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BACKGROUND: Recognizing the importance of close follow-up after
hypertensive disorders of pregnancy, many centers have initiated pro-
grams to support postpartum remote blood pressure management.
OBJECTIVE: This study aimed to evaluate the cost-effectiveness of
remote blood pressure management to determine the scalability of these
programmatic interventions.

STUDY DESIGN: This was a cost-effectiveness analysis of using
remote blood pressure management vs usual care to manage postpartum
hypertension. The modeled remote blood pressure management included
provision of a home blood pressure monitor, guidance on warning symp-
toms, instructions on blood pressure self-monitoring twice daily, and clini-
cal staff to manage population-level blood pressures as appropriate. Usual
care was defined as guidance on warning symptoms and recommenda-
tions for 1 outpatient visit for blood pressure monitoring within a week
after discharge. This study designed a Markov model that ran over four-
teen 1-day cycles to reflect the initial 2 weeks after delivery when most
emergency department visits and readmissions occur and remote blood
pressure management is clinically anticipated to be most impactful.
Parameter values for the base-case scenario were derived from both inter-
nal data and literature review. Quality-adjusted life-years were calculated
over the first year after delivery and reflected the short-term morbidities
associated with hypertensive disorders of pregnancy that, for most birthing
people, resolve by 2 weeks after delivery. Sensitivity analyses were

performed to assess the strength and validity of the model. The primary
outcome was the incremental cost-effectiveness ratio, which was defined
as the cost needed to gain 1 quality-adjusted life-year. The secondary out-
come was incremental cost per readmission averted. Analyses were per-
formed from a societal perspective.

RESULTS: In the base-case scenario, remote blood pressure manage-
ment was the dominant strategy (ie, cost less, higher quality-adjusted
life-years). In univariate sensitivity analyses, the most cost-effective strat-
egy shifted to usual care when the cost of readmission fell below
$2987.92 and the rate of reported severe range blood pressure with a
response in remote blood pressure management was <1%. Assuming a
willingness to pay of $100,000 per quality-adjusted life-year, using
remote blood pressure management was cost-effective in 99.28% of
simulations in a Monte Carlo analysis. Using readmissions averted as a
secondary effectiveness outcome, the incremental cost per readmission
averted was $145.00.

CONCLUSION: Remote blood pressure management for postpartum
hypertension is cost saving and has better outcomes than usual care. Our
data can be used to inform future dissemination of and support funding
for remote blood pressure management programs.
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postpartum readmission

Introduction

ypertensive disorders of preg-

nancy (HDPs) complicate up to
10% of pregnancies in the United States
and are associated with significant preg-
nancy and postpartum complications,
including stroke and seizure.' > Post-
partum hypertension (HTN) remains a
leading cause of emergency department
(ED) visits and readmissions in the
United States.* ® Postpartum readmis-
sions have become a focus of quality
improvement as readmissions for HTN
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are considered a marker for poor outpa-
tient management.””® The first week
after delivery is the time with the highest
risk of postpartum readmission as phys-
iological changes cause blood pressures
(BPs) to increase 3 to 7 days after deliv-
ery.””” Previous studies have shown that
up to 60% of readmissions occur before
a scheduled outpatient visit.'"~"*

Many centers have initiated pro-
grams to support postpartum remote
BP management (RBPM)."” "' These
programs generally use a remote BP
monitoring application in which all
patients with HDP are enrolled and
ancillary staff monitor for abnormal
BPs and report back to a supervising cli-
nician. Multiple studies have shown a
reduction in both ED visits and read-
missions for HTN compared with usual
care.' > A recent systematic review
concluded that RBPM likely improves
the ascertainment of BP and may

reduce racial disparities in the comple-
tion of BP measurement.'” Other recent
studies have shown reduced postpartum
adverse outcomes and improved BP
control with remote BP monitoring
compared with controls."*'” In light of
this evidence, the Society for Maternal-
Fetal Medicine released a special state-
ment on a proposed checklist for the
discharge of patients with HDPs, with a
designated section addressing remote
BP monitoring.”” The checklist items
include access to a BP cuff and neces-
sary technology, literacy, BP instruc-
tions, and guidance on target BPs.”’
The implementation of RBPMs has
raised concerns regarding their costs
and effect on healthcare resources. This
study aimed to evaluate the cost-effec-
tiveness of determining the scalability
of these programmatic interventions.
We hypothesized that RBPM is cost-
effective compared with usual care.
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Why was this study conducted?

