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Abstract: Heart failure (HF) is a multi-faceted, complex clinical syndrome characterized by significant
morbidity, high mortality rate, reduced quality of life, and rapidly increasing healthcare costs. A
larger proportion of these costs comprise both ambulatory and emergency department visits, as well
as hospital admissions. Despite the methods used by telehealth (TH) to improve self-care and quality
of life, patient outcomes remain poor. HF management is associated with numerous challenges,
such as conflicting evidence from clinical trials, heterogeneity of TH devices, variability in patient
inclusion and exclusion criteria, and discrepancies between healthcare systems. A growing body of
evidence suggests there is an unmet need for increased individualization of in-hospital management,
continuous remote monitoring of patients pre and post-hospital admission, and continuation of
treatment post-discharge in order to reduce re-hospitalizations and improve long-term outcomes.
This review summarizes the current state-of-the-art for HF and associated novel technologies and
advancements in the most frequently used types of TH (implantable sensors), categorizing devices in
their preclinical and clinical stage, bench-to-bedside implementation challenges, and future perspec-
tives on remote HF management to improve long-term outcomes of HF patients. The Review also
highlights recent advancements in non-invasive remote monitoring technologies demonstrated by a
few pilot observational prospective cohort studies.

Keywords: heart failure; haemodynamic monitoring; remote monitoring; remote patient manage-
ment; sensors; telehealth; telemonitoring; invasive; non-invasive

1. Introduction

HF is a multi-faceted, complex clinical syndrome characterized by significant mor-
bidity, mortality, and reduced quality of life [1]. It remains the leading cause of death in
the United States, with 695,000 deaths in 2021 reported by the Centers for Disease Control
and Prevention [2]. As per the Heart Disease and Stroke Statistics 2023, cardiovascular
disease (CVD) accounted for 928,741 deaths in the year 2020, with 85% accounting for HF
and stroke [3].

The prevalence of HF has increased over the last few decades due to the aging pop-
ulation, co-morbidities (diabetes, hypertension, chronic obstructive pulmonary disease
[COPD]), and improved survival rates following effective therapies [4,5]. It is also the most
common cause of CVD-related hospitalization in patients older than 60 years of age [5].
In Ireland, the total cost of HF was estimated at approximately €660 million in 2012, and
expenditure per HF admission was estimated to be more than €10,000 [6]. After a decade,
the annual record of HF hospital admissions was approximately 5800 in 2022, and the
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outpatient department (OPD) waiting times varied between 6 and 9 months on average.
This creates a significant barrier to managing HF in primary care [7].

In patients ≥65 years of age, HF co-exists with other comorbidities that makes HF
diagnosis challenging [8]. Despite HF diagnosis, admission rates account for 10% of
patients attending the emergency department (ED) with worsening symptoms within a
year [9]. Moreover, HF is also a major cause of recurrent hospitalizations due to poor
prognosis [10] and low patient adherence to guideline-directed medical treatments and
lifestyle changes [11,12].

Over the past few decades, advancements in remote patient monitoring (RPM) tech-
nologies have paved the way for proactive management of HF. Early detection of worsening
HF symptoms enables timely pharmacological intervention, which can reduce or prevent
hospitalizations [13]. RPM is a form of telemedicine, where the provision of care is available
to patients at-home from their care provider at a different location using either information
technology or artificial intelligence [14].

Although the terms RPM, Telehealth (TH), and Telemonitoring are used interchange-
ably, they have distinct definitions. RPM is a subset of Telehealth. TH refers to the medical
practitioners’ use of information and communications technology to deliver healthcare ser-
vices, facilitating the exchange of reliable information for diagnosis, treatment, and disease
prevention. It extends to monitoring, assessment, and ongoing education for healthcare
professionals, all aimed at promoting individual and community health, especially in situa-
tions where distance is a critical factor. Telemedicine is another form of TH that includes
patient counseling, case management, and patient supervision by health professionals.
The remote exchange of physiological data between a patient at home and a healthcare
professional at the hospital to aid in diagnosis is referred to as Telemonitoring. It uses
service systems and devices to remotely collect and transmit vital signs to a monitoring
platform for interpretation or review [15].

RPM has evolved over time with the introduction of various methods of remote
patient care or management. RPM methods can be categorized as either asynchronous
(non-simultaneous, stored data) or synchronous (simultaneous, real-time data) and depend
on periods of information transfer. Both these methods have been used in patients with
chronic HF, either individually or in combination [16]. According to the existing literature,
TH methods for HF patients [17–20] mainly involve the following:

• Telephone support systems
• Implants (invasive): Cardiovascular electronic devices (ICDs, CRT-Ds), hemodynamic

sensors (filling pressures such as right ventricular pressure, pulmonary artery pressure,
left atrial pressure, central venous pressure, interstitial fluid pressure) for remote intra
cardiac monitoring.

• Digital platforms (non-invasive): Commercial devices to measure vital signs (blood
pressure, daily weight, heart rate, oxygen saturation, ECG) and assessment of HF
symptoms (app-based surveys, medication adherence).

• Wearable technologies (non-invasive): smart watches, patches, or textiles to monitor
body temperature, blood glucose levels, ECG, and body posture.

These approaches are used individually or in combination to provide multidisciplinary
and integrated care to HF patients, which is the current gold standard for HF management.
Although the experience with RPM was published in the mid-1990s, we are still decades
away from its widespread adoption and implementation into daily clinical practice [21,22].
The early phases focused on non-invasive forms of remote monitoring, but the results
were largely inconsistent. A Cochrane review (2015) evaluated 25 structured telephone
support (STS) studies with 9332 patients and 18 non-invasive telemonitoring studies with
3860 patients and compared them to the usual standard of care. Both the STS and non-
invasive remote monitoring showed a beneficial effect in reducing all-cause mortality and
HF hospitalizations. However, neither of them demonstrated a reduction in the risk of all-
cause hospitalizations and quality of life. The limitations of these studies include different
inclusion and exclusion criteria between both the groups, heterogeneity of compared
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data, mixed interventions ranging from telephone calls only to vitals monitoring, and
complex telemonitoring management strategies, making it challenging to conclude what
intervention or therapy drives the effect [22]. The effects of RPM on morbidity and mortality
have also been studied in some non-invasive telemonitoring randomized controlled trials.
TIM HF2 trial is the first non-invasive RPM intervention trial that reported morbidity and
mortality outcomes up to 1 year after the termination of RPM intervention. The results were
promising and showed modest benefits on cardiovascular hospitalizations and all-cause
mortality. Non-invasive remote monitoring can have potentially significant benefits in
the management of HF patients, specifically lower-risk (NYHA I/II) patients. This can be
ensured by its simple and holistic approach combined with patient education, continuous
24/7 telemonitoring strategy, and profiling of the patient necessary to assess their healthcare
needs and preferences in order to achieve the appropriate clinical response after enrolment
into the study [23,24].

The shift to invasive forms of remote HF monitoring allows for more optimized
care with access to multiple physiologic variables. Examples include cardiac implantable
electronic devices (CIEDs) to measure tachyarrhythmia burden, heart rate variability, per-
centage of biventricular pacing, autonomic function, and intrathoracic impedance, and
dedicated sensors to measure intra-cardiac filling pressures (pulmonary artery pressure,
left atrial pressure, central venous pressure, interstitial fluid pressure) [25]. Several studies,
such as PARTNERS-HF, Triage-HF, and MultiSENSE, have demonstrated the efficacy of the
transthoracic impedance measured by CIEDs to predict HF hospitalizations (HFH) [26–28].
The PARTNERS-HF is the largest prospective study demonstrating the feasibility of com-
bined HF device diagnostics to risk-stratify patients over specific periods. PARTNERS-HF
study (n = 694) measured several other parameters along with the impedance (Fluid index,
OptiVol) to create a monthly score that predicted HFH and observed a 5.5-fold increased
risk of HFH within a month. However, such studies may be limited by the specificity of the
device models or biased due to trials not being blinded and non-randomized trials with
uncertainty over whether the clinical interventions based on HF device diagnostic lead to
an improvement in the outcomes [28].

More recently, the scope has been shifting towards wireless hemodynamic sensors
that measure intra-cardiac filling pressures or surrogates of these pressures. Hemodynamic
congestion precedes clinical congestion in days or even weeks [29]. The advent of small
pressure sensors placed in the vasculature can help detect early signs of congestion, and
the hemodynamic data can thus serve as better markers for these filling pressures.

This narrative review provides an overview of recent medical technological innova-
tions and advancements in the field of remote HF management, specifically the hemody-
namic sensors (invasive) and digital platforms (non-invasive). It also highlights the ongoing
studies (preclinical, clinical trials, pilot, or observational studies) and future perspectives
on using RPM techniques that impact HF care globally.

2. Sensor-Based HF Monitoring

It is already known that sensors are most commonly used in medical applications,
embedded into smartphones and wearable devices for detecting, recording, and reviewing
physiologic parameters (patient’s vital signs). In addition, they are increasingly incorpo-
rated into implantable devices for CVD prevention, more specifically HF, that involves
home monitoring of hemodynamic parameters. The non-invasive or wearable sensor types
include accelerometers (physical activity, walking gait), infrared photo-detectors (body
temperature, heat flux, and heart rate), glucometers, and ultrasound patches (cardiac imag-
ing) [30]. Implantable sensors are the newly emerging and arguably the most important
means for continuous HF monitoring. Examples include electrophysiologic sensors (in-
trathoracic/intracardiac impedance [ICDs, CRT-Ds], heart rate variability, physical activity,
minute ventilation), hemodynamic sensors (right ventricular pressure, left atrial pressure,
pulmonary artery pressure, central venous pressure) biochemical sensors (mixed venous
oxygen saturation), and arrhythmia sensors (atrial arrhythmias [CRT-Ds]) [31].
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2.1. Haemodynamic Sensors in Clinical Practice
2.1.1. Left-Atrial Pressure (LAP) Monitoring

One of the ideal parameters to target HF therapy is the pulmonary capillary wedge
pressure (PCWP) or the left atrial pressure, which can accurately reflect changes in blood
volume and left ventricular end-diastolic pressure (LVEDP) [32]. Several clinical trials have
successfully demonstrated measurements of LAP and its clinical implications in reducing
device-related complications, HF hospitalizations, and all-cause mortality. LAPTOP-HF
trial is a multi-center, prospective, randomized clinical trial with a trans-septal sensor
HeartPOD implanted in the atrial septum of a certain cohort of HF patients (n = 486, NYHA
class 3, history of HF hospital admissions within the past year). This study revealed that the
patients followed up by medical therapeutic interventions directed by LAP measurements
showed a 41% reduction in HF hospitalizations at 12 months. Patients used a handheld
device to measure sensor readings twice daily and communicated wirelessly with their
healthcare providers for any guideline-directed medical therapy (GDMT) adjustments or
lifestyle recommendations. However, the data safety and monitoring board terminated this
study due to an excess of transseptal-related procedural complications [33]. In addition, the
preliminary results of this trial presented at the HF Society of America (2016) demonstrated
negative results with no reduction in combined HF recurrent hospitalizations and thera-
peutic complications [34]. The HeartPOD sensor is capable of measuring LAP waveforms,
atrial ECG, and body temperature. The safety, accuracy, and feasibility of ambulatory LAP
measurements were demonstrated in a small clinical study involving eight patients [35].
In another study (HOMEOSTASIS trial), HeartPOD was implanted in forty patients with
NYHA class III/IV, where LAP measurements were used to optimize medication titrations
during the 3-month observation period. Outcomes showed a significant decrease in the
mean LAP measurements between the observatory and stability period (p = 0.003). The pro-
portion of cardiovascular medication titrations increased significantly during the stability
period, resulting in patients receiving optimized doses of angiotensin-converting-enzyme
inhibitors/angiotensin receptor blockers, beta-blockers (up-titrations), and loop diuretics
(down-titrations) [36]. The device was successfully implanted in all forty patients. Device
failure or malfunction was reported in four patients [36], and five of them underwent
percutaneous sensor lead extraction because of infection [37].

Another study involving 40 HF patients demonstrated the safety and feasibility of
measuring LAP using the TitanTM pressure sensor (Figure 1) [38]. The sensor was implanted
in thirty-one patients scheduled for open-heart surgery and nine scheduled for transcatheter
aortic valve replacement (TAVR). This first-in-man study wirelessly measured LAP against
reference pressure values such as fluid-filled and Millar catheters (Millar Instruments, Inc.,
Houston, TX, USA). The sensor did not require calibration and showed a good correlation
with the reference pressure values. The control group involved showed no adverse clinical
events or complications. During the pre-clinical stage, the sensor was tested long-term
(27 weeks approx.) on more than 60 animals and demonstrated favorable results in terms
of biocompatibility, thrombogenicity, and feasibility. This study was also the first one
to demonstrate the feasibility of implantation in all four chambers of the heart, aortic
and pulmonary arteries. It also emphasized the potential of home monitoring to detect
early signs of increasing filling pressures and the importance of enabling therapeutic
interventions before the occurrence or worsening of any symptoms [38]. Although this
technology was reported to be safe and accurate over a certain time point, it did not
demonstrate long-term clinical benefits. A case study reported the functioning of the
TitanTM pressure sensor in four patients with a left ventricular assist device (LVAD) that
allows for precise management of intravascular volume and understanding correlations
between LAP, pump speed, and left atrial (LA) and left ventricular (LV) size [39]. Outcomes
indicated significant correlations between these parameters and the potential of LAP
measurements in regulating optimal pump speed in patients with LVAD. An interesting
aspect of this study is that the hemodynamic sensor for LAP monitoring was integrated with
LVAD technology, making it a clinically beneficial strategy for HF monitoring. However,



Sensors 2024, 24, 2546 5 of 29

the limitations include a smaller sample size (n = 4) and a shorter follow-up time (36–180
days). Out of the four patients, one patient died after 36 days in ICU due to right-sided HF
and multi-organ failure. An autopsy report showed the LAP sensor was intact, with no
adverse reactions in the area surrounding the sensor [39].
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Figure 1. TitanTM Pressure Sensor (left panel). The sensing element is located at the distal end,
whereas the proximal end has four holes for fixation with sutures. The recording unit includes an
antenna and a tablet phone for home monitoring (right panel) [38]. Copyright 2016, with permission
from Elsevier.

