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I n the last few months, the world has been swept
by coronavirus disease-19 (COVID-19), a disease
caused by the severe acute respiratory syndrome

coronavirus-2 that can lead to fatal acute respiratory
distress syndrome, cardiomyopathy, and arrhyth-
mias. We have quickly learned that patients with
pre-existing conditions, particularly cardiovascular
disease and cancer, are at a higher risk of both
acquiring the infection and poorer outcomes (1). The
transmissibility of COVID-19 and its increased mortal-
ity in high-risk patients have led to social distancing
as a strategy to “flatten the curve” and contain its
spread. Given the global prevalence of both cancer
and cardiovascular disease, mitigating the exposure
risk of this vulnerable population is critical. Routine
appointments are being rescheduled to enforce social
distancing; however, given the dual diagnoses our
cardio-oncology patients carry and their overall
increased morbidity, many of these scheduled visits
cannot safely be deferred. Telehealth, a broad term
encompassing virtual clinic visits and digital health
technology, has gained traction as a viable avenue
for the provision of safe, high-quality medical care
without placing the vulnerable cardio-oncology pa-
tient at risk. As the role of telehealth expands, it is
crucial to understand its particular benefits and limi-
tations. In this viewpoint, we explore the unique
advantages of telehealth in the care of the cardio-
oncology patient, share our institution’s experience
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thus far, and advocate for its enduring use beyond
the current pandemic.

Recent evidence summarized in this issue of JACC:
Case Reports by Ganatra et al. (1) shows that patients
with cancer or cardiovascular disease are at higher
risk of both acquiring the COVID-19 infection and
suffering worse outcomes compared to the general
population. Early reports from China show that the
COVID-19 mortality rate was highest among patients
with cardiovascular disease (13.2%) compared to
other comorbidities, and a recently updated World
Health Organization report shows a high mortality
(7.6%) among patients with cancer (1). This trend is
corroborated in a review published by the U.S. Cen-
ters for Disease Control and Prevention of 7,162 pa-
tients in the United States, where pre-existing
cardiovascular disease was present in 9% of all
infected patients and 29% of patients requiring
intensive care unit–level care, among the highest
rates of any measured comorbidity (2). To reduce
nosocomial COVID-19 transmission among patients
with cancer and cardiovascular disease, Ganatra et al.
(1) suggest “substituting in-person visits with tele-
health visits,” a viewpoint supported by a American
College of Cardiology Clinical Bulletin that states
“planning for emergency telehealth protocols should
begin now” for patients with stable cardiovascular
disease (1,3).

There are limited high-quality, randomized data
supporting telehealth; however, some evidence does
suggest a benefit to patients and health systems.
Telehealth interventions in cardiology to date have
largely focused on ambulatory management of hy-
pertension and heart failure. Individual studies of
telemonitoring in heart failure have yielded conflict-
ing results, although meta-analyses of randomized
trials of telehealth in heart failure have shown
improved clinical outcomes (4). There is a similar
absence of high-quality randomized data supporting
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use of telemedicine in oncologic care and survivor-
ship visits, although studies have shown high levels
of satisfaction among patients and providers and
suggest cost-savings (5,6). Expansion of telehealth
services in cardio-oncology should seek to improve
overall quality and value of care delivery rather than
innovate for the sake of innovation. The Institute of
Medicine’s 2001 report, Crossing the Quality Chasm,
provides 6 dimensions of quality towards which new
telehealth interventions should strive: care that is
safe, effective, patient-centered, timely, efficient,
and equitable (7). As telemedicine continues to in-
crease in both popularity and usage, accelerated by
the COVID-19 pandemic, it is vital that future studies
assess outcomes and determine best practices.

The practical advantages that telehealth provides
are myriad, particularly within cardio-oncology. It
takes effort for a patient to attend an in-person clinic
appointment for what may amount to a brief visit—
telehealth obviates that inconvenience. In addition,
there is untapped potential in incorporating remote
data monitoring into the practice of telehealth.
Cardio-oncology patients can be monitored in a vari-
ety of useful ways—e.g., weight scales and Car-
dioMEMS in patients with anthracycline-induced
heart failure or the transmission of blood pressure
readings in patients starting vascular endothelial
growth factor signaling pathway inhibitors—and these
data can still be continuously evaluated in between
clinic visits. This offers clinicians the opportunity to
intervene early and prevent hospitalizations, making
the provision of care more longitudinal and therefore
improving patient safety and overall quality of care.

Although telehealth offers several advantages over
in-person care, it does have inherent shortcomings
and barriers to its effective implementation. While
the geographical divide between physician and pa-
tient is a compelling argument in favor of telehealth,
it can also be a significant obstacle. Physicians
caring for patients across state lines must also be
licensed in the state where the patient is located.
Practitioners are additionally required to adhere to
local telehealth practice regulations, which can be
byzantine in complexity and highly variable across
states. Encouragingly, however, in recognition of
the growing importance of remote care during
the COVID-19 pandemic, federal officials have
approved interstate licensing, allowing for telehealth
expansion.

