
Objectives: Coronavirus disease of 2019 (COVID 19) became a major public health issue, causing

millions of deaths world wide.  The burden of COVID 19 pandemics on access to medical care and

the treatment of patients with chronic diseases and acute coronary syndromes (ACS) is not fully

determined yet. In this  study we  aimed to compare the management and clinical  outcomes of

patients with ACS before and during pandemic. 

. 

Methods:  A total of 239 patients with ACS were enrolled into the study. Patients were divided into

two groups.  First  group was prepandemic  group consisted  of  patients  admitted  at  January  and

February 2020, before the pandemic. Second group was consisted of ACS patients admitted through

April  and May 2020 during  pandemic.  Both groups were  compared according to  demographic

properties, blood chemistry findings, angiographic features, revascularisation strategies and clinical

outcomes. 

Results: During  pandemic period  we observed an increase in  total  number of  patient  with ST

elevation miyocardial infarction (STEMI) patients compared to prepandemic period ( 59(45%) vs

32 (29.6%) respectively). Initial high sensitive troponin and CK-MB levels were statistically higher

in the pandemic group patients(1953 pg/ml vs 259 pg/ml for troponın I and 14 ng/ml vs 6ng/ml for

CK-MB p<0.0001, p=0.02 respectively). TYPE 4a myocardial infarction due to stent thrombosis

was more frequent  in  pandemic group relative top re-pandemic group (10 vs 0 p=0.003).  Post

procedural  TIMI flow grade was lower in pandemic group and  distal  embolization and TIMI

thrombus score were significantly higher in the pandemic group compared top re-pandemic group (,

p=0.001, p=0.02 ,p=0.002 respectively). Due to limited cardiovascular surgery back up during April

and May 2020,  the number of patients who underwent bypass surgery was much lower compared

to  prepandemic  period(27  vs  8,  p<0,0001).   However;  there  was  no  statistically  significant

difference in hospital mortality and  short –term  all cause mortality,  among groups (p>0.05).

Conclusion: In this study, we observed that although clinical, laboratory, and angiographic features

were worse in ACS patients admitted during the pandemic compared to pre-pandemic times, the

mortality rate of ACS was similar in both times.  It is important to keep coronary intensive care

units and catheter labs open and fully-functioning during the pandemic. 
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Introduction

A novel  corona  virus;  severve  acute  respiratory  syndrome-corono  virus  2  (SARS-CoV2)  was

identified by end of December 2019.  The disease caused by this virus was named as ''corona virus

disease-2019'' (COVID-19). The virus is severely contigous and the infection spread rapidly. On

March 11 2020, World Health Organisation announced current situation as pandemic. In parallel, on

March 10 2020, Turkish Ministry Of  Health announced first case in Turkey.  

COVID-19 is not only a pulmonary pathogen but also it affects cardiovascular system as well. It

may  affect  on  cardiovascular  system  by  different  ways  such  as  myocarditis,  stress  induced

cardiomyopathy, acute coronary syndrome and pulmonary embolisim (1-5). Still little is known how

it affects  heart  and cardiovascular system. Potential  mechanisims may include direct toxicity to

myoctes,  hypoxemia, endothelial damage and hypercoagulable state caused by COVID 19. (6,7)

COVID 19 causes  systemic  inflammation,  and systemic  inflammation  may lead progression  of

subclinical cardiovascular diseases to overt disease (8).  As known COVID 19 enters the cell via

ACE 2 receptors. ACE 2 receptors are found in many tissues such as heart and vessels (9).  This

may explain direct cytotoxic effect of this virus on cardiovascular system (10).  Other possible

mechanisims  are  endothelial  damage  and  dysregulation  of  Renin-Angiotensin  and  Aldesterone

pathway (11). 

Autopsy  studies  indicates  that  SARS-CoV2  infects  endothelial  cells.  This  invasion  may  cause

inflamation at the endothelium resulting activation of coagulation pathway (7). As endothelium is

the largest organ of the body, this may explain the magnitude of the hypercoagulable state (12, 13). 

Apart from these interactions during natural course of life,  people may suffer from ACS as well.

During  strict  lockdown  periods  people  may  have difficulty  accessing  medical  contact  and  in

addition  people may be indisposed to seek medical care to lessen contact with others (14,15).