Moreover, an increase in LAP is an indicator of many HF conditions, such as left
ventricular hypertrophy, mitral valve regurgitation, and cardiac ischemia, which implies a
higher clinical value of LAP monitoring in HF patients [40–42]. A clinical trial demonstrated
the importance of remote LAP measurements in guiding HF patient management through
an advanced version of LAP monitoring, V-LAPTM, in the VECTOR-HF trial [43] (Figure 2).
The safety, usability, and performance were assessed in 30 HF patients followed for 3-
months. Post implantation, a Swan–Ganz catheter was inserted to measure the mean PCWP
invasively, and this was correlated with simultaneous mean LAP measurements obtained
from the V-LAP sensor. The study demonstrated a good correlation between invasive PCWP
and its surrogate LAP and significant improvements in clinical symptoms such as NYHA
class (60% of patients improved from Class 3 to 2) and freedom from major adverse cardiac
and neurological events (97% at 3 months). The next-generation V-LAPTM monitoring
system is a miniature, percutaneous, wireless, and leadless pressure sensor implanted
permanently in the atrial septum using a transseptal approach. The system comprises four
parts: a leadless LAP sensor with a low profile design and a novel drift compensatory
mechanism, a dedicated delivery system with a repositioning mechanism, an external
reader device in the form of a wearable belt that remotely powers the sensor and a secure
web-based database available to clinicians for review. The implant features a hermetically
sealed body housing sensing elements and a nitinol braided double disc-anchor. The
discs are deployed on both sides of the interatrial septum, ensuring firm positioning post-
implantation while the sealed body crosses the septum. The wearable belt can be placed
over the clothing around the chest for 1 to 3 min to conduct daily measurements. The
pre-clinical testing of the V-LAPTM monitoring system demonstrated the safety, accuracy,
and efficacy of measurements with the wearable belt at depths of up to 30 cm [33,43].
Although the experiments with the V-LAPTM device were a big success, the limitations
include indirect measurements of LAP, i.e., PCWP, and the requirement to validate the
accuracy of measurements beyond hypervolemic and hypertensive conditions [43,44].



Sensors 2024, 24, 2546 6 of 29

Sensors 2024, 24, x FOR PEER REVIEW 6 of 30 
 

 

firm positioning post-implantation while the sealed body crosses the septum. The weara-
ble belt can be placed over the clothing around the chest for 1 to 3 min to conduct daily 
measurements. The pre-clinical testing of the V-LAPTM monitoring system demonstrated 
the safety, accuracy, and efficacy of measurements with the wearable belt at depths of up 
to 30 cm [33,43]. Although the experiments with the V-LAPTM device were a big success, 
the limitations include indirect measurements of LAP, i.e., PCWP, and the requirement to 
validate the accuracy of measurements beyond hypervolemic and hypertensive condi-
tions [43,44].  

 
Figure 2. V-LAP System (Vectorious Medical Technologies) is a wireless intracardiac pressure sen-
sor placed in the interatrial septum via transseptal access [43], Creative Common CC BY License.  

2.1.2. Right-Ventricular Pressure (RVP) Monitoring 
The Chronicle Right Ventricular Pressure Monitoring System shows promising re-

sults with a good correlation to pulmonary artery diastolic pressure, the main hemody-
namic variable responsible for HF-related events [45,46]. A study tested the Chronicle Im-
plantable Haemodynamic Monitoring (IHM) System (Medtronic, Inc., Minneapolis, Min-
nesota) (Figure 3) in 32 HF patients, which recorded RV systolic and diastolic pressures 
and its derivatives and heart rate [47]. The pressures increased gradually, and the increase 
was evident approximately 4 days before the exacerbation. Pressure-guided therapy in 
response to elevated pressures enabled a significant 57% reduction (p < 0.01) in HF admis-
sion rates [47]. In a follow-up study, known as COMPASS-HF (Chronicle Offers Manage-
ment to Patients with Advanced Signs and Symptoms of HF) [48], HF patients (n = 274) 
with NYHA class III and IV were randomized to Chronicle IHM group versus the control 
group. Patients in the NYHA class IV category required intravenous therapies due to re-
sistance to oral diuretic agents, necessitating hospitalizations and preventing effective 
treatment of their elevated pressures. Therefore, the reduction in HF-hospitalizations and 
emergency department (ED) visits was non-significant. This study retrospectively ana-
lyzed the time to first hospitalization and observed a 36% reduction (p < 0.05) in the rela-
tive risk of HF hospitalizations in the treatment group. Only the NYHA class III patients 
benefited from such pressure-guided therapy. The number of decompensation events in 
NYHA functional class IV patients randomized to the treatment group was greater com-
pared with the control group. The observation that elevated pressures precede the occur-
rence of HF symptoms and the necessity to modify therapy in response to these elevated 
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2.1.2. Right-Ventricular Pressure (RVP) Monitoring

The Chronicle Right Ventricular Pressure Monitoring System shows promising results
with a good correlation to pulmonary artery diastolic pressure, the main hemodynamic
variable responsible for HF-related events [45,46]. A study tested the Chronicle Implantable
Haemodynamic Monitoring (IHM) System (Medtronic, Inc., Minneapolis, Minnesota)
(Figure 3) in 32 HF patients, which recorded RV systolic and diastolic pressures and its
derivatives and heart rate [47]. The pressures increased gradually, and the increase was
evident approximately 4 days before the exacerbation. Pressure-guided therapy in response
to elevated pressures enabled a significant 57% reduction (p < 0.01) in HF admission
rates [47]. In a follow-up study, known as COMPASS-HF (Chronicle Offers Management
to Patients with Advanced Signs and Symptoms of HF) [48], HF patients (n = 274) with
NYHA class III and IV were randomized to Chronicle IHM group versus the control group.
Patients in the NYHA class IV category required intravenous therapies due to resistance to
oral diuretic agents, necessitating hospitalizations and preventing effective treatment of
their elevated pressures. Therefore, the reduction in HF-hospitalizations and emergency
department (ED) visits was non-significant. This study retrospectively analyzed the time
to first hospitalization and observed a 36% reduction (p < 0.05) in the relative risk of HF
hospitalizations in the treatment group. Only the NYHA class III patients benefited from
such pressure-guided therapy. The number of decompensation events in NYHA functional
class IV patients randomized to the treatment group was greater compared with the control
group. The observation that elevated pressures precede the occurrence of HF symptoms
and the necessity to modify therapy in response to these elevated pressures, even in the
absence of signs and symptoms, is the rationale for the next generation of implantable
devices [48].
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ducer placed 2.8 cm away from the tined distal tip electrode [45], Copyright 2002, with permission
from Elsevier.

A predefined subgroup analysis in the COMPASS-HF trial aimed to evaluate the
Chronicle IHM device’s effectiveness in patients with HF preserved ejection fraction (HF-
pEF) of 50%. This analysis holds significant importance as it pertains to a substantial
portion of congestive HF (CHF) patients who frequently experience hospital readmissions
due to acute HF. Furthermore, there is a limited availability of guideline recommendations
for HF therapy in this specific subgroup [49–52]. A total of 70 randomly assigned patients
(n = 34 in the treatment group; n = 36 in the control group) were examined as part of the
subgroup analysis. In line with the primary analysis, the reported 20% reduction in the
overall rate of HF-related events did not reach statistical significance (p = 0.66). Similarly,
the reduction in the relative risk of HF hospitalizations was also not statistically significant
(29% reduction, p = 0.43). It is worth noting that, despite the pre-planned nature of the sub-
group analysis, the sample size may have been insufficient to assess the efficacy outcomes.
In total, there were nine complications related to the system and two complications related
to the procedure.

Developments in the arena of hemodynamic pulmonary artery pressure (PAP) moni-
toring have been evaluated, and new implantable sensors are on the horizon, focusing on
real-time and longitudinal measurements of PAP rather than surrogates of such pressures.

2.1.3. Pulmonary Artery Pressure (PAP) Monitoring

Recent literature studies provide new evidence for PAP monitoring, demonstrating
two options: the CardioMEMS HF System and the Cordella PA Sensor System. This section
highlights the completed and ongoing clinical trials for remote PAP monitoring in both the
EU and US settings with a future perspective on remote HF care.

CardioMEMS HF System

To date, the most remarkable breakthrough in the realm of implantable hemodynamic
monitoring capabilities has been achieved through the introduction of a novel, wireless,
and battery-less system for the direct measurement of PAP, known as CardioMEMS HF
System (developed by Abbott, Sylmar, CA, USA) (Figure 4). This system consists of a
compact sensor implanted within a branch of the pulmonary artery, enabling the daily
measurement of systolic, diastolic, and mean PAP. Patients perform PAP measurements
once a day, while the clinicians acknowledge pressure data through a secure cloud-based
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patient network. It is already known that an elevation in PAP occurs during the initial
phases of cardiac decompensation well in advance of the manifestation of clinical signs and
symptoms. Consequently, this provides clinicians with the opportunity to intervene at an
early stage to forestall clinical decompensation and the ensuing hospital admissions. The
procedural details of CardioMEMS have been elaborately described elsewhere [53,54]. In
summary, the CardioMEMS HF system is an implanted sensor specifically designed for
placement within the (left) pulmonary artery (Figure 4A). This sensor operates without
a battery as it utilizes radio frequency energy transmitted from the measurement device
employed for daily readings. Moreover, the sensor is entirely compatible with Implantable
Cardioverter–Defibrillators (ICDs) and Cardiac Resynchronization Therapy (CRT) devices.
It is externally powered by a patient electronics unit. Patients are advised to perform
readings every day using a device in the form of a pillow that connects to the sensor
(Figure 4B). Each reading lasts about half a minute and captures data on mean pulmonary
artery pressure (mPAP), systolic PAP (sPAP), diastolic PAP (dPAP). Physicians can make
informed treatment decisions by analyzing trends in mPAP and can establish customized
targets and thresholds for warning signs and symptoms. Importantly, the CardioMEMS
sensor is MRI-compatible and designed for lifelong durability. Patients are treated with
anticoagulants post-sensor implantation. The sensor is designed for permanent placement
as endothelialization occurs after adequate treatment with anticoagulants [53,54].
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Sylmar, CA, USA).

Clinical Evidence

The CHAMPION (CardioMEMS Heart Sensor Allows Monitoring of Pressure to Im-
prove Outcomes in NYHA Class III HF Patients) trial [54] enrolled 550 patients with chronic
HF (NYHA III) with clinical endpoints focusing on a reduced risk of HF hospitalization,
or device and procedure-related complications. In this study, patients were randomly
assigned to a treatment group, where clinicians relied on PAP-guided treatment decisions
and a control group received only standard HF care (without PAP data). [53,55]. This study
also looked at the frequency of medication changes between the treatment and control
groups with a hypothesis that a higher frequency of medication changes based on PA
pressures consequently reduces HF hospitalization rates. Patients with higher baseline
PA pressures received more frequent medication therapies, so a reduction in their PA
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pressures, in turn, reduces the risk of HF hospitalization. The treatment group (2468)
had significantly higher medication changes than the control group (1061) (p < 0.0001).
The treatment group received more medication titrations, specifically the diuretics. These
were mostly down-titrations in the diuretic drug doses and occurred more frequently in
the treatment group compared with the control. Additionally, significant increases in the
other class of GDMT drug doses (ACEi/ARB, beta blocker, and MRA) were observed
between baseline and 6 months in the treatment group compared with the control. [56]. At
6 and 15 months, the HF-related hospitalizations reduced by 28% and 37%, respectively, in
the treatment group as with the control group (hazard ratio (HR) 0.72, 95% CI 0.60–0.85
and HR 0.63, 95% CI 0.52–0.7, respectively). A total of eight device-related complications
and seven procedural-related complications were reported. Following these outcomes,
the device/technique was considered to be safe, and FDA approval was established in
2014 [53,55].

A second randomized clinical trial known as GUIDE-HF (Hemodynamic-guided
management of HF) [57], similar to the CHAMPION trials, was conducted at multiple
centers in the US and Canada. This study included a total of 1000 patients from a broad
HF category of NYHA II-IV with either a recent HF hospitalization or elevated natriuretic
peptides. As seen in the CHAMPION trial, patients in the GUIDE-HF study were identified
as a treatment group (PAP-based treatments) and a control group (clinicians blinded to
PAP measurements). Primary endpoints focused on evaluating both all-cause mortality
and the occurrence of total HF-related events. There were no significant differences in the
primary (HR 0.88, 95% CI 0.74–1.05) or secondary endpoint (HR 0.85, 95% CI 0.70–1.03).
However, due to COVID-19, a pre-sensitivity analysis was performed, which showed a
significant reduction in the risk of all-cause mortality in the treatment group (HR 0.81, 95%
CI 0.66–1.00). This was attributed to a reduction in the rate of HF events (HR 0.76, 95% CI
0.61–0.95). During the COVID-19 pandemic, there was a significant reduction of 21% in
the HF event rate within the control group, whereas the event rate in the treatment group
remained unchanged. Moreover, the frequency of medication changes was higher in the
treatment group compared with the control [57].

Clinical evidence for CardioMEMS is limited to the U.S., highlighting a gap in Eu-
ropean clinical trial data. However, non-randomized observational studies conducted in
European settings have yielded promising results in reducing HFH. The MEMS-HF study
started in Germany in 2020 and was subsequently extended to include other countries
such as Ireland and the Netherlands [58]. The patient inclusion criteria were similar to the
clinical trials discussed above, with additional endpoints being the patient quality of life
assessed by the Kansas City Cardiomyopathy Questionnaire (KCCQ). During this trial,
234 patients received the CardioMEMS implant. A significant reduction in HFH (66%)
was observed at 12 months (HR 0.34, 95% CI 0.26–0.44), which exceeded the reductions
observed in the CHAMPION trial. Moreover, reductions in mean PAP by 3.4 mmHg and
5.5 mmHg were reported at 6 and 12 months, respectively (p < 0.0001). Improvements in
patient quality of life (KCCQ, Patient Health Questionnaire depression module, ED-5D-5 L
questionnaire) were observed, with no deterioration at 12 months [58].

