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Abstract

During the coronavirus disease 2019 (COVID-19) pandemic, it has become difficult to provide centre-based cardiac rehabilita-
tion for heart failure patients. Digital therapeutics is a novel concept proposed in recent years that refers to the use of
evidence-based therapeutic interventions driven by high-quality software programs to treat, manage, or prevent a medical
condition. However, little is known about the use of this technology in heart failure patients. This study aims to explore the
safety and efficacy of digital therapeutics-based cardiac rehabilitation in heart failure patients and to provide new insights into
a new cardiac rehabilitation model during the COVID-19 era. To identify technologies related to digital therapeutics, such as
the use of medical applications, wearable devices, and the Internet, all relevant studies published on PubMed, EMBASE,
Cochrane database, and China National Knowledge Internet were searched from the time the database was established until
October 2021. The PEDro was used to assess the quality of included studies. We ultimately identified five studies, which in-
cluded 1119 patients. The mean age was 66.37, the mean BMI was 25.9, and the NYHA classification ranged from I to III
(I = 232, II = 157, III = 209). The mean 6-min walk distance was 397.7 m. The PEDro scores included in the study ranged from
4 to 8, with a mean of 5.8. Exercise training was performed in four studies, and psychological interventions were conducted in
three studies. No death or serious adverse events were observed. Adherence was reported in three studies, and all exceeded
85%. The results of most studies showed that digital therapeutics-based cardiac rehabilitation significantly increases exercise
capacity and quality of life in heart failure patients. Overall, although this study suggests that digital therapeutics-based
cardiac rehabilitation may be a viable intervention for heart failure patients during the COVID-19 era, the efficacy of this
new model in routine clinical practice needs to be further validated in a large clinical trial.
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Introduction

Heart failure (HF) is the terminal stage of various cardiovascu-
lar diseases. Despite advanced interventions such as pharma-
cological treatment, cardiac synchronous treatment, and
heart transplantation, HF patients still have a poor quality
of life (QoL) and low survival rates.1 The overall survival rates
were 81.3, 51.5, and 29.5% at 1, 5, and 10 years,
respectively.2 Previous research studies showed that the re-
admission rate of HF patients within 1 year was 30.9, 28.4,
and 24.3% in HF with reduced ejection fraction, HF

mid-range ejection fraction, and HF with preserved ejection
fraction, respectively, which was not only a sign of poor prog-
nosis but also brings a heavy financial burden to the family
and society.3 How to enhance the comprehensive manage-
ment of HF patients has become an urgent issue.

Cardiac rehabilitation (CR) is an effective treatment that
promotes exercise capacity, reduces cardiovascular risk, and
improves health-related QoL.4 The core components of
guideline-directed therapy in CR included baseline assess-
ment, nutritional counselling, risk factor modification psycho-
social interventions, physical activity guidance, and exercise
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training.5 In recent years, there have been systematic reviews
and meta-analyses demonstrating the benefits of CR for HF
patients, and this evidence has been incorporated into the
latest clinical guidelines.6–8 The recently published ESC guide-
lines on sports cardiology and exercise in patients with car-
diovascular disease provided the optimal exercise training
prescription for patients with chronic HF, including aerobic
exercise and resistance exercise.9 Current evidence suggests
that participation in CR can reduce mortality and morbidity
in HF patients by approximately 25%, yet unfortunately CR
utilization is low worldwide.10 Challenges associated with
CR compliance include chronic fatigue and shortness of
breath; ageing; gender, especially females; more co-morbid-
ities; cognitive impairment; depression; economic conditions
and regional traffic restrictions; limited health insurance; and
many other factors.11

