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Figure 1 Size distribution of particles, hypothetical trajectories, deposition into the respiratory 
tract and the impact of personal protective equipment such as face masks and N95 filters. The 
inset depicts binding of the SARS CoV-2 to the ACE-2 receptors in the upper respiratory tract. SARS 
CoV-2, severe acute respiratory syndrome coronavirus 2.

Figure 2 Our own institutional approach for preventive measures and clinical management 
of ACHD patients. Risk stratification is based on the underlying cardiac defect anatomy and 
associated physiology/complications. ACHD, adult congenital heart disease; BMI, body mass index; 
CD4, cluster of differentiation 4; ICU, intensive care unit; SARS- CoV-2, severe acute respiratory 
syndrome coronavirus 2.

Cardiovascular disease (CVD) specialists 
have faced many challenges during the 
COVID-19 pandemic starting with a crit-
ical role in caring for severely ill patients 
with COVID-19, recognising the cardio-
vascular complications of COVID-19, 
performing and publishing clinical studies 
on cardiac involvement, and unravelling 
whether the shared pathophysiological 
mechanisms of COVID-19 infection and 
some cardiovascular medications might 
affect disease severity. Simultaneously, 
cardiovascular specialists have continued 
to provide care to patients with acute and 
chronic CVD in the context of infection 
control measures and limited resources 
during a pandemic. In addition, as health-
care providers, we are public role models 
for responsible personal behaviour during 
a pandemic including social distancing, 
hand washing and wearing a face mask. 
The graphic by Rajagopalan and 
colleagues1 that shows how far droplets 
and aerosols spread with a cough or sneeze 
might help convince more people that 
widespread use of masks is needed, at least 
until we have an effective vaccine for this 
virus (figure 1).

In this issue of Heart, we present 
a review articles by Rowland and 
Kunadian2 discussing management of 
older patients with acute coronary 
syndromes and one by Radke and 
colleagues3 addressing care of adults 
with congenital heart disease during the 
COVID-19 pandemic (figure 2). These 
articles provide a useful starting point 
for thinking about how to structure 
clinical care for these patient groups 
although, of course, the response at 
your own institution will depend on 
local resources and disease activity. 
The pandemic has accelerated alter-
nate approaches to patient care, such 
as telemedicine patient visits, and gives 
us pause to reconsider the frequency 
and number of diagnostic tests we use 
in management of these patients. Could 
we provide effective medical care more 
efficiently even after the pandemic 
is over? It also has highlighted the 

need to protect both our patients and 
ourselves from transmitting the virus 
while ensuring continuity of care. At 
the same time, we need medical care 

to be accessible for patients with acute 
cardiovascular conditions, a challenge 
affected by societal factors as much as 
by the healthcare system itself.

Correspondence to Professor Catherine M Otto, 
Division of Cardiology, University of Washington, 
Seattle, WA 98195, USA;  cmotto@ uw. edu

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://heart.bm

j.com
/

H
eart: first published as 10.1136/heartjnl-2020-317881 on 12 A

ugust 2020. D
ow

nloaded from
 

http://www.bcs.com/pages/default.asp
http://heart.bmj.com/
http://orcid.org/0000-0002-0527-9392
http://heart.bmj.com/


1284 Heart September 2020 Vol 106 No 17

Heartbeat

Figure 3 Density plots of reported use of antiplatelet drugs or statins in 1 530 408 subgroups 
defined by 16 patient characteristics subgroups were defined by 16 characteristics including age, 
sex, urbanity, geographic region, ethnicity, occupation, annual household income, education, 
marital status, medical insurance, current smoker, current drinker, history of hypertension, history 
of diabetes, body mass index and years since diagnosis. In the above density plots, we have shown 
the reported use of antiplatelet drugs or statins of all population subgroups grouped by the 
variables in the legend. For example, we separated all subgroups by sex, and ‘women’ means all 
subgroups including women, ‘men’ means all subgroups including men. The vertical axis indicates 
the probability density of the corresponding reported medication usage rate. The horizontal axis 
means the reported usage rate of antiplatelet drugs or statins.