Despite the successful demonstration of these trials, the limitations include the nature
of the study (observational, non-randomized), the absence of a control group (patients
served as their own historical control), and the study design, which is susceptible to
significant biases, thus limiting the ability to determine the actual effect of such studies.

Safety & Clinical Efficacy

An observational open-label Post Approval Study (PAS) validated the safety and
effectiveness of CardioMEMS in NYHA class III HF patients (n = 1200) with a history
of HFH one year prior to enrolment [59]. A significant reduction in the rate of HFH
at 12 months was observed compared with one year before implant (HR 0.43, 95% CI,
0.39–0.47). Recently published results for the 2-year study show that HFH rates continued
to decrease over time. By the end of the first year, the HFH rates dropped from 1.25 to
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0.54, and by the end of the Recently published 2-year results demonstrated a continued
reduction in HFH rates from 1.25 to 0.54 at 1 year and further to 0.37 in the second year
(p < 0.0001 for both 1 and 2-year follow-ups). In the sub analysis of 710 patients completing
24 months of follow-up, a similar pattern was observed. The primary interventions in PAS
involved adjustments to loop diuretics and the temporary addition of thiazide diuretics.
Researchers suggested that the benefits of PA pressure-guided management were likely due
to the optimization of diuretic therapy. Additionally, it is worth noting that a significant
proportion of patients with HF with Reduced Ejection Fraction (HFrEF) were already on
GDMT at baseline [60].

The extensive Medicare database is the primary source that provides real-world
evidence of CardioMEMS studies [61,62]. In the first study (n = 1114), the HFH rate
12 months post-implantation was 34% lower than the 12 months before (HR 0.66, 96%
CI 0.57–0.76) [62]. In the second study, 1087 CardioMEMS patients were matched with
1087 controls. During the post-12-month period, the CardioMEMS group had a lower
HFH rate (HR 0.76, 95% CI 0.65–0.89) [61]. Additionally, a study analyzed the Nationwide
Readmissions Database (NRD) to identify acute HF hospitalizations over a period of five
years. Patients were categorized based on who received the CardioMEMS implant and
who did not. In both matched and unmatched analyses, patients with CardioMEMS had
significantly lower readmission rates at specific intervals (30, 90, and 180 days) compared
with those without [63].

Another study that assessed the safety, effectiveness, and feasibility of CardioMEMS
is the COAST (CardioMEMS HF System Post Market Study) study [64]. This prospective
multicentre open-label study enrolled 130 patients from the UK, Europe, and Australia.
As mentioned previously, the inclusion criteria for patients are NYHA class 3 and at least
one HFH in the past year from enrolment. In 2021, a subset of the UK study results
with patients enrolled prior to the COVID-19 pandemic were published. The main safety
endpoints (device-related serious complications, sensor failure, and HFH rate two years
post-implantation) were in line with earlier observational studies. There was an 82%
reduction in the risk of HFH rate post-implantation. Additionally, PAP showed a significant
decrease during follow-up. Similar to prior studies, the majority of the medication changes
consisted of adjustments to diuretics. The limitations of this study are the same as the
MEMS-HF study, which is the non-randomized design and a missing comparator arm [64].

A pilot study in the Netherlands called HEMOVADS assessed the safety and feasibility
of CardioMEMS in patients with a left ventricular assist device (LVAD). The hypothesis
was based on the notion that optimizing hemodynamics might lower the risk of renal and
right ventricular (RV) failure, help manage fluid levels after LVAD implantation, and offer
personalized outpatient care through remote monitoring [65]. The indication approach
used for CardioMEMS in this study is different from other studies mentioned earlier. In
conclusion, this pilot study demonstrated the safety and feasibility of the approach in LVAD
patients [65–67].

The MONITOR-HF study, conducted across 25 centers in the Netherlands [68], em-
ployed an open-label, randomized design to investigate the impact of hemodynamic
monitoring using the CardioMEMS HF system (Abbott Laboratories, Abbott Park, IL, USA)
on patients with chronic HF. The inclusion criteria were well-defined, encompassing indi-
viduals with NYHA class III HF and a history of previous HF hospitalization, regardless of
ejection fraction. Participants were assigned randomly to either undergo hemodynamic
monitoring using the CardioMEMS-HF system or receive standard care. This study stands
out due to its distinctive approach, with the primary focus on assessing the quality of life us-
ing the Kansas City Cardiomyopathy Questionnaire. This unique choice enables researchers
to establish a connection between hemodynamics and the overall quality of life, providing
valuable insights into the interplay between these factors. Findings revealed a significant
improvement in the CardioMEMS-HF group compared with standard care. The responder
analysis further supported these findings, indicating a higher odds ratio of improvement
and a lower odds ratio of deterioration in the CardioMEMS-HF group. Notably, the study
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reported a high level of freedom from device-related (97.7%) or system-related (98.8%)
complications, enhancing the safety profile of the intervention. Overall, the MONITOR-HF
study presents compelling evidence for the efficacy and safety of hemodynamic monitoring
using the CardioMEMS-HF system in managing chronic HF [68].

As of now, CardioMEMS is the sole PA pressure sensor incorporated into routine
clinical HF care, having obtained both FDA approval and the CE mark. On the other hand,
the Cordella Pulmonary Artery Pressure Sensor System (Endotronix, Inc., Lisle, IL, USA)
serves as an alternate diagnostic modality with similar capabilities in remotely monitoring
PA pressures. A unique feature of this system is the combined non-invasive component
known as the Cordella HF System (CHFS), which measures additional vital parameters
such as blood pressure, heart rate, oxygen saturation, and weight. The combination of
both invasive and non-invasive elements, featuring an easily navigable patient–health care
provider interface, has not been assessed previously. The FDA has approved the CordellaTM

PA sensor for Investigational Device Exemption (IDE) for a subsequent multicenter study,
potentially broadening the application of the sensor system to a larger population of HF
patients (NYHA II). A premarket approval (PMA) was submitted in early January 2024
following the completion of the enrolment for the PROACTIVE-HF trial.

Cordella HF System

Cordella PAP System (Figure 5) by Endotronix, Inc. (Lisle, IL, USA) is currently un-
dergoing two clinical trials [69,70]. The first one is an open-label, small-scale multicenter
trial known as SIRONA that aimed to investigate the feasibility, safety, and accuracy of
the CordellaTM PAP sensor in 15 NYHA III patients. The inclusion criteria are similar to
the CardioMEMS studies that involve NYHA III patients with a history of at least one
HFH in the past 12 months. SIRONA trial demonstrated successful results in all fifteen
patients; however, four cases (27%) of adverse events related to the procedure were re-
ported, including one case each of sensor migration and transient complete heart blockage
and two cases of hemoptysis. Notably, no complications related to the device system or
sensor failure occurred within the initial 90 days post-implantation. Subsequent right
heart catheterization at 90 days demonstrated a favorable correlation between invasively
measured pressures and PA pressure, as measured by the CordellaTM Sensor. The primary
efficacy endpoint, which involved achieving a mean PA pressure at 90 days, was success-
fully met in all patients except one, resulting in a cohort difference of 2.7 mmHg. Safety
considerations led to one patient not undergoing the 90-day right heart catheterization.
Notably, the average patient compliance to daily measurements, i.e., the transmission of
vital signs through CHFS and readings from the PA pressure sensor, were recorded as 99%,
respectively [69].

The second study is a European CE Mark trial known as SIRONA 2 (ClinicalTrials.gov
identifier: NCT04012944) that investigated the safety and efficacy of the Cordella PAP
sensor [70]. A unique feature of this study is the inclusion of CHFS components (custom-
app and commercial non-invasive devices to measure blood pressure, heart rate, oxygen
saturation, and weight), enabling comprehensive management of NYHA III HF patients.
The endpoints were categorized as primary efficacy endpoint that assessed the accuracy of
mean PAP measured by the Cordella PA sensor versus standard right heart catheterization
(RHC) at 3 months, and primary safety endpoint that determined freedom from adverse
events associated with the Cordella PA sensor throughout 1-month post-implantation. The
Cordella PA sensor was successfully implanted in 70 patients. There was a good correlation
between the Cordella PA sensor and RHC for mean PAP, falling within the ±4.0 mmHg
range (p = 0.003). Results demonstrated an excellent safety profile of the Cordella PA
sensor, with 98.6% freedom from device-related complications (invasive treatments, device
removal, or death). No cases of device failure were reported. Patients were highly compliant
(94%) to the daily transmission of measurements for both PAP and vital signs [70].

ClinicalTrials.gov
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Another similar trial, the PROACTIVE-HF study (NCT04089059) [71], was designed
to investigate the replicability of the positive clinical outcomes observed in prior HF (HF)
management trials guided by pulmonary artery pressure (PAP). Specifically, the study
aimed to assess if similar favorable results could be achieved using the Cordella PA sensor
system in diverse healthcare settings across the U.S. and Europe. PROACTIVE-HF trial is a
prospective, multicenter, randomized, single-blinded study that aims to evaluate the safety
and efficacy of the Cordella PA sensor. Both the randomized patient groups underwent
implantation of the Cordella PA sensor. Patients were then categorized into a treatment
arm and a control arm. In the treatment arm, HF treatment will be guided by monitoring of
PAP, while the control arm will receive treatment based on GDMT and vital signs measured
by CHFS alone. Patients in the control arm will receive PAP-guided HF management after
12 months. Changes in PAP measurements in both patient groups, as well as primary
outcomes such as HFH, mortality, emergency department/outpatient intravenous diuretic
visits, and device/system-related complications, will be reported at 12 months [71].

2.1.4. Inferior Vena Cava (IVC) Area Monitoring
Foundry Innovation and Research 1 Ltd. (Fire1) System

The Fire1 (Foundry Innovation and Research 1 Ltd., Dublin, Ireland) device is an
IVC sensor that measures the area of IVC and its dynamic changes. The sensor is an
electromagnetic resonator consisting of a coil of wire and a capacitor (Figure 6a), and it
measures the cross-sectional area of the IVC using radiofrequency energy. The recording
unit consists of a belt that energizes the implanted sensor and measures the resonant
frequency. This is directly proportional to the area of the sensor (Figure 6b). The Fire1 sensor
is implanted within the IVC using a specific delivery system and a 16F catheter sheath. The
first animal study with a Fire1 device (n = 9) demonstrated successful results without any
potential complications such as device migration, fractures, or thrombus (Figure 6c) [72].
Validation experiments performed in vitro revealed that variations in the area of the IVC
were more sensitive compared with the changes in both cardiac and pulmonary pressures.
This was observed across various interventions, including volume infusion (p < 0.001),
vasodilation, and cardiac dysfunction induced by nitroglycerin (p < 0.001) and rapid right
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ventricular pacing (p ≤ 0.02), respectively. Subsequent animal studies assessed the safety of
the device and demonstrated an implantation success rate of 100%. Notably, these studies
showed a significant change in the IVC area with gradual volume instillations in contrast to
changes in right atrial pressure (RAP). The primary endpoint of this study was to evaluate
the relative efficacy of IVC dimensions versus invasive measurements of filling pressures
in determining intravascular volume expansion, volume redistribution, and worsening
cardiac function. [72].
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of Fire1 sensor implantation in a sheep model [72,73], Creative Commons CC BY License.

A second animal study (n = 20) by Fire1 aimed to assess the safety and performance of
the IVC sensor under acute and chronic intravascular volume modulation. Twelve animals
received the IVC sensor, two animals received a control device (IVC filter), and a group of
six animals received blood and saline infusions to study responses to volume challenges.
No significant differences in normalized IVC area were observed at similar volume states
(55 ± 17% on day 0 and 62 ± 12% on day 120, p = 0.51). Chronic integration of the sensors
showed a thin, re-endothelialized neointima with maintained sensitivity to infused volume.
Normalized IVC area significantly changed from 25 ± 17% to 43 ± 11% (p = 0.007) with
300 mL infused, whereas RAP required 1200 mL of infused volume before a statistically
significant change from 3.1 ± 2.6 mmHg to 7.5 ± 2.0 mm Hg (p = 0.02) [73].

The main findings of this study indicate that increases in the IVC area are notably more
responsive to volume loading than RAP. This implies that intravascular volume expansion
could be identified at an earlier phase of fluid accumulation using this method. This
could have important clinical implications by allowing earlier detection of hypervolemia
compared with pressure sensors, leading to prompt clinical intervention and positively
affecting the outcomes of HF patients. Additionally, implanting the sensor in the IVC
and its integration through endothelialization has shown no negative effect on long-term
sensor performance in response to fluid accumulation [73]. Nevertheless, there are certain
limitations to consider in both animal studies, including experiments with healthy sheep,
the possibility of potential side effects in relation to the duration of experiments conducted
on the same day, and ambiguity concerning the application of experimental findings to
humans, especially with HF. In addition, changes in the IVC area do not solely represent
changes in the total volume of blood. Factors such as venous capacitance, IVC compli-
ance, and pressure gradients (pericardial pressure and pressure around the myocardium)
influence volume changes to varying extents [72]. Consequently, it is essential to inter-
pret these results as hypothesis-generating. Further investigation with chronic HF animal
models and HF patients is warranted to analyze the potential of IVC monitoring in HF
management comprehensively.
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In February 2023, the first-in-human implantation of the Fire1 device took place in the
United Kingdom as part of the FUTURE-HF (First-in-Human-Clinical Investigation of the
FIRE1 System in HF Patients) trial. The study focused mainly on replicating the safety and
efficacy observed in a group of HF patients [72].

