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[bookmark: _gfh11bzeaay1]ABSTRACT

Background: Telemedicine programmes can provide remote diagnostic information to aid clinical decision that could optimize care and reduce unplanned re-admissions post ACS. 

Objectives: TELE-ACS is a randomized controlled trial which aims to compare a telemedicine-based approach versus standard care in patients following ACS. 

Methods: Patients were suitable for inclusion with at least one cardiovascular risk factor and presenting with ACS and were randomized (1:1) prior to discharge. The primary outcome was time to first readmission at 6-months. Secondary outcomes included emergency department (ED) visits, major adverse cardiovascular events and patient reported symptoms. The primary analysis was performed according to intention to treat. The trial was registered on ClinicalTrial.gov (NCT05015634).
 
Results: 337 patients were randomized from January 2022 to April 2023, with a 3.6% drop-out rate. The mean age was 58.1 years. There was a reduced rate of readmission over 6-months (hazard ratio [HR] 0.24; 95% confidence interval [CI] 0.13 to 0.44; p < 0.001) and ED attendance (HR 0.59; 95% CI 0.59; 95% CI 0.40 to 0.89) in the telemedicine arm, and fewer unplanned coronary revascularizations (3% in telemedicine arm versus 9% in standard therapy arm). The occurrence of chest pain (9% versus 24%), breathlessness (21% versus 39%) and dizziness (6% versus 18%) at 6-months was lower in the telemedicine group.
 
Conclusions: The TELE-ACS study has shown that a telemedicine-based approach for the management of patients following ACS was associated with a reduction in hospital readmission, ED visits, unplanned coronary revascularization and patient reported symptoms.
 















LIST OF ABBREVIATIONS

ACS = Acute Coronary Syndrome 
BP = Blood Pressure 
ECG = Electrocardiogram
ED = Emergency Department


INTRODUCTION

Globally, as many as 7% of patients with acute coronary syndrome (ACS) die within a month of discharge from hospital 1, whilst up to a quarter are readmitted 2. Nearly half of these readmissions result from non-cardiac chest pain 3. Current international guidelines for the post-acute management of ACS are limited to recommending cardiac rehabilitation and secondary prevention, and do not examine follow-up or monitoring strategies 4,5. Consequently, health systems face a substantial challenge to develop and implement post-discharge care pathways that can improve clinical outcomes and reduce unnecessary healthcare utilization 6. 

Telemedicine systems are varied and can utilise several clinical and wearable technologies 7, but also can include patient entered clinical data, and human interaction, automated or artificial intelligence driven algorithms 8. In heart failure management, a reduction in cardiovascular mortality and unplanned hospitalisation has been demonstrated using different protocols 9,10. Observational data has suggested that remote electrocardiography, initiated and self-administered by patients and combined with telephonic clinical review, may be associated with better outcomes in patients with ACS 11, indicating the need for this randomized controlled trial to prove outcome benefit in patients following acute coronary syndromes 12.  

We designed TELE-ACS (Remote Acute Assessment of Patients with High Cardiovascular Risk Post-Acute Coronary Syndrome, ClinicalTrials.gov ID: NCT05015634) to assess the impact of a patient-initiated remote monitoring service on the risk of readmission following ACS, including 12-lead ECG, vital sign data and algorithmically supported clinical review. 



METHODS
[bookmark: _hm677b1wci9d]Trial design 

The trial was a randomized two-armed trial recruiting participants from a large tertiary centre in London, United Kingdom. This investigator-initiated study was sponsored by Imperial College London. The trial protocol is supplied in the Supplement. The trial was approved by Fulham Research Ethics Committee (21/LO/0651). All the participants provided written informed consent. The trial was registered at ClinicalTrials.gov (ID: NCT05015634).

