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Introduction:
The emergence of the novel coronavirus infection (COVID-19) 
began a series of unparalleled changes in healthcare systems 
worldwide. The coronavirus disease 2019 (COVID-19) pan-
demic has led to disruption in every aspect of cardiovascular 
care delivery. After the initial wave of COVID-19 infection 
subsides, subsequent surge(s) of acute cardiovascular disease 
(CVD) presentations are expected due to the "double hit" from 
suspended clinic visits/elective procedures and delays in seek-
ing timely care from patients' fears and misconceptions of 
quarantine orders [1]. The adverse impact on cardiovascular 
care delivery and outcomes will likely be long-lasting if our 
health systems do not adapt quickly and efficiently. In the set-
ting of the COVID-19 pandemic, a tremendous opportunity 
arises for implementation and development of primary and 
secondary cardiovascular prevention via telehealth platforms. 
Telehealth encompasses, but is not limited to, real-time con-
sultation using audio/video communication technology instead 
of in-person visits, as well as mobile health and tele monitor-
ing. Medical services in CVD prevention are particularly well 
suited for transitioning to telehealth platforms as interventions 
are cantered largely on counselling and are most effective with 
regular check-in (in-person or virtual) to reinforce good pre-
vention practices. The timely delivery of CVD prevention ser-
vices, which may be implemented virtually, can help modify 
risk factors associated with increased morbidity and mortal-
ity in patients infected with COVID-19. Moreover, CVD pre-
vention can help alleviate pressure on hospitals by reducing 
acute presentation of CVD among non-COVID-19 individuals. 
When we reach the “end” of the COVID era, how will our 
lives have been changed as practicing cardiologists, Fellows 
–In- Training (FIT), and human beings in society at large?

The Practice of Cardiology:
Disease burden: 
Another major focus for providers will be long-term risk re-
duction of CVD. Prior studies among patients with hyperten-
sion and diabetes have demonstrated that self-monitoring, 
when coupled with counselling/tele-counselling, web/phone-

based feedback and education resulted in clinically significant 
improvement of blood pressure, haemoglobin A1c, and low-
density lipoprotein cholesterol (LDL-C) [2-3]. In the setting of 
the COVID-19 pandemic, when routine clinic visits are often 
delayed or cancelled, the impact of telehealth interventions 
for risk factor modification may be even greater. Barriers for 
patients to utilize telehealth may include limited resources or 
limited health literacy and for the geriatric population, facility 
with electronic communication platforms as well as impaired 
vision or hearing, which can make virtual communication dif-
ficult. Special considerations must be taken to address delivery 
of care in these at-risk populations.
From an in-patient perspective, we are witnessing multi or-
gan damage from COVID-19, including thrombotic sequelae, 
marked kidney injury, and cardiac arrhythmias. As cardiolo-
gists, we should expect an influx of outpatients who suffered 
cardiac complications from COVID or for whom hospitaliza-
tion unmasked conditions of hypertension, diabetes, coronary 
artery disease, or cardiomyopathy [4].
Globally, there has been a marked decline in non-COVID med-
ical disease presenting to hospitals, such as Myocardial Infarc-
tions (MI) [5]. Theories abound on whether the decrease in MI 
represents an actual reduction with at-risk individuals abstain-
ing from triggers or whether patients are avoiding the health 
care system and infracting at home. In COVID patients, elec-
trocardiographic abnormalities consistent with acute MI do not 
always represent obstructive coronary disease [6]. As true ST-
segment elevation MI volumes resurge, discussions favouring 
fibrinolysis, recently resurrected to reduce personnel exposure 
and due to delays in door-to-balloon time, should diminish, to 
re-emphasize primary percutaneous coronary intervention as 
the standard of care [7].

Financial burden:
 Hospital systems and private practices have suffered consider-
able financial losses in prioritizing care for patients with CO-
VID-19 coupled with a precipitous decline in elective proce-
dures.
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Tele-health in developing countries:
 One of the silver linings of this human crisis has been cardiol-
ogy engagement with 21st century technology. Even though 
the opportunity to perform video visits has been present for 
over a decade it has taken a pandemic for telemedicine to be 
nationally accepted.
In the setting of the COVID-19 pandemic, when routine clinic 
visits are often delayed or cancelled, the impact of telehealth 
interventions for risk factor modification may be even greater. 
Barriers for patients to utilize telehealth may include limited 
resources or limited health literacy and for the geriatric popula-
tion, facility with electronic communication platforms as well 
as impaired vision or hearing, which can make virtual com-
munication difficult in under developed countries. Special con-
siderations must be taken to address delivery of care in these 
at-risk populations.

Conferences:
National conferences, the broadening of the COVID-19 out-
break resulted in mass cancellations of cardiology meetings 
that were expected to attract hundreds of thousands of par-
ticipants. Organizers scrambled to find innovative solutions to 
absorb the impact of those cancellations, such as the offering 
of essential components of the meeting on virtual platforms. 
While the success of this approach is yet to be determined, 
debates on the relevance of live conferences in the modern era 
have resurfaced. Arguments were made on the diminishing val-
ue of in-person meetings in view of the growth in multisource 
and online education. However, proponents of live meetings 
suggest that those serve additional purposes beyond dissemina-
tion of medical knowledge including the offering of a platform 
for networking, hands-on training, and cross-discipline learn-
ing. The impact of COVID-19 on future cardiology meetings 
is difficult to predict, but it is likely that the majority of those 
meetings will include a mature ‘virtual’ option that may attract 
an increasing audience, and perhaps one that is more diverse 
given the challenges of travel for physicians with young fami-
lies, caregiving responsibilities for elderly parents, physicians 
with disabilities, or colleagues with limited funding.