Key findings

Given the rapid rise in the use of remote blood pressure monitoring across the
country, this study aimed to evaluate the cost-effectiveness of determining the
scalability of these programmatic interventions.

Remote blood pressure management for postpartum hypertension is cost saving
and has better outcomes than usual care.

What does this add to what is known?
Our data can be used to inform future dissemination of and support funding for
remote blood pressure monitoring programs.

Materials and methods

We conducted a cost-effectiveness anal-
ysis of the use of RBPM vs usual care to
manage postpartum HTN. We com-
pared the cost-effectiveness of 2 strate-
gies of monitoring BPs—RBPM and
usual care. The modeled RBPM
included provision of a home BP cuff,
enrollment in a remote BP monitoring
program, guidance on warning symp-
toms, instructions on BP self-monitor-
ing twice daily, and clinical staff to
manage population-level BPs during
business hours as appropriate. The
monitoring program includes software
that patients use to upload their BPs for
clinician review. Usual care was defined
as guidance on warning symptoms and
recommendation for 1 outpatient visit
for BP monitoring within a week after
discharge. We designed a Markov
model (Figure 1) that ran over fourteen
1-day cycles to reflect the initial 2 weeks
after delivery when most ED visits and
readmissions occur and RBPM is clini-
cally anticipated to be most impactful.
The perspective of this study was socie-
tal. The reporting of cost-effectiveness
analysis  guidelines was followed
throughout the manuscript. Because no
human subject was involved in the crea-
tion of this model, this study was
deemed exempt by the institutional
review board of the primary author’s
institution.

Probabilities

The parameter values for the base-case
scenario were derived from internal
data and literature review. Moreover,
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published data extracted from the inter-
nal electronic medical record (EMR)
database were incorporated in certain
probability model inputs for the base-
case scenario.” Most assumptions,
including costs, used existing data from
published research or other publicly
available studies.

In each strategy (RBPM vs usual care),
we assumed the probabilities of each of
the following scenarios to occur on any
single day: normotensive BPs, mild range
BPs, severe range BPs, severe morbidity,
and death (Table 1).>>1®137 1521741 we
defined mild range BP as a systolic BP
(SBP) of 140 to 159 mm Hg or a diastolic
BP (DBP) of 90 to 109 mm Hg and
severe range BP as an SBP of >160 mm
Hg or a DBP of >110 mm Hg. Severe
morbidity was defined as eclampsia,
stroke, or intensive care unit admission.

We incorporated the rate of mild or
severe range BPs being “acknowledged”
in the RBPM arm, meaning the rate at
which a logged abnormal BP is reported
to the RBPM team and addressed accord-
ing to predefined algorithms of clinical
care. We estimated the probability of an
“acknowledged” mild range BP based on
the rate of reported adherence with
remote monitoring for the RBPM arm vs
adherence with standard outpatient moni-
toring in usual care.” >0 We
assumed that patients with severe range
BPs would have an ED evaluation or
readmission if the severe range BPs were
recognized. Thus, for severe range BPs,
we estimated the probability of an
“acknowledged” severe range BP based
on the prevalence of symptoms with

severe preeclampsia prompting ED evalu-
ation in the usual care arm and added
this to the rate of compliance in the
RBPM arm.> >3

Different institutions use different
protocols to initiate antihypertensive
medications; however, we incorporated
an estimate of 30% of patients requiring
medication adjustment within 14 days
after delivery.””~'>*'*" We used the
Centers for Disease Control and Pre-
vention and World Health Organization
reports along with retrospective cohort
studies to estimate the rates of death
from severe preeclampsia and severe
morbidity.>>*>*****>*All arms were
cycled for 14 days in our Markov
model.

Utilities

The primary clinical outcome of our
model was the incremental cost-effective-
ness ratio (ICER), which was defined as
the cost needed to gain 1 quality-adjusted
life-year (QALY). A secondary outcome
was the incremental cost per readmission
averted. QALYs were calculated over the
first year after delivery and reflected the
short-term morbidities associated with
HDP that, for most birthing people,
resolve by 2 weeks after delivery.””* We
used the probability of severe preeclamp-
sia and severe morbidity as markers affect-
ing QALYs for the first 2 weeks after
delivery, which is the time with the highest
risk of complications. For both usual care
and RBPM, we assumed that up to 50%
of patients in these cohorts have persistent
HTN beyond the initial 6 weeks."”” *°
Using recent data from the Physician-
Optimized Postpartum  Hypertension
Treatment trial and their substudy that
remote monitoring significantly lowers
BPs (lower SBP of 6.5 mm Hg and lower
DBP of 5.8 mm Hg) and improves cardiac
remodeling in the initial year after deliv-
ery, we assumed slightly improved
QALYs, although not back to baseline in
the RBPM arm.””**

