
Introduction

Since March 2020, a severe acute respiratory syn-
drome-related coronavirus 2 (SARS-CoV-2) pandemic
has spread to involve hundreds of thousands of people

around the world, putting even the most advanced and
organized health systems in serious difficulty,1 in par-
ticular, due to the high incidence of hospitalization,
especially for frail and elderly patients, with long hos-
pital stays and a significant commitment of resources
and health personnel.2

Infection containment policies have been a critical
element in the fight against the virus, considering the
absence of specific therapies.2

All measures contained in the ‘social distancing’
definition have been designed to limit interpersonal
contacts as much as possible, isolate patients with
COVID-19, and protect those at risk of complications.3
However, the negative consequences of these measures
have not been equally distributed among the different
social categories and types of population.4 In addition,
aggressive containment measures introduced in many
countries have impacted the global economy by trig-
gering health policy consequences that have not yet
been fully delineated.5 

Moreover, the priority given to the management of
COVID-19 patients significantly penalized routine
care for chronic diseases or emergency pathways in
non-COVID-19 patients.

In this brief review, we have collected the primary
studies and reviews related to the data indirectly asso-
ciated with the COVID-19 pandemic regarding social
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costs for marginalized subjects and penalization of
chronic care and follow-up of patients with multiple
comorbidities.

For these subjects, the lack of regular clinical mon-
itoring could trigger an increase in disease exacerba-
tions and, consequently, hospitalizations, with an
overload of the health system. In addition, marginal-
ized subjects risk being left out of the care network,
arriving to the hospital already in compromised clini-
cal conditions.

Furthermore, delayed inpatient treatment for acute
cardiac or neurological symptoms considerably re-
duces therapeutic options, leading to a high risk of
mortality and disability.

Aim

In this brief review, we have outlined some conse-
quent repercussions on the management of acute and
chronic cardiovascular diseases and oncological care.

In particular, we investigated the effects of the cur-
rent healthcare reorganization on acute and time-de-
pendent diseases, such as stroke and acute coronary
syndromes, in which the delay is potentially disabling
or lethal. In addition, we have focused on oncological
treatments, whose essential cornerstones are precisely
early screening and regular follow-up. Moreover, the
suffering of the territorial health care network has led
to the lack of continuity of care in fragile patients,
such as psychiatric, marginalized, or multiple comor-
bid patients.

Effect of social containment on frail
and marginalized subjects

If, on the one hand, the measures of social contain-
ment have contributed to stem the pandemic, despite
the lack of uniformity among the various countries in-
volved, on the other hand, they have increased the iso-
lation and fragility of the weakest and most
marginalized categories.

The precariousness of the clinical conditions of
fragile and marginalized subjects is very diversified.

A percentage of homeless people suffer from
chronic illnesses and mental disorders that escape rou-
tine health surveillance and are not adequately in-
cluded in epidemiological monitoring systems or
housed in quarantine and isolation facilities.6

Similar considerations can be made for inmates,
whose quality of life is absolutely different between
states, and recent reports denounce high levels of con-
tagion, high prevalence of chronic diseases, and in-
creased mortality in detention centers.7

Equally precarious are the conditions of refugees,
immigrants, that is, subject to the limits of society for
which only little clinical assistance is provided, or

there is no assistance at all.8 Furthermore, the elderly,
who represent a category at risk for the development
of complications of SARS-CoV-2 infection, and who
have therefore been the main object of social isolation
and containment measures, are also psychologically
fragile subjects, mostly excluded from the forms of
digital socialization, prone to depressive pathologies
and therefore easy to abandon chronic therapies.9,10

The pandemic has also significantly affected the
management of psychiatric patients, reducing the ef-
fectiveness of health services that treat chronic care,
aggravating their psychological balance, and loosen-
ing social and interpersonal relationships, with a con-
sequent increase in access to the emergency room for
episodes of acute agitation.11-13

Furthermore, these individuals’ limited access to
health information could make them difficult to pro-
tect, undermining efforts to contain the pandemic.

Oncologist care system

Neoplastic pathology is the second leading cause
of death globally, with approximately 9.6 million an-
nual deaths in 2018; the main results in terms of mor-
tality reduction were obtained through the
implementation of prevention, improvement of early
diagnosis, and treatments.14,15 Therefore, the impact of
the pandemic was highly relevant in the management
of cancer patient, altering the administration and plan-
ning of cancer treatments.