We estimated that the baseline event rate for readmission in the standard therapy arm would be 30% readmission at 6 months, with a relative hazard of 0.5 for the telemedicine arm. We allowed for a high censoring rate of 15% in each arm due to competing risks and withdrawal of consent due to difficulty with the telemedicine protocol, based on which a total of 338 patients with a 1:1 randomization ratio would provide 80% power at a two tailed alpha of 0.05. 
[bookmark: _lcy8u1d4hkwx]
Study participants

We included patients diagnosed with acute coronary syndromes who underwent percutaneous coronary intervention as an inpatient. In addition, patients required at least one of the following risk factors: current or previous tobacco use; hypertension; diabetes; hypercholesterolemia; or male aged 50 years or greater. Participants were only eligible if they had access to a smartphone or smart device. Patients were excluded if they were unable to use the telemonitoring equipment, anticipated difficulty engaging with virtual consultations during screening, or if their life expectancy was 9 months or less.
[bookmark: _h9ek7aun7p6]Study procedure
Patients were randomized 1:1 to either the intervention or standard routine care arms. In the intervention arm, patients received a telemonitoring package and accompanied training, prior to hospital discharge. This package consisted of a user-applied 12-lead electrocardiogram (ECG) belt (SHL Smartheart [SHL Telemedicine, Tel Aviv, Israel], which is both FDA-approved and CE-marked); an automated blood pressure monitor (Omron Basic M2 [Omron Corporation, Kyoto, Japan]) as well as a pulse oximeter (Kinetik Wellbeing, Surrey, UK) (Supplementary Figure A1). The SHL Smartheart device links to the patient’s smart device via Bluetooth and automatically transmits a copy of the ECG and generates an SMS alert to the trial team via cellular internet connectivity, once the belt has been applied. Patients received follow-up training calls after discharge (2-, 4- and 8-weeks) to ensure proficiency in using the telemonitoring equipment as well as quality of ECGs acquired. 

On the occurrence of symptoms that were considered by the patient to be potentially cardiac in nature, patients in the intervention arm used the telemonitoring equipment. Patients in the control arm continued as usual, seeking medical advice from primary care or emergency services. In the intervention arm, patients received a telephone call from the trial team to collect further clinical details, prior to a cardiologist contacting the patient to provide medical advice.

In the intervention arm, a cardiologist performed a remote clinical assessment of the patients’ symptoms, accompanied by their vital signs and ECG, and triage outcomes to either 1) reassurance with clinical follow-up as previously planned, 2) advice to contact their primary care physician; 3) advice to attend an emergency department for further assessment (or to telephone emergency services if this was not possible), or 4) advice to telephone emergency services. To assist the cardiologist in decision making, a clinical decision support algorithm was devised and internally validated, categorizing symptoms and clinical parameters into risk categories (see Supplementary Figure A2).

If patients did not receive contact from a cardiologist within 15-minutes of symptom reporting, they were advised to seek medical advice via usual clinical pathways. In addition, remote consultations were only available 7.00-23.00 Monday-Friday; patients were advised to seek advice from non-trial channels outside of these periods. Supplementary Figure A3 summarizes the trial workflow.

Patients in the active arm retained the telemonitoring equipment for 6-months. Patients in both arms underwent routine remote trial follow-up at 3-, 6- and 9-months, collecting data relating to unplanned medical consultations, emergency department visits, hospital admissions as well as quality of life outcome measures.
[bookmark: _xwuern4crto1]Study outcomes
The primary study outcome was the time to first formal hospital admission (not including emergency department attendance) over a 6-month period. Key prespecified secondary outcomes included: time to first formal hospital admission at 9-months (telemonitoring ceased at 6-months therefore the 6 to 9 month period reflects a legacy effect); total length of hospital stay at 3-, 6- and 9-months; all-cause mortality, recurrent myocardial infarction, and stroke at 9-months; invasive coronary angiography ± angioplasty; as well as time to first emergency department attendance at 9-months.

