Heart failure
and COVID-19
What does the pandemic mean
for heart failure care?

December 2020

About the Heart Failure Policy Network (HFPN)
The Heart Failure Policy Network (HFPN) is an independent, multidisciplinary network of healthcare professionals,
advocacy groups, policymakers and other stakeholders from across Europe. HFPN was established in 2015 with
the goal of raising awareness of unmet needs and seeking meaningful improvements in heart failure policy and care.
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About this report
The evidence base on COVID-19 is in its infancy and continues to evolve every day. This report is based on desk
research conducted in September–November 2020 and, inevitably, we expect new information on COVID-19 and
heart failure to emerge in the coming months. As such, we present this document as an overview of what is currently
known and understood on this topic, with an intention to stimulate debate and action among policymakers, clinicians
and patient groups across Europe. We will be monitoring the research landscape as the situation evolves, and would
welcome feedback from all stakeholders on their experiences of the pandemic’s impact related to heart failure.

The Heart Failure Policy Network is an independent, multidisciplinary platform made possible with financial
support from Vifor Pharma, Novartis Pharma and AstraZeneca. The content produced by the Network is not
biased to any specific treatment or therapy. All outputs are guided and endorsed by the Network’s members.
All members provide their time for free.
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Executive summary
With much of Europe in the grips of a second wave of the COVID-19 pandemic, it is crucial
that heart failure (HF) services adopt standardised approaches and find innovative solutions
to continue to provide timely, appropriate and high-quality care for people living with HF.
We now know that COVID-19 is not ‘just another flu’ – it is more dangerous, especially
for people living with cardiac conditions, such as HF.1 We live with a range of viruses that
cause respiratory tract infections which already pose risks for people living with HF, such as
increasing hospitalisations.2 But research since the COVID-19 pandemic suggests this virus
is more deadly.3
Heart damage is a possible complication of COVID-19 and is associated with poorer
outcomes. People with pre-existing cardiovascular disease, including HF, have an increased
risk of becoming severely ill from COVID-19.4-12 This includes being more likely to require
admission to intensive care.13 14 In addition, some studies have found that COVID-19 can
cause damage to the heart in a small number of otherwise healthy individuals without prior
cardiovascular risk factors.6 11 15 16
Risk of COVID-19 infection through contact with services must be balanced against the
known imperatives to prevent irreversible cardiac harm if HF is not managed correctly.
Specialist-led care is the cornerstone of effective HF management,17 18 and people with HF
are at considerable risk of adverse outcomes if the quality of their ongoing care suffers.19 20
The removal of HF services to augment intensive care capacity or observe social distancing
may thus inadvertently cause avoidable mortality and hospitalisations in the HF population.
HF is part of a wave of growing chronic disease that will continue long after COVID-19 has
abated. For many years, HF has been the leading cause of hospital admissions in people
aged over 65.18 Experts highlight the risk that the HF population will grow, as may the number
of people living with more severe HF, due to service disruptions and cardiac damage from
infection with COVID-19.1
The pandemic has highlighted the existing weaknesses of our healthcare systems and the
cost of years of inertia in HF care.18 Historically, people with HF have experienced delays in
diagnosis and poor access to specialist-led multidisciplinary care, and these system failures
are likely to become more pronounced unless HF is prioritised.
Pressures from the pandemic make it imperative that we care for our HF healthcare
professionals. Many HF teams have come through a profoundly challenging period, faced
with constant and difficult triage decisions and relentless physical and mental pressures,
as well as risk of infection.21 If we do not offer structured psychological support,22 and if
we simply expect these healthcare professionals to handle yet more crises without rebate,
we may lose them.
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Without immediate and decisive policy action, the pandemic could have catastrophic
repercussions for HF care. We have identified six areas that must be addressed as a matter
of urgency.

Six areas that must be addressed
as a matter of urgency

Reinstating HF
specialist teams

Prioritising timely
diagnosis of HF

Supporting healthcare
professionals to
avoid burnout

Maximising the
benefits of remote
care models

Recognising the
fundamental role of
patient organisations

Driving forward
research efforts on
HF and COVID-19
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1. Introduction
The COVID-19 pandemic is an unprecedented global health crisis, which has taken a heavy
toll in Europe. As of November 2020, more than 46 million people have been infected
with over 1.1 million deaths globally since the first case of the disease was discovered
in December 2019.23 Relative to other areas of the world, Europe was affected early in
the course of the pandemic and cases have been substantial. At the time of publication
(December 2020), Europe accounted for 46% of overall cases and 30% of deaths.24
COVID-19 may present with more severity in people with heart conditions. People living with
heart failure (HF) and other heart conditions are at high risk of severe COVID-19 symptoms4-12
and admission to intensive care.13 14 While evidence is still emerging, this is clearly due to the
major cardiovascular burden generated by serious infection, and additional risks that the virus
poses to the heart.
At the beginning of the pandemic, official and expert guidance documents rapidly clarified
that special precautions were needed to avoid viral transmission to people living with HF.12
Across Europe, people living with HF were advised to take extra precautions in terms of social
distancing, and in some cases to adopt shielding measures, the most intensive level of social
distancing.25 Some countries have declared people with HF to be ‘clinically vulnerable’ and this
risk assessment increases if HF exists alongside comorbidities such as diabetes and cancer,
and also in the case of pregnancy.25-27

