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Within weeks, the COVID-19 pandemic has transformed clinical car-
diology practice completely. Patients with chronic cardiac diseases
such as heart failure, congenital heart defects, and implantable cardiac
devices are traditionally followed including face-to-face contacts dur-
ing outpatient visits.1,2 Patients are assessed on signs or symptoms of
clinical deterioration and are followed with an interactive consult-
ation about treatment goals and strategy of care. Due to the COVID-
19 pandemic, healthcare providers cancelled most outpatient visits of
chronic patients with various cardiac diseases, to save hospital
resources and limit disease transmission.3 However, in a recent art-
icle, it is strongly recommended to evaluate clinical warning indica-
tors to explore for the early identification of COVID-19 patients.4

Healthcare providers may consider rapidly switching to the common-
ly unknown area of remote care.

Remote care consists of a variety of modalities such as telephone
contact, video contact, medical apps on smartphones, and wear-
ables.5 The large amount of possibilities hinders the medical profes-
sional unfamiliar with the topic of remote care to change swiftly their
clinic practice. A joint decision with the patient (shared decision-
making) to switch to remote care is recommended.

An overview of practical considerations to choose the best
remote care for chronic cardiac patients is shown in Figure 1.5 An
existing platform can help, particularly if it integrates remote care
data with hospital data.5 Platforms with CE mark, ISO, and NEN certi-
fication provide good quality in data security. However, the many
political, economic, and time-consuming barriers discourage a quick
introduction. Video consulting has the advantage of visual evaluation
of the clinical performance of a patient at home and visual evaluation
of vital signs and symptoms of heart failure. It can also be used to
evaluate how patients perform measurements of vital parameters.
Video consulting can be used to provide clear patient instructions to
avoid errors and facilitate a smooth startup of the measurements. It
can also improve personalized coaching, which is one of the most

effective remote care interventions.6 However, video consulting can
be a technical challenge for both healthcare providers and patients and
it can be more time consuming than a telephone call. These challenges
are a result of disparities among patients’ personal devices, disparities
among patients’ technical abilities, and disparities among patients’ inter-
net connections. In general, there is not one model that works for
everyone, which means that extra guidance is needed. Furthermore, it
is advised to strive to use validated and approved devices.

Other considerations are secure storage facilities for patient data
and digital communication channels between healthcare providers
and patients. Also, clear protocols to handle contacts and incoming
measurements should be considered, especially if tasks are reallo-
cated to paramedical or administrative personnel. An intuitive user
interface is recommended to make sure patients and healthcare pro-
viders not having to get lost, confused, guessing, or experimenting
with software or devices. Otherwise consider also a helpdesk, web-
site, or pocket card with clear instructions for technical handling for
them. Scheduled remote contacts can help in the startup phase to
monitor commitment closely, further, follow-up can be on the indica-
tion. Consider also the revenue model for free software and the risk
of data breaches.

The impact of an increase in remote care will probably also be visible
years after the COVID-19 pandemic. The rapid initiation could possibly
lead to will and decisiveness to create sustainable tools, arrange for fi-
nancial compensation, and perform more clinical outcome studies. It is,
however, expected that there will always be a role for face-to-face con-
tact during outpatient visits, because both healthcare providers and
patients appreciate social contact and experience clinical value.

Chronic cardiac patients need regular care and are at increased
risk of infection with SARS-CoV-2 with worse outcome.7 Therefore,
remote care should be considered in these vulnerable patients to re-
duce the risk of transmission, to diagnose COVID-19 infection early,
but also to continue regular care. Our practical considerations might
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..be helpful to overcome the first barriers in the initiation of remote
care, in order to optimize care in these tumultuous times.
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Figure 1 Practical considerations to choose the best remote care for chronic cardiac patients. Left column: benefits, right column: risks.
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