[bookmark: _yqg6307dv51r]Statistical analysis
[bookmark: _vc099jkid00g]The statistical analysis plan is provided in the Supplement. Survival analysis using a Cox proportional hazard model and Kaplan-Meier estimator was used for the primary endpoint of time to readmission within 6 months of randomization, and the secondary endpoint of time to emergency department attendance. Patients with no readmission were censored at the point of last follow-up. Difference in readmission between groups were expressed as a hazard ratio, with 95% confidence interval, and a two-sided p value.  Secondary binary outcomes were analysed by calculated differences in percentages between groups, along with corresponding confidence intervals, along with a two-sample test of proportions. Continuous secondary outcomes were skewed in their distribution and analysed using the Mann-Whitney test.  
RESULTS
[bookmark: _mliut88wdhx3]Patients
372 patients from a large tertiary centre in London were assessed for eligibility (Figure 1) and 337 participants were randomized between January 06, 2022, and April 03, 2023. The mean age was 58.1 years and 86.1% of patients were male. 169 participants were assigned to the telemedicine group and 168 to standard care.

Table 1 and Supplementary Table A1 show the baseline patient characteristics, whilst Supplementary Tables A2 and A3 display blood results and vital signs immediately prior to hospital discharge. Supplementary Table A4 shows the procedural characteristics of randomized patients and their pharmacological therapy at discharge. Baseline statistics were balanced between the two arms, and most patients were receiving optimal medical therapy, with >99% receiving dual antiplatelet therapy, 98% receiving cholesterol lowering therapy, >90% receiving beta blockers, and >88% receiving angiotensin converting enzyme inhibitors or angiotensin receptor blockers.
[bookmark: _x0x3ao6kso6p]Adherence and follow-up
Of the 337 patients randomized, all received the allocated intervention except one patient due to mortality prior to discharge. Patients were analysed on an intention to treat basis. 6 patients in the telemedicine arm and 1 patient in the control arm withdrew from the study immediately following randomization and provided no data for the primary outcome, leaving 163 patients in the telemedicine arm and 167 patients in the control arm for the primary endpoint analysis.

All patients underwent the training calls at 2,4, and 8 weeks post discharge. There were 169 calls logged in the intervention arm, of which 108 were in study hours. 42% of the active arm participants made at least one call to the research team during prescribed study hours. Only 8 patients (5%) made 3 or more calls within hours during the 6-month period. 55% of calls were handled through reassurance, 27% of patients were advised to seek non-urgent primary care, and 19% emergency care (Supplementary Table A5). Where there was advice to seek emergency care (20 call events), participants followed this advice in 14 instances, (70%) cases. These emergency department attendances led to admission in only 1 instance (5%).
[bookmark: _8x86sdyx5dmj]Study outcomes
13 participants in the telemedicine arm were formally readmitted to hospital (rather than just visited the emergency department) within 6 months versus 48 in the standard therapy arm (hazard ratio [HR] for the telemedicine group 0.24, 95% confidence interval [CI] 0.13 to 0.44, p < 0.001. (Table 2, Figure 2, and Supplementary Table A6).

40 participants in the telemedicine arm attended the emergency department during the 6-month follow-up (mean 0.3 attendances per participant, standard deviation [SD] 0.6), versus 62 participants in the control arm (mean 0.6 attendances per participant, SD 1.0); HR 0.59 (95% CI 0.40 to 0.89, p= 0.01). (Table 2 and Figure 3). Although this study was not designed to have power to compare subgroups, (Supplementary Table A7) presents patient subgroups analyses by age, sex, smoking status, and diabetes. 


By 9 months (3 months after the cessation of telemonitoring), 20 of participants in the telemedicine arm were formally readmitted to hospital versus 50 in the standard therapy arm (HR 0.35, 95% CI 0.21 to 0.59, p < 0.001). 52 participants in the telemedicine arm attended the emergency department versus 73 in the control arm (HR 0.66; 95% CI 0.46 to 0.94, p= 0.02) (Figure 3, Supplementary Table A6).

6-month cumulative length of stay post discharge was 0.5 days (SD 2.5 days) in the telemedicine arm, and 1.5 days (SD 4.4 days) in the standard therapy arm (mean difference -0.9 days, p < 0.001). At 9-month cumulative length of stay remained less in the active arm, with 1.2 days (SD 5.6) in the telemedicine arm and 1.8 days (SD 5.2 days) in the standard therapy arm (mean difference -0.6 days, p < 0.001) (Supplementary Table A8). 