Traditionally, the model of CR started as acute inpatient
rehabilitation and shifted from hospital-based to
community-based and home-based CR. However, the
COVID-19 pandemic has become normal and put the viability
of centre-based CR in serious jeopardy. The model of CR has
gradually transitioned from centre-based CR to home-based
CR, as for the hospital-to-home model (H-to-H model). Multi-
ple studies have demonstrated that home-based and
centre-based models of CR are equally effective in improving
clinical symptoms, health-related QoL, reducing mortality,
and readmission rates in patients with cardiovascular
disease.12,13 Home-based CR has the advantage of being free
from traffic and weather limitations, but its safety, compli-
ance, and whether patients are following the exercise pre-
scription are difficult to guarantee.13

Digital therapeutics (DTx) is a novel intervention proposed
in recent years that refers to the use of evidence-based ther-
apeutic interventions driven by high-quality software pro-
grams to treat, manage, or prevent a medical condition.14 A
more valuable feature that differentiates DTx from traditional
medicine or therapy is the use of artificial intelligence and
machine learning systems to monitor and predict
information such as individual patient symptom data through
digital biomarkers in a clinical feedback loop to provide a
precision medicine approach to healthcare.15 Artificial
intelligence platforms can use a large number of individual
variables to learn and predict effective interventions to de-
liver customized, more targeted treatment plans.16 It enables
healthcare to be more personalized and actively adapted to
patients’ individual clinical needs, goals, and lifestyles.

A systematic review of digital health interventions in cardio-
vascular disease found that digital technology offers the poten-
tial to address the challenges associated with traditional,
facility-based CR.5 However, to our knowledge, there is no sys-
tematic review that explicitly addresses the application of
DTx-based CR in HF patients. The purpose of this study was
to explore the safety and efficacy of DTx-based CR in HF pa-
tients and to provide a new CR model during the COVID-19 era.

Methods

The systematic review was undertaken by following the
guideline of recording results followed by the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) statement (Table S1).17 The protocol was registered
in the PROSPERO system review registry (CRD42022315078).

Search strategy

All relevant articles published on PubMed, EMBASE,
Cochrane database, and China National Knowledge Internet
were searched from the time the database was established
until October 2021. Search strategies were developed based
on PICOs model, which consisted of participants (e.g. HF)
and interventions such as DTx, mobility, technology, and CR
(Tables S2 and S3). A manual search was also conducted to in-
clude any relevant studies that may not have been identified
in the original search.

Selection criteria

At the preliminary stage, the authors screened all titles and
abstracts based on predetermined inclusion. The inclusion
criteria included (i) adult participants with HF; (ii) any of the
following components, such as baseline patient assessments,
nutritional counselling, risk factor modification, psychosocial
interventions, cognitive behavioural therapy, physical activity
guidance, or exercise training; (iii) original research study
using high-quality or specialized software programs to treat,
manage, or prevent a medical condition; (iv) reported results
for feasibility, usability, or clinical outcomes; and (v) English
or Chinese language. The exclusion criteria included (i) meet-
ing abstracts, letters, reviews, protocols, and case reports; (ii)
text message intervention alone or telephone intervention
studies; and (iii) qualitative studies or studies without clinical
endpoints. Concerning the conflicting assessments, a third
senior author was consulted to resolve the dispute, and a
majority decision was taken.

Data extraction

Data relating to key characteristics of this systematic review
including information about the objectives, participants,
intervention features, outcomes assessed, comparisons
performed, and main conclusions were extracted using an
electronic form that was developed for this systematic re-
view. Two authors independently extracted data according
to the designed table. The following data were collected: (i)
demographic and clinical information of the study population
such as gender; (ii) detailed intervention parameters
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including devices and CR components; and (iii) the details of
outcomes. Differences are resolved in small groups.

Quality assessment

Two authors assessed the quality of each study for methodo-
logical rigour and risk of bias using the Physiotherapy
Evidence Database (PEDro).18 PEDro is an 11-item scale used
to assess the internal validity and bias control of trials. PEDro
scores of 0–3 are considered poor, 4–5 fair, 6–8 good, and
9–10 excellent. Any disagreement between two reviewers
on quality scores was decided by an independent third
reviewer.