2.2. Haemodynamic Sensors in Preclinical Practice
2.2.1. Central Venous Pressure (CVP) Monitoring

CVP is a key metric for the diagnosis of congestion and has the potential to predict
a wider range of HF conditions. It also serves as a surrogate for RAP. Management of
congestion plays a vital role in HF treatment as it helps to prevent the worsening of
symptoms or health deterioration, eventually resulting in death [74]. Clinical congestion
represents a key target for therapy but is associated with poor prognosis. [53,75]. Future HF
monitoring systems rely on venous sensing to track systemic congestion and detect changes
in intravascular volume through real-time monitoring of CVP and IVC area [72,73,76,77].

The preference for device implantation in a compliant vessel such as IVC has been
outlined in a study involving a CT scan analysis to study the difference in IVC diameters
in a group of patients with peripheral vascular disease (PVD) [77]. In addition, a study
by Manavi et al. demonstrated the safety and efficacy of a novel IVC sensor (Figure 7a)
for wireless measurement of CVP in an acute animal study. The IVC sensor implantation
was carried out in two healthy sheep models at three different anatomical locations: IVC,
superior vena cava (SVC), and the PA. These sensors were equipped with different anchor
designs modified to meet specific anatomical requirements. A conventional PA sensor, com-
mercially known as Cordella (Endotronix, Inc., Lisle, IL, USA), was implanted into both PA
and SVC, while a sensor featuring a modified cylindrical anchoring system with stent-like
struts was implanted in the IVC (Figure 7c). Calibration measurements of the sensors were
performed against a Millar catheter reference (Millar Instruments, Inc., Houston, TX, USA).
The effectiveness of central venous sensors in detecting pressure variations was evaluated
by adjusting the fluid volume in animals. The study demonstrated successful implantation
in both sheep, allowing simultaneous measurements to investigate correlations between PA
and CVP. The implantation procedure was quick and took less than 15 min. A hand-held
reader device was used to obtain multiple readings at each implant site under different
conditions. Experiments revealed similarities in CVP measured at the IVC (6.49 mmHg)
and SVC (6.14 mmHg) sites. As expected, PAP was higher (13–14 mmHg) than CVP. SVC
waveforms showed clear beats and respiratory patters, while respiration was evident in
IVC waveforms, although some beats were less distinct. Administration of additional
saline to induce fluid overload indicated an increase in pressure in both SVC and IVC
(3.7 and 2.7 mm Hg, respectively). In addition, a Bland Altman analysis illustrated a good
correlation between sensor measurements and the Millar reference (Millar Instruments,
Inc., Houston, TX, USA) [76].

According to recent literature studies focusing on hemodynamic HF monitoring,
this is the only study that explored simultaneous measurements of pressures in three
locations (IVC, SVC, and PA) in the same animal. Moreover, the study also shed light on
the hypothesis that pressure in the superior (6.1 mmHg) and inferior (6.5 mmHg) veins
is similar. Besides the animal implantation, this study is a first-of-its-kind to demonstrate
the in vitro testing of the IVC sensor in a separate study using a bench model (Figure 7b)
and computational fluid dynamics methods providing insights into the changes in blood
flow due to the anchor and the resultant risks of medical device induced blood clotting and
flow stagnation [78]. The clinical significance of real-time, non-invasive measurement of
CVP focuses on the importance of proactive management of congestive HF with the aim to
drive tailored diagnoses and treatment strategies. Introducing sensor technology into the
vena cava offers a straightforward and minimally invasive solution for HF patients [78].
Nevertheless, further investigation in chronic animal studies with a larger sample size is
required to assess simultaneous measurements in specific HF animal models and long-
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term accuracy compared with the gold-standard measurements (Millar Instruments, Inc.,
Houston, TX, USA).
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2.2.2. Haemodynamic Sensing via a Vascular Electronic System (Wireless Arterial Stent)

While continuous hemodynamic monitoring has demonstrated enhanced patient
outcomes, existing clinical devices are constrained by their bulky designs and inflexible
materials, resulting in limited sensing capabilities. These devices are primarily suitable
for monitoring pressure within the heart, abdominal aneurysms, and the PA, but they lack
compatibility with other arteries [39,79,80]. However, strict requirements for implantation
and operation have restricted the advancement of vascular electronics for arterial sensing.
These requirements involve delivering sufficient wireless capabilities via a low-profile,
miniaturized, and flexible system that can be securely placed within an artery and, at the
same time, is compatible with existing minimally invasive catheter systems.

A study by Herbert et al. introduced a wireless stent platform (Figure 8A) consisting
of soft-printed sensors for measuring arterial pressure, pulse rate, and flow in real-time
(Figure 8B) [81]. The design platform of the inductive stent is developed to enhance the
wireless sensing features while retaining the essential characteristics of conventional stents.
To provide a brief overview of the wireless sensing scheme, the integrated stent and sensors
create inductor-capacitor (LC) circuits with a resonant frequency reliant on pressure. While
only a sensor is required for monitoring the pressure, positioning a sensor at each end
utilizes the stent, forming two LC circuits with distinct resonant frequencies. In order to
capture both upstream and downstream pressures and detect the changes in flow rates,
employing two sensors allows for monitoring of pressure gradient along the length of the
stent. An external loop antenna and a vector network analyzer (VNA) wirelessly monitor
the resonant frequency of each circuit using an S11 parameter (Figure 8B). This indicates
that the wireless system facilitates real-time, simultaneous monitoring of pressure, pulse
rate, and flow.

The implantable, vascular electronic system with a wireless stent device illustrates
multiplex sensing of hemodynamics across considerable distances within an artery model.
The minimally invasive catheter implantation procedure of the vascular electronic stent
was demonstrated in the narrow arteries of a rabbit model. Post-procedure, the implant site
(right iliac artery) was extracted and examined to validate the functionality of the implanted
wireless stent. Subsequent studies will investigate the endothelialization process, risk of
re-stenosis, and stability of the vascular electronic stent in chronic animal models.

Experiments conducted to assess the wireless performance of the vascular electronic
system demonstrated a low power transfer efficiency attributed to the small size of the
stent and a requirement to optimize the external reader system when coupled with the
device. Hence, the scope further extends to the development of technical aspects, such as
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designing a new external reader for capturing signals from the device and modifying the
stent by reducing the thickness of the sensor and struts. The goal is to improve efficiency,
extend operating distance, and enhance reliability.
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In conclusion, advancements in electronic designs, materials, and system integration
present opportunities for remote sensing through implantable stent platforms, enabling a
comprehensive approach to wireless hemodynamic monitoring [81].

Table 1 illustrates a summary of sensor technologies discussed above.

Table 1. Summary of sensor technologies describing the device, target location, parameters measured,
indications, and their clinical evidence.

Device Target
Location

Parameters
Measured Indications No. of Clinical Trials No. of Pre-Clinical

Trials Data Collection

TitanTM pressure
sensor (ISS Inc.,

Ypsilanti, MI,
USA) [38,39]

Left atrium Left atrial
pressure

• NYHA class IV
• Patients with

ICD/CRT-D
• Cardiomyopathy

with optimal
medical therapy

Two

• Feasibility and safety
study (n = 40).

• Functioning of the
sensor in patients
with left ventricular
assist device (n = 4).

>60 animal studies
tested the sensor in
all four chambers of
the heart, as well as

the aortic and
pulmonary arteries.

External reader
device that captures
pressure signals and

stores them on a
computer that

transmits data to a
central server.

V-LAPTM

(Vectorious Medical
Technologies),

HeartPOD (St. Jude
Medical,

Minneapolis, MN,
USA) [33,36,43]

Interatrial
septum

Left atrial
pressure, atrial

ECG, body
temperature

• NYHA class III
• HFH in the last 12

months.

Three

• LAPTOP-HF
(HeartPOD, n = 486)

• HOMEOSTASIS trial
(HeartPOD, n = 40)

• VECTOR-HF trial
(n = 30).

NA

External reader
device (wearable

belt) that transmits
data to a secure

cloud server.



Sensors 2024, 24, 2546 17 of 29

Table 1. Cont.

Device Target
Location

Parameters
Measured Indications No. of Clinical Trials No. of Pre-Clinical

Trials Data Collection

Chronicle IHM
(Medtronic, Inc.,

Minneapolis, MN,
USA) [45,47,48]

Upper chest
with a sensor

attached to
the right
ventricle

Right
ventricular

pressure

• NYHA class III-IV
• Compatible with

single-chamber
ICDs only

• COMPASS-HF
(n = 274). NA

Pressure data is
captured by the

monitor’s sensing
circuitry, stored in
the memory, and
transmitted via
radiofrequency-

linked telemetry to a
programmer in the

clinic.

CardioMEMS
(Abbott)

[54,57,58,64,65,68]

Pulmonary
artery

Pulmonary
artery pressure

• FDA approved for
NYHA class II-III

• HFH in the last
12 months

• Elevated
BNP/NT-proBNP
levels

Six

• CHAMPION
(n = 550)

• GUIDE-HF
(n = 1000)

• MEMS-HF (n = 234)
• COAST (n = 130)
• HEMOVADS (n = 10)
• MONITOR-HF

(25 centres in
Netherlands).

NA

External reader
device (pillow) that
transmits data to a

secure cloud server.

Cordella
(Endotronix, Inc.

Lisle, IL,
USA) [69–71]

Right
pulmonary

artery

Pulmonary
artery pressure

• NYHA class III HF
• HFH in the last

12 months
• FDA approval in

process

• SIRONA
(first-in-human)
(n = 15)

• SIRONA II (n = 70)
• PROACTIVE-HF

NA

External reader
device (handheld

monitor) that
transmits data to a

secure cloud server.

Fire1 (Foundry
Innovation and
Research 1 Ltd.,

Dublin,
Ireland) [72,73]

Inferior vena
cava

Inferior vena
cava area and
fluid volume

• HFH or urgent HF
visit in the last
12 months

• Elevated
BNP/NT-proBNP
levels

• On higher doses of
loop diuretics
(furosemide)

One

• FUTURE-HF (safety
and efficacy study).

(results pending)

Two

• Feasibility of
implantation
(n = 9).

• Safety and
performance
of the sensor
under acute
and chronic
intravascular
volume
modulation
(n = 20).

External reader
device (belt) that

transmits data to a
secure cloud server.

Central venous
pressure sensor
(University of

Galway, Ireland—
Endotronix Inc.,

Lisle, IL, USA) [76]

Inferior vena
cava

Central venous
pressure

• NYHA class III
• Recurrent

admissions due to
congestive HF

• Patients
developing fluid
retention/edema.

NA

One

• Feasibility
and efficacy
(acute) study
(n = 2)

External reader
device (handheld

monitor) that
transmits data to a

secure cloud server.

Vascular electronic
system/Wireless

stent [81]

Right iliac
artery

Arterial
pressure, pulse
rate, and flow

Coronary artery disease NA

One

• Feasibility
study (n = 1)
showing
minimally
invasive
catheter
implantation
of the smart
stent in
narrow
arteries.

NA

Abbreviations—BNP: Brain Natriuretic Peptide, CRT-D: Cardiac Resynchronization Therapy with Defibrillator,
FDA: Food and Drug Administration, HFH: HF Hospitalization, ICD: Implantable Cardioverter Defibrillator,
NYHA: New York Heart Association.

3. Non-Invasive Haemodynamic Monitoring

Non-invasive remote monitoring of HF has emerged as a new trend, aiming to deliver
care from a distance by proactively managing signs and symptoms. These non-invasive
methods incorporate mobile or app-based monitoring coupled with cloud technology,
telephone-based interventions, or a combination of both, with the primary objective of
minimizing hospitalizations and cardiovascular mortality and thereby enhancing patient
quality of life.
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Several non-invasive methods for hemodynamic assessment are currently in devel-
opment and are summarized in the following section. However, it is important to note
that a comprehensive review of other clinically available non-invasive remote monitoring
technologies (wearables, IoT) exceeds the scope of this review. Described below are some
observational and randomized studies with a range of telehealth services in different clini-
cal settings. Table 2 provides a summary of non-invasive telehealth technologies currently
in clinical practice.

Table 2. Summary of non-invasive telehealth technologies describing the technology used, parameters
measured, indications, nature of study conducted, and patient access to their own metrics.

Study Technology Used Parameters
Measured Indications

Study Specifics
(Pilot/Prospective/

Retrospective/Observational/
Experimental)

Patient
Access

TIM-HF2 [23,24]

Smart-phone/
Application

integrated with a
secure cloud server

ECG, BP, SPO2,
weight

• NYHA class II-III
• HFH in the last 12 months
• LVEF ≤ 45%

Prospective, randomized
multicentre trial Yes

CHFS Ireland,
CHFS US [82–84]

Smart-phone/
Application

integrated with a
secure cloud server

BP, HR, SPO2,
weight

• NYHA class I, II, III.
• NYHA Class II-III.
• HFH in the last 12 months
• HFrEF/HFpEF.

Prospective, single-center,
observational study (Galway,

Ireland), Retrospective
multi-center study (Seguin,

San Antonio, TX, USA).

Yes

Fluid Heart
Tracker [85,86]

Smart-phone/
Application Weight

• NYHA class II-III
• Fluid retention
• Hospital readmissions
• Rapid weight fluctuations

Pilot, observational study Yes

Scale-HF [87]

Smart scale
integrated with smart

phone-application
(patient-end) and a
clinical dashboard

ECG, BCG, IPG

• HFrEF/HFpEF
• HFH in the last 12 months
• Fluid retention
• Elevated

BNP/NT-proBNP levels
• Radiological evidence of

pulmonary congestion
• Elevated right/left filling

pressures (includes
patients with implants).

Prospective, multicentre
study

Restricted to
weight, pulse

rate, and
fluid status

only.

Mobile
phone-based

telemonitoring
[88]

Mobile phone-based
messaging (not

app-based)

ECG (weekly),
weight and BP

(daily)

• NYHA class II, III, IV
• Elevated

BNP/NT-proBNP levels
• LVEF < 40%
• Expected survival of

greater than one year.

Single-center, randomized
controlled trial Yes

Telecare and
CareSimple-
COVID [89]

Phone calls,
Smart-phone/
Application

COVID-19
progression,
medications,

and follow-ups

• COVID-19 disease.
• Additional infections

(respiratory/COPD).