Key terms
Severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) – the
virus responsible for the development
of the COVID-19 disease.
COVID-19 or ‘coronavirus disease’ –
the disease caused by the SARS-CoV-2
virus, which is currently declared a
global pandemic (December 2020).
Heart failure – a serious chronic
syndrome where the heart cannot
pump enough blood to support
the needs of other organs in
the body.
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The COVID-19 pandemic has radically reshaped healthcare systems worldwide.28 29
Healthcare leaders described a ‘tsunami’ of critical cases presenting to the healthcare
system within a relatively short period, overwhelming existing resources and demanding
a range of other adaptive crisis measures without modern precedent. Many services have
diverted resources, including HF specialists, to better accommodate the rapid surge of
critically ill patients with COVID-19, while non-COVID-related services have been considerably
scaled back.29
HF services have been particularly disrupted by COVID-19.21 30 31 Anecdotal reports note
that routine, non-urgent outpatient visits have been cancelled, and HF and cardiac patients
are widely advised to avoid attending traditional care settings unless strictly necessary.12
Many centres have moved to remote consultations with little or no preparation, making as
much pragmatic use as possible of existing technologies such as telephones, smartphones
and the internet.29 31 32

Clinical stages of COVID-19
infection

Potential complications affecting
the heart during COVID-19
infection35

COVID-19 is categorised into three key disease
stages:33 34
1. Stage 1 (early infection): characterised by
flu-like symptoms including fever, dry cough,
headache and a loss of smell and/or taste
2. Stage 2 (pulmonary phase): the inflammatory
response to COVID-19 affects the lungs,
with symptoms such as shortness of breath,
abnormal chest imaging and low oxygen levels
3. Stage 3 (hyperinflammation): an excessive
inflammatory reaction (known as a ‘cytokine
storm’) ensues. The most severe stage of
COVID-19 often manifests as acute respiratory
distress syndrome, sepsis and heart failure.

•

Blood clots (venous thrombotic events)

•

Irregular heartbeat (arrhythmia)

•

Cardiac events such as heart attack
(myocardial infarction)

•

Injury to and inflammation of the heart muscle
(myocardial injury and myocarditis)

•

Other diseases of the heart that make it harder
to pump blood (cardiomyopathy)

While the majority of people (approximately
80%) experience mild symptoms indicative
of stage 1 disease, some people develop
severe disease.33 It is reported that roughly
5% of patients will require critical care due to
respiratory failure, septic shock or multiple
organ dysfunction.33
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2.	How COVID-19 affects the heart
and people with heart failure
COVID-19 can cause long-lasting damage to the heart
Although COVID-19 is most often associated with respiratory symptoms, it is becoming
increasingly clear that the infection can impact the heart. Most of the published literature
has described acute respiratory distress syndrome and pneumonia as dominant severe
clinical manifestations.7 However, COVID-19 is also associated with a range of cardiovascular
complications, including inflammation of the heart muscle and HF.14 Key cardiac biomarkers
(particularly cardiac troponin and natriuretic peptide (NP) levels) are significantly elevated
in people with COVID-19 admitted to intensive care and those who have died, which is an
indication of possible cardiac damage as a result of contracting the virus.2 36-38 In addition,
many people have presented to hospital with cardiovascular symptoms such as heart
palpitations and chest tightness, with or without respiratory symptoms.39
A growing concern is that COVID-19 may even cause damage to the heart in a small
number of otherwise healthy people without prior cardiovascular risk factors.6 11 Individual
studies have found inflammation of the heart in people who have recovered from COVID-19,
suggesting a possible damaging effect of the disease.6 11 15 16
COVID-19 may lead to the development of HF.9 37 40 A study from Wuhan, China, found that
approximately 23% of people hospitalised with COVID-19 were newly diagnosed with HF.10
Another study from Washington, US, found as many as 33% of people admitted to intensive
care were diagnosed with cardiomyopathy (disease of the heart muscle).41 Over the longer
term, the incidence and prevalence of HF is therefore likely to rise.1
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COVID-19 has a considerable impact on people with existing heart disease,
including HF
People with cardiovascular risk factors and pre-existing cardiovascular disease (CVD)
have increased vulnerability to COVID-19. Specifically, they have a heightened risk of severe
infection with poor outcomes.4-12 While the overall global mortality rates from COVID-19 are
difficult to determine and constantly evolving, it is now thought that around 10% of people
with pre-existing CVD who contract the virus die from the infection.6 40 42 This appears to be
much higher than earlier estimates of COVID-19 mortality for all cases.3
People with HF are at an increased risk of poor outcomes from COVID-19 due to their low
levels of immunity, general frailty and reduced cardiovascular ability to cope with infections6
(see Figure 1, p. 11). COVID-19 may exacerbate HF, lead to more hospitalisations and increase
the chance of admission to intensive care.6 43 Data are still emerging, but individual studies
across Europe note that 7–21% of the hospitalised COVID-19 population have pre‑existing
HF.44‑46 A large international observational study from 169 hospitals found a mortality rate
from COVID-19 at 15.3% among people with congestive HF, compared with 5.6% among
patients without HF.47
The management of people with HF with concurrent COVID-19 infection can be challenging
for clinicians. Symptoms of COVID-19, such as breathlessness, fatigue and tachycardia (high
heart rate), are similar to those of HF.12 In addition, people with chronic HF often present with
several comorbidities and at an advanced age, which may complicate the treatment pathway
for patients with combined disease.48 Effective care for people living with HF who develop
severe COVID-19 has thus required close integrated working between cardiologists and other
specialists, including experts in infectious disease, respiratory care and intensive care.49
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Common mechanisms responsible for cardiovascular injury
in people with COVID-19
The exact mechanisms responsible for cardiovascular complications are still unclear.36 39
However, the following are some of the ways in which COVID-19 may cause poor
cardiovascular outcomes:
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•