Statistical analysis

Continuous data were presented with mean and standard de-
viation (SD). Data integration was conducted following the
standardized procedures. Means at baseline were calculated
by combining means of the intervention and control groups,
weighted by the number of participants in each study group.
SDs at baseline were estimated by combining SDs of the
intervention and control groups with the following formula:
SD = √[(N1 � 1) × SD12 + (N2 � 1) × SD22 + N1 × N2/
N1 + N2 × (M12 + M22 � 2 × M1 × M2)] and weighted by
the number of participants in each study group.19

Results

Study selection

Figure 1 summarized the process of identifying eligible stud-
ies. A total of 2739 relevant studies were identified in the ini-
tial database search. After excluding the duplicate, 2509 arti-
cles remained, and 2461 studies were excluded after
screening the title and abstract screening. Forty-eight studies
were reviewed in full text, 10 studies were excluded because
they were protocols, 12 studies were excluded because they
were reviews or meta-analyses, one study was excluded be-
cause of a letter, 17 studies were excluded because they were
irrelevant, and three studies were excluded because they
were from the same laboratory. Finally, five studies were in-
cluded for systematic review.20–24

Study characteristic

The characteristics of the study were summarized in Table 1.
Of the 1119 patients, 948 (84.7%) were males. The mean age
was 66.37, the mean BMI was 25.9, and the NYHA classifica-
tion ranged from I to III (I = 232, II = 157, III = 209). Only three
included studies reported left ventricular ejection fraction
and 6-min walk distance (6MWD), with a mean left ventricu-
lar ejection fraction of 35.5% and a mean 6MWD of 397.7 m
before intervention.20,21,24 The components of CR in
included studies are baseline assessment,20–24 exercise
training,20,21,23,24 education,20,21 and psychological

Figure 1 Flow chart of selecting studies for inclusion in this systematic review.
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management.20,21,23 Three studies addressed other CR core
components of nutrition counselling,20 physical activity
guidance,23 and risk factor modification.22

Intervention details

Intervention details were listed in Table 2. Clays et al. used
the ‘HeartMan’ personal health system to remotely monitor
and intervene in HF patients.20 The hardware included a
wristband sensor, an upper arm blood pressure monitor, and
a pill box organizer. The main software was the HeartMan ap-
plication, which was designed to remind the patient to take
measurements with the above hardware provided, and the
results of the measurements were fed back to the physician.
The interventions were mainly carried out through HeartMan
application and include physical health interventions and psy-
chological support. In the research initiated by Piotrowicz
et al., a special remote device for tele-electrocardiogram
(ECG)-monitored and supervised exercise training device
was used to monitor exercise training.21 The hardware com-
ponent consisted of an electrocardiographic monitoring de-
vice (EHOmini device) and a manometer. The system also sup-
ported the patient’s remote event dynamic ECG function. In
the study by Guo et al., the hardware component consisted
of an electrocardiogram, peripheral capillary oxygen satura-
tion and blood pressure, long-term wearable ECG monitors,
and mobile ECG monitors.22 The software included a remote
monitoring service platform for collecting and integrating pa-

tient data and a personal health tracking mobile application.
The primary function of the platform was to store patient his-
tory information and monitor data collected by the device.
The main function of the software was to send health infor-
mation, monitor clinical signs, and provide direct supervision
and guidance to patients. In Frederix et al., the researcher
used a semiautomatic tele-coaching system to monitor phys-
ical activity in HF patients to provide feedback to patients
(once a week) via email and text messaging services to en-
courage patients to gradually reach pre-determined exercise
training goals.23 The primary device was an accelerometer
and associated password-protected web service. An inte-
grated telerehabilitation platform including an ergometer
and a wireless ECG monitoring device and an android compat-
ible tablet was applied in the study by Kikuchi et al.24 The plat-
form was primarily designed to provide supervision and feed-
back during exercise training.

Study quality

The PEDro scores included in the study ranged from 4 to 8,
with a mean of 5.8 (Table 3). The overall quality was fair.
The weakest component was the blinding of therapists and
participants (criterion 5 and criterion 7). Allocation conceal-
ment (criterion 3) was often unreported or poorly described.
The lowest scoring component of the analysis was the overall
quality of the included studies, with the blinding being the
weakest component.