Single-center, cross-sectional
study No, Yes

Abbreviations—BCG: Ballistography, BNP: Brain Natriuretic Peptide, BP: Blood Pressure, COPD: Chronic Obstruc-
tive Pulmonary Disease, ECG: Electrocardiography, HFrEF/HFpEF: HF Reduced/Preserved Ejection Fraction,
HFH: HF Hospitalization, IPG: Impedance Plethysmography, LVEF: Left Ventricular Ejection Fraction, NYHA:
New York Heart Association, SPO2: Oxygen Saturation.

3.1. Cordella HF System (CHFS)

CHFS (Endotronix, Inc. Lisle, IL, USA) (Figure 9) is distinguished as the sole remote
heart monitoring platform offering both ESC guideline recommended telemonitoring
modalities, encompassing invasive (PAP) and non-invasive vital signs (BP, weight, HR, and
SPO2), directly from patients’ home. Described below are a few studies that demonstrate
positive patient outcomes utilizing only the non-invasive component of CHFS.
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Figure 9. Cordella Heart Failure System (CHFS) (Endotronix, Inc. Lisle, IL, USA) with myCordella
patient application and peripheral devices to measure blood pressure, heart rate, oxygen saturation,
and weight [70,83]. Creative Commons CC BY License.

A pilot study involving twenty-five HF patients at the University Hospital Galway,
Ireland, explored the benefits of CHFS (Endotronix, Inc., Lisle, IL, USA), including real-time
GDMT optimization, increased standard of care, facilitating a reduction in office-based
visits and increased compliance to remote monitoring. The system utilizes Bluetooth-
enabled devices for collecting vital signs such as blood pressure, pulse, oxygen saturation,
and body weight, along with a tailored health questionnaire through a wireless tablet.
This data is promptly accessible to healthcare providers via a cloud-based server [83].
An extended follow-up with 30 patients at 12 months of enrolment revealed excellent
patient and clinic compliance of 92% and 94%, respectively. The clinicians utilized the
cloud-system at-least twice weekly to acknowledge patient data and communicated GDMT
optimizations or lifestyle adjustments via either a telephone call or cloud-based messaging.
A significant reduction (54%) in HF hospitalizations was observed at 12-months (p < 0.05).
However, there was no difference in the overall summary scores for the quality of life
health questionnaire (KCCQ) from baseline through 6 months (53.7 ± 23.2 vs. 53.7 ± 21.3,
p = 0.99). Additionally, an improvement in the patient NYHA class was observed at 6 and
12-month follow-ups, though this was not statistically significant [84].

Another study utilized CHFS in a private clinical setting in Texas, USA, with the
primary endpoint to reduce HF Hospitalizations and Emergency Department (ED) or
Hospital Outpatient IV diuretic visits. This study retrospectively analyzed the two-year
experience of 40 HF patients with NYHA class II or III regardless of the ejection fraction.
All participants utilized the Cordella HF System to transmit daily data, including weight,
blood pressure, heart rate, pulse-ox readings, and symptoms, via a wireless tablet. Car-
diologists and nursing staff developed workflow procedures to enable daily monitoring.
Recommendations for optimizing GDMT and lifestyle modifications were communicated
to patients through telephone calls and tablet-based messaging. Patient compliance (data
sent 5 out of 7 days) at 2 years was 95%, with clinical compliance being 100% (data review
at least twice weekly). The frequency of phone calls resulting in medication adjustments
surged six times with remote patient monitoring, whereas episodic office visits decreased
by 14.5%. HF hospitalizations reduced by 83% at 2 years post enrolment [82]. CHFS is
commercially available in the EU and US.

These pilot studies highlight the benefits provided by remote monitoring in a small
clinical setting and the potential to influence a broader HF population by facilitating
comparable workflow patterns in a multi-center hospital setting.
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3.2. Fluid Heart Tracker App

Fluid Heart Tracker App is a simple mobile application designed to log weight and
notify the user of notable weight increases. The application stands out for its simplicity.
Developed in collaboration with individuals living with HF (HF), its purpose is to prompt
patients to seek medical assistance when their weight is on the rise. This app was developed
by an advanced nurse practitioner at the University Hospital Waterford, Ireland (Figure 10).
The rationale for this initiative is the persistence of chronic HF conditions in Ireland over
the past few decades and the subsequent risk factors that impose a clinical and economic
burden on Irish healthcare institutions. In Ireland, approximately 90,000 individuals are
currently living with HF, with an additional 160,000 at risk. Fluid retention, evident through
weight gain, serves as an indicator of HF. Prompt identification of weight gain prior to
the onset of symptoms, along with timely intervention, is crucial for enhancing patient
outcomes and minimizing associated healthcare expenses [85].
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App-knowing when to make contact for early medical intervention for deteriorating heart failure.
Health Summit 2023 [86].

In Ireland, patients with HF are encouraged to record weights daily as part of routine
care. Internationally, a weight gain of 2 KG or more over a 7-day period is recognized as
a sign of deterioration, prompting the need for intervention. However, about 66% of HF
patients experience mild cognitive impairment, affecting their ability to recognize weight
increases. Helping patients identify weight gain could prompt them to seek assistance
earlier, resulting in quicker intervention and better clinical results [85].

In a pilot study involving 31 HF patients with class II-III, the acceptability and useful-
ness of the Fluid Heart Tracker App were determined in three Irish tertiary hospitals. All
patients who utilized the App found it beneficial and user-friendly and would recommend
it to fellow HF patients. Currently, a larger national study is underway, which aims to
evaluate the impact, effect, and perceived value of the Fluid Heart Tracker App on patients’
outcomes and service providers [86]. This study may shed some light on the impact of
weight as the sole factor in optimizing therapy and addressing HF management.
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3.3. Scale-HF 1 Study

A prospective, multi-center study SCALE-HF 1 (Surveillance and Alert-Based Mul-
tiparameter Monitoring to Reduce Worsening HF Events) is aimed aim at creating and
evaluating the accuracy of the heart function index. This index is a comprehensive algo-
rithm incorporating non-invasive hemodynamic biomarkers obtained from a cardiac scale,
with the goal of predicting occurrences of deteriorating HF. HF patients are often advised
to monitor their HF status by standing weight measurements. Through the Scale-HF 1
study, the idea of a novel weight scale to track multiple hemodynamic parameters will be
assessed [87].

This study details only the design of Scale-HF 1 with a few patient examples high-
lighting the potential use of this cardiac scale as a comprehensive tool for monitoring
cardiovascular hemodynamic status. This observational study aims to enroll around
300 patients with chronic HF who have recently experienced decompensation. Participants
will be encouraged to take daily measurements using a cardiac scale.

Approximately 50 HF events, characterized by emergency department visits, urgent
or unscheduled appointments to clinics, or hospitalizations due to deteriorating HF, will
be used for the development of the study model. The composite index will comprise
hemodynamic biomarkers extracted from signals such as ECG, ballistocardiogram (BCG),
and impedance plethysmogram measured by the cardiac scale (Figure 11). The biomarkers
comprise weight, pulse rate variability, peripheral impedance, as well as estimations of
stroke volume, cardiac output, and blood pressure. Parameters such as the sensitivity
of the composite index, unexplained alert rate, and time required to predict worsening
HF events will be evaluated and compared with conventional weight-based algorithms
typically used in a clinical setting. Future studies will focus on validating the composite
index and determining its potential to improve the outcome in HF patients [87].
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The study is designed to include HF patients with both reduced and preserved ejection
fractions, with few exclusion criteria, aiming for applicability across a wide HF popula-
tion. The cardiac scale leverages the existing patterns among HF patients of daily weight
measurements, reducing the potential resistance associated with adopting new technol-
ogy. Clinical implications suggest that the heart function index may offer precise, early
predictions of HF exacerbations without necessitating implantable or wearable devices.
Subsequent research will validate this index and explore its capacity to facilitate timely
interventions, potentially enhancing outcomes for HF patients [87].
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3.4. Mobile Phone-Based Telemonitoring

While mobile phone technology is increasingly prevalent and cost-effective, the fea-
sibility and effectiveness of a telemonitoring system based on mobile phones have not
been established widely. A randomized controlled trial involving 100 patients recruited
from an HF Clinic in Toronto, Canada, investigated the impact of mobile phone-based
telemonitoring systems on HF management and outcomes [88]. Patients were randomly
allocated to either a telemonitoring group or a control group. Over a span of six months,
the telemonitoring group (n = 50) conducted daily weight and blood pressure measure-
ments, along with weekly single-lead ECGs. Additionally, they responded to daily health
(symptom-related) questions via a mobile phone. These readings were wirelessly transmit-
ted to the mobile phone and subsequently to data servers. Patients received instructions on
their mobile phones, while the cardiologists received alerts when needed (Figure 12).
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This study demonstrated positive outcomes in the telemonitoring group with respect
to quality of life (Minnesota Health Questionnaire; p < 0.05), self-care maintenance (Self-
Care of HF Index; p = 0.03), decrease in Brain Natriuretic Peptide (BNP) levels (p = 0.02),
improvement in left ventricular ejection fraction (p = 0.005). No significant differences
were observed in the control group. Also, the control and telemonitoring group showed no
significant differences in outcomes such as hospitalization, mortality, or emergency depart-
ment visits due to a small sample size. However, utilization of this system demonstrated
high compliance and feasibility among patients, including the older population and those
unfamiliar with using mobile phone technology [88].

Another cross-sectional study was conducted in Canada to evaluate the safety, efficacy,
and impact of two different platforms for remote monitoring of COVID-19 patients in
maintaining quality care and patient engagement. The study also aimed to assess the
acceptability, usability, and ease of use of these two platforms from the patient’s perspective.
The first platform was known as Telecare-COVID and focused on telephone calls only, while
the second one was a telemonitoring application known as CareSimple-COVID. A total of
fifty-one patients participated in the study, with 18 patients utilizing the CareSimple-COVID
platform and 33 patients utilizing the Telecare-COVID platform. Overall, both platforms
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achieved an 80% satisfaction rate regarding the quality and safety of services. Additionally,
more than 88% of patients on each platform expressed satisfaction with the services,
describing them as engaging, beneficial, easy to use, and tailored to their specific needs.
Particularly, a survey brought to light significant differences in patient perspectives between
the two platforms. Patients reported higher levels of empathy from their caregivers and
perceived a higher standard of care quality and safety on the CareSimple-COVID platform
compared with the Telecare-COVID platform. Patients highly appreciated features such as
easy access to services and care team members, the user-friendly nature of the platform,
continuity in care, and a range of services available. Nonetheless, they also identified
technical limitations and expressed concerns about the importance of maintaining face-
to-face interaction, data security, and confidentiality. Recommendations for improvement
included promoting access to interconnected devices, improving communication regarding
confidentiality protocols, and involving patients in the development and implementation
of telehealth platforms. [89]. A combination of both platforms may be a viable option for
implementation in a post-pandemic era and for other post-hospitalization populations. To
optimize effectiveness, it is crucial to address the areas identified for improvement and the
issues raised with a patient-centric approach [88,89].

The results of both studies mentioned above highlight the benefits of non-invasive
telemonitoring systems in improving HF patient outcomes. However, we might still be
decades away from realizing the true potential of such systems in a large sample size with
an appropriate HF population.

4. Conclusions and Future Outlook on Remote HF Management

The future of healthcare is poised for significant advancements with the integration of
sensor technologies and telehealth solutions. Sensor technologies such as the CardioMEMS,
Cordella, IHM, and LAP sensors offer unprecedented opportunities for real-time mon-
itoring of cardiac parameters, enabling early detection and intervention of chronic HF.
Additionally, the remote monitoring of CVP and IVC areas provides valuable insights into
cardiac function and volume status, further enhancing patient care. Non-invasive telehealth
solutions, including mobile apps and telephone interventions, hold immense potential in
extending healthcare access and promoting patient engagement. As these technologies
continue to evolve, the scope for personalized, proactive, and patient-centric care delivery
expands, promising a future where healthcare is more accessible, efficient, and effective.

In addition, there is a growing trend for a hybrid approach to HF management
that combines remote monitoring with traditional in-person care. This hybrid model
allows for the best of both worlds, with patients benefitting from the convenience of
remote monitoring while still having access to face-to-face interactions with their healthcare
providers when necessary. From a future perspective, there is immense potential for
multiparameter HF management using non-invasive telehealth platforms. Advances in
technology, such as wearable devices and artificial intelligence (AI), are making it possible
to monitor a wide range of parameters beyond just symptoms, including vital signs,
biomarkers, and even physiological data. By incorporating these additional parameters
into remote monitoring platforms, healthcare providers can gain a more comprehensive
understanding of each patient’s condition and tailor their treatment plans accordingly [90].

From a clinician’s perspective, hemodynamic monitoring signifies the forthcoming
frontier in HF treatment [79].

• Digital health offers the potential for more personalized management of HF by en-
abling continuous monitoring for both patients and physicians.

• Digital solutions, including those leveraging data from implantable devices, will aid
in managing HF effectively.

• These tools are intended for patient use and warrant thorough investigation.
• Emerging clinical workflows, such as remote management and decision-making by uti-

lizing data from telehealth platforms, demand further research and development [79].
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The COVID-19 pandemic catalyzed a surge in TH utilization, a trend likely to persist
beyond the pandemic’s resolution. Traditional face-to-face medical interventions are grad-
ually transitioning to virtual platforms through TH, offering improved healthcare access
and mitigating geographic disparities. TH also fosters efficiency gains within healthcare
systems and enhances patient self-management and empowerment. By complementing
human intervention, AI can further enhance TH, particularly in managing the complexities
of comorbidities in HF, paving the way for a personalized approach to HF patient care. AI-
powered TM with a multidisciplinary integrated care approach could represent a potential
evolution in HF management [90].

AI plays a crucial role in predicting and preventing HF by analyzing biological markers
and monitoring data [91,92]. Through advanced learning algorithms, machine learning
techniques identify patterns in new data, improving disease prognosis and treatment
decisions over time. Additionally, AI can combine data from various sources, facilitating the
development of a single electronic patient record system and enabling a multidisciplinary
approach to personalized medicine. Moving forward, HF patient data will be analyzed
alongside information from various organs and systems, allowing for a more holistic patient-
centric approach. Patient data generated from telehealth platforms and communications
will be used to develop AI-driven models of disease progression [91,92].