In a previous report  it has been stated that the interval between the onset of symptoms and the first

medical  contact  increased.  It  is  hard  to  evaluate  total  ischemic  time  because  of  mimicry  of

symptoms such as dyspnea, chest pain and system mediated delays, evaluation of all patients  as

plausable COVID 19 (16). 

 It should be noted that mortality of untreated ACS is much higher than COVID 19 itself (15, 16). In

this study we  aimed to compare the management and clinical outcomes of patients with ACS before

and during pandemic. 



Methods

This is an observational single center study. 239 patients with ACS enrolled into the study. Patients

with ACS admitted at January-Februrary 2020 were prepandemic group (group 1). ACS patient

admitted through April and May 2020 were created as pandemic group (group 2)  Angiographic

features,  blood chemistry findings,  revascularization strategy,  clinical outcomes,  in  hospital  and

short-term  mortality  were  compared.  Coronary  angiographies  were  evaluated  by  two  different

experienced cardiologists who were blinded to the study.  TIMI flow grade, TIMI frame rate and

thrombus  score were calculated  according to  Gibson et  al  (17,  18).  Patient’s  demographic and

labaratory datas were obtained from hospital electronic database. In-hospital  clinical events and

discharge all-cause death rates were noted from Turkish death notification system. 

STEMI  and  NSTEMI  diagnosis  were  made  according  to  the  current  European  Society  of

Cardiology  (ESC)  guidelines. The  periprocedural  pharmacotherapy  and  the  revascularization

technique  used  were  left  to  the  discretion  of  the  primary  operator  according  to  the  current

guidelines. (19, 20) TIMI frame calculations and other angiographic evaluations were performed by

two cardiologists that was blinded to other clinical data. Indication of invasive strategy for NSTEMI

and unstable angina pectoris  (USAP) was according to the current ESC guidelines at  that time

(19,20).

All cause mortality was used to assess in hospital and short term clinical outcomes. 

Statistical Analysis

Distribution of data was assessed using the Kolmogorov-Smirnov test.  Continuous variables are

reported  as  either  mean  ±  standard  deviation  or  median-  interquartile  range-  according  to  the

distribution. Categorical variables are reported as numbers and percentages. Continuous variables

were compared using independent sample T test on Mann Whitney U as appropriate. Event free

survival  curves  were  generated  according to  the  Kaplan-Meier  method.  Differences  in  survival

curves among the groups were assessed using the log-rank test. Cox regression analysis was used

when calculating the hazard ratio for all-cause short-term mortality. A two-tailed p-value <0.05 was

considered  statistically  significant.  Statistical  analysis  was  performed  using  SPSS  20  software

(SPSS Inc., Chicago, IL). 

Results

The study was composed of 239 patients with ACS who underwent coronary angiography. Of these

patients 175 (72,9%) were male and mean age was 58,8 (12.2%) years.  Chest pain was the major

cause  of  admission  in  both  groups.   There  was  statistically  non  significant  diference  in  terms

cardiac arrest at admission. During the pandemic period, 1(0.8%) patient presented with cardiac



arrest,  whereas  in  pre  pandemic  period  4  (3.7%)  patients  presented  with  cardiac  arrest.

Accompanying chronic diseases such as prexisting coronary artery disease, known malingnancy,

history  of  bypass  surgery  were  simillar  among groups  (all  p>0.05).   Altough stastistically  non

significant ejection fraction was lower in pandemic group  (p=0.06).  We observed an increase in

STEMI cases increased during pandemic period,   59 (45%) patients presented during pandemic

period with STEMI while only 32 (29,6%) patients presented with STEMI during prepandemic

period  (p=0.01).  Conversely  NSTEMI  ACS  underwent  invasive  strategy  decreased   during

pandemic period compared to prepandemic period.  Simillar decrease in USAP  patients were also

observed,   during  pandemic  period  26  (19,8%)  patients  with  USAP  underwent  coronary

angiography whereas 31 (28,7%) patients presented with USAP at prepandemic period underwent

invasive strategy. These findings may reflect patient selection bias for invasive strategy. 

Initial  blood  chemistry  findings  are  summaried  at  Table  2.  Patients  in  pandemic  group  had

statistically higher Troponin I, creatine kinase–myocardial band (CK-MB), low density lipoprotein

(LDL) and aspartate aminotransferase (AST)  (p<0.0001, p=0.02,p=0.001,p=0.003 respectively).

