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FEATURE INTERVIEW

Dr. Eldrin Lewis is the Director of the Cardiovascular Clerkship Program for Harvard Medical School 

at the Brigham and Women’s Hospital. A cardiovascular medicine specialist, Dr. Lewis is also an As-

sociate Professor of Medicine at Harvard Medical School. He is the author of over 100 peer-reviewed 

publications with research that focuses on improving the clinical usefulness of quality of life assess-

ments, as well as preventing the progression of cardiovascular disease to preserve overall quality of 

life for cardiovascular patients. His research has received support from the National Heart, Lung and 

Blood Institute and National Institutes of Health. Dr. Lewis was also a guest speaker at TuftScope’s 

2016 event, “The Heart of the Matter: An expert panel on life-prolonging medicine in the 21st century.”

What are some forms in which heart and vascular disease 
present, and can you describe the difference between a 
heart attack and heart failure?
Heart disease is an umbrella term that encompasses a vari-
ety of disorders that affect the heart. We often use the term 
cardiovascular disease because that takes into account the 
entirety of the problem ... The heart itself may incur heart 
attacks, valve problems, congenital defects, and acquired 
conditions that happen over the course of a lifetime due to 
infections and certain types of behavior. There are also prob-
lems with the outside of the heart, called the pericardium.  
Included in cardiovascular disease is poor circulation, which 
relates to the vasculature, but also involves the distal fingers 
and the toes along with major vessels ... As for the differences 
between heart attacks and heart failure, a heart attack is 
when there’s inadequate blood supply to feed the heart and, 
as a consequence, there’s ischemia, or damage that occurs. 
Typically, patients present with chest pain in that setting, and 
if untreated, the damage can be permanent. Heart failure is 
a situation in which the heart is unable to pump and circu-
late blood throughout the body, or the only way it can do 
so is by carrying a lot of extra fluid. These patients tend to 
have ejection fractions, or squeeze of the heart, that can be 
lower than normal, resulting in blood circulation problems. 
Heart attacks can often lead to heart failure. They account 
for about 50% of the underlying causes of heart failure, so 
both are tightly linked but distinctly different. 

What have we learned from quality of life studies relating 
to risk factors and heart disease?
The better the cardiovascular health, the better the quality of 
life ... We looked at this systematically about seven years ago 
and found that the worst impact on quality of life is stroke, 
which leads to about a 20% decline in overall quality of life.  
Then it’s heart failure, followed by myocardial infarction, 
and, though rare, resuscitated cardiac arrest, which is when 
you have a life-threatening arrhythmia that requires CPR to 
restart the heart. All of these will result in dramatic declines 
in the quality of life. Once you have coronary disease, the 
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biggest burden on your quality of life is angina, or chest pain. 
For heart failure the impact on your quality of life tends to 
be fatigue and shortness of breath.

In what way do you think we can make quality of life 
assessments most useful in clinical settings?
Systematically ask patients. That way you can actually fol-
low patients over time to see if there is a decrease in qual-
ity of life. Also, identify patients who are really struggling 
with their disease. You have some people who may not talk 
much and you may think that they’re doing fine when, in 
fact, they’re suffering from their heart disease. If you mea-
sure quality of life using self-administered instruments, that 
may eliminate this problem and would allow the clinician or 
the provider to target therapies to improve how patients feel.

Is there a salient piece of advice you consistently give to 
those with heart failure?
One is that it’s important for close follow-up so that if 
there’s a problem that’s subclinical that we can find it before 
it becomes severe enough to jeopardize a life. The second is 
to adhere to medication and not stop it abruptly. Third is to 
exercise and maintain adequate nutrition. Fourth is to watch 
fluid and sodium content so that they don’t get volume over-
loaded, and fifth is to control emotions because anxiety and 
depression are prevalent in about 40% of these patients.

We are able to treat risk factors and prevent heart dis-
ease, but once present, can we cure heart disease or do 
we simply prevent it from worsening? 
Once you have risk factors, you certainly want to attack 
those risk factors aggressively so you can decrease the num-
ber of patients who will develop end organ damage. But 
once you’ve developed heart disease, it’s hard to cure. What 
you can do is manage and control it, so it’s relatively asymp-
tomatic. An example of that is in managing coronary heart 
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disease. The reason I said that you can cure it is that if you 
have a valvular disease, for instance, then you can replace 
or fix the valve and that will solve the problem. But you’re 
exchanging one set of problems for another, since you’re not 
perfectly cured but that valve issue typically will be accept-
able. You’ll still have to have follow-ups. Things like heart 
failure and coronary artery disease can tend to be non-
curable, but manageable, similarly to diabetes and high                                                      
blood pressure.