Table 3 PEDro risk of bias assessment

Author/year 1 2 3 4 5 6 7 8 9 10 11 Total

Clays et al. 2021 ✓ ✓ ✕ ✓ ✕ ✕ ✕ ✓ ✓ ✓ ✕ 6
Piotrowicz et al. 2020 ✓ ✓ ✕ ✓ ✕ ✕ ✓ ✓ ✓ ✓ ✓ 8
Guo et al. 2019 ✓ ✕ ✕ ✓ ✕ ✕ ✕ ✓ ✓ ✕ ✕ 4
Frederix et al. 2015 ✓ ✓ ✕ ✓ ✕ ✕ ✓ ✓ ✓ ✓ ✕ 6
Kikuchi et al. 2021 ✓ ✕ ✕ ✓ ✕ ✕ ✕ ✓ ✓ ✓ ✕ 5

Table 2 The details of delivery digital device

Author/year

Study design Delivery digital device

Intervention Control Duration Web Wearable
Special-purpose

software

Clays et al. 2021 Mobile personal health system Usual care 3–6 months Y Y Y
Piotrowicz et al. 2020 Hybrid comprehensive

telerehabilitation (HCTR)
Usual care 9 weeks Y Y Y

Guo et al. 2019 Hospital–community–family
(HCF)-based telehealth programme

NA 4 months Y Y Y

Frederix et al. 2015 Internet-based telerehabilitation
programme

Conventional
cardiac
rehabilitation

24 weeks N Y Y

Kikuchi et al. 2021 Integrated telerehabilitation
platform

NA 12 weeks Y Y Y

N, no; NA, not applicable; Y, yes.
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Key outcomes

Safety
The TELEREH-HF trial showed no deaths or other serious
adverse events during telemonitored exercise training ses-
sions, with only two cases of syncope and two episodes
of complex ventricular tachycardia.21 Kikuchi et al. found
that no serious cardiovascular events were reported during
the home-based rehabilitation, including exacerbation of
HF leading to unscheduled hospitalization, and no patient
used a provided emergency alarm button throughout the
study.24

Feasibility
Two studies have reported the feasibility. Guo et al. demon-
strated that participants were generally satisfied with the
ease and usefulness of the interventions.22 Another study re-
ported that 97% (67/69) of patients reported the motion sen-
sor was easy to use.23

Adherence
The multicentre clinical trial demonstrated high adherence
during the 9-week training period, in which 350 patients were
adherent (88.4%), 39 were partially adherent (9.8%), and only
seven patients were non-adherent (1.8%). As for the UC
group, 51 patients (12.0%) participated in CR programmes.21

During follow-up, 32 participants (3.8%) lost follow-up, but
these participants were examined at the last contact.21 Ad-
herence in this study was defined as the use of the app or
the access to a web platform more than once a week and
the visit to specialist clinics as scheduled during the study
period.22 This study investigating the feasibility more than
60% (40/66). Most patients adhere to remote monitoring at
home, 94.7% adhere to remote monitoring, and only 5.3%
adhere to partial remote monitoring.25

Satisfaction
One study reported that patients were either very satisfied
(30/69) or satisfied (51%) in the study. Eighty-nine percent
of patients (61/69) would like to use the system upon com-
pletion of their studies.23 Kikuchi et al. stated that all patients
enrolled in intervention group were satisfied with the avail-
ability and usability of the system.24

Effectiveness

Major cardiovascular events

Only one of the included studies reported the differences in
all-cause mortality, CV mortality, CV hospitalizations, HF hos-
pitalizations, or composite endpoints between intervention
and control group.21 But in this study, there were no differ-
ences observed. This study also showed no increase in sur-

vival or days to discharge in the intervention group. In con-
trast, the results of another randomized controlled trial
showed a significant increase in LVEF and a significant de-
crease in the predicted 1-year risk of death score in the inter-
vention group.20

