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Agenda

• Noon: Welcome, Questions & Answers (Stephen W. Russell, MD, UAB)

• 12:04-12:16: Practical Pearls: Cleaning POCUS Equipment (John Kugler, 
MD, Stanford University)

• 12:16-12:28: Covid-19 and Mental Health (Joshua Morganstein, MD, 
Captain US Pubic Health Service, Uniformed Services University)

• 12:28-12:40: Covid-19 and the Cardiology Consultant (Dr. Junaid Zaman, 
Royal Brompton Hospital and Imperial College, London)

• 12:40-12:52: Covid & Intimate Partner Violence at the VA (Dr. Fernanda 
Rossi, Palo Alto VA)

• 12:52-12:57: Hidden & Here During Covid-19: Witness, Dr. Megha 
Shankhar, Stanford University)

• 12:57-1:00 pm: Closing (Sonoo Thadaney Israni, MBA, Stanford 
University)





Caregiver Wellbeing and 
Sustainment During COVID-19

Joshua Morganstein, M.D.

Captain, U.S. Public Health Service

Associate Professor / Assistant Chair, Department of Psychiatry

Assistant Director, Center for the Study of Traumatic Stress

School of Medicine, Uniformed Services University

www.cstsonline.org



Disclaimer

The ideas, attitudes, and opinions expressed herein 

are my own and do not necessarily reflect those of 

the Uniformed Services University, the U.S. Public 

Health Service, the Department of Defense, or other 

branches of the U.S. government. I am not 

endorsing any of the entities or resources 

mentioned in this presentation and have no relevant 

disclosures or conflicts of interest to report.



Psychiatric 
Disorders

• Depression 

• PTSD

• Anxiety

• Complex Grief

Health 
Risk

Behaviors

• Sleep difficulties

• Decreased Sense of Safety

• Physical (Somatic) Symptoms

• Irritability, Anger

• Distraction, Isolation

• Alcohol, Tobacco, Rx meds

• Family Distress

• Interpersonal Conflict/Violence

• Disrupted Work/Life Balance

• Restricted Activities/Travel

Ursano, R., Fullerton, C., Weisaeth, L., & Raphael, B. (2017). 
Individual and Community Responses to Disasters. In R. Ursano, C. 
Fullerton, L. Weisaeth, & B. Raphael (Eds.), Textbook of Disaster 
Psychiatry (pp. 1-26). Cambridge: Cambridge University Press.

Psychological & Behavioral Responses 
to Pandemics/Disaster 

Resilience

Distress 
Reactions



“Buddy Up”

• Buddy systems (swim buddy, high risk 
work “buddy checks”, 12-step pgms)

• Safety, social support, efficacy

• Formal (vs ad hoc) peer support

• Collaborative selection process

• Daily check-ins: self-care, emotional 
health, camaraderie

Ramsberger, P. F., Mills, L., & Legree, P. (2002). Evaluation of the 
Buddy Team Assignment Program (p. 60). United States Army 
Research Institute for the Behavioral and Social Sciences.



Resetting & Reintegrating

https://www.nursingtimes.net/news/workforce/training-nurses-in-de-
escalating-violence-does-not-reduce-attacks-07-08-2019/

https://www.ebony.com/exclusive/black-women-in-medicine-film/

RECOVERY TIME

Creech, S. K., Hadley, W., & Borsari, B. (2014). The Impact 
of Military Deployment and Reintegration on Children 
and Parenting: A Systematic Review. Professional 
Psychology: Research and Practice, 45(6), 452–464. 

Danish, S. J., & Antonides, B. J. (2013). The 
challenges of reintegration for service members 
and their families. American Journal of 
Orthopsychiatry, 83(4), 550–558.

• Time off from work

• Rest, “recover” mind/body

• Critical for sustainment

• “People don’t understand”

• New view of the world

• Harder than “frontlines”?



QUESTIONS



Covid and the Cardiology Consultant

Dr Junaid Zaman MA BMBCh MRCP PhD
Royal Brompton Hospital

London, U.K.



Overview

• Introduction

• Pathophysiology

• Mechanisms of cardiovascular injury

• Risk factors

• Guideline summary

• Diagnosis

• Biomarkers

• Disease manifestations

• Treatment considerations

• QTc monitoring

• Risk stratification

• Conclusions



Introduction

• Severe acute respiratory syndrome coronavirus 2 
(SARS-CoV-2) causing coronavirus disease 2019 
(COVID-19) has reached pandemic levels

• Patients with cardiovascular (CV) risk factors and 
established cardiovascular disease (CVD) represent a 
vulnerable population when suffering from COVID-19

• Patients with cardiac injury in the context of COVID-19 
have an increased risk of morbidity and mortality.

• CV comorbidities are common in patients with COVID-
19 infection;

• CVD risk factors and disease correlate with increasing 
age



Pathophysiology

• SARS-CoV-2 is an enveloped, positive-sense single-stranded RNA 
virus

• SARS-CoV-2 and other similar coronaviruses use the ACE 2 (ACE2) 
protein for ligand binding before entering the cell via receptor-
mediated endocytosis. 

• ACE2, which is expressed in the lungs, heart and vessels, is a key 
member of the renin angiotensin system (RAS) important in the 
pathophysiology of CVD.

• It is highly expressed in type 2 lung alveolar cells, which provides an 
explanation for the respiratory symptoms experienced by patients 
with covid-19.