Serum sodium concentration was statistically lower in pandemic group (p= 0.003). There was no

statistically difference between all other laboratory parameters (p>0.05 for all). 

The  analysis  showed  no  significant  differences   between  groups  in  terms  of   culprit  lesion

localization, Syntax score and  predilatation (p>0.05 for all). There was only one procedural death

in both groups (p>0.05) (Table 3). Post dilatation after stent deployment was significantly lower in

pandemic group (p<0.001).

Use of bare or drug eluting stents were simmilar in both groups. Initial TIMI frame count were

simillar in both groups (p=0.84), altough statistically nonsignificant post procedural TIMI frame

count was higher in pandemic group (p=0.053).  Stent(s) used per patient, stent diameter and stent

lenght were simillar among groups (p> 0.05 for all).

Post procedural TIMI flow grade 3 was significantly higher in prepandemic group (p=0.001). In

pandemic group post procedural TIMI flow rate was statistically lower (p=0.001). Type 4 MI, distal

embolization  and  TIMI  thrombus  burden  were   significantly  higher  in  the  pandemic  group

(p=0.003, p=0.02 ,p=0.002 respectively). 

Twenty  -seven  (25%)  patients  underwent  coronary  artery  bypass  grafting  (CABG)  during

prepandemic period but in contrast 8 (6.1%) patients underwent during pandemic group (p<0.001).

The  hospital  length  of  stay  was  similar  in  both  groups  (p=0.22).  There  was  no  statistically

significant  difference in hospital  mortality and short  –term all  cause mortality,   in both groups

(p>0.05)(Table 4). 

Definite COVID-19 patients with a positive PCR result was analyed as an seperate group. 



During  the  pandemic  period  27  (19.8  %)  of  the  patients  had  definite  COVID  19  diagnosis

confirmed by reverse transcription polymerase chain reaction (RT-PCR) PCR positive patients had

higher mortality  compared  to the PCR negative patients admitted during the pandemic period and

the total cohort, it was found that both in-hospital and short-term mortality were higher than those

with PCR negative.(p=0.01,p=0.001,p=0.02,p=0.02 respectively)

According to Kaplan Meier and Cox proportional hazards regression analysis performed for short-

term all-cause mortality, there was no statistically difference between the two groups ( Hazard ratio

[HR], 0.63; 95% confidence interval [CI]; 0.27-1.44; P=0.28) (Figure1 ).

Discussion 

ACSs are main cause of death in devoloped countries. There are multiple reports about management

of ACS during COVID-19 pandemic.  As parallel  to  our findings these reports  indicate  delayed

presentation and prolonged ischemic time due to social distancing and system mediated delays.

In  our  study  we  observed  lower  post  procedural  TIMI  frame  count  and  TIMI  flow  grade  in

pandemic group. Distal  embolisation,  TIMI thrombus score and Type 4 MI was also higher  in

pandemic group. Our findings are in parallel with Choudry et al (21)These changes may reflect

thrombotic mileu caused by COVID 19 as well as prolonged ischemic time despite appropriate door

to  balloon  durations.  SARS-CoV-2 may  elict  an  severve  pro-inflammatory  and  cytokine  storm

leading  to  vascular  inflammation  and  plaque  rupture.  This  situation  is  associated  with  a

hypercoagulable state and platelets activation leading high TIMI thrombus scores (22) Our study

demonstrates  also high incidence of distal  embolisation and TIMI thrombus score in  pandemic

group. 

Previous studies have reported decreased STEMI cases (23).  In contrast to this finding we observed

an increase of STEMI cases during pandemic period. This was caused by interruption of primary

percutenous interventions at nearby hospitals due to high hospitalisation demand for COVID 19. A

previous  survey  reported  that  only  64%  of  cath  labs  remained  open  during  the  COVID-19

pandemic across United Kingdom (24).  During that time many of intensive coronary care unit beds

were turned into COVID 19 wards. Patient transfer from other hospitals and emergency service

protocols for COVID 19 evaluation inadvertedly resulted prolonged ischemic time in ACS patients.

