of health information they sought online,
participation in Facebook groups, and the use of specific
health-related apps, and thus, we do not know whether patients
used digital resources related to the management of their AF.
We found frequent Facebook use, online health information
seeking, and having health-related apps were related to interest
in digital disease support; future research could explore
associations between seeking information related to AF
symptoms, treatment, or self-management or using health apps
specifically related to AF and interest in digital disease support.

Conclusions

A recent Cochrane systematic review of 11 trials concluded that
the evidence was insufficient to infer that existing educational
or behavioral interventions increased time in therapeutic range
for patients with AF [8]. Given the complexity of medication
adherence and other self-management activities between clinical
encounters, digital health approaches may be an effective avenue
for promoting adherence to medication and other lifestyle
recommendations, including daily physical activity. A recent
review of mobile health (mHealth) approaches to AF care
summarized the use of technology for ECG or rhythm
monitoring, heart rate monitoring, recording patient-reported
symptoms and environmental factors, and medication adherence
[9]. They aso note challenges in mHealth research, including
the need to demonstrate cost-effectiveness, increased workload
for engaging with patients online, and reimbursement models
for such care[9]. Although future research and policy work are
needed to overcome these challenges, findings from this study
indicate that many older patients with AF are interested in
participating in an online patient community for AF and
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communicating with their health care team via a secure maobile
app. Future research should explore these modalities for
providing careto older patientswith AF and supporting patients
with their self-management activities, including symptom
tracking and medication management.

In summary, we found that among patients aged =65 yearswith
AF, 53% used Facebook, 40% were interested in an online AF
patient support community, and 52% of mobile users were
interested in using a mobile app to communicate with their
health care team. Patients already engaged in online activities
were more likely to express interest in these digital disease
support modalities. However, even among the subgroup with
the lower rate of expressed interest in these digital disease

Waring et al

support modalities—patients aged =85 years—25% were
interested in an online support community and 29% of mobile
users were interested in using a mobile app to communicate
with their health care team. Given the trends in technology
adoption by generational cohorts[42], interest in digital disease
support among older adults with AF is only likely to increase
in the coming years. Additional research is needed on how to
most effectively leverage social media and mobile appsto help
older adults with AF manage their health. Understanding the
characteristics of older online patients with AF who use social
media and would be interested in digital tools to connect with
other patients and communicate with their health care team can
inform tailored behavioral interventions to help older patients
with AF manage their health.
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