Two participants (1%) in the telemedicine arm and two participants (1%) in the standard therapy arm died during 9-month follow-up (difference 0.0%; 95% CI -2% to +2%). The incidence of myocardial infarction (extracted from both patient records and as reported by patients on follow up) was lower in the telemedicine group, with 11 participants having events (7%), compared to 37 participants (22%) in the standard therapy group, corresponding to a 15% absolute reduction in risk (95% CI -23% to -8%, p < 0.001). Stroke occurrence was also lower in the telemedicine group, with 3 participants (2%) affected, versus 8 participants (5%) in the standard therapy group, corresponding to a 3% decrease in risk (95% CI -7%, 1%) (Supplementary Table A9 and Supplementary Figure A4 and A5).

4 participants (3%) in the telemedicine arm and 15 participants (9%) in the standard therapy arm underwent invasive coronary angiography ± angioplasty during the 6-month follow-up, (difference -7%, 95% CI -12% to -2%, P= 0.01).  Only one patient in the standard therapy arm underwent the procedure twice.  At 9 months, 6 participants (4%) in the telemedicine group underwent invasive coronary angiography ± angioplasty, compared to 16 participants (10%) in the standard therapy group, with a 6% risk reduction (95% CI -11%, -1%, P= 0.03) (Table 2)

We also examined the difference in patient-reported symptoms at 3-, 6- and 9-months. At 3-months, 12 (7%) of the intervention arm and 37 (22%) of the control arm reported chest pain (difference -15%, 95% CI -22% to -7%, P= 0.003). The difference persisted at 6-months, when asking the patients about symptoms since the 3 month follow up (9% versus 24%, difference -14%, 95% CI -22% to -6%, P= 0.001). However, having stopped the intervention at 6 months, at 9-months the difference in symptoms experienced since the 6 month follow up was abolished (14% versus 17%, difference -3%, 95% CI -11% to 5%). Similarly, and with the same questioning format at both 3- and 6-months there was greater patient reported breathlessness and dizziness in the control arm, which again was abrogated by 9-months (Supplementary Table A10).

Given that the intervention was provided only for the first 6 months of follow-up, we also present a further dissection of outcomes in the intervention-free period 6 to 9 months (Supplementary Table A11).   This demonstrates a loss of significance in outcome differences between the two study groups in the period where the intervention was withdrawn. This includes hospital admission; emergency room visits as well as length of stay. However, the initial effect between zero and six months was large enough to leave a legacy effect up to 9 months as shown the Kaplan Myer graphs (Figures 2 and 3) and Supplementary Figure A4 and A5. 




DISCUSSION 

In this randomized controlled trial involving patients treated for ACS, a post-discharge remote patient monitoring service for 6 months was associated with reduced hazard of unplanned hospitalisation compared with standard care. The effect size of the remote monitoring protocol was large, with a HR of 0.24 in event free survival in the active arm versus the standard of care over 6 months. Even after the intervention was withdrawn at 6 months, there was a sustained benefit of the intervention on unplanned hospitalizations, with a HR of 0.35 at 9 months.  

Furthermore, patients provided with the remote monitoring protocol intervention (Central Illustration) were less likely to present to the emergency room both at 6 and 9 months. The intervention arm had a significantly lower length of stay in hospital than those who only received the standard of care. The effect was early and sustained at 3, 6, and 9 months as well.  

The effect of the intervention on re-admissions, emergency room visits as well as total length of stay was sustained at nine months despite the remote monitoring protocol being withdrawn at 6 months. It was interesting to see that there was a ‘catch up’ effect between 6 and 9 months where in that isolated period there was no significant difference in these outcomes. However, the effect of the intervention in the first 6 months was large enough to sustain till the end of follow up at nine months as clearly seen in the Kaplan Meier graphs (Figure 2 and 3).