Costs

For RBPM, we included costs associated
with using an RBPM program, which
included provision of a BP cuff, enroll-
ment in a remote BP monitoring pro-
gram, and hiring a clinician to oversee
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FIGURE 1
Markov model schematic
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A schematic of our Markov model that was run over fourteen 1-day cycles to simulate the highest risk time for readmissions and ED visits for postpartum
HTN. This is also the period that RBPM was largely used at the primary author’s institution.
BP, blood pressure; ED, emergency department; HTN, hypertension; RBPM, remote blood pressure management.

Mei. Cost-effectiveness analysis of remote postpartum hypertension program. Am ] Obstet Gynecol MFM 2024.

the program (modeled as a nurse practi-
tioner).”®* " For usual care, we esti-
mated the cost of an outpatient
postpartum visit using published data.’
Costs were estimated using institutional
and online data. RBPM avoids the need
for outpatient visits except in cases of
readmission; this was incorporated into
the costs. For both arms, we included
costs of readmission for severe range
BPs or severe morbidity. The cost of a
nurse practitioner was calculated to
include 1.0 full-time equivalent (FTE)
for the projected time to oversee an
RBPM program. This was projected to
cover 900 patients per year based on
staffing models of RBPM at the primary
author’s institution.

Analysis
Cost-effectiveness analysis was per-
formed using TreeAge Pro Healthcare

(TreeAge Software, Williamstown,
MA). Costs and QALYs were calcu-
lated for each potential outcome, and
the ICER was calculated by dividing
the difference in cost by the difference
in QALYs. We assumed a willingness
to pay (WTP) of $100,000 per QALY
to determine cost-effectiveness. Of
note, 1-way sensitivity analyses were
performed to assess model strength
and the thresholds at which the most
cost-effective strategy shifted. More-
over, 2-way sensitivity analyses were
performed to evaluate the interplay of
variables that can vary across different
healthcare systems and patient popula-
tions: cost of readmission and nursing,
probability of abnormal BPs, and rate
of “acknowledged” abnormal BPs in
RBPM and usual care. Finally, a Monte
Carlo simulation was performed to
vary all inputs simultaneously by

converting all methods into distribu-
tions using the base-case and range of
each input and then running the analy-
sis over a set number of trials. The vari-
ables included in the distributions were
the probability of each BP outcome
(normotension, mild or severe range
BP, severe morbidity, or death), cost of
readmissions, costs associated with
RBPM (program cost, nursing, and BP
cuff) and no RBPM (outpatient visit),
and rate of “acknowledged” abnormal
BP in both arms. The gamma distribu-
tion was used for costs, and the beta
distribution was used for all other dis-
tributions.

Results
Base-case analysis
In the base-case scenario, using RBPM

was the dominant strategy (ie, cost less,
higher QALYs) (Table 2). The total
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TABLE 1
Parameter values for base-case probabilities and sensitivity analyses
Input (day 1) Base-case Range References
BP range probabilities
Normotensive BP 0.962 0.95-0.98 13
Mild range BP 0.03 0.02—-0.08 13,15,21
Severe range BP 0.008 0.0060—0.0012 22
Severe morbidity (eclampsia or stroke) 0.00007 0.00001—0.00010 23,24
Death 0.000019 0.000019—0.000030 25—28
BP outcome probabilities
Requiring medication titration by end of 14 d 0.3 0.23—-0.62 13-15,21,30
Acknowledged mild range BP in RBPM (daily) 0.65 0.59-0.88 13-15,21,30—-32
Acknowledged severe range BP in RBPM (daily) 0.86 0.80—-0.95 13,33
Acknowledged mild range BP with no RBPM (daily) 0.04 0.01-01 10
Acknowledged severe range BP in no RBPM (daily) 0.60 0.59—-0.62 10,34,35
Postpartum readmission for severe HTN with RBPM 0.01 0.00—-0.15 13,14,21,32
Postpartum readmission for severe HTN with no 0.05 0.037—0.150 13-15,30,32
RBPM
Death from severe preeclampsia 0.00006 0.00004—0.00008 33,36
Death from severe morbidity 0.00006 0.00004—0.00008 2,3,25,26,33,36,37
Cost estimates (USD) per patient
Readmission 17,549 17,364—17,734 38
Remote BP monitoring program 139 110-150 15
BP cuff 50 40—-60 39
Nurse practitioner to oversee program of 900 $127,374.00/y = $101,400.00 — $156,000.00 = 40
patients per year at 1.0 FTE, including 30% $141.53/patient $112.67 — $173.33/patient
additional for benefits
Outpatient BP checkup in usual care 145 100—-200 41
Mild range BP = 140 to 159 mm Hg SBP or 90 to 109 mm Hg DBP.
Severe range BP = >160 mm Hg SBP or >110 mm Hg DBP.
ggiaTOOd pressure; DBP, diastolic blood pressure; FTE, full-time equivalent; HTN, hypertension; RBPM, remote blood pressure monitoring program; SBP, systolic blood pressure; USD, United States
Mei. Cost-effectiveness analysis of remote postpartum hypertension program. Am J Obstet Gynecol MEM 2024.