Fellows-in-training:
In the past months, FITs have learned skills in critical care, vi-
rology, and palliative medicine as frontline providers. Yet, we 
must remain committed to core cardiology education. Despite 
the Accreditation
Council for Graduate Medical Education’s way to cancel con-
ferences in pandemic emergency status, we have resisted this, 
deciding that maintaining education provides stability in dis-
ruptive times. Video conferencing has been a success, with 
widespread participation of fellows and faculty. Whereas live 
lectures will gradually return, video conferencing will persist 
in parallel with improved HIPAA (Health Insurance Portabil-
ity and Accountability Act of 1996)-compliant platforms and 
inter institutional sharing. Virtual education is being embraced 
at international levels. There were over 38,000 attendees rep-
resenting more than 135 countries at the virtual American Col-

lege of Cardiology/World Congress of Cardiology Scientific 
Sessions this year, validating the concept that online learning 
is far-reaching and inclusive for trainees who may not be able 
to participate due to financial or logistical reasons. Loss of 
rotations and cases has also imperilled fellows in many pro-
grams to fall short of procedural requirements. For some, this 
will mean extension of training pathways, but it will also force 
educators to reconsider how we teach. Simulation training 
platforms can provide virtual repetition and pattern recogni-
tion for procedures such as transthoracic or trans-oephageal 
echocardiography, vascular access, and even structural heart 
interventions. The distinction between procedural competency 
and procedure.

Community-based impact:
With many in self isolation, the community-based impact of 
COVID-19 on cardiovascular health will be important to moni-
tor. Exercise programs via online platforms have become per-
vasive, but will they be enough to counter inactivity while at 
home? The COVID-19 pandemic will leave a profound imprint 
on cardiologists, trainees, and society for years to come (Figure 
1) [8]. We will have supported each other to the best of our 
ability, understanding that the mental health sequelae for health 
care professionals will be important to address. As with in-
person counselling, lifestyle counselling regarding diet, physi-
cal activity, and weight loss can also be readily performed on 
telehealth platforms. Such interventions should be specific and 
personalized, accounting for potential socioeconomic barriers 
or physical limitations. Telehealth may enhance understanding 
of socioeconomic barriers to care by allowing the provider a 
glimpse directly into the patient's home. Another area of im-
portance that can be addressed by telehealth is medication refill 
and adherence. Routine clinic visits afford clinicians the oppor-
tunity to evaluate and reinforce medication adherence, make 
necessary adjustments, and refill medications. When imple-
menting telemedicine, providers must familiarize themselves 
with the liability, licensure, billing and documentation require-
ments as pertaining to their individual practice. To facilitate 
workflow, providers may consider setting aside a block of time 
for scheduled tele-visits and co-ordinate with patients prior to 
the visit to ensure availability and ascertain familiarity with the 
communication platform. 

Conclusion
Telehealth has provided clinicians a temporary recourse to 
continue delivering high-quality medical care to patients dur-
ing the COVID-19 pandemic. For CVD prevention, however, 
the amplified interest in telehealth among providers and expan-
sion in coverage by insurance has aligned to create a rare op-
portunity to improve care delivery. Clinicians, health systems 
and public policy makers should continue to build upon this 
momentum to incorporate telehealth care delivery into CVD 
prevention practices in long-term.

Cardiovascular Practice, Education, and Environ-
ment

https://dx.doi.org/10.46998/IJCMCR.2020.05.000121


 ijclinmedcasereports.com                                                                                                                                           Volume 5- Issue 5

3

  Before COVID COVID-19 Era Post -COVID
CV 

PRAC-
TICE 

• physical ex-
amination

• Cardiologists rede-
ployed for

• Stepwise 
resumption of 

elective

 
• Direct inter-

rogation COVID care cardiac care for

 
• Procedure-

rich 
• Nil in-person prac-

tice; ED visits

• Evolution of 
video-based care 

for
    Implementation outpatients

   
• All elective proce-

dures Judicious

 
use of proce-
dural practice Postponed 

• Increased 
home-based car-

diovascular

   
• Critically ill pa-
tients may have self-care

    Succumbed  

EDUCA-
TION

Classroom-
based, bedside 
of scheduled

• Variability in for-
mal teaching Resumption 

 

educational 
and roundtable 
teaching 

given busy sched-
ules, shift

activities by 
online meetings, 

app based

   
Rotations, and de-

ployment
learning and ex-
amination, use

   

• Implementation of 
online based Learn-

ing of simulators

Figure 1: The coronavirus disease (COVID) 2019 pandemic 
has resulted in significant changes for cardiology practice and 
trainee education, cv ¼ cardiovascular E.D, 1/4, Emergency 
department
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