Furthermore, those in the remote monitoring group had fewer documented major adverse cardiovascular events, driven mainly by myocardial infarction. It is also interesting that the revascularization rate was lower in this group. The disparity suggests that the active arm had a benefit of fewer reported myocardial infarctions, despite less revascularization. It is quite possible that the latter was driven by the former, although causation cannot be concluded from our analysis. It may also be possible that the Hawthorne effect is present, whereby being in the active arm influenced behaviors, where subjects of the intervention group may have attempted to change, or seemingly improve, their behavior just because they are being closely monitored. However, we do not have evidence to support these theories, and other remote monitoring studies have discussed other factors, and proposed other theories that may come into play 13-15.  

It also follows that some active arm patients may have had missed infarcts at home, and symptoms may have been under-reported, However, the objective symptom data as well as mortality data does not corroborate this. We would have included a self-administered home high- sensitivity troponin test to enhance the study, if that were available and practicable. Once the technology is available, and easy to use and affordable across the globe, this point ought to be considered in future studies. 
The early detection and diagnosis of cardiac symptoms, with timely intervention and treatment initiation is key to any telehealth protocol and has been shown to improve patient safety 16,17.  However, as shown by studies focused on heart failure, it is also important for this protocol to be robust enough to prevent inappropriate readmissions and avoid in person assessment 18,19. Our study was designed to utilise a methodology that is novel, combining a clinical decision algorithm (Supplementary Figure A2), with objective data obtained remotely as well subjective data from a human conducted, remote patient consultation to reach a categorical decision of how patients are treated 20-22.  The combination of this intervention having direct access to assessment using a 12-lead ECG 23 at home, oxygen saturations and blood pressure (BP) coupled with the telemedicine consultation with a cardiologist, proved to be a powerful tool in preventing hospital admissions in this high-risk group.

The wide array of devices used in telemedicine, are rarely tested in a randomized controlled trial, and usually serve as a broad tool for a myriad of cardiovascular conditions with most studies reporting observational findings 24. However, in keeping with few randomized studies using different technologies 11, ours finds a reduction of readmissions in ACS. Moreover, we found those who had access to remote monitoring also had significantly fewer symptoms during the intervention period at 3 and 6 months, with no difference seen at 9 months, implying an effect on perception of symptoms, when patients feel that they have access to immediate assessment with adequate technology and response from the cardiac team. Some other studies have reported similar effect of remote monitoring on patients with cardiovascular disease. 25. 

Whilst this discrepancy may partially be attributed to the educational component provided to the study group regarding the use of remote monitoring equipment, it is also possible that patient education about symptoms, during the training, led to less reporting of some symptoms in the intervention arm (with the hypothetical added risk of missing some events). 

Our protocol presents a solution that is easily deployable in any healthcare system with adequate resources to provide ‘hospital at home’ service models. The protocol would be ideal for systems under inpatient capacity pressure and also in remote areas with limited access to in-person cardiology services 26. Furthermore, we learnt that in situations where admission to hospital may present risk, such as in the COVID-19 pandemic, a validated system like this will be effective in preventing unnecessary readmission 27-29. 

Study Limitations
There are some limitations to our trial. Firstly, we recruited mostly men. However, during the recruitment period from January 2022 to April 2023, a total of 517 patients presented to our heart attack centre via the ACS pathways. The demographic composition of these is skewed towards a male majority, with 82% (424 patients) being male and 18% (93 patients) female. This patient demographic was reflected in the composition of our study cohort out of these, 372 patients were assessed for eligibility, leading to the randomization of 337 participants.  It maybe that our population is significantly skewed in comparison to a general ACS population globally, but reflected our own center population. 

Furthermore, there was potential for recall bias from patients, as data was collected retrospectively for some of the symptoms. This is in addition to technological barriers and infrastructure requirements presenting some obstacles. The most recent overview of ‘Telehealth in the Management of Cardiovascular Disease Scientific Statement’ from the American Heart Association 16 highlighted a shift towards remote patient medicine, but emphasised that this uncovered systemic disparities, and limitations in the telehealth process 30. Other factors include data security and privacy concerns, regulatory and reimbursement challenge as well as patient acceptance and engagement 31. In addition, the intervention was only offered to participants who were smartphone owners. It is not known whether similar results would have been achieved if patients without a smartphone were provided with one. 