Direct injury to the heart: Angiotensin-converting enzyme 2 (ACE-2) is a type of enzyme present in multiple
organs including the lungs, heart, kidneys and intestines. It plays a crucial role in regulatory processes such
as maintenance of blood pressure and inflammation levels.7 COVID-19 enters human cells by binding to
ACE-2 receptors, altering ACE-2 signalling pathways and leading to injury of the heart.7 34 37 39 42 50 A potential
explanation for the higher risk of adverse outcomes in people with pre-existing CVD could be the higher
than usual expression of ACE-2 receptors in these people.36

•

Systemic inflammation: COVID-19 infection can sometimes trigger an excessive inflammatory reaction
(known as a ‘cytokine storm’).7 This can lead to multiple organ failure, including either new HF or a sudden
worsening of chronic HF.6 7 The virus can also cause kidney impairment (in approximately 15–29% of
people), which may lead to fluid overload and an increased burden on the heart to pump blood; this may
exacerbate chronic HF.6

•

Issues with blood clotting: High rates of coagulation (the tendency of the blood to clot) have been
reported in people with severe COVID-19 infection.51 The formation of blood clots in the lungs
(pulmonary embolism) is of significant concern, leading to reduced oxygen supply and increased pressure
on the heart.6 34 51 52

•

Acute cardiac events: People with cardiovascular risk factors and pre-existing CVD may have an increased
risk of sudden cardiac events, such as unstable angina (reduced blood flow to the heart causing chest
pain) and myocardial infarction (heart attack), as a result of COVID-19 infection.53 This could be caused
by a number of factors including increased demand placed on the heart and lungs, or rupture of existing
plaques (fatty deposits) in the coronary arteries.34 54

•

Electrolyte imbalances: Electrolytes are minerals in the body that have an electric charge. They have a
role in balancing the amount of water in the body, as well as enabling nerves to transmit information.
Electrolyte imbalances may occur in people with COVID-19 infection. Of particular concern is hypokalaemia
(low potassium levels), which can increase vulnerability to abnormalities in heart rhythm, particularly
among people with underlying cardiac disorders.7 55

Heart failure and COVID-19

Figure 1. Potential contributing factors and mechanisms
of new or worsening heart failure in people with COVID-196 56

SARS-CoV-2

(virus responsible for COVID-19 disease)
Viral invasion

ACE-2 receptors

(virus initially binds to receptors
located in the airways)

Human
cell

Organs with high ACE-2 receptor levels

Heart

• Direct injury to the heart
• Irregular heartbeat (arrhythmia)
• Inflammation of the heart muscle
(myocarditis)
• Acute coronary syndrome
• Left ventricular dysfunction

Lungs

• S
 evere respiratory illness
(e.g. acute respiratory distress
syndrome and interstitial lung
disease)
• High blood pressure in the
arteries of the lungs (pulmonary
hypertension)

Kidneys

• Kidney impairment
• Fluid overload

Heart failure
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3.	The impact of COVID-19
on heart failure care
The COVID-19 pandemic has disrupted the delivery of specialist HF services
COVID-19 has led to a sharp reduction in the routine availability of HF and cardiology
services across Europe.2 31 57 Some commentators describe a devastating impact on HF care
as a result.58 Specialist-led care is the cornerstone of effective HF management,17 18 but many
HF specialist clinicians have been reassigned to general roles in acute or medical wards
to look after people with COVID-19.2 12 58-61 The majority of traditional HF clinics and cardiac
rehabilitation services have been postponed or have switched to telephone or other remote
consultations.29 58 62
Such disruptions to services were arguably justified early in the pandemic. It is important
to note that the risk of infection from healthcare premises was a highly relevant concern when
the pandemic first swept across Europe, based for example on the experience of hospitals
in Lombardy, Italy, one of the first European regions to enter a state of emergency.63 Some
countries thus mandated service closures by law or national directives from ministries of
health.31 In other countries, individual clinics made independent decisions to close or adapt
services, while instructing patients to avoid attending in person for anything but urgent
procedures.2

