
Circulation. 2020;141:e743–e745. DOI: 10.1161/CIRCULATIONAHA.120.046749 April 14, 2020 e743

Mitchell S.V. Elkind , MD
Robert A. Harrington, MD
Ivor J. Benjamin, MDAs the United States and the world confront the novel coronavirus (COV-

ID-19) pandemic, the American Heart Association (AHA) and its thousands 
of science volunteers have an important role to play to help stop the spread.

That may seem counterintuitive to some, considering that COVID-19 is an infec-
tious disease and the AHA has spent the last nearly 100 years focused on noncom-
municable diseases such as cardiovascular diseases (CVDs), stroke, and other vascular 
disorders. However, COVID-19 is very much a concern of the AHA because patients 
with underlying cardiovascular conditions appear to face a greater risk of complica-
tions. In addition, as an organization dedicated to overall health and well-being, we 
are very concerned about significant domestic and global health problems.

CONTAGIOUS INFECTIONS AND CVD
Even before the first outbreak of COVID-19, the AHA and its professional members 
were aware of evidence suggesting that acute coronary events and strokes could be 
triggered by common infections.1,2 Respiratory and urinary tract infections, among 
others, have been associated with a short-term increase in the risk of myocardial 
infarction and ischemic stroke.3 Influenza in particular is associated with increased 
risk, and some clinical trials provide additional evidence that the influenza vaccina-
tion decreases cardiovascular risk.1 Since 2006, the AHA and the American College 
of Cardiology have recommended that patients with CVD receive the influenza vac-
cination to prevent flu-related respiratory disease and other complications, including 
cardiovascular events.3 This approach represents the first instance of routine use of 
anti-infective strategies to reduce CVD. Mechanisms for the increase in risk with in-
fluenza remain unclear but may reflect greater cardiovascular stress in the setting of 
infection, reduced oxygenation in the setting of lung disease, or systemic inflamma-
tion with consequent thrombosis or intraplaque disruption predisposing to rupture.

Although much remains unknown about COVID-19, it is reasonable to assume 
that increased risk of cardiovascular events after infection is possible. In China, 
CVD and hypertension were associated with an increased COVID-19 case fatality 
rate.4 Among patients who died of COVID-19, substantial cardiac damage was ob-
served.5 Furthermore, it appears that elderly people with coronary heart disease or 
hypertension are more likely to be infected and to develop more severe symptoms. 
Surveillance for cardiovascular events after COVID-19 seems very warranted, and 
this could be an area for future investigation.

PREPARING TO MITIGATE SPREAD
It is important to understand that we are in a mitigation phase for this pandem-
ic. Mitigation strategies are nonpharmaceutical interventions to help slow the 
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transmission of the virus in communities before drugs 
for treatment or a vaccine becomes available from the 
Centers for Disease Control and Prevention. However, 
although prevention and avoidance are important, pre-
paredness in clinical settings, particularly acute care 
hospitals, is now crucial to ensure the ability to care for 
more COVID-19 cases. The number of reported cases 
is increasing rapidly. As of March 16, the Centers for 
Disease Control and Prevention had confirmed 1629 US 
cases and 41 deaths in the United States.6 More than 
125 000 people worldwide have COVID-19, and >4600 
people have died, mostly in China.7

During this mitigation phase, it is crucial that public 
health agencies, hospitals, healthcare systems, and oth-
ers focused on the public’s health learn from missteps 
early on and subsequent successful mitigation in China. 
We need to anticipate what is to come. It is increas-
ingly likely that critical care physicians and cardiologists 
will be called on to assist in the care of persons with 
COVID-19 who have underlying CVD or who develop 
cardiac complications. Many of the AHA clinical care 
volunteers will be on the front lines.

AHA’s role also will be crucial in the dissemination of 
science-based information about COVID-19 for patients, 
caregivers, and their families from a trusted source. We 
will continue to track developments by following re-
ports from the Centers for Disease Control and Preven-
tion and the World Health Organization and provide 
science-based, common-sense updates and guidance 
on our website, in social media, and in syndicated news 
stories that reach millions of people. We will continue to 
share best practices on how people can protect them-
selves from COVID-19; steps that individuals with CVD, 
stroke, and other vascular conditions should take; and 
measures people should take if they develop COVID-19. 
At times of crisis especially, people need understandable 
and actionable information from credible sources.

THE AHA’S EXPANDED MISSION
Our mission is to be a relentless force for a world of 
longer, healthier lives, and our 2030 Impact Goals aim 
to achieve a 2-year increase in healthy life expectancy 
in the United States and 3 years globally.8 Cardiovas-
cular health and brain health are integral to extending 
healthy life expectancy. Furthermore, optimized mental 
health extends healthy life expectancy.

Social determinants of health, including education, 
income, geographic location, and access to care, are 
essential to cardiovascular and brain health as well as 
overall health and well-being. In the face of this crisis, 
we are likely to witness the dramatic ways in which so-
cial determinants affect outcomes to severe, acute ill-
ness. Countries and regions with fewer resources are 
likely to face higher mortality and morbidity than areas 
with greater access to care, particularly as increasing 

numbers of cases overwhelm local healthcare systems, 
as is already being seen in parts of Italy. Ultimately, the 
case fatality rate of COVID-19 is likely to be less a prop-
erty of the virus or of individuals infected and more a 
function of each healthcare system affected.

Once the AHA began to tackle social determinants 
and to work to extend healthy life expectancy, it be-
came imperative to ensure that the organization ad-
dress aspects of health and well-being that may have 
traditionally fallen outside of cardiovascular research 
and practice. Areas such as brain health, air quality, 
health insurance reform, rural health, and more are 
now part of our mission.9,10 There is no way to draw a 
sharp demarcation between cardiovascular health and 
general health and well-being.

Health equity is incorporated into all AHA activities, 
and health equity is never challenged more than in the 
face of crisis. We have already begun to see threats to 
individuals related to this pandemic: disinformation, 
disparities in access to health care, xenophobia, racism, 
and prejudice. Each has the potential to undermine the 
public health response. Trust is essential to a rational 
approach to this crisis, and the AHA is one of the most 
trusted brands in the world.

POSITIONED TO HELP
As a catalyst for change and a convener, the AHA will 
continue to work with our many partners to educate and 
activate the public and to partner with other organizations 
to take action. Our work touches on population-level, 
clinical, translational, and basic science research. The AHA 
maintains a large network of cardiologists, neurologists, 
and other specialists and disciplines—more than 30 000 
committed individuals with clinical and scientific expertise. 
We have partnerships with US and international govern-
ments, other international agencies, large health systems, 
industry, and others with the capacity to assist.

This outbreak underscores the need to modernize 
our public health surveillance infrastructure with state-
of-the-art, interoperable data systems, security to pro-
tect data, a workforce prepared for the information age, 
and partnership and innovation between the public and 
private sectors. The AHA will support efforts to make 
this modernization happen at the local, state, federal, 
and global levels. This will ensure a robust public health 
infrastructure that can target focused and effective lo-
cal, state, and national action to improve population 
health and well-being.

We call on our AHA members, clinical volunteers, 
and others to aid these efforts; to heed the guidance of 
the Centers for Disease Control and Prevention, World 
Health Organization, and state and local health depart-
ments; and to share best practices.

Together with the public health and healthcare commu-
nity, we are working toward the same goals: preventing 
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COVID-19 to the fullest extent possible, ensuring that 
people with COVID-19 can be identified and receive care, 
developing treatments and a vaccine, ultimately stopping 
COVID-19, and laying the groundwork for the robust 
public health and healthcare system of the future.
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