From a patient’s perspective, the integration of remote monitoring technologies for
managing HF has been shown to impact patient experience and satisfaction positively.
Many patients express feeling well-informed about remote monitoring, with a significant
portion indicating improved coping since its incorporation. Technical issues, while reported
by some, have not been a widespread concern. Patients observed a noticeable extension
in the intervals between in-person follow-up visits, enhancing convenience. Moreover, a
substantial portion of patients show interest in smartphone-based data transfer, signal-
ing a desire for streamlined connectivity. However, alongside this enthusiasm, concerns
regarding smartphone-based data transmission linger, primarily revolving around data
safety, battery consumption, memory capacity, and data usage. Despite these reservations,
the overall patient experience with remote monitoring appears to be positive, with many
appreciating the benefits it brings to their HF management journey. Both patient and physi-
cian adherence are essential for the success of remote monitoring technologies, as their
effectiveness relies on proactive actions by healthcare providers guided by patient-derived
data [89,93].

Overall, both the invasive and non-invasive TH platforms represent a promising
avenue for improving HF management and outcomes. By promoting patient adherence
and enabling more personalized and proactive care, these platforms have the potential to
revolutionize HF management in the future.

Author Contributions: Conceptualization, T.M., H.Z. and F.S.; Methodology—T.M., H.Z. and F.S.;
Investigation—T.M., H.Z. and F.S.; Writing—original draft preparation, T.M.; Writing—review and
editing, T.M., H.Z. and F.S.; Supervision, H.Z. and F.S.; Project administration, H.Z. and F.S.; Funding
acquisition, H.Z. and F.S. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by the Irish Research Council ‘Enterprise Partnership Scheme
Postgraduate’ Scholarship (Grant Number: EPSPG/2020/310). Dr. Haroon Zafar is supported by
Irish Research Council New Foundations Grant (NF/2023/1142). Prof. Faisal Sharif is supported by
Science Foundation Ireland “Research Infrastructure Grant” (Grant Number: 17/RI/5353).

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Savarese, G.; Becher, P.M.; Lund, L.H.; Seferovic, P.; Rosano, G.M.C.; Coats, A.J.S. Global burden of heart failure: A comprehensive

and updated review of epidemiology. Cardiovasc. Res. 2022, 118, 3272–3287. [CrossRef]
2. United States Department of Health and Human Services; National Center for Health Statistics. Multiple Cause of Death, 1999;

United States Department of Health and Human Services; National Center for Health Statistics: Hyattsville, MD, USA, 2007.
[CrossRef]

https://doi.org/10.1093/cvr/cvac013
https://doi.org/10.3886/ICPSR03473.v2


Sensors 2024, 24, 2546 25 of 29

3. Tsao, C.W.; Aday, A.W.; Almarzooq, Z.I.; Anderson, C.A.; Arora, P.; Avery, C.L.; Baker-Smith, C.M.; Beaton, A.Z.; Boehme, A.K.;
Buxton, A.E.; et al. Heart Disease and Stroke Statistics—2023 Update: A Report from the American Heart Association. Circulation
2023, 147, e93–e621, Correction in Circulation 2023, 147, e622. [CrossRef]

4. Jones, N.R.; Roalfe, A.K.; Adoki, I.; Hobbs, F.D.R.; Taylor, C.J. Survival of patients with chronic heart failure in the community: A
systematic review and meta-analysis. Eur. J. Heart Fail. 2019, 21, 1306–1325. [CrossRef]

5. Rossignol, P.; Hernandez, A.F.; Solomon, S.D.; Zannad, F. Heart failure drug treatment. Lancet 2019, 393, 1034–1044. [CrossRef]
6. Corry, S.E.; McDonald, K.; Kennelly, B. Cost of Illness: Heart Failure in Ireland. Value Health 2014, 17, A484. [CrossRef]
7. Health Service Executive. Chronic Disease Management Programme. 2021. Available online: https://www.hse.ie/eng/about/

who/gmscontracts/2019agreement/chronic-disease-management-programme (accessed on 11 December 2023).
8. Eisenberg, E.; Di Palo, K.E.; Piña, I.L. Sex differences in heart failure. Clin. Cardiol. 2018, 41, 211–216. [CrossRef]
9. Bottle, A.; Kim, D.; Hayhoe, B.; Majeed, A.; Aylin, P.; Clegg, A.; Cowie, M.R. Frailty and co-morbidity predict first hospitalisation

after heart failure diagnosis in primary care: Population-based observational study in England. Age Ageing 2019, 48, 347–354.
[CrossRef]

10. Lindmark, K.; Boman, K.; Stålhammar, J.; Olofsson, M.; Lahoz, R.; Studer, R.; Proudfoot, C.; Corda, S.; Fonseca, A.F.; Costa-
Scharplatz, M.; et al. Recurrent heart failure hospitalizations increase the risk of cardiovascular and all-cause mortality in patients
with heart failure in Sweden: A real-world study. ESC Heart Fail. 2021, 8, 2144–2153. [CrossRef]

11. Bello, N.A.; Claggett, B.; Desai, A.S.; McMurray, J.J.V.; Granger, C.B.; Yusuf, S.; Swedberg, K.; Pfeffer, M.A.; Solomon, S.D.
Influence of previous heart failure hospitalization on cardiovascular events in patients with reduced and preserved ejection
fraction. Circ. Heart Fail. 2014, 7, 590–595. [CrossRef]

12. Sueta, C.A.; Rodgers, J.E.; Chang, P.P.; Zhou, L.; Thudium, E.M.; Kucharska-Newton, A.M.; Stearns, S.C. Medication Adherence
Based on Part D Claims for Patients with Heart Failure after Hospitalization (from the Atherosclerosis Risk in Communities
Study). Am. J. Cardiol. 2015, 116, 413–419. [CrossRef]

13. Zito, A.; Princi, G.; Romiti, G.F.; Galli, M.; Basili, S.; Liuzzo, G.; Sanna, T.; Restivo, A.; Ciliberti, G.; Trani, C.; et al. Device-
based remote monitoring strategies for congestion-guided management of patients with heart failure: A systematic review and
meta-analysis. Eur. J. Heart Fail. 2022, 24, 2333–2341. [CrossRef] [PubMed]

14. Silva, P.; Gomes, P.V.; Condeço, J.M.; Curado, H.; Veloso, R. Telemonitoring in heart failure patient management. In Handbook of
Research on Advances in Digital Technologies to Promote Rehabilitation and Community Participation; IGI Global: Pennsylvania, PA,
USA, 2023; pp. 228–245.

15. Ikumapayi, O.; Kayode, J.; Afolalu, A.; Nnochiri, E.; Olowe, K.; Bodunde, O. Telehealth and Telemedicine—An Overview. In
Proceedings of the 3rd African International Conference on Industrial Engineering and Operations Management, Nsukka, Nigeria,
5–7 April 2022. [CrossRef]

16. Allely, E.B. Synchronous and asynchronous telemedicine. J. Med. Syst. 1995, 19, 207–212. [CrossRef] [PubMed]
17. Anker, S.D.; Koehler, F.; Abraham, W.T. Telemedicine and remote management of patients with heart failure. Lancet 2011, 378,

731–739. [CrossRef] [PubMed]
18. Brahmbhatt, D.H.; Cowie, M.R. Remote Management of Heart Failure: An Overview of Telemonitoring Technologies. Card. Fail.

Rev. 2019, 5, 86–92. [CrossRef] [PubMed]
19. Dierckx, R.; Pellicori, P.; Cleland, J.G.F.; Clark, A.L. Telemonitoring in heart failure: Big Brother watching over you. Heart Fail. Rev.

2014, 20, 107–116. [CrossRef] [PubMed]
20. Karamichalakis, N.; Parissis, J.; Bakosis, G.; Bistola, V.; Ikonomidis, I.; Sideris, A.; Filippatos, G. Implantable devices to monitor

patients with heart failure. Heart Fail. Rev. 2018, 23, 849–857. [CrossRef] [PubMed]
21. Bekfani, T.; Fudim, M.; Cleland, J.G.F.; Jorbenadze, A.; von Haehling, S.; Lorber, A.; Rothman, A.M.K.; Stein, K.; Abraham, W.T.;

Sievert, H.; et al. A current and future outlook on upcoming technologies in remote monitoring of patients with heart failure. Eur.
J. Heart Fail. 2020, 23, 175–185. [CrossRef] [PubMed]

22. Inglis, S.C.; Clark, R.A.; McAlister, F.A.; Ball, J.; Lewinter, C.; Cullington, D.; Stewart, S.; Cleland, J.G.F. Structured telephone
support or telemonitoring programmes for patients with chronic heart failure. In Cochrane Database of Systematic Reviews; John
Wiley & Sons, Ltd.: Hoboken, NJ, USA, 2010. [CrossRef]

23. Koehler, F.; Koehler, K.; Prescher, S.; Kirwan, B.-A.; Wegscheider, K.; Vettorazzi, E.; Lezius, S.; Winkler, S.; Moeller, V.; Fiss, G.;
et al. Mortality and morbidity 1 year after stopping a remote patient management intervention: Extended follow-up results from
the telemedical interventional management in patients with heart failure II (TIM-HF2) randomised trial. Lancet Digit. Health 2020,
2, e16–e24. [CrossRef] [PubMed]

24. Winkler, S.; Koehler, K.; Prescher, S.; Koehler, M.; Kirwan, B.-A.; Tajsic, M.; Koehler, F. Is 24/7 remote patient management in
heart failure necessary? Results of the telemedical emergency service used in the TIM-HF and in the TIM-HF2 trials. ESC Heart
Fail. 2021, 8, 3613–3620. [CrossRef]

25. Hindricks, G.; Taborsky, M.; Glikson, M.; Heinrich, U.; Schumacher, B.; Katz, A.; Brachmann, J.; Lewalter, T.; Goette, A.; Block,
M.; et al. Implant-based multiparameter telemonitoring of patients with heart failure (IN-TIME): A randomised controlled trial.
Lancet 2014, 384, 583–590. [CrossRef]

26. Boehmer, J.P.; Hariharan, R.; Devecchi, F.G.; Smith, A.L.; Molon, G.; Capucci, A.; An, Q.; Averina, V.; Stolen, C.M.; Thakur, P.H.;
et al. A Multisensor Algorithm Predicts Heart Failure Events in Patients with Implanted Devices. JACC Heart Fail. 2017, 5,
216–225. [CrossRef]

https://doi.org/10.1161/cir.0000000000001137
https://doi.org/10.1002/ejhf.1594
https://doi.org/10.1016/S0140-6736(18)31808-7
https://doi.org/10.1016/j.jval.2014.08.1413
https://www.hse.ie/eng/about/who/gmscontracts/2019agreement/chronic-disease-management-programme
https://www.hse.ie/eng/about/who/gmscontracts/2019agreement/chronic-disease-management-programme
https://doi.org/10.1002/clc.22917
https://doi.org/10.1093/ageing/afy194
https://doi.org/10.1002/ehf2.13296
https://doi.org/10.1161/CIRCHEARTFAILURE.113.001281
https://doi.org/10.1016/j.amjcard.2015.04.058
https://doi.org/10.1002/ejhf.2655
https://www.ncbi.nlm.nih.gov/pubmed/36054801
https://doi.org/10.46254/AF03.20220258
https://doi.org/10.1007/BF02257174
https://www.ncbi.nlm.nih.gov/pubmed/7643019
https://doi.org/10.1016/S0140-6736(11)61229-4
https://www.ncbi.nlm.nih.gov/pubmed/21856487
https://doi.org/10.15420/cfr.2019.5.3
https://www.ncbi.nlm.nih.gov/pubmed/31179018
https://doi.org/10.1007/s10741-014-9449-4
https://www.ncbi.nlm.nih.gov/pubmed/24972644
https://doi.org/10.1007/s10741-018-9742-8
https://www.ncbi.nlm.nih.gov/pubmed/30284661
https://doi.org/10.1002/ejhf.2033
https://www.ncbi.nlm.nih.gov/pubmed/33111389
https://doi.org/10.1002/14651858.cd007228.pub2
https://doi.org/10.1016/S2589-7500(19)30195-5
https://www.ncbi.nlm.nih.gov/pubmed/33328035
https://doi.org/10.1002/ehf2.13413
https://doi.org/10.1016/S0140-6736(14)61176-4
https://doi.org/10.1016/j.jchf.2016.12.011


Sensors 2024, 24, 2546 26 of 29

27. Virani, S.A.; Sharma, V.; McCann, M.; Koehler, J.; Tsang, B.; Zieroth, S. Prospective evaluation of integrated device diagnostics for
heart failure management: Results of the TRIAGE-HF study. ESC Heart Fail. 2018, 5, 809–817. [CrossRef]

28. Whellan, D.J.; Ousdigian, K.T.; Al-Khatib, S.M.; Pu, W.; Sarkar, S.; Porter, C.B.; Pavri, B.B.; O’Connor, C.M. Combined Heart
Failure Device Diagnostics Identify Patients at Higher Risk of Subsequent Heart Failure Hospitalizations. J. Am. Coll. Cardiol.
2010, 55, 1803–1810. [CrossRef]

29. Gheorghiade, M.; Follath, F.; Ponikowski, P.; Barsuk, J.H.; Blair, J.E.A.; Cleland, J.G.; Dickstein, K.; Drazner, M.H.; Fonarow, G.C.;
Jaarsma, T.; et al. Assessing and grading congestion in acute heart failure: A scientific statement from the Acute Heart Failure
Committee of the Heart Failure Association of the European Society of Cardiology and endorsed by the European Society of
Intensive Care Medicine. Eur. J. Heart Fail. 2010, 12, 423–433. [CrossRef]

30. Sarasohn-Kahn, J. How Smartphones are Changing Health Care for Consumers and Providers; California Health Care Foundation:
Oakland, CA, USA, 2010.