In regards to clinical challenges, the physical exam
can be a pivotal component of the patient assessment
in cardio-oncology. However, for a majority of routine
visits, telehealth is a viable option. Heart failure pa-
tients can provide daily weights and be taught how to
evaluate for edema to determine if they are
volume-overloaded. Another consideration is that our
patient population tends to be sicker and our clinical
encounters more emotionally charged — does tele-
health “depersonalize” the bond between patient and
cardio-oncologist? We believe that a thoughtful
“webside” manner is as effective a method to convey
compassionate care, especially given the hectic pace
and chaotic environment frequently encountered in a
brick-and-mortar clinic. In our experience, practical
components of an empathetic webside manner
include looking directly into the camera when
listening or talking so the patient can see you making
eye contact, acknowledging the novelty of the setting
to mitigate patient apprehension, and starting the
visit with a moment to recognize and appreciate that
the patient has taken the personal step of inviting you
into their home (8). These simple but critical steps can
help cultivate patient trust.

Finally, thoughtful collaboration with our
oncology colleagues will be vital during these uncer-
tain times. Oncologists are being forced to make
exceptionally challenging triage decisions, including
which cancer patients can wait to be treated and for
how long? How can treatment regimens be modified
to reduce health care exposure? For which patients
are the incremental clinical benefits of chemotherapy
outweighed by the risk of infection? This added layer
of complexity in clinical decision-making will require
rigorous coordination with oncology, and we should
anticipate the need for flexibility and creativity with
our care plans while remaining steadfast in our sup-
port (9).

Factoring in the unique circumstances imposed by
COVID-19, we implemented a cardio-oncology tele-
health clinic between the dates of March 23, 2020,
and April 3, 2020. Typically, before the pandemic we
would see 30 to 40 patients a week in our cardio-
oncology clinic. Starting March 23, 2020, we initi-
ated the telehealth program and as expected our
overall number of visits have decreased. Over the
initial 2.5-week period, we have seen a total of 11
patients with a variety of cancers and complaints via
telehealth visits.

Using this model, we have seen 5 new patients and
6 return patients including 3 post-hospital visits.
Primary diagnoses among these individuals included
prostate cancer, chronic myeloid leukemia, renal cell
carcinoma, esophageal adenocarcinoma, myelodys-
plastic syndrome, metastatic breast carcinoma,
chronic lymphocytic leukemia, multiple myeloma,
and amyloidosis. The new patient visits included
evaluation of pericardial effusion, follow-up from
hospitalization for pericarditis and pulmonary
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hypertension, and cardiovascular optimization before
stem cell transplant or androgen deprivation therapy.
Return patient visits included management of atrial
fibrillation in 2 patients who were planning on having
stem cell transplant, management of pulmonary hy-
pertension, medication optimization in stable coro-
nary artery disease, and follow-up of 2 individuals for
supraventricular tachycardia. Of the 11 individuals, 6
six had cardiovascular risk factors including hyper-
tension, hyperlipidemia, or diabetes mellitus; 2 had
known coronary artery disease; 2 had atrial fibrilla-
tion; and 2 had supraventricular tachycardia. The
patient visits allowed for 4 individuals to proceed
with planned treatment for their cancer. In 7 patients
there was no significant change in management.

In regards to our telehealth clinic, we plan to
continue to increase capacity. Currently, all in-
dividuals, new or established, are being offered tele-
health visits at their previously scheduled
appointment time or within 1 week of a referral
placement due to their higher risk of a negative
outcome with COVID-19 infection. If at the time of the
telehealth visit we determine the individual needs
more acute care, they are referred to their local
emergency room. If it is determined they need an in-
person visit, it is scheduled as soon as possible,
typically within 1 week, with practices for social
distancing and protective personal equipment main-
tained for both the provider and patient. By following
this algorithm, all individuals can be assessed by a
physician in a timely manner, stay safe, and provide
appropriate level of care as needed.

In every crisis, there is opportunity for reflection
and improvement. The COVID-19 pandemic has
forced the medical community to re-evaluate its
approach to the optimal delivery of clinical care,
resulting in the rapid expansion of telehealth services
across the nation in a matter of weeks. Systems im-
provements along with the temporary relaxation of
laws surrounding interstate practice and re-
imbursements should allow us to evaluate telehealth
at its full potential. While these changes may initially
be temporary, the benefits that will be gained in
health care systems are likely to be permanent,
making it doubtful that we will return to the old ways
of solely in-person visits. Cardio-oncology is still a
nascent field with a comparatively small pool of
trained clinicians, making it even harder for patients
with limited access to specialized care to obtain the
clinical expertise they need. Therefore, the cardio-
oncology community should remain attentive to the
evolution of telehealth and how we can become more
facile with its use to extend our clinical reach and
take better care of our patients. We are encouraged by
the experience with our institution’s cardio-oncology
telehealth clinic thus far, and believe that a similar
approach can be safely and effectively implemented
more widely across health care systems.

Telehealth is in prime position to shift the land-
scape of cardio-oncology. We believe that it can serve
as a durable method of delivering high-quality, lon-
gitudinal, accessible care to our cardio-oncology pa-
tients both during the pandemic—and beyond.

ADDRESS FOR CORRESPONDENCE: Dr. Eiman
Jahangir, Vanderbilt University Medical Center, 1211
Medical Center Drive, Nashville, Tennessee 37212.
E-mail: eiman.jahangir@vumc.org. Twitter:
@eimanjahangir.
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