costs per patient over 14 days were
$2987.92 in the RBPM arm and
$4213.99 in the usual care arm. There
were 15 QALYs and 1% readmission
rate over 14 days in the RBPM group vs
14.99 QALYs and 5% readmission rate
in the usual care group. The incremen-
tal cost per QALY gained in the usual
care group would be $630,093.70. Using
readmissions averted as a secondary
effectiveness outcome, the incremental
cost per readmission averted was
$145.00.
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One-way and two-way sensitivity
analyses
In 1-way sensitivity analyses (Table 3),
the most cost-effective strategy shifted
to usual care when the cost of readmis-
sion was <$2486.89 or when the rate of
acknowledgment of severe range BP in
RBPM was <0.01. The analysis was not
sensitive to the probability of mild or
severe range BPs, cost of nursing, or
rate of acknowledged mild range BPs.
In 2-way sensitivity analyses, the
most  cost-effective  strategy = was

sensitive to cost of nurse compared with
cost of readmission, cost of readmission
compared with rate of acknowledged
mild range or severe range BP (both
RBPM and usual care), and cost of read-
mission compared with the probability
of normotension, mild range BP, or
severe range BP.

Probabilistic sensitivity analysis

In a Monte Carlo analysis of 100,000
patients (Figure 2), assuming a WTP of
$100,000 per QALY gained, using
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TABLE 2

Cost-effectiveness outcomes based on strategy per patient for base-case
Variable RBPM No RBPM
Total cost (USD) over 14 d $2987.92 $4213.99
Total QALYs over 14d 15.00 14.99
Readmissions 0.01 0.05
Incremental cost per QALY — $630,093.70
Incremental cost per readmission averted $145.00 —

QALY quality-adjusted life-year; RBPM, remote blood pressure monitoring; USD, United States dollars.
Mei. Cost-effectiveness analysis of remote postpartum hypertension program. Am J Obstet Gynecol MEM 2024.

RBPM was cost-effective in 99.28% of
simulations.

Discussion

Principal findings

We found that RBPM for postpartum
HTN is cost saving and shows better
outcomes than usual care. In 1-way sen-
sitivity analyses, the most cost-effective
strategy was sensitive to the cost of
readmission and the rate of acknowl-
edged severe range BP in RBPM,
although both of these thresholds were

FIGURE 2
Monte Carlo analysis of 100,000 trials

ICE Scatterplot, RBPM vs. No RBPM
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Each dot represents a single trial outcome. The elljpse represents 95% confidence interval. The dashed line represents WTP of $100,000. As shown,

99.28% of points in RBPM lie below this line, which indicates cost-effectiveness.
ICE, incremental cost-effectiveness; RBPM, remote blood pressure management; WTP, willingness to pay
Mei. Cost-effectiveness analysis of remote postpartum hypertension program. Am ] Obstet Gynecol MFM 2024.
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well below what would be anticipated in
most care settings. RBPM was cost-
effective in most simulations in a Monte
Carlo analysis.

Results

A cost-effectiveness analysis performed
by Niu et al*’ used internal data from a
parent trial to evaluate the cost-effec-
tiveness of telehealth with remote
patient monitoring for postpartum
HTN. Compared with “no telehealth,”
telehealth was cost-effective and sensi-
tive to the cost of the program, admis-
sion cost, and readmission rates.”” Our
findings corroborate these single-center
results while incorporating published
data from the literature review.

