
 

 

Since January 2020 Elsevier has created a COVID-19 resource centre with 

free information in English and Mandarin on the novel coronavirus COVID-

19. The COVID-19 resource centre is hosted on Elsevier Connect, the 

company's public news and information website. 

 

Elsevier hereby grants permission to make all its COVID-19-related 

research that is available on the COVID-19 resource centre - including this 

research content - immediately available in PubMed Central and other 

publicly funded repositories, such as the WHO COVID database with rights 

for unrestricted research re-use and analyses in any form or by any means 

with acknowledgement of the original source. These permissions are 

granted for free by Elsevier for as long as the COVID-19 resource centre 

remains active. 

 



J A C C : H E A R T F A I L U R E V O L . 9 , N O . 1 2 , 2 0 2 1

ª 2 0 2 1 B Y T H E AM E R I C A N C O L L E G E O F C A R D I O L O G Y F O U N D A T I O N

P U B L I S H E D B Y E L S E V I E R
EDITORIAL COMMENT
Look After You Leap*

David J. Whellan, MD, MHS
W hen the COVID-19 pandemic surged
across the United States in March 2020,
health care systems, providers, and pa-

tients pivoted to telehealth to keep patients safe
and away from public spaces like clinics and hospi-
tals. This change in health care delivery was an un-
precedented event in modern history. We were
fortunate to have the necessary tools and technolo-
gies available, but never had they been used so
quickly or on such a massive scale. In many ways,
we were flying blind. Consistent with quality
improvement procedures, it is important to continu-
ally assess the new strategy and consider modifica-
tions that can lead to better results.
SEE PAGE 916
In this issue of JACC: Heart Failure, Sammour et al
(1) review the changes to HF care during COVID-19
and assess the impact of those changes in a large
Midwestern health care system. Their retrospective
analysis compares the care provided by a cardiology
group (66 cardiologists and 47 advance practice pro-
viders) over the initial 3 months of the pandemic
(March 15 to June 15, 2020) with prepandemic care of
patients with HF during the same months in 2018 and
2019, representing approximately 5,000 visits for
each time period. The cardiology practice pivoted
almost 180 degrees in 2020, going from no telehealth
visits to approximately 88.5% in 2020. The in-
vestigators concluded that telehealth visits provided
an effective substitute for in-person office visits. In
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the propensity-matched analysis, patients with HF
cared for by telehealth had lower emergency depart-
ment visits or hospitalizations at 30 and 90 days than
did similar patients seen in person, with similar
intensive care unit admissions and deaths.

Before using telehealth as the new HF manage-
ment strategy, we may want to note some significant
limitations of the current analysis. First and foremost
is that it looks at only 3 months of care. HF is a
chronic disease that requires ongoing interactions
with patients, management of therapies, and
consideration of new strategies. As noted by the au-
thors, they have not provided any information on the
management of guideline-directed therapies. Three
months may not be enough time to understand the
impact on clinical events or survival, particularly if
there were no adjustment to guideline-directed
therapies. Adjusting a diuretic dose in response to
worsening symptoms in order to avoid decompensa-
tion has short-term benefits, but the long-term effects
of high diuretic doses are unclear (2).

For many reasons, including ethical and logistical,
these results do not reflect the outcomes from the
traditional criterion standard of a randomized
controlled trial. The investigators attempted to ac-
count for this by using a propensity-matched cohort,
but they recognize that there are limitations to this
approach. The telehealth cohort represented a
selected group of patients, and that choice likely
inserted bias into the analysis. In addition, several
components were not considered in the analysis,
including the type of provider or the method of
telehealth visit. The current analysis involved a single
practice group committed to using the technology
because of the critical situation, which indicates that
they were prepared to interact with patients and
provide care through the platform.

These results may have differed if the analysis had
been conducted across several practices during more
normal circumstances. There are several examples in
randomized controlled studies in which participating
https://doi.org/10.1016/j.jchf.2021.09.003
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investigators and sites do not use the data being
provided (3) or do not close the loop by providing
appropriate changes in treatment (4,5), either by not
responding to data or by overreacting to alerts.
This may be due in part to feeling constrained by
protocols that dictate adjustments. In the current
article, providers used the information as they
wished, integrating the information obtained with
their knowledge about their patients, including the
success of previous medication adjustments. Access
to a technology platform is the intervention being
evaluated; there were not protocols for adjusting
medications.

Providers and practices considering the imple-
mentation of a telehealth strategy, particularly video
visits, will need to consider barriers to access for both
in-person and telehealth visits. Studies have consis-
tently found that younger patients and those who
speak English feel more comfortable with telehealth
visits (6,7). In addition, patients are more likely to
select telehealth visits when in-person visits have
higher out-of-pocket costs (eg, parking charges or
clinic copayments) or greater time commitment (eg,
travel time) (6). Inasmuch as HF is a disease of the
elderly, the consistent finding that older age is asso-
ciated with less access to the internet and delayed
adoption of technology, including digital health, is an
issue that needs to be addressed. Even more, patients
are less likely to participate in telehealth visits if they
have low household income or, as in the current
study, have Medicaid coverage.

Although this pandemic has inflicted a significant
amount of pain and suffering on the world, there are
small benefits that we can appreciate. One is that
humans are an immensely adaptable group, ready to
use what is available to solve a problem. Telehealth
was an available technology, and by using it as
broadly as we did during the pandemic, we have
likely altered the way medicine will be practiced
from now on. There is no going back; we have leapt.
Yet, this is not the time to go blindly into this new
paradigm. We need to continue to evaluate and
adjust.
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