Despite the importance of constant contact be-
tween patients and reference specialists, pandemic
containment measures have forced various health sys-
tems to restrict access to hospitals for outpatient visits
and thus making adequate clinical instrumental fol-
low-up more difficult. As a result, the possibility of
contagion of the cancer patient in the hospital setting
is significant, with a value of 28.6% in some reports.16

The immunosuppressed oncologic patient is con-
sidered at high risk17 for developing life-threatening
complications related to COVID-19.18,19

Moreover, oncological therapies, such as
chemotherapy, targeted therapy, radiotherapy, and im-
munotherapy, could expose the patient to prolonged
immunosuppression, making the subject more vulner-
able to infection and its complications. However, mod-
ification of therapeutic regimens could impair the
response to the oncological disease.

The main data on cancer patients also affected by
COVID-19 were collected on the Chinese population;
patients with oncological disease affected by SARS-
CoV-2 were 1%, with a mortality of 5.6% compared
to 2.3% in the general population,16 data that agree
with the increase in mortality also reported in other
countries.20

Therefore, oncologists have deeply and quickly re-
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organized their care systems and treatment schemes.18
The protection of healthcare professionals and patients
themselves is the first step towards continuity of
care.21 To achieve this, in addition to the universally
widespread sanitation measures,22 many hospitals
have encouraged telemedicine and reduced the dura-
tion of hospitalizations, when possible, avoiding un-
necessary imaging and consultations.

According to data from a recent multicenter obser-
vational study,23 physical examination was not per-
formed in asymptomatic patients in 76.2% of centers,
sometimes substituted for a targeted examination in
the presence of known metastases. Furthermore, blood
pressure control was not routinely performed in 90.5%
of centers. In addition, blood sampling requirements
and computed tomography control to monitor tumor
response to therapy were also reduced.

The management of hospitalized patients has also
been significantly revolutionized.23 In particular, this
led to a reduction in palliative care admissions in 50%
of the centers, and chemotherapy was performed in
daytime hospitalization only in 25% of the centers. In
addition, no indication was given to intensive care for
the terminally ill in 47.6% of the centers. However,
most hospitalizations occurred only in COVID-19
negative patients, or, in any case, after performing na-
sopharyngeal swabs.

The pandemic has profoundly affected the entire
cancer community,24 not just patients or the care net-
work, but also research organizations, study groups,
and collaboration networks between specialists.18 In
most cases, the multidisciplinary meetings took place
by videoconference, while only a small part was held
in the presence of the health personnel in respect of
social distances.23

Although the variations in the incidence of neo-
plastic diseases due to the economic recession from
COVID-19 will only be seen in the near future, the
previous recessions have had a profound fallout in
terms of reduced prevention and early diagnosis, and
less access to treatment, mainly due to the effects of
unemployment.25

Cardiological care of acute coronary
syndromes during COVID-19

Data from the first studies26 conducted on the Chi-
nese population indicate that patients with cardiovas-
cular diseases, such as hypertension, diabetes, and
pre-existing coronary heart disease, showed a worse
prognosis and higher mortality rates. In particular,
COVID-19 patients with early myocardial involve-
ment had shown a higher frequency of organ compro-
mise, with severe lung involvement and the need for
invasive ventilation, rapid deterioration of renal func-
tion,27,28 up to very high in-hospital mortality, com-

pared to non-hospital COVID-19 subjects. In addition,
elevation in high sensitive troponin levels was associ-
ated with very high in-hospital mortality, showing that
heart damage is an important prognostic marker.28

The abrupt reorganization of health resources to
deal with the pandemic has upset the routine and emer-
gency care programs of non-COVID-19 cardiac pa-
tients. In particular, significant critical issues were
recorded due to the growing demand for healthcare per-
sonnel dedicated to the management of COVID-19 pa-
tients, the priority use of ventilators, and the need for
intensive care beds.29 Due to the consequent shortage of
staff committed to addressing the emerging pandemic
and reducing the risk of possible contacts with SARS-
CoV-2 of hospitalized patients, procedures and elective
visits have been postponed, and the threshold for the in-
dication for hospitalization or an invasive procedure has
risen. Reductions in hospitalizations for acute coronary
syndromes have been described globally, although de-
tailed reports are still absent.30