Clinical implications

There have been multiple studies dem-
onstrating the importance of remote BP
monitoring and management in recent
years. Of note, 1 benefit has been a
reduction in ED visits and readmis-
sions. A standardized clinical assess-
ment and management plan enacted at
1 institution involving both lowered BP
parameters for initiating antihyperten-
sives and outpatient remote monitoring
helped decrease ED visits and readmis-
sion rates by 80%.'” An earlier prospec-
tive feasibility cohort study showed no
readmission and a 95% retention rate in
the program, with an 86% patient satis-
faction rate.”’ In addition, a recent
systematic review and meta-analysis
corroborated these findings on the
reduced rates of postpartum readmis-
sion with home BP monitoring
compared with conventional office
monitoring.”’ Our analysis demon-
strates that, by lowering the rate of
readmissions, there is a reduction in
cost and morbidity, resulting in RBPM
being a dominant strategy despite the
associated program costs.

In addition, the effect of RBPM pro-
grams was shown in terms of the rate of
antihypertensive medication initiation
or uptitration after discharge. Multiple
studies have shown high rates of medi-
cation change, with a range of 20% to
40% of patients requiring medication
initiation or uptitration,'””'>*!*1?%%2
The median number of days for
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medication initiation was 5 days after
delivery, which is only 2 to 3 days after
discharge for most patients.”” These
results support the crucial role of
remote BP monitoring programs in
improving clinical outcomes and reduc-
ing readmissions in high-risk patients.
Our results showed that RBPM is the
dominant strategy in most clinical sce-
narios and has an effect in a diverse
range of patient scenarios.

Some institutions use lower thresh-
olds for initiating antihypertensive
medications, which may affect the rate
of severe range BPs diagnosed after
discharge.'™" If there is a lower BP
threshold to initiate antihypertensives
inpatient, there may also be a lower rate
of medication initiation or uptitration
after discharge through RBPM, as more
patients would be discharged on medi-
cations. However, some studies have
found that patients discharged on anti-
hypertensives were also at higher risk
of needing medication uptitration or
readmission,  which  offsets this
difference.”'” Regardless, these findings
emphasize the need for close outpatient
BP monitoring after discharge. Our
analysis included studies that used vari-
ous BP management protocols in both
inpatient and outpatient settings, thus
making the results applicable across
institutions.

We assumed in our analysis that all
patients with new-onset severe HTN
would have an ED evaluation or read-
mission given that this is the current
clinical practice in most institutions.
However, there is an increasing number
of institutions, especially those with
RBPM programs, that attempt outpa-
tient management of severe range BPs
with initiation or uptitration of medica-
tions in patients who are asymptomatic.
In addition, this shift has been reflected
in recent published commentary pieces.”’
If this were the case, costs would be fur-
ther reduced, as the readmission rates
would decrease, further strengthening
RBPM as the dominant strategy.

Research implications

Although our study focused on the first
2 weeks after delivery, which is the time
with the highest risk of maternal

morbidity and readmissions, future
studies could expand the analysis to 6
weeks after delivery. We did not incor-
porate the new recommendation for a
universal 3-week postpartum visit as
this is outside of our 2-week window;
however, this recommendation could be
included if expanding the analysis to
6 weeks.”’

Future research could also address
the long-term cardiovascular morbidity
associated with HDPs. Recent studies
have projected a significant effect on
cardiovascular health in this population,
which is difficult to project.”* Previous
studies have estimated that approxi-
mately 50% of patients with severe pre-
eclampsia subsequently have chronic
HTN and up to 8.5% of patients with a
history of preeclampsia have a lifetime
cardiovascular event.”””* Our model
accounted for recent studies showing
remote BP monitoring to significantly
lower BPs in the first 9 months after
delivery*”**; however, long-term health
effects could show RBPM to be even
more cost-effective. For example, the
Systolic Blood Pressure Intervention
Trial found that intensive SBP control
was associated with significantly lower
rates of death and cardiovascular dis-
ease events than standard SBP control,
and this management strategy was
shown to be cost-effective.””