People with HF have experienced serious barriers to care
The result of these disruptions has been that many people with HF across Europe have
missed out on essential services.12 31 36 This includes a sharp reduction in diagnostic capacity,
elective surgeries, non-urgent procedures and day-care outpatient clinics.30 31 35 49 60 64 In a UK
survey of people with HF, 65% of respondents reported that their HF appointments were
negatively impacted during the ‘lockdown’ period.65 Following hospital discharge, many
people have also struggled to access vital HF services in the community,58 66 including
cardiac rehabilitation.60 67 68
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Service disruptions, demand pressures and changing patient behaviours have led to
widespread concerns that many people with HF are not receiving effective and timely
guideline-recommend care.31 36 69 Optimisation of medications has suffered, and backlogs
of people awaiting key diagnostic tests such as NP testing, electrocardiography (ECG)
and echocardiography have delayed diagnosis and the initiation of vital treatment.58
Echocardiograms have been restricted to urgent cases,29 and medications may have been
difficult to access in the community setting.30 In England, a survey of cardiac patients by
the British Heart Foundation found that the number of people who had to wait more than
six weeks for a diagnostic echocardiogram was nearly 18 times higher than before the
pandemic.70 The same survey found that one third of people struggled to get the medicines
they needed, and 40% had an elective procedure/test postponed or cancelled. In the case
of one community HF team, new referrals dropped by 34%, driven in part by the low rate of
NP testing across primary care.60 Patients have stayed away from care services, often at
serious risk to their health.
Many people with HF have delayed seeking vital cardiology input.71 Significantly fewer
patients have been diagnosed with new-onset HF since the beginning of the COVID-19
pandemic,69 and there has been a reduction in the number of people presenting to hospitals
across Europe with acute coronary syndromes and exacerbation of HF.69 72-74 According to one
centre-based study, emergency admissions for HF declined during the COVID-19 outbreak
by 22–28%, accompanied by a 15–27% reduction in interventional treatments.75 European
studies have confirmed significant reluctance among people with HF to present to healthcare
services, with people often waiting to seek medical attention until there is a significant
deterioration of their condition.76 77 Reasons for this may include fear of exposure to COVID-19
in healthcare settings, concerns that hospitals are too busy or not wanting to put extra
pressure on health services, and the impact of public health messaging that advises people
to stay at home.29 72
Reduced uptake of services may come with a high cost for people with HF. For example,
delaying HF treatment, even for one month, carries a far greater risk of mortality.20 Postponing
cardiac rehabilitation after a major cardiac event may also lead to reduced fitness levels
and poor uptake, attendance and completion of rehabilitation programmes.67
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The threat of COVID-19 has a profound psychological impact
on people living with HF
The introduction of social distancing measures across Europe has been particularly
detrimental for people living with HF. During the early phase of the pandemic, people with
pre‑existing heart conditions were advised to observe enhanced social distancing and,
in some cases, ‘shield’ at home for a number of months.26 78 79 Some people have reported
receiving conflicting advice during this time, leading to confusion about their level of
individual risk of COVID-19.65
People with HF have reported developing emotional disorders as a result of the pandemic.
This may include fears for their health, anxiety and emotional stress reaction, which is likely
exacerbated by disruption of HF services.12 65 The easing of lockdowns is reported to have
caused additional stress and anxiety for people with HF, who were encouraged to return to
‘normality’ while still being at an increased risk of severe infection.80 It is likely that people’s
mental health will also be adversely affected during future waves of the pandemic.
The physical and emotional impact of COVID-19 is likely to last for a long time. For the many
people with HF who have survived COVID-19, the virus and the treatment required to combat
it will have a lasting impact on psychological and physical health. For example, anxiety,
depression and post-traumatic stress disorder (PTSD) are common following a prolonged
stay in critical care.81 People may experience difficulties with activities of daily living, including
personal care, domestic tasks and leisure activities.81

Disruption to cardiology services will have a major long-term impact
on the whole HF community
The backlog of people with HF requiring specialist input is already a substantial long‑term
challenge.29 This is not least in light of the continuing need for social distancing and use of
personal protective equipment (PPE), which will continue to change the way clinics operate
and investigations are undertaken and may reduce the capacity per session.29 In addition,
people with HF who have recovered from COVID-19 will likely require a new care plan,
including optimisation of medications and cardiology follow-up, adding to the pressure on
already overstretched resources.81
While the knock-on effects of service disruptions are difficult to quantify, they are a matter
of serious concern. Across Europe, research shows an alarming increase in non-COVID-19
deaths in areas with a high burden of COVID-19 infection.2 This suggests that the disruption
to regular services, and the consequent suboptimal management of chronic conditions, may
have very serious consequences for people with HF.2
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Healthcare services must prepare for a surge in HF patients, beyond those who
require missed care interventions
A new cohort of people with HF may be waiting to present to healthcare services, for several
reasons. As COVID-19 can exacerbate heart diseases, it has been described as sometimes
‘unmasking’ previously hidden cardiac disorders.11 61 Patients who were advised to stay at
home with mild COVID-19 symptoms may experience cardiovascular complications once the
pandemic subsides.28 It is also predicted that, in the coming months, there will be a new spate
of admissions or complications among patients who stayed at home with missed signs of HF
exacerbation,28 or those whose care was delayed by service disruptions.36