Also, due to the risk of cath lab staff infection, the
ability to perform urgent PCI has been limited in many
centers and reserved for patients with STEMI (ST-el-
evation myocardial infarction) or highly unstable. In
some centers, thrombolysis has been considered the
first choice for STEMI. In addition, due to the under-
standable reluctance to go to emergency facilities for
fear of contagion, relevant clinical conditions are di-
agnosed late, and compliance with life-saving thera-
pies is also at risk.29

Data collected in the first phase of the pandemic
(i.e., in the first 4 weeks from 27th February 2020)
from the Italian reality, a country heavily affected by
COVID-19, showed a decrease in percutaneous coro-
nary angioplasty (PCI) procedures for acute coronary
syndrome (ACS) by 32%, with a peak of 50% in the
last two weeks of the analyzed period.31 Similar results
were described in a retrospective study conducted in
a third-level hospital in Germany, demonstrating a sig-
nificant reduction in admissions for ACS, as well as
cardiac catheterization and PCI procedures, from Jan-
uary to June 2020, compared to a similar period of
2019 and 2018.32 The causes of this trend can be many
and are still under investigation; however, the most
worrying and repeatedly reported phenomenon is the
failure to seek medical attention33-35 promptly. In terms
of the incidence of post-infarct heart failure and ar-
rhythmic disorders, the effects of this trend on public
health will be visible in the near future.36,37

Stroke acute care during COVID-19 pandemic

The possibility of a rapid evaluation in the emer-
gency room is an essential prerogative for effective
treatment in case of stroke, which is known to be a
highly time-dependent disease. Delays are associated
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with a poor prognosis and a high risk of disabling out-
comes.38 Unfortunately, as with other conditions, the
current pandemic has severely reduced the possibility
of urgent medical evaluation for stroke.

In a retrospective study conducted in Norway, the
authors reported a significant decrease in hospitaliza-
tions for stroke (ischemic or hemorrhagic) and tran-
sient ischemic attacks in the first weeks of lockdown
for the current pandemic, compared to a similar pre-
vious period;38 consequently, the number of systemic
thrombolysis was also reduced. Thus, some of the pos-
sible causes of the failure to request medical interven-
tion would absolutely not reside in the modification
of hospital admission criteria or election criteria for
thrombolysis, but rather in the general population
which, unable to readily recognize stroke symptoms,
is more willing to wait - and - see attitude, misunder-
standing the importance of acute treatment.39-41

Some factors previously known to contribute to the
delay in diagnosis, especially social isolation, may
have been aggravated by the current pandemic.41-44

With regard to the Italian reality,45 the pathways
for the management of acute stroke have been re-
designed to give priority to SARS-CoV-2 patients:
health personnel has been largely relocated and many
departments converted to the exclusive management
of the COVID-1946 patient.47,48

The number of Stroke Centers has been signifi-
cantly reduced, requiring the centralization of many
patients from large areas in a small number of
hospitals.45,47,48

A significant example is given by the Lombardy
Region, in which the Stroke centers have been reduced
from 36 to 11. Considering the difficulty in completely
separating the clinical pathways between COVID-19
and not, all patients were considered suspicious and
the brain diagnostics integrated with pulmonary diag-
nostics. The shortage of medical personnel has
forcibly reduced the possibility of obtaining specialist
consultations; second-level instrumental examina-
tions, such as magnetic resonance and angiography,
were limited due to the need to contain the contagion.

The main relapse of this reorganization was the
lengthening of the stroke times and the delayed ad-
ministration of thrombolytics.49

Similarly to data from other European countries,
in particular France and Germany, many of the Italian
Stroke Centers reported a reduction of about 26-30%
hospitalization rate for minor stroke and transient is-
chemic attack (TIA); reduced acute drug treatment by
50% compared to 2019.45

The consequences of these changes, associated
with the reduction of follow-up and rehabilitation
services, despite the activation of telemedicine and al-
ternative services, will be evident shortly; predictable
long-term effects, in terms of disability and mortality

secondary to hypo- or delayed treatment, have been
highlighted in previous studies.50,51

Conclusions

The management of the current pandemic has ab-
sorbed most resources and health personnel, forcing
several health systems to review management proto-
cols for COVID-19 and non-COVID-19 patients.
Considerable efforts have been made to ensure the
safety of staff and patients, sometimes to the detriment
of continuity of care. The first results of such a radical
change are only partial, and the actual cost in health
and social terms will only be quantifiable in the future
and perhaps will last for years.
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