31. Merchant, F.M.; Dec, G.W.; Singh, J.P. Implantable sensors for heart failure. Circ. Arrhythm. Electrophysiol. 2010, 3, 657–667.
[CrossRef]

32. Thomas, L.; Abhayaratna, W.P. Left Atrial Reverse Remodeling. JACC Cardiovasc. Imaging 2017, 10, 65–77. [CrossRef]
33. Abraham, W.T.; Perl, L. Implantable Hemodynamic Monitoring for Heart Failure Patients. J. Am. Coll. Cardiol. 2017, 70, 389–398.

[CrossRef]
34. Abraham, W.T.; Adamson, P.B.; Costanzo, M.R.; Eigler, N.; Gold, M.; Klapholz, M.; Maurer, M.; Saxon, L.; Singh, J.; Troughton, R.

Hemodynamic Monitoring in Advanced Heart Failure: Results from the LAPTOP-HF Trial. J. Card. Fail. 2016, 22, 940. [CrossRef]
35. Ritzema, J.; Melton, I.C.; Richards, A.M.; Crozier, I.G.; Frampton, C.; Doughty, R.N.; Whiting, J.; Kar, S.; Eigler, N.; Krum, H.; et al.

Direct Left Atrial Pressure Monitoring in Ambulatory Heart Failure Patients. Circulation 2007, 116, 2952–2959. [CrossRef]
36. Ritzema, J.; Troughton, R.; Melton, I.; Crozier, I.; Doughty, R.; Krum, H.; Walton, A.; Adamson, P.; Kar, S.; Shah, P.K.; et al.

Physician-Directed Patient Self-Management of Left Atrial Pressure in Advanced Chronic Heart Failure. Circulation 2010, 121,
1086–1095. [CrossRef]

37. Pretorius, V.; Birgersdotter-Green, U.; Heywood, J.T.; Hafelfinger, W.; Gutfinger, D.E.; Eigler, N.L.; Love, C.J.; Abraham, W.T.
An implantable left atrial pressure sensor lead designed for percutaneous extraction using standard techniques. Pacing Clin.
Electrophysiol. 2013, 36, 570–577. [CrossRef]

38. Casimir Ahn, H.; Delshad, B. An Implantable Pressure Sensor for Long-term Wireless Monitoring of Cardiac Function-First Study
in Man. J. Cardiovasc. Dis. Diagn. 2016, 4, 1000252. [CrossRef]

39. Hubbert, L.; Baranowski, J.; Delshad, B.; Ahn, H. Left Atrial Pressure Monitoring with an Implantable Wireless Pressure Sensor
after Implantation of a Left Ventricular Assist Device. ASAIO J. 2017, 63, e60–e65. [CrossRef]

40. Grose, R.; Strain, J.; Cohen, M.V. Pulmonary arterial V waves in mitral regurgitation: Clinical and experimental observations.
Circulation 1984, 69, 214–222. [CrossRef]

41. Klein, A.L.; Stewart, W.J.; Bartlett, J.; Cohen, G.I.; Kahan, F.; Pearce, G.; Husbands, K.; Bailey, A.S.; Salcedo, E.E.; Cosgrove,
D.M. Effects of mitral regurgitation on pulmonary venous flow and left atrial pressure: An intraoperative transesophageal
echocardiographic study. J. Am. Coll. Cardiol. 1992, 20, 1345–1352. [CrossRef] [PubMed]

42. Ritzema-Carter, J.L.T.; Smyth, D.; Troughton, R.W.; Crozier, I.G.; Melton, I.C.; Richards, A.M.; Eigler, N.; Whiting, J.; Kar, S.;
Krum, H.; et al. Dynamic Myocardial Ischemia Caused by Circumflex Artery Stenosis Detected by a New Implantable Left Atrial
Pressure Monitoring Device. Circulation 2006, 113, e705–e706. [CrossRef]

43. D’Amario, D.; Restivo, A.; Merkin, D.; Crea, F.; Ince, H.; Sievert, H.; Schaefer, U.; Trani, C.; Di Mario, C.; Anker, S.; et al. Safety,
usability, and performance of a wireless left atrial pressure monitoring system in patients with heart failure: The VECTOR-HF
trial (final results). Eur. Heart J. 2023, 44 (Suppl. S2), 902–911. [CrossRef] [PubMed]

44. Perl, L.; Soifer, E.; Bartunek, J.; Erdheim, D.; Köhler, F.; Abraham, W.T.; Meerkin, D. A Novel Wireless Left Atrial Pressure
Monitoring System for Patients with Heart Failure, First Ex-Vivo and Animal Experience. J. Cardiovasc. Transl. Res. 2019, 12,
290–298. [CrossRef]

45. Magalski, A.; Adamson, P.; Gadler, F.; Böehm, M.; Steinhaus, D.; Reynolds, D.; Vlach, K.; Linde, C.; Cremers, B.; Sparks, B.; et al.
Continuous ambulatory right heart pressure measurements with an implantable hemodynamic monitor: A multicenter, 12-month
follow-up study of patients with chronic heart failure. J. Card. Fail. 2002, 8, 63–70. [CrossRef]

46. Reynolds, D.W.; Bartelt, N.; Taepke, R.; Bennett, T.D. Measurement of pulmonary artery diastolic pressure from the right ventricle.
J. Am. Coll. Cardiol. 1995, 25, 1176–1182. [CrossRef]

47. Adamson, P.B.; Magalski, A.; Braunschweig, F.; Böhm, M.; Reynolds, D.; Steinhaus, D.; Luby, A.; Linde, C.; Ryden, L.; Cremers, B.;
et al. Ongoing right ventricular hemodynamics in heart failure. J. Am. Coll. Cardiol. 2003, 41, 565–571. [CrossRef]

48. Bourge, R.C.; Abraham, W.T.; Adamson, P.B.; Aaron, M.F.; Aranda, J.M.; Magalski, A.; Zile, M.R.; Smith, A.L.; Smart, F.W.;
O’Shaughnessy, M.A.; et al. Randomized Controlled Trial of an Implantable Continuous Hemodynamic Monitor in Patients with
Advanced Heart Failure. J. Am. Coll. Cardiol. 2008, 51, 1073–1079. [CrossRef]

49. Klapholz, M.; Mauer, M.; Lowe, A.M. Hospitalization for heart failure in the presence of a normal left ventricular ejection fraction.
Results of the New York Heart Failure Registry. ACC Curr. J. Rev. 2004, 13, 37. [CrossRef]

https://doi.org/10.1002/ehf2.12309
https://doi.org/10.1016/j.jacc.2009.11.089
https://doi.org/10.1093/eurjhf/hfq045
https://doi.org/10.1161/CIRCEP.110.959502
https://doi.org/10.1016/j.jcmg.2016.11.003
https://doi.org/10.1016/j.jacc.2017.05.052
https://doi.org/10.1016/j.cardfail.2016.09.012
https://doi.org/10.1161/CIRCULATIONAHA.107.702191
https://doi.org/10.1161/CIRCULATIONAHA.108.800490
https://doi.org/10.1111/pace.12111
https://doi.org/10.4172/2329-9517.1000252
https://doi.org/10.1097/MAT.0000000000000451
https://doi.org/10.1161/01.CIR.69.2.214
https://doi.org/10.1016/0735-1097(92)90247-K
https://www.ncbi.nlm.nih.gov/pubmed/1430685
https://doi.org/10.1161/CIRCULATIONAHA.105.572040
https://doi.org/10.1002/ejhf.2869
https://www.ncbi.nlm.nih.gov/pubmed/37092287
https://doi.org/10.1007/s12265-018-9856-3
https://doi.org/10.1054/jcaf.2002.32373
https://doi.org/10.1016/0735-1097(94)00510-W
https://doi.org/10.1016/S0735-1097(02)02896-6
https://doi.org/10.1016/j.jacc.2007.10.061
https://doi.org/10.1016/j.accreview.2004.06.008


Sensors 2024, 24, 2546 27 of 29

50. Owan, T.E.; Hodge, D.O.; Herges, R.M.; Jacobsen, S.J.; Roger, V.L.; Redfield, M.M. Trends in Prevalence and Outcome of Heart
Failure with Preserved Ejection Fraction. N. Engl. J. Med. 2006, 355, 251–259. [CrossRef]

51. Ponikowski, P.; Voors, A.A.; Anker, S.D.; Bueno, H.; Cleland, J.G.F.; Coats, A.J.S.; Falk, V.; González-Juanatey, J.R.; Harjola, V.-P.;
Jankowska, E.A.; et al. 2016 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure. Eur. Heart J. 2016,
37, 2129–2200. [CrossRef]

52. Smith, G.L.; Masoudi, F.A.; Vaccarino, V.; Radford, M.J.; Krumholz, H.M. Outcomes in heart failure patients with preserved
ejection fraction mortality, readmission and functional decline. ACC Curr. J. Rev. 2003, 12, 61. [CrossRef]

53. Abraham, W.T.; Adamson, P.B.; Bourge, R.C.; Aaron, M.F.; Costanzo, M.R.; Stevenson, L.W.; Strickland, W.; Neelagaru, S.; Raval,
N.; Krueger, S.; et al. Wireless pulmonary artery haemodynamic monitoring in chronic heart failure: A randomised controlled
trial. Lancet 2011, 377, 658–666. [CrossRef]

54. Adamson, P.B.; Abraham, W.T.; Aaron, M.; Aranda, J.M.; Bourge, R.C.; Smith, A.; Stevenson, L.W.; Bauman, J.G.; Yadav, J.S.
CHAMPION∗ Trial Rationale and Design: The Long-Term Safety and Clinical Efficacy of a Wireless Pulmonary Artery Pressure
Monitoring System. J. Card. Fail. 2011, 17, 3–10. [CrossRef]

55. Abraham, W.T.; Stevenson, L.W.; Bourge, R.C.; Lindenfeld, J.A.; Bauman, J.G.; Adamson, P.B. Sustained efficacy of pulmonary
artery pressure to guide adjustment of chronic heart failure therapy: Complete follow-up results from the CHAMPION ran-
domised trial. Lancet 2016, 387, 453–461. [CrossRef]

56. Costanzo, M.R.; Stevenson, L.W.; Adamson, P.B.; Desai, A.S.; Heywood, J.T.; Bourge, R.C.; Bauman, J.; Abraham, W.T. Interven-
tions Linked to Decreased Heart Failure Hospitalizations during Ambulatory Pulmonary Artery Pressure Monitoring. JACC
Heart Fail. 2016, 4, 333–344. [CrossRef]

57. Lindenfeld, J.; Zile, M.R.; Desai, A.S.; Bhatt, K.; Ducharme, A.; Horstmanshof, D.; Krim, S.R.; Maisel, A.; Mehra, M.R.; Paul,
S.; et al. Haemodynamic-guided management of heart failure (GUIDE-HF): A randomised controlled trial. Lancet 2021, 398,
991–1001. [CrossRef]

58. Angermann, C.E.; Assmus, B.; Anker, S.D.; Asselbergs, F.W.; Brachmann, J.; Brett, M.E.; Brugts, J.J.; Ertl, G.; Ginn, G.; Hilker, L.;
et al. Pulmonary artery pressure-guided therapy in ambulatory patients with symptomatic heart failure: CardioMEMS European
Monitoring Study for Heart Failure (MEMS-HF). Eur. J. Heart Fail. 2020, 22, 1891–1901. [CrossRef]

59. Shavelle, D.M.; Desai, A.S.; Stevenson, L.W. Response by Shavelle et al. to Letters Regarding Article, “Lower Rates of Heart
Failure and All-Cause Hospitalizations During Pulmonary Artery Pressure-Guided Therapy for Ambulatory Heart Failure:
One-Year Outcomes from the CardioMEMS Post-Approval Study”. Circ. Heart Fail. 2021, 14, e008046. [CrossRef]

60. Heywood, J.T.; Zalawadiya, S.; Bourge, R.C.; Costanzo, M.R.; Desai, A.S.; Rathman, L.D.; Raval, N.; Shavelle, D.M.; Henderson,
J.D.; Brett, M.-E.; et al. Sustained Reduction in Pulmonary Artery Pressures and Hospitalizations During 2 Years of Ambulatory
Monitoring. J. Card. Fail. 2023, 29, 56–66. [CrossRef]

61. Abraham, J.; Bharmi, R.; Jonsson, O.; Oliveira, G.H.; Artis, A.; Valika, A.; Capodilupo, R.; Adamson, P.B.; Roberts, G.; Dalal, N.;
et al. Association of Ambulatory Hemodynamic Monitoring of Heart Failure with Clinical Outcomes in a Concurrent Matched
Cohort Analysis. JAMA Cardiol. 2019, 4, 556–563. [CrossRef]

62. Desai, A.S.; Bhimaraj, A.; Bharmi, R.; Jermyn, R.; Bhatt, K.; Shavelle, D.; Redfield, M.M.; Hull, R.; Pelzel, J.; Davis, K.; et al.
Ambulatory Hemodynamic Monitoring Reduces Heart Failure Hospitalizations in “Real-World” Clinical Practice. J. Am. Coll.
Cardiol. 2017, 69, 2357–2365. [CrossRef]

63. Kishino, Y.; Kuno, T.; Malik, A.H.; Lanier, G.M.; Sims, D.B.; Ruiz Duque, E.; Briasoulis, A. Effect of pulmonary artery pressure-
guided therapy on heart failure readmission in a nationally representative cohort. ESC Heart Fail. 2022, 9, 2511–2517. [CrossRef]

64. Cowie, M.R.; Flett, A.; Cowburn, P.; Foley, P.; Chandrasekaran, B.; Loke, I.; Critoph, C.; Gardner, R.S.; Guha, K.; Betts, T.R.; et al.
Real-world evidence in a national health service: Results of the UK CardioMEMS HF System Post-Market Study. ESC Heart Fail.
2022, 9, 48–56. [CrossRef]