Care teams are stretched to the limit at a time when people with HF
need them most
HF experts have described the tremendous physical and psychological pressures associated
with being on the front line of the epidemic. This involves dealing with many of the most
severe cases and working with adapted care pathways and practices at short notice.28 29 32
Other commentators describe the considerable distress to HF team members – along with
physical and mental exhaustion – that resulted from the crisis workload (sometimes outside
of their normal clinical remit) and the need to decide which patients should access life-saving
intensive care in the face of limited resources.59 This extraordinary level of strain is likely to
affect performance and wellbeing,82 and could have negative consequences for patient care.
Healthcare professionals have made great sacrifices, including facing greater exposure
through their role to risk of COVID-19 infection.83 84 One Italian study found that, despite the
extensive use of appropriate PPE, five out of 20 nurses tested positive for COVID-19 in the
first two weeks of the outbreak, as did three out of five social care workers and four out of 19
physicians.21 A further study of 138 patients hospitalised with COVID-infected pneumonia in
Wuhan, China found that 29% were healthcare workers.85

Clinical research has suffered – which may affect future treatments
COVID-19 has affected various aspects of HF clinical research activities, which is likely to
impact on innovations in treatment in the future.86 Many clinical trials have been postponed,
with challenges in recruiting new participants into current HF trials, for example.19 87
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4. Adaptations to heart failure care
COVID-19 has forced a rethink about how healthcare is delivered. As the scale of the
pandemic became clear, clinical leaders sought to respond with rapid adaptations and special
measures, ranging from high-level international scientific guidance to local-level guidelines for
practising teams, and sudden switches to remote care at scale.

Clinical guidance has been issued to assist in the co-management
of HF and COVID-19
International and national guidance has sought to rapidly clarify optimal approaches to
HF care in the pandemic environment. In all cases, the critical importance of continuing to
observe established guidelines for people with acute and late-stage HF was clearly stated,
regardless of infection status.12 Much of the guidance, therefore, clarified new working
practices to reduce risk of infection (see Box 1). Given the inherent limitations of the
available evidence and reliance on observation and anecdotal evidence, documents such
as the European Society of Cardiology (ESC) guide for the diagnosis and management of
CVD during the COVID-19 pandemic were released as ‘guidance’ rather than ‘guidelines’.25
This emphasises their role as a short-term adaptive strategy to crisis management, rather
than a replacement for existing scientific guidelines or a competitor to nationally mandated
frameworks. Other adaptive strategies include the reclassification of cardiology patients, as
seen in England (see Box 2).

Box 1. Measures to reduce risk of COVID-19 infection via
adapted practices in the hospital setting
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•

Temperature checks for healthcare professionals prior to entering the ward; staff use
of PPE12

•

Stringent sanitation and hygiene regimes: routine handwashing and area disinfection;
termination of air conditioning; spacing out of patient appointments; restrictions on
visitors and other people accompanying patients into healthcare premises88

•

New patient risk-profiling models, clarifying ‘obligatory’ (high-priority) HF patients for
normal acute care, and non-acute cases for potential deferral or adapted services89

•

Division of cardiac and HF teams between ‘hot’ and ‘cold’, with ‘hot’ teams handling
urgent cases in the presence of COVID-19 infection and ‘cold’ teams handling cases
without COVID-1949

Heart failure and COVID-19

Box 2. Example of recategorisation of cardiology patients by
NHS England during the COVID-19 pandemic89
•

Obligatory inpatients: These patients will continue to require admission and ongoing
management (e.g. people with myocardial infarction, severe HF or arrhythmia). Pathways
must be expedited to allow rapid treatment and discharge.

•

Elective inpatients/day-case activity: All elective admissions should be deferred unless
absolutely necessary.

•

Outpatients: The urgency of the appointment, requirement for diagnostics and need for
face-to-face contact should be considered. Rapid-access clinics can prevent admission
or facilitate early discharge. Where possible, appointments should be conducted remotely
and non-urgent appointments deferred, particularly those requiring diagnostics for
surveillance.

Most non-urgent care is being delivered remotely
Vast swathes of non-urgent outpatient appointments have been switched to remote and
virtual consultations. Most notably in the outpatient setting, virtual consultations were rapidly
recommended over traditional care models.12 25 40 48 Real-world practices followed suit,2 31 62
influenced not only by HF-specific guidance but by pre-existing pandemic strategies (see
Table 1). Reports suggest that in many countries, the majority of outpatients were moved to
telephone or video consultations within days.60 Commentators have noted that the pandemic
is ‘revolutionising’ attitudes to remote care, adding that ‘widespread scepticism has switched
to near-universal enthusiasm and rapid adoption into routine care’.76
Risk assessment was emphasised early on as an essential tool for clinical teams. People
with HF considered to be at intermediate or high risk, such as those with deteriorating
symptoms or who had been recently discharged from hospital, were triaged for appropriate
telephone, video or face-to-face consultations.58
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Table 1. Summary of common and guidance-based adaptations to outpatient
and primary care settings2 21 29 30 32 38 58 59 90 91

• Telephone and video calls with patients in lieu of clinic visits
Remote adaptations • Telephone and video calls with patients in lieu of clinic visits

Multidisciplinary
operations
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••

Reactive,
Reactive, 24/7
24/7 telephone
telephone and
and video
video advice
advice lines,
lines, with
with email
email and
and online
online chat
options
chat options

