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Background

The COVID-19 pandemic has introduced a major disruption to the delivery of routine
health care across the world. In addition to the described cardiovascular disease (CVD)
complications of COVID-19, including myocarditis, myocardial injury, arrhythmia and
thromboembolism, the pandemic has additional implications for the management of the
patient with established atherosclerotic CVD. In particular, it provides challenges for the
use and introduction of secondary prevention measures. This position statement
provides recommendations for effective delivery of secondary prevention strategies

during the COVID-19 pandemic.

Challenges

The COVID-19 pandemic has introduced limitations for many patients to access
standard health services such as visits to health care professionals, medications,
imaging and blood tests as well as attendance at cardiac rehabilitation. In addition, the
pandemic is having an impact on lifestyle habits and mental health. Taken together, this
has the potential to adversely impact the ability of practitioners and patients to adhere

to treatment guidelines for the prevention of recurrent cardiovascular events.

A Position Statement for Achieving Effective Secondary Prevention

This position statement makes a number of recommendations with regard to continuing
provision of effective secondary prevention and cardiac rehabilitation for patients with
established atherosclerotic CVD during the COVID-19 pandemic. The recommendations
are accompanied by background with regard to the access, lifestyle and psychosocial

challenges limiting the ability to achieve effective secondary prevention in an extensive



manuscript published online at Heart, Lung and Circulation. The objective of this

executive summary is to highlight the key recommendations of the position statement.

Recommendations

e The most important message is that patients with existing CVD must continue to
receive management and support.

e All recommendations should be applied in conjunction with contemporary advice
from Commonwealth and State public health officials.

e Patients with established CVD are at the greatest risk of future cardiovascular
events. In the setting of chest pain, recommendations of seeking emergency
medical attention remain important.

e All efforts should be made to take advantage of a range of telehealth formats to
ensure as many patients as possible have access to health care professionals.
Consideration should be made on how best to interact with patients, depending
on their access and familiarity with these different technologies.

e Similar e-health strategies should be used to continue to deliver evidenced based
therapies to patients in secondary prevention.

e The emergency e-health responses are welcomed, and a strong argument should
be to retain these initiatives in practice after the pandemic.

e All preventive therapies should be continued by patients with every effort made
to monitor risk factor control. Consideration should be made regarding potential
barriers for patients to access prescriptions, imaging, blood tests, blood pressure
measurement and referral to cardiac rehabilitation. It has never been more

important to avoid under-treatment of patients.



The inclusion of psychosocial interventions as part of routine heart health checks,
cardiac rehabilitation, and the promotion of established mental health services is
warranted.

Consensus statements should support the initiation and use of ACE inhibitors and
angiotensin receptor blockers in CVD patients in the setting of the COVID-19
pandemic unless contrary evidence emerges.

All patients should receive the influenza vaccine unless they have a specific
contraindication to its use.

In an era of integrating new processes into routine clinical care, there is an
important opportunity to evaluate their efficacy and cost effectiveness. This will

have implications for their longer-term use beyond the pandemic.