In   majority  of  health  centers  suspected  ACS  patients  were  evaluated  with  CT  scan  and

echocardiography  for  COVID-19  triage.  These  protocols  resulted  cancelation  direct  transfer  of

patients  to the catheterization labaratory (14). In addition, that noteworthy ST-segment changes

may be observed in patients with COVID-19 in the absence of significant stenosis in the coronary

arteries.  This  may  be  caused  by  hypoxemia  and  coexixsting  inflammotory  state,  leading  to

misdiagnosis  of  ACS.   That  may cause  diagnostic  challenges  during  triage  (14) In  contrast  to



NSTEMI and USAP, STEMI has a louder natural course and more definite ECG findings. Therefore

it is less likely to misdiagnose STEMI as nonspesific ST segment changes during course of COVID

19 disease (25)

If  long delays to perform the PPCI are expected or inabilty to perform PPCI pharmacoinvasive

strategy or early fibrinolytic therapy may be preffered as a reasonable approach. Pharmacoinvasive

strategy may aid to  gain time to  complete  screening for  COVID-19.  Besides  that  advantage it

should be kept in mind that thrombolitic theraphy is not free of complications, the role of secondary

hemostasis during the course of COVID-19 is complex and not yet well defined.  In patients with

STEMI and high-risk NSTEMI defined according to ESC guidelines PPCI or early invasive strategy

should be choice of threatment (26, 27). 

We  observed  higher  trombus  load  and  more  angiographically  visible  distal  embolisation  in

pandemic group. Proecdural charecteristics were also different between groups. Post dilatation after

stent deployment rate was significantly lower in pandemic group. This situation can be explained in

several ways. First, expecially in heavily thrombotic lesions agressive balloon dilataion may cause

more distal embolisation and coronary slow flow therefore operators may be conservative for post

dilataion (28). Second, when current situation is taken into account operators concern and intention

to end up procedure as fast  as possible may be another explanation.  ACS patients treated with

manual thrombectomy were simillar between groups. This may be becaouse of  operators choice to

end up procedure and fear of  increased  cerebrovascular accident as well. TIMI flow grade is a well

defined  method  to  assess  coronary  artery  flow  (17,  18).  In  our  study  we  observed  that  post

procedural  coronary  artery  flow  was  slower  compared  to  prepandemic  group  patients.  Post

procedural TIMI flow grade was lower in pandemic group.  In a previous report Showkathali et al

reported simillar findings (29). This findings may be a reflection of thrombotic mileu caused by

COVID 19. In addition prolonged total ischemic time despite normal door to balloon time can be

strong  factor  to  devolop  thrombotic  coronary  artery  lesions.  Ideal  antiplatelet  theraphy  and

anticoagulant regime for ACS patients during pandemic period is not known. 

In our center our door-to-balloon times were not different from prepandemic period. All patients

were accepted as PCR positive therefore no additional tests were done for COVID 19 evaluation

prior  to  PPCI.  Catheterization  labaratory  personel  were  chosen  from  the  most  experienced

personnel and procedures were performed under strict safety rules. 

Stent thrombosis is the most feared complication of interventional cardiology. There are numerous

cassification of stent thrombosis according to duration after stent deployment (30). Stent thrombosis

is  complex  and  have  multifactorial  mechanisims  and  risk  factors.  In  our  study  we  observed



increased incidence of stent thrombosis in pandemic group. COVID-19 causes a predisposistion to

coagulation by different mechanisms (31,32).   The cytokine storm that occurs 5 to 7 days after the

onset of symptoms triggers hypercoagulable state  and  platelet activation mediated by interleukin-6

and tissue factor. In addition virus itself may directly damage the endothelium by binding via ACE

2  receptors  and  promotes  permanent  inflammation  and  Virchow  triad  (33,34).  Under  current

conditions many countries have  to do strict limitations to protect people from COVID-19. This

limitations may block the patients to reach their routine prescriptons and impair drug adherence as

well  (35). Premature discontinuation  of antiplatelet  drugs is a well known risk factor for stent

thrombosis (36). Of note in our study two of our stent thrombosis patient was PCR positive. Those

patients presented with subacute stent thrombosis namely one week after stent implantation. Other

patients with stent thrombosis were previously stented for ACS treatment and were within their first

year of stent implantation. 