Function capacity
Four studies reported the effects of DTx on exercise capacity.
In research by Piotrowicz et al., the intervention improved
peak oxygen consumption (VO2 peak) [0.95 (95% CI, 0.65–
1.26) mL/kg/min vs. 0.00 (95% CI, �0.31–0.30) mL/kg/min;
P < 0.001] and 6MWD range of 30.0 m (95% CI, 24.7–35.3)
vs. 20.7 m (95% CI, 15.4–26.0) (P = 0.01) compared with
the usual group.21 Frederix et al. showed an increase in the
average VO2 peak from baseline to 24 weeks in the interven-
tion group (P < 0.01) and no significant change in the aver-
age VO2 peak in the control group (P = 0.09). And between-
group analysis of aerobic capacity was significant after
24 weeks (P < 0.001) in favour of the intervention group.
Similar changes were observed over time in ventilation
thresholds (Watt), oxygen uptake efficiency slope (mL/min/
[log mL/min]), and Watt (predicted percentage).23 Kikuchi
et al. reported a significant improvement in 6MWD from
383 ± 94 to 432 ± 83 m (P = 0.003).24 Piotrowicz et al. re-
ported the change in 6MWD was in intervention group 30.0
(95% CI, 24.7–35.3) m vs. 20.7 (95% CI, 15.4–26.0) m in con-
trol group (P = 0.01).21 However, one study showed 6MWT
motor ability with no observed intervention effect.20 As for
self-reported physical activity, the International Physical Ac-
tivity Questionnaire showed a significant improvement in
the DTx group (P = 0.01) compared with conventional CR
alone (P = 0.01).23

Quality of life
Piotrowicz et al. found that the intervention can significantly
improve QoL measured by Survey Short Form-36 question-
naire score at 9 weeks (P = 0.008).21 However, the HeartMan
trial showed that patients with health-related QoL as mea-
sured by the Minnesota Heart Failure Patient Questionnaire
for 21 diseases were not significant compared with the stan-
dard care group.20 Another study, which also assessed
health-related QoL using offline cardiac quality question-
naires from 14 projects, found that 24-week intervention sig-
nificantly improved health-related QoL (P = 0.01) compared
with conventional CR alone.23

Lifestyle and health behaviours
One randomized study reported positive effects of DTx pro-
gramme on patient self-management, including healthy eat-
ing (P = 0.046), eating more fruits and vegetables
(P = 0.02), weight monitoring (P = 0.002), blood pressure con-
trolling (P = 0.001), correct timing (P = 0.049), and daily dos-
ages (P = 0.006) of medicine adherence.22 Only one study re-
ported cardiovascular risk factors, and there was no
significant difference in body weight (P = 0.69), BMI
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(P = 0.63), and diastolic blood pressure (P = 0.48) or systolic
blood pressure (P = 0.26) between telerehabilitation
programmes combined with conventional CR group and con-
ventional CR alone. During the study period, fasting glucose
levels, HbA1c, and LDL cholesterol did not change in the inter-
vention group (P = 0.67, P = 0.18, and P = 0.20, respectively)
or in the control group (P = 0.25, P = 0.51, and P = 0.31,
respectively).23

Discussion

The global healthcare landscape changed during the pan-
demic of COVID-19. One of the main changes was the discon-
tinuation of some routine clinical services at many institu-
tions, which made the viability of centre-based CR
extremely challenging. This makes the already low CR partic-
ipation worse. Therefore, there is an urgent need to find a CR
model that is both safe and effective. DTx is a novel interven-
tion proposed in recent years. It has been used in hyperten-
sive and diabetic patients, and its safety and efficacy have
been initially demonstrated.26,27 In recent years, some inves-
tigators have applied this model to HF patients for improving
their comprehensive management patterns.21,25 To the best
of our knowledge, this is the first systematic review evaluat-
ing the safety and efficacy of DTx-based CR in HF patients,
and its results suggest that DTx-based CR is a promising ther-
apeutic approach in the COVID-19 era. The study also high-
lights that DTx-based CR is a novel, individualized interven-
tion with a favourable safety profile in HF patients,
significantly improving participation and adherence, as well
as exercise capacity and QoL.