Strengths and limitations

The strengths of our analysis include
the incorporation of a comprehensive
literature review alongside institutional
RBPM data to best represent how
RBPM may function in different health-
care systems. We incorporated adher-
ence to remote monitoring programs
into our model, which was roughly con-
sistent across institutions. Although the
cost of nursing may vary across differ-
ent healthcare systems, our univariate
analysis showed that the most cost-
effective strategy was not sensitive to
the cost of nursing. In addition, our uni-
variate analysis was not sensitive to the
probabilities of normotension or ele-
vated BPs; thus, the model can likely be
applied to most patient populations in
different healthcare settings. As remote
monitoring gains traction in general,



TABLE 3

strategy shifted to usual care

Baseline parameter

Univariate sensitivity analyses evaluating when the most cost-effective

Base estimate Range

1-way sensitivity
threshold

$17,549.00

Rate of acknowledged severe 0.86
range BP in RBPM

BP, blood pressure; RBPM, remote blood pressure monitoring.

Cost of readmission

Mei. Cost-effectiveness analysis of remote postpartum hypertension program. Am ] Obstet Gynecol MFM 2024.

$14,549.00—%20,549.00 <$2486.89
0.72—-1.00 <0.01

operation costs will likely reduce in sub-
sequent years, which will further
improve the cost-effectiveness and aug-
ment the results. We incorporated a
cost for the RBPM program; however,
some institutions have a system linked
to the EMR that would be free to use
and further lower the RBPM cost.

The limitations of our analysis
include variations in readmission costs
and how RBPM programs are run
across different healthcare systems. Our
model was sensitive to the cost of read-
mission below a very low threshold of
$2486.89, which is markedly lower than
the cost of most healthcare systems in
the United States. Moreover, it was sen-
sitive to the rate of acknowledged severe
range BP in RBPM below 1%, which is
much lower than what would be
expected in RBPM programs. Although
our protocol accounted for the cost of a
nurse practitioner at 1.0 FTE for the
projected time to oversee an RBPM pro-
gram of 900 patients per year based on
staffing models of RBPM at the primary
author’s institution, this number should
be adjusted based on the patient volume
at different institutions. Of note, we
have modeled this as the cost per
patient of nursing time, which allows
for scaling among institutions based on
patient volume. Some institutions inte-
grate BP monitoring into a broader pro-
gram of remote monitoring, such as
diabetes mellitus management.”® In
addition, the costs of the RBPM pro-
gram and BP cuffs can vary. We
assumed the cost of an automated, non
—Bluetooth cuff in our base-case analy-
sis. When we reran the model to

account for a Bluetooth BP cuff at a pre-
sumed cost of $150 per patient,” RBPM
remained the dominant strategy in the
base-case scenario.

BP management protocols may vary
among different studies, as some studies
used thresholds for antihypertensive
treatment lower than the current Amer-
ican College of Obstetricians and
Gynecologists recommendations. These
protocols may cause variations in base-
line parameter values, although the vari-
ation is accounted for in sensitivity
analyses. The cost of medications was
not included in our model. Given the
relatively minor costs of medications
(estimated at $90 and $30 for a 1-month
supply for nifedipine®” and labetalol,”’
respectively) relative to the readmission
costs, we do not anticipate that this
change will appreciably change the
results of the model. Finally, although
our study shows that the RBPM pro-
gram is a dominant strategy that is not
only cost-effective but also beneficial in
lowering patient morbidity, it is taken
from a societal perspective. For some
healthcare systems that generate profit
from ED visits and hospital admissions,
these outcomes may not be cost-effec-
tive from the perspective of the health-
care organization. In its current form,
RBPM may be more feasible in a large
academic institutional setting, and there
may be limitations when applying this
model in lower-volume settings.

Conclusions

We propose that our data be used to
inform the future dissemination of
RBPM programs. Current financial

barriers limit the ability of healthcare
systems to fully upscale these programs.
Furthermore, the benefits of preventing
ED visits and readmissions extend
beyond medical costs, and incorporat-
ing the costs of childcare and time off
from work in these scenarios can
improve societal cost savings. In addi-
tion, the societal costs of readmissions
extend beyond healthcare costs, as there
is the emotional cost of infant separa-
tion and the potential loss of important
time for early infant attachment, with
subsequent detrimental potential effects
on breastfeeding and mental health.*®
As healthcare systems provide reim-
bursements for telehealth, this could
further positively influence the cost-
effectiveness of RBPM.

Some states have implemented state-
wide free coverage of remote BP moni-
toring for chronic HTN.® Furthermore,
there is increasing evidence demonstrat-
ing improved clinical outcomes with
tighter BP control and cost-effectiveness
of remote monitoring. In an era of
increasing healthcare costs and higher-
risk pregnancies, understanding the
economic effects of these interventions
is of utmost importance.
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