In our study there was a significant difference between groups in bypass surgery group. At the

prepandemic  period  27  patients  underwent  bypass  surgery  whereas  in  pandemic  group  only  8

patients underwent bypass surgery. During pandemic period all elective surgeries were postphoned,

in addition our cardiovascular surgery intensive care unit was occupied  by intubated COVID 19

patients during that time. 

Altough bypass surgery reduces long term mortality in multivessel disease patients bypass surgery it

self   may increase in-hospital  mortality as well  (37).  This may explain higher but statistically

nonsignificant inhhospital mortality during prepandemic period. Interestingly during prepandemic

period  we  had  four  patients  with  cardiac  arrest  under  cardiopulmonary  ressicutation  but  in

pandemic group we had one patient like this. Altough statistically nonsignificant this situation may

have an effect on inhospital mortality difference between groups. 

PCR positive COVID 19 patients were seperately evaluated. Both in hospital and short-term (six

months)  mortality  were statistically higher  in PCR positive patients compared to PCR negative

patients  and  prepandemic  period.  Our  findings  are  in  parralel  with  Solano-Lopez  et  al.  They

reported that COVID 19 is an independent risk factor for poor STEMI prognosis and associated

with higher in hospital mortality (38). 

Limitations

The major limitation of our study is lack of total ischemic time data from pandemic period.  Another

limitation of our study is that our series comes from an observational,  retrospective evaluation,

which is certainly susceptible to selection bias. Moreover, the small sample size and the short-term

follow-up did not allow us to draw any conclusions on hard endpoints.



Conclusion

In conclusion, COVİD-19 pandemic ACS patients had significantly higher baseline troponin and

CK-MB levels  most  likely  reflecting  the  prolonged  total  ischemic  time.   Second,  in  terms  of

procedural characteristics, stent thrombosis at admission,  TIMI thrombus score were significantly

higher and the final TIMI flow was lower at pandemic period.  These findings may also be related

to the higher thrombus burden. Optimal antiplatelet theraphy and anticoagulant regimes should be

clarified for COVID 19 patients. Importantly the number of patients who underwent bypass surgery

was much lower compared to  pre pandemic period. 



References

1)  World  Health  Organization.  Coronavirus  disease  2019  situation  report.  Available  at:

https://www.who.int/emergencies/diseases/novel-coronavirus2019/situation-reports/. Accessed April

13, 2020

2) Sulemane S, Baltabaeva A, Barron AJ, Chester R, Rahman-Haley S. Acute pulmonary embolism

in conjunction with intramural right ventricular thrombus in a SARS-CoV-2-positive patient. Eur

Heart J Cardiovasc Imaging. 2020. 

3) Meyer P, Degrauwe S, Delden CV, Ghadri JR, Templin C. Typical takotsubo syndrome triggered

by SARS-CoV-2 infection. Eur Heart J. 2020;41:1860.,

4)  Siddamreddy  S,  Thotakura  R,  Dandu  V,  Kanuru  S,  Meegada  S.  Corona  virus  disease2019

(COVID-19) presenting as acute ST elevation myocardial infarction. Cureus.2020;12:e7782.

5) Sanchez-Recalde A, Solano-Lo ́pez J, Miguelena-Hycka J, Martin-Pinacho JJ, San-martin M,

Zamorano JL. COVID-19 and cardiogenic shock. Different cardiovascular presentations with high

mortality Rev Esp Cardiol. 2020;73:669–672.

6) Kang Y, Chen T, Mui D, et al. Cardiovascular manifestations and treatment considerations in

COVID-19. Heart. 2020;106:1132–1141

7) Yavuz S.Ş. Cardiovascular system and COVID-19 Turk Kardiyol Dern Ars 2020;48(7):635-639

doi: 10.5543/tkda.2020.65204

8) Levi M, Thachil J, Iba T, Levy JH. Coagulation abnormalities  and  thrombosis  in  patients  with

COVID-19. Lancet Haematol 2020;7:e438–40.

9) Bikdeli  B,  Madhavan  MV,  Jimenez  D,  et  al.COVID-19  and  thrombotic  or  thromboembolic

disease:  implications  for  prevention,  antithrombotic therapy, and follow-up. J Am Coll Cardiol

2020;75:2950–73.

10). Nishiga M, Wang DW, Han Y, Lewis DB, Wu JC. COVID-19 and cardiovascular disease: from

basic mechanisms to clinical perspectives. Nat Rev Cardiol 2020;17:543−58.