••

‘Virtual
‘Virtual waiting
waiting rooms’
rooms’ (i.e.
(i.e. waiting
waiting lists)
lists) to
to manage
manage patient
patient backlogs
backlogs and
and
ensure
equitable
access
to
staff
ensure equitable access to staff

••

Issuing
Issuing of
of equipment
equipment to
to patients
patients to
to enable
enable self-assessment
self-assessment of
of heart
heart rate
rate and
and
rhythm,
blood
pressure,
oxygen
levels
and
weight
rhythm, blood pressure, oxygen levels and weight

••

Post-discharge, issuing
issuing of
of ECGs
ECGs and
and wearable
wearable devices
devices to
to COVID-19-positive
COVID-19-positive
Post-discharge,
but
stable
patients
but stable patients

••

Collation of
of data
data captured
captured by
by implantable
implantable devices,
devices, such
such as
as pacemakers
pacemakers and
and
Collation
cardioverter
defibrillators
cardioverter defibrillators

••

Remote pre-screening
pre-screening of
of patients
patients to
to assess
assess urgency
urgency and
and suitability
suitability for
for
Remote
remote
care
remote care

••

Mailing of
of medications
medications or
or other
other essential
essential items
items to
to patients
patients via
via dedicated
dedicated
Mailing
couriers
couriers

••

Offering of
of clinic
clinic visits
visits to
to patients
patients describing
describing decompensation
decompensation (exacerbation
(exacerbation
Offering
of HF)
HF)
of

••

Home-based cardiac
cardiac rehabilitation
rehabilitation programmes
programmes
Home-based

••

Clinics set
set up
up as
as a
a ‘one
‘one stop’
stop’ with
with investigations
investigations on
on the
the same
same day
day e.g.
e.g.
Clinics
echocardiogram,
NP
testing
and
follow-on
intravenous
interventions
echocardiogram, NP testing and follow-on intravenous interventions (iron,
(iron,
diuretics
diuretics etc.)
etc.) to
to minimise
minimise number
number of
of in-person
in-person attendances
attendances

•

Home-based visits for face-to-face consultations

•

Issuing of diuretics to HF community team, so that in the event the patient
had no supply of their own or needed a different strength, the medication
could be issued by the visiting HF nurse

•

Clinical triage by senior clinicians (HF specialist nurses and consultants)
to risk-stratify existing patient caseloads and new referrals, including
widespread use of NP testing in primary care

•

Rapid consultations
between
general
practitioners
(GPs) and HF
GP consultations
with HF
specialist
staff
specialist staff
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Multidisciplinary
care in specialist
settings

General

••

Early supported
supported discharge
discharge and
and links
links to
to local
local palliative
palliative care
care services
services as
as
Early
required
required

••

Point-of-care
Point-of-care ultrasound
ultrasound to
to assess
assess heart
heart function
function on
on dedicated
dedicated COVID-19
COVID-19
wards (allowing
(allowing more
more rapid
rapid diagnostics
diagnostics than
than would
would be
be likely
likely if
if patients
patient were
wards
were
referred to
to full
full echocardiogram)
echocardiogram) to
to assist
assist providers
providers with
with image
image acquisitions,
acquisitions,
referred
which
which can
can then
then be
be read
read remotely
remotely by
by trained
trained staff
staff

••

Closure of
of inpatient
inpatient clinics
clinics with
with HF
HF teams
teams decamping
decamping to
to community
community setting
setting
Closure

••

Education
Education and
and empowerment
empowerment of
of patients
patients to
to perform
perform routine
routine self-care
self-care and
and
engage
with
remote
processes,
including
use
of
home
monitoring
engage with remote processes, including use of home monitoring equipment
equipment

••

Proactive
Proactive contact
contact with
with recent
recent patient
patient lists
lists to
to inform
inform them
them of
of changes
changes

••

Advice and
and reassurance
reassurance to
to all
all patients
patients and
and education
education as
as to
to COVID-19
COVID-19 risk
risk
Advice
management (e.g.
(e.g. social
social distancing,
distancing, frequent
frequent handwashing,
handwashing, use
use of
of face
face
management
masks
masks in
in public
public places,
places, self-isolation)
self-isolation)

••

Outreach from
from patient
patient groups
groups to
to offer
offer psychological
psychological and
and emotional
emotional support
support
Outreach
to
people
living
with
HF,
as
well
as
education
on
key
issues
such
as
to people living with HF, as well as education on key issues such as remote
remote
monitoring
monitoring and
and encouraging
encouraging people
people to
to attend
attend emergency
emergency departments,
departments,
where appropriate
appropriate
where
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Remote working has been a success for many HF teams
While undoubtedly a compromise forced by necessity, many HF teams have reported
successful elements of remote working. Anecdotally, a range of voices in the HF community
report that many patients have found remote consultations a convenient and acceptable
model of care, and that good standards have been maintained by HF care teams.30
This is reinforced by research conducted in Spain during the pandemic, which suggests
that healthcare professionals find video consultations adequate for interactions with
people living with chronic conditions such as HF, including patients who have not used
the medium before.92
Preliminary evaluations of local centres support this positive view of remote care delivery.
A study of 103 patients receiving remote care from an Italian HF team from March to May
2020 found positive outcomes, including responsiveness (half of all contacts led to a clinical
decision), and COVID-19 safety (none of the patients were infected with COVID-19).31 In fact, a
comparison with an equivalent patient population in 2019 suggested that the remote service
has actually achieved a decrease in hospital admissions.31 In Spain, one centre reported
that a new active surveillance protocol, making extensive use of telephone consultations
and in-person access to HF units where urgently required, resulted in a 56.5% reduction in
emergency hospital visits and a 46.9% reduction in hospital admissions, without an increase
in mortality.32