Safety is a prerequisite for all treatments. With the pan-
demic of COVID-19 and efforts to prevent the spread of infec-
tion by maintaining social distance, the safety and security of
the shift from centre-based to home-based and remote treat-
ment have been a contentious issue. High-quality, specialized
software combined with smart monitoring devices can re-es-
tablish real-time contact between patients and medical staff,
which can further ensure the safety of home rehabilitation.
To date, published studies have not reported the
occurrence of significant adverse events or complications
during participation in DTx-based CR, such as death or
readmission.21,25,28 Only the sub-analysis of the TELEREH-HF
trial have reported mild skin reactions in some patients to
the electrode pads of monitoring devices.25 So how does
DTx ensure the safety of participants during CR? Guo et al.
used an innovative digital device to monitor patients’ vital
signs such as blood pressure, heart rate, and activity levels
in real time. The system can also optimize home manage-
ment strategies for HF patients based on the daily symptom
logs uploaded by patients and medication adherence.22

When basic physiological parameters are outside the accept-

able range, patients will receive a video call or text message
through the app to ensure patient safety during
participation.22 The feasibility of DTx is the basis for clinical
dissemination, and our review also found that patients did
not reject the use of smartphone apps and monitoring de-
vices. A study of an intervention using a remote monitoring
service platform, a mobile app, and a smart health tracking
device found that 97% patients thought the app were easy
to use.20 In this review, we also found that many patients
were satisfied with the DTx-based CR programme. This sug-
gests that DTx-based CR is safe and feasible in HF patients
and have a high level of satisfaction.

Poor compliance is a major obstacle in the treatment of
most chronic diseases. Improving the patient’s compliance
in CR is also a more pressing issue nowadays. Home-based
CR programmes are unable to determine whether patients
have completed their tasks as prescribed; nevertheless, this
will not be present in DTx. Nakayama et al. found that
tele-CR during the pandemic of COVID-19 was a good alter-
native to outpatient CR and significantly increased patient
participation.29 In this study, adherence refers to the patient
achieving the set training session according to the exercise
prescription. The included study also found that 94.7 and
88.4% adherent to DTx programme.21,22 A possible explana-
tion for this finding is that the user-friendliness of digital
devices and home-targeted interventions may play an
important role in promoting patient adherence. However,
group-based exercise training in the community or medical
centre has unique advantages because it can help patients
get good encouragement and psychological support from
each other.30 In the included studies, only one-to-one or
multiple patients were guided by the same team and did
not provide a channel for patients to communicate with each
other.

Current evidence suggests that CR may reduce long-term
clinical events in cardiovascular disease. Results from land-
mark clinical studies (HF-ACTION) showed that CR can reduce
the combined endpoint of all-cause mortality and hospitaliza-
tion risk in HF patients by about 11% and reduce the com-
bined endpoint of cardiovascular-related death and
HF-related hospitalization risk by about 15%.31 Only one of
the included studies reported the impact of DTx-based CR
on long-term clinical events in HF patients; the results
showed that the intervention group did not increase the per-
centage of HF survival and hospital discharge days, nor did it
reduce long-term follow-up mortality or hospitalization.21

Possible explanations are that the two studies differed in
both trial protocol and demographic characteristics and
12.0% of patients in the usual care group were reported to
have participated in the rehabilitation program in the
TELEREH-HF study, which may have diluted the effect of
DTx and thus prevented a long-term effect. Three of the in-
cluded studies reported the impact of DTx-based CR on the
efficacy of exercise training in HF patients. VO2 peak is an au-
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thoritative indicator of exercise capacity in HF patients.32