11). Gupta A, Madhavan MV, Sehgal K, Nair N, Mahajan S, Sehrawat TS, et al. Extrapulmonary

manifestations of COVID-19. Nat Med 2020;26:1017−32.

12) Guan WJ, Ni ZY, Hu Y, Liang WH, Ou CQ, He JX,; China Medical Treatment Expert Group for

Covid-19.  Clinical  Characteristics  of  Coronavirus  Disease  2019  in  China.  N  Engl  J  Med

2020;382:1708−20.

13)  Ranucci  M,  Ballotta  A,  Di  Dedda  U,  Bayshnikova  E,  Dei  Poli  M,  Resta  M,  et  al.  The

procoagulant pattern of patients with COVID-19 acute respiratory distress syndrome. J Thromb

Haemost 2020;18:1747−51. 

14) Çinier G,  Hayıroğlu M, Pay L, Yumurtaş A, Tezen O, Parsova K.E, Tekkesin I. Effect of the

COVID-19 pandemic  on  access  to  primary  percutaneous  coronary  intervention  for  ST-segment

elevation  myocardial  infarction Turk  Kardiyol  Dern  Ars  2020;48(7):640-645  doi:

10.5543/tkda.2020.95845

15). Garcia S, Stanberry L, Schmidt C, Sharkey S, Megaly M, Albaghdadi MS, et al. Impact of

COVID-19  pandemic  on  STEMI care:  An expanded  analysis  from the  United  States.  Catheter

Cardiovasc Interv. 2020 Aug 7. doi: 10.1002/ccd.29154. [Epub ahead of print]. 

16).  De  Luca  G,  Suryapranata  H,  Ottervanger  JP,  Antman  EM.  Time  delay  to  treatment  and

mortality in primary angioplasty for acute myocardial  infarction: every minute of delay counts.

Circulation 2004;109:1223–5. 

17)  C  M  Gibson, C  P Cannon, W L Daley, J  T  Dodge  Jr, B  Alexander  Jr, S  J  Marble, C  H

McCabe, L Raymond, T  Fortin, W K  Poole, E  Braunwald.   TIMI  frame  count:  a  quantitative

method  of  assessing  coronary  artery  flow  Circulation. 1996  Mar  1;93(5):879-88.  doi:

10.1161/01.cir.93.5.879.

18) Gibson CM, de Lemos JA, Murphy SA, et al. Combination therapy with abciximab reduces

angiographically evident thrombus in acute myocardial infarction: a TIMI 14 substudy. Circulation.

103: 2550–2554 (2001)

https://pubmed.ncbi.nlm.nih.gov/?term=Braunwald+E&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=Poole+WK&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=Fortin+T&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=Raymond+L&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=McCabe+CH&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=McCabe+CH&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=Marble+SJ&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=Alexander+B+Jr&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=Dodge+JT+Jr&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=Daley+WL&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=Cannon+CP&cauthor_id=8598078
https://pubmed.ncbi.nlm.nih.gov/?term=Gibson+CM&cauthor_id=8598078


19)Ibanez B, James S, Agewall S, Antunes MJ, Bucciarelli-Ducci C, Bueno H, Caforio ALP, Crea

F,  Goudevenos JA,  Halvorsen S,  Hindricks G,  Kastrati A,  Lenzen MJ,  Prescott E,  Roffi M, 

Valgimigli M, Varenhorst C, Vranckx P, Widimský P  2017 ESC Guidelines for the management of

acute myocardial infarction in patients presenting with ST-segment elevation: The Task Force for

the management of acute myocardial infarction in patients presenting with ST-segment elevation of

the European Society of Cardiology (ESC)  European Heart Journal, Volume 39, Issue 2, 07 January

2018, Pages 119–177, https://doi.org/10.1093/eurheartj/ehx393,

20)Neumann FJ, Sousa-Uva M, Ahlsson A, Alfonso F, Banning AP, Benedetto U, Byrne RA, Collet

JP, Falk V, Head SJ, Jüni P, Kastrati A, Koller A, Kristensen SD, Niebauer J, Richter DJ, Seferovic