Another potential limitation is that in the study setting, we provided a high level of support that was provided to the telehealth group such that any phone call between 7am and 11pm on weekdays, where calls where triaged to a dedicated study team member with cardiology response within 15 minutes. This level of attention may be difficult to achieve outside of a clinical trial setting and needs investment and training to be achievable in any healthcare system.  There are also other potential factors that can influence readmission rates, that were beyond the scope of this study, such as outpatient comorbidity management, socioeconomic factors, and healthcare system disparities. A possible future pragmatic ‘real life’ study design could include a multi-center, multi-national assessment of a diverse patient population across different health systems to really understand the value added of the telemonitoring protocol on real world applicability. 

CONCLUSION
Our TELE-ACS protocol could provide substantial reduction in readmissions after ACS and potentially reduce the burden on an overstretched global health system. Implementation would need to be supplemented with ongoing innovations in telemedicine technology and software development, as well as well policy recommendations for telemedicine integration in clinical care pathways as recently adopted by the UK National Health Service 32. 






PERSPECTIVES
Competency In Patient Care: Post ACS patient have a significant risk of readmission post discharge. This study demonstrated that remote monitoring with a clinical decision algorithm protocol based on patient symptoms as well as 12 lead ECG, blood pressure and oxygen levels for 6 months, results in a significant reduction of readmissions to hospital as well as emergency room visits at 6 months with an added legacy effect also seen at 9 months. 
Translational Outlook:  Further studies need to establish the feasibility of implementation in different healthcare systems, with system based cost-benefit analysis, and tease out the causal relationship between remote monitoring and significant reduction in readmission rates. 
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TABLES 

	Characteristic
	Control [N=168]
	Active [N=169]

	Age - year
	58.6 ± 9.7
	57.6±8.7

	Female
	22 (13%)
	25 (15%)

	Race
	
	

	White
	78 (46%)
	78 (46%)

	Asian
	62 (37%)
	59 (35%)

	Black
	16 (9%)
	20 (12%)

	Mixed/other 
	13 (8%)
	12 (7%)

	Weight (kg)
	84.0 ± 14.2
	81.4 ± 14.9

	Smoker or Ex-smoker
	96 (57%)
	100 (59%)

	Diabetes
	49 (29%)
	46 (27%)

	Male, aged 50+
	123 (73%)
	116 (69%)

	Cerebrovascular disease
	19 (11%)
	9 (5%)

	Chronic kidney disease
	18 (11%)
	15 (9%)

	Previous cardiac revascularization
	35 (21%)
	30 (18%)

	Family history CAD
	70 (42%)
	66 (39%)

	Other risk factors
	125 (74%)
	125 (74%)

	History of angina
	164 (98%)
	162 (96%)

	Arrhythmia
	5 (3%)
	6 (4%)

	Previous MI
	27 (16%)
	31 (18%)

	Previous PCI
	28 (17%)
	26 (15%)

	Previous CABG 
	7 (4%)
	4 (2%)

	Out of hospital cardiac arrest 
	5 (3%)
	10 (6%)

	Cardiac transplant 
	0 (0%)
	0 (0%)

	Valvular heart disease 
	1 (1%)
	1 (1%)

	Valvular surgery
	0 (0%)
	0 (0%)



Table 1: Baseline Characteristics at enrollment.

Data are mean (SD) and n (%). CABG, coronary artery bypass graft; kg, kilograms; MI, myocardial infarction; no., number; PCI, percutaneous coronary intervention; SD, standard deviation.