What are some of the new technological advances in 
treating heart attacks or disease of the heart valves? 
Some of the advances include stents, which are metal tubes 
that you can place across the artery, and balloon angioplasty, 
which we’ve been doing for a long time, but the stent actually 
gives stability to that lesion so it’s less likely to close down on 
you. There’s the drug-eluding stent which has been revolu-
tionary because, when I was in training, about 30% of the 
time the stents that were placed would clog and you would 
need to do various therapies to open up the blood supply 
again. We don’t have to do that as much now because the 
drug eluding stent reduces that risk to virtually zero percent.  
Mechanical circulatory support devices are getting smaller 
and safer to use in sicker patients who would die otherwise.  
And then there are medications. Back in 1985, there was not 
a single medicine that was available and FDA-approved that 
would improve survival in patients with heart failure. Since 
1986, there have been countless drugs that have dramatically 
changed the landscape. Heart failure used to have a mortality 
rate of about 40% over the year and that number has been 
driven down in all corners, but there’s still a lot to go and 
a lot to do because of the challenges in managing patients 
when they approach the end stages of the disease. 

In heart failure, how is the field of heart replacement 
advancing to move toward supporting quality of life for 
patients?
Heart replacement is becoming more commonplace. We 
have a total artificial heart which requires the surgeon to take 
the existing heart out and replace it with a fully mechani-
cal heart. This is really reserved for rare, special patients.  
Most patients can get away with the left ventricular assist 
device (LVAD), which is a device that augments the heart 
but doesn’t completely replace it. They’re getting smaller 
and less risky, so, as a result, we’re using it in patients who, 
ten years ago, would be too sick to be considered for these 
devices.  It does come with risk, and about 40% of the time 
in the first year of having these mechanical devices some-
thing will happen; either the patient will die, have a stroke, 
have significant bleeding, an infection, or have clots that 
form inside the pump that require the pump to be changed.  
One of the things that needs to be done is to further improve 
the technology so this is less likely to be a problem.

What is the most important public health measure we can 
take to control the heart disease epidemic?
First is helping people understand how to live in a healthy 
manner at a young age. That means targeting the grade 

school children and encouraging healthy behaviors. Second 
to that, improve the overall quality food that we eat, which 
again should start young. Thirdly, increase physical activity, 
starting in school and continuing into adulthood. Typically 
we like people to exercise 45 minutes or more, at least 5 days 
a week, but if you do 10 minutes a day, then that’s going 
to be better than zero minutes ... Another strategy that can 
be used is to use things like the Fitbit or use your smart-
phone to track your activity and see how many steps you 
take. For every 2,000 steps, that’s a mile. If people can target 
5,000 to 7,500 steps a day, that will be an excellent start. The 
fourth thing we can do is decrease the overall weight in the 
country.  Obesity is very common. In my home state of Mis-
sissippi, the obesity rate for young children, for instance, is 
well over 50%. That concerns me because it increases the 
risk of having extra weight as an adult, which increases 
the likelihood of developing risk factors like diabetes, high 
blood pressure, and high cholesterol, which can then lead 
to cardiovascular disease. By starting early and encouraging 
a healthier society that exercises, eats better, loses weight, 
and incorporates physical activity into their daily life, I think 
that will dramatically reduce the cardiovascular burden. The 
one thing that I didn’t mention, which would probably have 
the biggest impact, would be to stop smoking. Eighty-five 
percent of people who smoke as adults started as children, 
so if we can decrease the number of children who start 
smoking, I think we can dramatically reduce the number of 
adults that are smoking. That, in turn, will have an incred-
ible impact on the reduction of heart attacks, strokes, and                                     
peripheral arterial disease.

What are current and prominent challenges that have 
arisen in the realm of cardiology?
I think the biggest challenge, for me, is the increase in the 
burden of cardiovascular disease. We are keeping people 
alive, since the cardiovascular disease death rate has gone 
down,  but the total number of people who are living with 
heart disease is going up. Eighty million people in the United 
States have high blood pressure, just as an example, and 
many of those patients don’t even know about it. So they’re 
walking around, unbeknownst to them, with a ticking time 
bomb. I think the second challenge in healthcare and car-
diovascular disease is the cost. When trying to treat patients 
with advanced stages of disease, the price tag is increasing 
to keep these patients alive, and, as a society, we’re spend-
ing a high percentage of our gross domestic product on 
healthcare, a lot of which is in the cardiovascular arena. If 
we were to look at just heart failure alone, over $45 billion 
are spent per year on heart failure, and most of that is on 
heart failure hospitalizations. The last difficulty with cardio-
vascular disease is what’s happening outside of the U.S. A 
lot of third world countries seem to be adopting the western 
lifestyle and, as a consequence, are developing traditional 
cardiovascular risk factors and frank cardiovascular disease. 
The amount of money that is available in those countries 
to treat them is so low that it’s going to be challenging to 
manage them overall. All of these are certainly epic concerns                
as we move forward.