Figure 4 Treatment algorithm for the management of patients with diabetes with CV disease. 
In those patients who are drug- naïve, it is recommended that an SGLT2i or GLP- 1RA (with proven 
CV benefit) is first line because of the major CV benefits derived from CVOTs and described in 
the text. If glycaemic control is inadequate, it is recommended under these circumstances to add 
metformin as second line. In patients with CVD who are already on metformin, this should be 
continued and an SGLT2i or GLP-1 added to the treatment protocol. Reproduced with permission. 
CV, cardiovascular; CVD, cardiovascular disease; CVOT, cardiovascular outcome trial; GLP- 1RA, 
glucagon- like peptide-1 receptor agonist; SGLT2i, sodium glucose cotransporter-2 inhibitor.

The importance of secondary CVD 
prevention in adults after a cardiac event 
is well established yet many patients 
fail to take appropriate medications. In 
order to identify individual character-
istics associated with use of secondary 
CVD preventative medications, Lu and 

colleagues4 studied the 74 830 partic-
ipants with known CVD in the China 
Patient- Centered Evaluative Assess-
ment of Cardiac Events Million Persons 
Project, out of a total participant group 
of over 2.6 million people aged 35–75 
years of age. The overall use of secondary 

prevention medications was quite low; 
31 .% used antiplatelet drugs, 11% used 
statins and 8.3% used both medications. 
Those less likely to use secondary preven-
tion medications were younger, women, 
current smokers, current drinkers, those 
without hypertension or diabetes and 
those with known CVD for longer than 
2 years (figure 3). Although this data is 
specific to China, it is thought- provoking 
that we might be able to improved CVD 
outcomes by identifying and targeting 
patient groups who would benefit from 
secondary prevention therapies but are 
likely to be undertreated.

An additional preventable risk factor for 
CVD that often is not considered is child-
hood maltreatment (abuse and neglect). 
Soares and colleagues5 provide data from 
the UK Biobank showing a consistent 
association between childhood maltreat-
ment and CVD with stronger associa-
tions observed in women compared with 
men. In an editorial, Li and Lacey6 discuss 
potential mechanisms of this association 
and conclude: ‘If the association indeed 
differs by gender, it will be crucial to 
further explore the mechanisms and life 
course pathways that may contribute to 
the gender- specific associations and also 
the timing of their emergence, which may 
indicate a sensitive period during which 
intervention could lead to improvements 
in adult cardio- metabolic health, espe-
cially for women.’

Another article of particular interest 
in this issue of Heart is the identifi-
cation of a novel autosomal- recessive 
gene, TRIM63, causing hypertrophic 
cardiomyopathy (HCM) with a high 
rate of left ventricular dysfunction.7 
As Kuusisto points out in an editorial,8 
although this is one more of many genes 
associated with HCM: ‘Discovering the 
genetic basis of HCM has given us valu-
able information about the inheritance, 
pathogenesis and heterogeneity of the 
disease. In the future, genetic diagnosis 
will be even more important as targeted 
gene- specific therapies emerge.’

The Education in Heart article in this 
issue discusses diabetes mellitus (DM) and 
heart disease9 emphasising that all patients 
with DM are at higher risk of CVD; with 
risk classified as moderate (age <50 years 
with DM duration <10 years), high (DM 
>10 years without target organ damage or 
other risk factors) and very high (DM and 
established CVD, target organ damage, at 
least three risk factor or DM >20 years). 
Two new classes of glucose- lowering medi-
cations—sodium glucose cotransporter-2 
inhibitors and glucagon- like peptide-1 
receptor agonists reduce the risk of CVD10 
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and current guidelines recommend these 
agents as first line therapy in patients at 
high or very high risk (figure 4).
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