 
	Outcomes/Variable
	Control
	Active
	Group difference

	 
	N
	Events (95% CI) (#)
	N
	Events (95% CI) (#)
	Hazard Ratio 
(95% CI) (+)
	 P-value

	Primary outcome 
6-month follow-up
	 
  

	Time to readmission
	167
	29% (23%, 36%)
	165
	8% (5%, 13%)
	0.24 (0.13, 0.44)
	<0.001

	

	Secondary outcomes
	

	Total length of stay
	Control
	Active 
	Group difference

	
	N
	Mean ± SD
	N
	Mean ± SD
	Mean difference (+)
	P-value

	LOS 0-3 months
	166
	0.8 ± 2.1
	162
	0.3 ± 1.4
	-0.5
	<0.001

	LOS 0-6 months
	165
	1.5 ± 4.4
	160
	0.5 ± 2.5
	-0.9 
	<0.001

	LOS 0-9 months
	165
	1.8 ± 5.2
	160
	1.2 ± 5.6
	-0.6 
	<0.001

	

	Time to event
6-month follow-up
	Control
	Active
	Group difference

	
	N
	Events (95% CI) (#)
	N
	Events (95% CI) (#)
	Hazard Ratio 
(95% CI) (+)
	P-value

	A&E visit
	167
	37% (30%, 45%)
	163
	24% (18%, 31%)
	0.59 (0.40, 0.89)
	0.01

	All-cause Mortality
	167
	1.2% (0.3%, 4.7%)
	163
	1.2% (0.3%, 4.9%)
	1.03 (0.15, 7.31)
	0.98

	Myocardial infarction
	167
	22% (17%, 29%)
	163
	7% (4%, 12%)
	0.27 (0.14, 0.53)
	<0.001

	Stroke
	167
	5% (2%, 9%)
	163
	2% (1%, 6%)
	0.38 (0.10, 1.42)
	0.15

	

	Coronary angiography /angioplasty
	Control
	Active
	Group difference

	
	N
	n (%)
	N
	n (%)
	% Difference 
(95% CI) (+)
	P-value

	6 months
	165
	15 (9%)
	160
	4 (3%)
	-7% (-12%, -2%)
	0.01

	9 months
	165
	16 (10%)
	160
	4 (3%)
	-6% (-11%, -1%)
	0.03

	

	9-month follow-up
	Control
	Active
	Group difference

	
	N
	Events (#) (95% CI)
	N
	Events (#) (95% CI)
	Hazard Ratio 
(95% CI) (+)
	 P-value

	Time to readmission
	167
	30% (24%, 38%)
	163
	12% (8%, 18%)
	0.35 (0.21, 0.59)
	<0.001

	Time to A&E visit
	167
	44% (37%, 52%)
	163
	32% (26%, 40%)
	0.66 (0.46, 0.94)
	0.02


Table 2: Summary of the major outcomes at 6 and 9
(#) Kaplan-Meier estimate of percentage of patients with event at the last follow-up point
(+) Expressed as outcome for Active group minus outcome for Control group. 








FIGURES 
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Figure 1. CONSORT diagram outlining patient flow through the trial from eligibility assessment to analysis.
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Figure 2. Kaplan-Meier curve showing the primary endpoint (time to readmission within 6 months of randomization). Remote Monitoring for the active group stopped at 6 months. Active: Red line, Control: Blue Line.
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Figure 3. Kaplan-Meier curve showing time to emergency department attendance within 9 months of randomization. Remote Monitoring for the active group stopped at 6 months. Active: Red line, Control: Blue Line A&E, Accident and emergency.












CENTRAL ILLUSTRATION
[image: ]

Schematic Illustration of The Trial Approach and Endpoints: 
The top panel illustrates how the TELE-ACS remote monitoring protocol was deployed in the trial’s active arm. The bottom panel shows graph bars for both the study primary and secondary endpoints: on the left, the number of readmissions within 6 months of randomization was significantly lower in the active group, compared to the control group. On the right, the number of emergency department (ED) visits within 9 months of randomization, where participants in the control group needed to visit the ED significantly more than the active group. Remote monitoring for participants in the active group concluded at the 6-month mark. Active arm: represented in blue; Control arm: represented in red; CI: confidence interval; HR: Hazards ratio; N: number of patients.
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