Cardiac rehabilitation has been a major focus for remote
and home-based models
Before the pandemic, research had already demonstrated the ability of remote cardiac
rehabilitation to safely reduce hospitalisation and major events among cardiac patients.93
This includes, for example, initial assessment of patients’ rehabilitation needs, personalised
goal-setting by telephone or video consultation, and using web-based platforms and mobile
apps to deliver cardiac rehabilitation in the home setting (see Case study 1).
A number of cardiac rehabilitation centres have accelerated the use of remote approaches
in recent months, especially online video.64 67 Policy documents have noted the potential
value of remote cardiac rehabilitation and highlighted it as an important component of future
resilience in the enduring presence of COVID-19.67 Experts have also pointed out the potential
of existing technologies (smartphones, tablets and laptops, voice calls and texts) to allow
a range of audio and video interactions, including group sessions, to deliver educational
materials and track patients.94
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Case study 1.
Rehabilitation Enablement
in Chronic Heart Failure
(REACH-HF) manual95 96
The REACH-HF manual is a home-based selfhelp programme for people with HF, funded by
the National Institute for Health Research (NIHR)
in the UK. The programme includes a self-care
manual, exercise plan, ‘progress tracker’ tool
and ‘friends and family’ resource for carers.
The manual is designed for use over a 12-week
period, with the support of a cardiac nurse or
facilitator.
The intervention has shown positive outcomes
in clinical trials, including good adherence
and improvements in quality of life and
mental health.

The move to remote care and telemedicine has not been without compromise
As encouraging and comprehensive as best-practice centres have been, not all areas have
been able to replicate the full suite of adaptations to care. For example, as noted previously,
many HF teams have been running with reduced capacity or have temporarily closed, with
patients either on long waiting lists or moved suddenly into an already overwhelmed primary
care setting.61
There are limitations to what can be achieved with remote care delivery, not least given the
very limited time to overcome historical unreadiness for this format of care. Telephonebased assessments may have been the primary element of remote consultations, but many
experts have noted serious limitations, resulting in fewer clinical data and imprecision, and
concerns over equity of access to quality care.92 In addition, many patients – especially older
people – may face challenges with new technologies and prefer face-to-face appointments.65
92
Commentators in Italy have noted that, had an effective system of remote care already
existed, patients may have been more likely to seek the care they needed during the
pandemic, and that COVID-19 ‘could have represented a singular pilot context to boost
e-health programmes and to understand patients’ acceptance of such integrated assistance…
[but] unfortunately, it highlighted major organisational gaps’.97

What does the pandemic mean for heart failure care?

|

21

5.	The way forward: living with
the new normal
Care disruptions and diversion of healthcare resources from the pandemic have already had
a considerable impact on people with HF, and there are numerous reports of suboptimal HF
management across Europe. Unless decisive policy action is taken immediately to reverse
this trend, the repercussions of the pandemic on HF morbidity and mortality could be
catastrophic.
We urge governments and decision-makers to recognise the current and future burden of HF
and prioritise the needs of people living with HF, albeit with adaptations that are required for
the COVID-19 pandemic. We recommend that the measures outlined below are put in place as
a matter of urgency.

HF specialist teams must be immediately reinstated
Specialist-led care is the cornerstone of effective HF management. In
situations where it is no longer possible to be treated on the premises
of specialist HF clinics, patients must continue to have access to
multidisciplinary teams, led by HF specialists, to ensure that remote
support can continue. Innovation and design of care protocols will be
essential, but fundamentally the most successful models of HF care
are built around HF specialist teams, including specialist nurses, with
carefully planned protocols.
Rapid access to HF services will be needed for high-priority HF
patients, including those recently discharged, people with advance
care plans and those receiving palliative care in the community. The
risks that arise from attending clinics in person must be balanced
against pragmatic concerns and the risk of denial of quality care.
We must also learn how to better leverage existing specialism
across multiple healthcare providers and settings concurrently. For
example, localities could adopt an HF lead clinician as a key point for
clinical referrals and enquiries, giving support and advice across both
primary and secondary care, to promote consistent, high-quality care.
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Timely diagnosis of HF must be prioritised, with
appropriate use of diagnostic tools
Ensuring the timely diagnosis of HF was already an area of significant
concern across Europe, and even more so as a result of the COVID-19
pandemic. While existing European and national guidance on HF
diagnosis should continue to be followed where possible, the use
of certain tools, such as echocardiography, must be evaluated on a
case-by-case basis and prioritised for those who need them most.
Alternative tools, such as point-of-care ultrasound to help detect
cardiac complications of COVID-19, could be considered to decrease
staff exposure to infection and ease diagnostic bottlenecks.
Effective triaging systems can help to identify urgent referrals and
progress them quickly through the diagnostic pathway. NP testing,
in particular, should be scaled up in community settings to help rule
out HF and reduce the demand on specialist diagnostic services. The
concept of a ‘one-stop’ diagnostic HF clinic can minimise the need
for repeated face-to-face clinic visits and reduce risk of exposure to
COVID-19.
In the pandemic era as much as before, it is important that a wide
range of healthcare professionals are aware of and able to recognise
the symptoms of HF – and this should include being able to correctly
differentiate between the symptoms of COVID-19 and new-onset HF.