• More than 7.5% of myocardial cells have positive ACE2 expression, 
based on single-cell RNA sequencing, which could mediate SARS-
CoV-2 entry into cardiomyocytes and cause direct cardiotoxicity.



Mechanisms of cardiovascular injury

• The mechanisms of cardiovascular injury from covid-19 have not 
been fully elucidated and are likely multifactorial.

• CVD associated with COVID-19, likely involves dysregulation of 
the RAS/ACE2 system due to SARS-CoV-2 infection and due to 
comorbidities.

• CVD may be a primary phenomenon in COVID-19, but may be 
secondary to acute lung injury, which leads to increased cardiac 
workload, potentially problematic in patients with pre-existing HF.

• Cytokine release storm, originating from imbalance of T cell 
activation with dysregulated release of interleukin (IL)-6, IL-17 and 
other cytokines, may contribute to CVD in COVID-19. 

• Immune system activation along with immunometabolism 
alterations may result in plaque instability, contributing to 
development of acute coronary events.



Yu Kang et al. Heart doi:10.1136/heartjnl-2020-317056



Risk factors 

Driggin et al. JACC 2020



Hypertension

• There is currently no evidence to suggest that hypertension per se 
is an independent risk factor for severe complications or death from 
COVID-19 infection.

• Despite much speculation, evidence from a recently published 
series of observational cohort studies suggests that prior or current 
treatment with ACEIs or ARBs does not increase the risk of COVID-
19 infection, or the risk of developing severe complications from 
COVID-19 infection when compared to the risk in patients taking 
other antihypertensive drugs.

• Treatment of hypertension should follow existing recommendations 
in Guidelines. No change to these treatment recommendations is 
necessary during the COVID-19 pandemic.



Summary of Cardiology Society Guidelines

Driggin et al. JACC 2020



Diagnosis

• Chest pain and breathlessness is a frequent symptom in COVID-19 
infection.

• Chronic and acute coronary syndrome presentations can be 
associated with respiratory symptoms.

• COVID-19 patients may present with cough, dyspnoea, and ARDS.

• In COVID-19 patients with impaired end-organ perfusion at risk of 
cardiogenic shock (CS) (e.g. large acute myocardial infarction [AMI]), 
consider also sepsis as possible or mixed aetiology

• Myocarditis should be considered as precipitating cause of CS.



Biomarkers

• Cardiomyocyte injury, as quantified by cardiac troponin T/I 
concentrations, and haemodynamic stress, as quantified by B-type 
natriuretic peptide (BNP) and N-terminal B type natriuretic peptide (NT-
proBNP) concentrations, may occur in COVID-19 infections as in other 
pneumonias. The level of those biomarkers correlate with disease 
severity and mortality

• Cardiac troponin T/I and BNP/NT-proBNP concentrations should be 
interpreted as quantitative variables;

ESC 2020



Biomarker Data from Royal Brompton Hospital

Slide courtesy of Dr Ben Garfield from 209 ICU admissions



Fried et al. Circulation 2020

Fried et al. Circulation 2020



Treatment Considerations

Kang et al. Heart 2020



QTc monitoring

ESC 2020



Drug – drug interactions

ESC 2020



Key considerations for risk stratification

Driggin et al. JACC 2020



Conclusions

• Patients with pre-existing CVD appear to have worse 
outcomes with COVID-19.

• CV complications include biomarker elevations, 
myocarditis, heart failure, and venous 
thromboembolism, which may be exacerbated by 
delays in care.

• Therapies under investigation for COVID-19 may have 
significant drug-drug interactions with CV medications.

• Health care workers and health systems should take 
measures to ensure safety while providing high-quality 
care for COVID-19 patients.



Thank you!



Intimate Partner Violence (IPV) Screening  
and Support for Women Veterans During the  
COVID-19 Pandemic

Fernanda Rossi, PhD  
Postdoctoral Research Fellow

VA Palo Alto Health Care System  
& Stanford University School of  
Medicine



VHA Providers Facing Many Potential Challenges with 
IPV Screening and Support Due to COVID-19

• Without appropriate provider practices and cautions, IPV screening  
via telehealth may put women veterans at even greater danger

• Women veterans experiencing IPV may have difficulties finding  
safe and private locations to speak with a healthcare provider

• Limited resources for women experiencing IPV during COVID-19

Society of Bedside Medicine, P‹#›



VHA Working to Address Challenges withIPV 
Screening and Support During COVID-19

• Efforts led by Intimate Partner Violence Assistance Program (IPVAP)

IPV Screening:

• Adapt environmental safety check protocol for telehealth

IPV Support:

• Multi-method approach targeting staff and veterans

• Raise awareness and provide education

• Update and disseminate resource and referral information

• Transition IPV-related services to telehealth
Society of Bedside Medicine, P‹#›



Additional Solutions Needed to Address Challenges with 
IPV Screening and Supporting During COVID-19

• Establish VHA secure messaging

• Place informational brochures at essential businesses

• Partner with media outlets

• Continue coordination and partnerships with internal VHA programs  
and external programs

Society of Bedside Medicine, P‹#›
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More on this topic:
Trying Times and Trying Out  
Solutions: Intimate Partner Violence  
Screening and Support During  
COVID-19 (in press)
Journal of General Internal Medicine
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Society of Bedside Medicine, P‹#›
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