65. Veenis, J.F.; Manintveld, O.C.; Constantinescu, A.A.; Caliskan, K.; Birim, O.; Bekkers, J.A.; van Mieghem, N.M.; den Uil, C.A.;
Boersma, E.; Lenzen, M.J.; et al. Design and rationale of haemodynamic guidance with CardioMEMS in patients with a left
ventricular assist device: The HEMO-VAD pilot study. ESC Heart Fail. 2019, 6, 194–201. [CrossRef]

66. Veenis, J.F.; Radhoe, S.P.; van Mieghem, N.M.; Manintveld, O.C.; Bekkers, J.A.; Caliskan, K.; Bogers, A.J.J.C.; Zijlstra, F.; Brugts,
J.J. Safety and feasibility of hemodynamic pulmonary artery pressure monitoring using the CardioMEMS device in LVAD
management. J. Card. Surg. 2021, 36, 3271–3280. [CrossRef]

67. Veenis, J.F.; Radhoe, S.P.; van Mieghem, N.M.; Manintveld, O.C.; Caliskan, K.; Birim, O.; Bekkers, J.A.; Boersma, E.; Lenzen, M.J.;
Zijlstra, F.; et al. Remote hemodynamic guidance before and after left ventricular assist device implantation: Short-term results
from the HEMO-VAD pilot study. Future Cardiol. 2021, 17, 885–898. [CrossRef]

68. Brugts, J.J.; Radhoe, S.P.; Clephas, P.R.D.; Aydin, D.; van Gent, M.W.F.; Szymanski, M.K.; Rienstra, M.; van den Heuvel, M.H.; da
Fonseca, C.A.; Linssen, G.C.M.; et al. Remote haemodynamic monitoring of pulmonary artery pressures in patients with chronic
heart failure (MONITOR-HF): A randomised clinical trial. Lancet 2023, 401, 2113–2123. [CrossRef]

69. Mullens, W.; Sharif, F.; Dupont, M.; Rothman, A.M.K.; Wijns, W. Digital health care solution for proactive heart failure management
with the Cordella Heart Failure System: Results of the SIRONA first-in-human study. Eur. J. Heart Fail. 2020, 22, 1912–1919.
[CrossRef]

https://doi.org/10.1056/NEJMoa052256
https://doi.org/10.1093/eurheartj/ehw128
https://doi.org/10.1016/S1062-1458(03)00300-3
https://doi.org/10.1016/S0140-6736(11)60101-3
https://doi.org/10.1016/j.cardfail.2010.08.002
https://doi.org/10.1016/S0140-6736(15)00723-0
https://doi.org/10.1016/j.jchf.2015.11.011
https://doi.org/10.1016/S0140-6736(21)01754-2
https://doi.org/10.1002/ejhf.1943
https://doi.org/10.1161/CIRCHEARTFAILURE.120.008046
https://doi.org/10.1016/j.cardfail.2022.10.422
https://doi.org/10.1001/jamacardio.2019.1384
https://doi.org/10.1016/j.jacc.2017.03.009
https://doi.org/10.1002/ehf2.13956
https://doi.org/10.1002/ehf2.13748
https://doi.org/10.1002/ehf2.12392
https://doi.org/10.1111/jocs.15767
https://doi.org/10.2217/fca-2020-0182
https://doi.org/10.1016/S0140-6736(23)00923-6
https://doi.org/10.1002/ejhf.1870


Sensors 2024, 24, 2546 28 of 29

70. Sharif, F.; Rosenkranz, S.; Bartunek, J.; Kempf, T.; Assmus, B.; Mahon, N.G.; Mullens, W. Safety and efficacy of a wireless
pulmonary artery pressure sensor: Primary endpoint results of the SIRONA 2 clinical trial. ESC Heart Fail. 2022, 9, 2862–2872.
[CrossRef]

71. Guichard, J.L.; Cowger, J.A.; Chaparro, S.V.; Kiernan, M.S.; Mullens, W.; Mahr, C.; Mullin, C.; Forouzan, O.; Hiivala, N.J.;
Sauerland, A.; et al. Rationale and Design of the Proactive-HF Trial for Managing Patients with NYHA Class III Heart Failure by
Using the Combined Cordella Pulmonary Artery Sensor and the Cordella Heart Failure System. J. Card. Fail. 2023, 29, 171–180.
[CrossRef]

72. Ivey-Miranda, J.B.; Wetterling, F.; Gaul, R.; Sheridan, S.; Asher, J.L.; Rao, V.S.; Maulion, C.; Mahoney, D.; Mebazaa, A.; Gray, A.P.;
et al. Changes in inferior vena cava area represent a more sensitive metric than changes in filling pressures during experimental
manipulation of intravascular volume and tone. Eur. J. Heart Fail. 2022, 24, 455–462. [CrossRef]

73. Sheridan, W.S.; Wetterling, F.; Testani, J.M.; Borlaug, B.A.; Fudim, M.; Damman, K.; Gray, A.; Gaines, P.; Poloczek, M.; Madden,
S.; et al. Safety and performance of a novel implantable sensor in the inferior vena cava under acute and chronic intravascular
volume modulation. Eur. J. Heart Fail. 2023, 25, 754–763. [CrossRef]

74. Anand, I.S. Cardiorenal syndrome: A cardiologist’s perspective of pathophysiology. Clin. J. Am. Soc. Nephrol. 2013, 8, 1800–1807.
[CrossRef]

75. Drazner, M.H.; Rame, J.E.; Stevenson, L.W.; Dries, D.L. Prognostic Importance of Elevated Jugular Venous Pressure and a Third
Heart Sound in Patients with Heart Failure. N. Engl. J. Med. 2001, 345, 574–581. [CrossRef]

76. Manavi, T.; Vazquez, P.; O’Grady, H.; Martina, J.; Rose, M.; Nielsen, D.; Fitzpatrick, D.; Forouzan, O.; Nagy, M.; Sharif, F.; et al. A
novel wireless implant for central venous pressure measurement: First animal experience. Cardiovasc. Digit. Health J. 2020, 1,
130–138. [CrossRef] [PubMed]

77. Manavi, T.; Vazquez, P.; Tubassam, M.; Zafar, J.; Sharif, F.; Zafar, H. Determination of optimal implantation site in central venous
system for wireless hemodynamic monitoring. Int. J. Cardiol. Heart Vasc. 2020, 27, 100510. [CrossRef]

78. Manavi, T.; Ijaz, M.; O’Grady, H.; Nagy, M.; Martina, J.; Finucane, C.; Sharif, F.; Zafar, H. Design and Haemodynamic Analysis of
a Novel Anchoring System for Central Venous Pressure Measurement. Sensors 2022, 22, 8552. [CrossRef]

79. Raj, L.M.; Saxon, L.A. Haemodynamic Monitoring Devices in Heart Failure: Maximising Benefit with Digitally Enabled Patient
Centric Care. Arrhythm. Electrophysiol. Rev. 2018, 7, 294–298. [CrossRef]

80. Schmier, J.K.; Ong, K.L.; Fonarow, G.C. Cost-Effectiveness of Remote Cardiac Monitoring With the CardioMEMS Heart Failure
System. Clin. Cardiol. 2017, 40, 430–436. [CrossRef]

81. Herbert, R.; Lim, H.-R.; Rigo, B.; Yeo, W.-H. Fully implantable wireless batteryless vascular electronics with printed soft sensors
for multiplex sensing of hemodynamics. Sci. Adv. 2022, 8, eabm1175. [CrossRef]

82. Craig, W.; Ohlmann, S.E. Remote Patient Management Facilitates Guideline Directed Medical Therapy Improving Outcomes. J.
Card. Fail. 2022, 28, S49. [CrossRef]

83. Manavi, G.S.T.; Barton, J.; Coen, E.; Zafar, H.; Sharif, F. Remote Patient Management of Chronic Heart Failure during
COVID-19. Health Promotion through E-Health: Challenges and Opportunities, Conference Proceeding 2021. Available on-
line: https://www.researchgate.net/publication/363272741_Remote_Patient_Management_of_Chronic_Heart_Failure_during_
COVID-19#fullTextFileContent (accessed on 6 February 2024).

84. Manavi, G.S.T.; Barton, J.; Coen, E.; Fitzpatrick, D.; Finucane, C.; Williams, M.; Zafar, H.; Sharif, F. Remote Patient Management
of Chronic Heart Failure in West Ireland. In Proceedings of the EuroPCR 2023, Conference Presentation, Paris, France, 16
May 2023. Available online: https://eposter.europa-organisation.com/2023/europcr/index/slide/abstract/143 (accessed on 6
February 2024).

85. Caples, N. Fluid Heart Tracker. Health Innovation Hub Ireland. Available online: https://hih.ie/downloads/case-studies/Spark-
Ignite-case-study_Norma-Caples.pdf (accessed on 6 February 2024).

86. Caples, N. The Fluid Heart Tracker App-Knowing When to Make Contact for Early Medical Intervention for Deteriorating Heart
Failure. Health Summit. 19 February 2023. Available online: https://healthsummit.ie/wp-content/uploads/2023/02/19th-
National-Health-Summit.pptx.pdf (accessed on 6 February 2024).

87. Fudim, M.; Yazdi, D.; Egolum, U.; Haghighat, A.; Kottam, A.; Sauer, A.J.; Shah, H.; Kumar, P.; Rakita, V.; Centen, C.; et al. Use of a
Cardiac Scale to Predict Heart Failure Events: Design of SCALE-HF 1. Circ Heart Fail 2023, 16, e010012. [CrossRef]

88. Seto, E.; Leonard, K.J.; Cafazzo, J.A.; Barnsley, J.; Masino, C.; Ross, H.J. Mobile phone-based telemonitoring for heart failure
management: A randomized controlled trial. J. Med. Internet Res. 2012, 14, e31. [CrossRef]

89. Bouabida, K.; Malas, K.; Talbot, A.; Desrosiers, M.-È.; Lavoie, F.; Lebouché, B.; Taguemout, M.; Rafie, E.; Lessard, D.; Pomey, M.-P.
Remote Patient Monitoring Program for COVID-19 Patients Following Hospital Discharge: A Cross-Sectional Study. Front. Digit.
Health 2021, 3, 721044. [CrossRef]

90. Silva-Cardoso, J.; Juanatey, J.R.G.; Comin-Colet, J.; Sousa, J.M.; Cavalheiro, A.; Moreira, E. The Future of Telemedicine in the
Management of Heart Failure Patients. Card. Fail. Rev. 2021, 7, e11. [CrossRef]

91. D’Amario, D.; Canonico, F.; Rodolico, D.; Borovac, J.A.; Vergallo, R.; Montone, R.A.; Galli, M.; Migliaro, S.; Restivo, A.; Massetti,
M.; et al. Telemedicine, Artificial Intelligence and Humanisation of Clinical Pathways in Heart Failure Management: Back to the
Future and Beyond. Card. Fail. Rev. 2020, 6, e16. [CrossRef]

https://doi.org/10.1002/ehf2.14006
https://doi.org/10.1016/j.cardfail.2022.09.006
https://doi.org/10.1002/ejhf.2395
https://doi.org/10.1002/ejhf.2822
https://doi.org/10.2215/CJN.04090413
https://doi.org/10.1056/NEJMoa010641
https://doi.org/10.1016/j.cvdhj.2020.10.004
https://www.ncbi.nlm.nih.gov/pubmed/35265885
https://doi.org/10.1016/j.ijcha.2020.100510
https://doi.org/10.3390/s22218552
https://doi.org/10.15420/aer.2018.32.3
https://doi.org/10.1002/clc.22696
https://doi.org/10.1126/sciadv.abm1175
https://doi.org/10.1016/j.cardfail.2022.03.130
https://www.researchgate.net/publication/363272741_Remote_Patient_Management_of_Chronic_Heart_Failure_during_COVID-19#fullTextFileContent
https://www.researchgate.net/publication/363272741_Remote_Patient_Management_of_Chronic_Heart_Failure_during_COVID-19#fullTextFileContent
https://eposter.europa-organisation.com/2023/europcr/index/slide/abstract/143
https://hih.ie/downloads/case-studies/Spark-Ignite-case-study_Norma-Caples.pdf
https://hih.ie/downloads/case-studies/Spark-Ignite-case-study_Norma-Caples.pdf
https://healthsummit.ie/wp-content/uploads/2023/02/19th-National-Health-Summit.pptx.pdf
https://healthsummit.ie/wp-content/uploads/2023/02/19th-National-Health-Summit.pptx.pdf
https://doi.org/10.1161/CIRCHEARTFAILURE.122.010012
https://doi.org/10.2196/jmir.1909
https://doi.org/10.3389/fdgth.2021.721044
https://doi.org/10.15420/cfr.2020.32
https://doi.org/10.15420/cfr.2019.17


Sensors 2024, 24, 2546 29 of 29

92. Ganguli, I.; Gordon, W.J.; Lupo, C.; Sands-Lincoln, M.; George, J.; Jackson, G.; Rhee, K.; Bates, D.W. Machine Learning and the
Pursuit of High-Value Health Care. NEJM Catal. 2020, 1. [CrossRef]

93. Hillmann, H.A.K.; Hansen, C.; Przibille, O.; Duncker, D. The patient perspective on remote monitoring of implantable cardiac
devices. Front. Cardiovasc. Med. 2023, 10, 1123848. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1056/CAT.20.0094
https://doi.org/10.3389/fcvm.2023.1123848

	Introduction 
	Sensor-Based HF Monitoring 
	Haemodynamic Sensors in Clinical Practice 
	Left-Atrial Pressure (LAP) Monitoring 
	Right-Ventricular Pressure (RVP) Monitoring 
	Pulmonary Artery Pressure (PAP) Monitoring 
	Inferior Vena Cava (IVC) Area Monitoring 

	Haemodynamic Sensors in Preclinical Practice 
	Central Venous Pressure (CVP) Monitoring 
	Haemodynamic Sensing via a Vascular Electronic System (Wireless Arterial Stent) 


	Non-Invasive Haemodynamic Monitoring 
	Cordella HF System (CHFS) 
	Fluid Heart Tracker App 
	Scale-HF 1 Study 
	Mobile Phone-Based Telemonitoring 

	Conclusions and Future Outlook on Remote HF Management 
	References