Healthcare professionals must be supported to avoid
burnout and continue to provide effective care for people
living with HF
More so than ever, we must protect and support healthcare workers
across all settings so they can continue to provide high-quality and
safe care to people living with HF. Given the heightened risk that
COVID-19 infection poses to front-line healthcare professionals, it
is vital that international guidelines around risk management are
translated into actionable solutions that reflect local resources.
These should include protocols around testing, the correct use of
PPE, isolation and quarantining, and clear guidance for safe and
timely transitioning back to work.
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Furthermore, it is important that we recognise the huge physical and
emotional strain that healthcare workers face, not only working on
the front line of the pandemic, but in transitioning to different roles
and adopting new ways of working. Support for self-care (i.e. regular
rest breaks) and improved access to psychosocial assistance may
play an important role in ensuring a strong workforce and ultimately
improve outcomes for many people with HF.

The benefits of remote care models must be maximised
Given their potential to be cost-effective and save time, widespread
use of remote consultations to manage HF patients who do not
require face-to-face visits should be maintained in the long term.
Video consultations should be used where possible, so that the
healthcare professional can see the patient and assess any physical
symptoms. Remote care models should also make use of standalone
home monitoring systems, implantable monitors, and data from
pacemakers or defibrillators. Cardiac rehabilitation is a further
obvious opportunity for remote working, which could simultaneously
address significant historical issues.
Electronic health records that are accessible across settings will
be essential tools to help monitor people living with HF remotely.
Monitoring and evaluating the effectiveness of all remote working
tools, with frequent adaptations to incorporate rapidly emerging
knowledge, is vital to ensure effective organisation of HF care.
Remote working must be supported by clear guidance on the use of
new care models, allocation of roles and responsibilities, and training
on available technologies. Crucially, people with HF must be given
advice and education on telemedicine, and empowered to monitor
their vital signs and recognise symptoms of worsening condition in
order to seek appropriate care. In circumstances where telemedicine
is not appropriate, reassurance that hospitals and clinics are safe and
open, even during a pandemic, will help to reduce patients’ anxiety
and fear regarding face-to-face appointments.
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Patient organisations should be recognised for the
enormous help they offer to people with HF and to
healthcare systems
It is vital that governments and healthcare systems work
collaboratively with patient organisations to gain a more
comprehensive understanding of the challenges faced by the HF
community during this time, and to ensure that service redesign
is truly person-centred. Patient groups can also play an important
role in the provision of psychological and emotional support to
people living with HF, as well as education on key issues such as
remote monitoring and encouraging people to attend emergency
departments, where appropriate.

We must continue to drive forward research efforts
on HF and COVID-19
Further epidemiological studies are required to investigate the
true incidence of HF and the impact of lockdown measures on
service use, e.g. hospital admissions. Monitoring and evaluating
the effectiveness of new ways of working, such as remote care
models, will help to inform HF service redesign. It is also vital to
reinstate postponed clinical trials in HF, to ensure people with
HF are given the best chance of effective treatments now and in
the future.
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6. Conclusion
The COVID-19 pandemic has exposed the current inequalities in our healthcare systems and
offered hard lessons about the fragility of HF services. Yet it has also forced us to adapt and
innovate at a rapid pace over the past few months, with examples emerging of effective and
collaborative working models. We have also seen huge strengths in our systems and modern
ways of working, including the pace of research, best-practice learning and communication
across the whole HF community, from patients to clinicians and academics.
At the time of publication, it is clear that our societies will be living with COVID-19 for some
time to come. However, we have always lived with HF, and will continue to do so indefinitely.
In fact, we must prepare for the cohort of HF patients to expand as a result of people
experiencing heart damage related to COVID-19. With an existing HF population of 15 million
people in Europe, even a relatively small rise in the incidence of HF, or greater rates of crisis
and exacerbation, will put hundreds of thousands of people at risk of hospitalisation, enduring
disability and, potentially, death.
We cannot meaningfully ‘beat’ the COVID-19 pandemic if we do not also protect and support
people with HF to best manage their condition – yet there are legitimate fears that we are
failing to do so. People living with HF have seen unacceptable gaps in even basic elements of
care. HF teams are under huge pressures, with significant backlogs of patients to deal with,
and will still need to handle urgent HF cases, including those who are COVID-19-positive.
We still have a chance to meet a great deal of that need in the community, and to help prevent
the onset of HF and its progression. We must keep innovating, while continuing to replicate
proven approaches and expertise across our health systems and communities.
We are not the first to call for decision-makers and health system leaders to seize this
moment to revolutionise HF care and protect our specialist teams for the challenges to come
– rather, it is our honour to add our voice in full support.
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