Both Piotrowicz et al. and Frederix et al. found that VO2 peak
was significantly improved compared with the control group
(P < 0.05).21,23 However, similar results were not observed
in the study conducted by Kikuchi et al.24 The TELEREH-HF
study showed a mean improvement in 6MWD of 30 m in
the intervention group.21 The study by Kikuchi et al. also
showed an average improvement of 49 m in 6MWD after
the intervention.24 The improvement in 6MWD in both stud-
ies exceeded the minimum clinical difference value of 30 m.33

From the limited evidence available, these results showed
that DTx-based CR appears to improve exercise training out-
comes that are superior to those observed in the
HF-ACTION study.31 The goals of a comprehensive interven-
tion for HF patients also include improvement in QoL, which
reflects the subjective perception of the intervention on the
patient’s symptoms and treatment, relies on patient-re-
ported outcomes, and is a patient-centred reflection. Pa-
tient-reported outcomes such as self-reported health-related
QoL and health status have shown a pathophysiological basis
and are predictors of clinical events in HF patients.25 The re-
search by Piotrowicz et al. found a significant improvement in
QoL in the intervention group compared with the control
group (P < 0.05).

The progression of HF is usually associated not only with a
decline in exercise capacity but also with a decline in mental
health, with depression and anxiety becoming more preva-
lent. Both physical and psychological deterioration are com-
mon and adversely affect the patient’s daily life, QoL, and ul-
timately hospitalization and mortality.34,35 HF patients are
more reluctant to exercise than to comply with other recom-
mendations (e.g. diet and medications) and are only likely to
adhere to a home-based exercise programme with supervi-
sion. DTx-based CR can be used as a way of continuous mon-
itoring and management allowing face-to-face interventions
with patients and their families in a familiar setting and as
part of daily life. Reducing patient anxiety and stress can en-
hance exercise compliance and ultimately improve
health-related QoL.35,36 Therefore, an increasing number of
studies are now focusing on the mental health of HF
patients.34 Our review found that DTx-based CR was more
effective than conventional CR or usual care in improving
mental health.21,24 Patients using DTx-based CR benefit from
exercise training in addition to psychological remote support
and remote assistance from a remote monitoring team (in-
cluding nurses, physicians, and physical therapists). A recent
systematic review by Scherrenberg et al. suggests that even
patients with COVID-19 should be allowed early CR, and if
face-to-face contact is not an option, telerehabilitation
should be considered.37 Moreover, the pandemic situation
itself is generating more patients eligible for exercise
programmes and that the DTx-based CR improves the
availability of gradual and carefully monitored exercise
programmes for patients after COVID-19 disease.

Limitations

There were several limitations in this systematic review.
Firstly, although the included studies met the definition of
DTx, the hardware and software utilized varied dramatically,
and the intervention methods and intervention goals of
these studies were different. Some studies focused on exer-
cise training, whereas others focused on cognitive behav-
ioural therapy and comprehensive management. This also
made the data from the included studies inconsistent and
unable quantitative analysis. Secondly, the included studies
with limited levels of evidence, two of which were
non-randomized controlled studies. More well-designed
multicentre randomized controlled studies are needed.
Thirdly, although we used the definition based on the DTx
alliance as the inclusion criteria, it is still difficult to avoid
distinguishing DTx from general health applications. The
main development direction of DTx is currently the use of
artificial intelligence and deep learning techniques, but un-
fortunately, these techniques are not maturely used in CR,
expecting future studies to focus on this area. Finally, the
mean age of the patients included in this study was
66 years, and the proportion of female patients was only
15%. Therefore, the reported adherence and patient accep-
tance of DTx in this study do not reflect the overall picture,
and the question of whether DTx is accepted by older and
female patients was not adequately demonstrated in this
study.

Conclusions

In conclusion, although this study suggests that DTx-based CR
may be an attractive approach for patients with HF, especially
in the light of the normalization of the COVID-19 pandemic,
further studies are needed to confirm the efficacy of a novel
model of rehabilitation in routine clinical practice.
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