PM, Sibbing D, Stefanini GD, Windecker G, Yadav R, Zembala MO. 2018 ESC/EACTS Guidelines

on myocardial revascularization  European Heart Journal, Volume 40, Issue 2, 07 January 2019,

Pages 87–165 Published:25 August 2018

21)  Choudry  F.A,  Hamshere  S.M,  Rathod  K.S,  Akhtar  M.M,  ArchboldR.A,  Guttmann  O.P,

Woldman S, Jain A.K, Knight C.J, Baumbach A, Mathur A, Jones D.A.High Thrombus Burden in

Patients  With  COVID-19  Presenting  With  ST-Segment  Elevation  Myocardial  Infarction.  JACC

VOL. 76, NO. 10, 2020 Thrombus Burden in COVID-19 Patients With STEMI September 8 , 2 0 2

0 : 1 1 6 8 – 7 6

22) Ahmed Alaarag A, Hassan T, Samir S, Naseem M. Clinical and angiographic characteristics of

patients with STEMI and confirmed diagnosis of COVID-19: an experience of  Tanta University

Hospital The Egyptian Heart Journal (2020) 72:68 https://doi.org/10.1186/s43044-020-00103-y

23) Little C.D, Kotecha T, Candilio L, Jabbour R.J, Collins G.B, Ahmed A, Connolly M, Kanyal R,

Demir O.M, Lawson L.O, Wang B, Firoozi S, Spratt J.C, Perera D,  MacCarthy P, Dalby M, Jain A,

Wilson S.J, Malik I, Rakhit R. COVID-19 pandemic and STEMI: pathway activation and outcomes

from the pan-London  heart attack groupOpen Heart  2020;7:e001432. doi:10.1136/openhrt-2020-

001432

24)Adlan  A.M, Lim V.G,  Dhillon  G,  Kurdi  H,  Doolub G,  Elamin N,  Aziz  A,  Sastry S,  Davis

G.Impact of COVID-19 on primary percutaneous coronary intervention centres in the UK: a survey.

The British Journal of CardiologyVolume 27 Issue 2 .April–June 2020

25)Rodriguez-Leor, O., & Cid-Alvarez, B. (2020). STEMI care during COVID-19: losing sight of

https://doi.org/10.1186/s43044-020-00103-y
https://doi.org/10.1093/eurheartj/ehx393
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;


the forest for the trees. JACC: Case Reports Vol.2 No.10. 2020:1625-7

26)ISIS-2 (Second International Study of Infarct Survival) Collaborative Group. Randomised trial

of intravenous streptokinase, oral aspirin, both, or neither among 17,187 cases of suspected acute

myocardial infarction: ISIS-2. Lancet 1988;2:349–360 

27)Keeley EC, Boura JA, Grines CL. Primary angioplasty versus intravenous thrombolytic therapy

for acute myocardial infarction: a quantitative review of 23 randomised trials. Lancet. 2003;361:13–

20. 

28)Zhang  Z.J,  Marroquin  O.C,  Stone  R.A,  Weissfeld  J.L,  Mulukutla  S.R,  Selzer  F,  Kip

K.EDifferential  effects  of  post-dilation  after  stent  deployment  in  patients  presenting  with  and

without  acute  myocardial  infarction.  Am  Heart  J.  2010  November  ;  160(5):  979–986.e1.

doi:10.1016/j.ahj.2010.07.007.

29)Showkathali R, Yalamanchi R,  Sankeerthana M.P, Kumaran S.N, Shree S, Nayak R.  Acute

Coronary Syndrome admissions  and outcome during COVID-19 Pandemic -  Report  from large

tertiary centre in India 2020 Cardiological Society of India

30)Cutlip DE, Windecker S, Mehran R, Boam A, Cohen DJ, van Es GA, et al. Academic Research

Consortium  Clinical  end  points  in  coronary  stent  trials:  a  case  for  standardized

definitions. Circulation. 2007 May;115((17)):2344–51.

31)Ranucci M, Ballotta A, Di Dedda U, The procoagulant pattern of patients with COVID-19 acute

respiratory distress syndrome. J Thromb Haemost 2020 Apr 17 [E-pub ahead of print].

32)Atri  D,  Siddiqi  HK,  Lang J,  et  al.  COVID-19 for  the  cardiologist:  a  current  review of  the

virology, clinical epidemiology, cardiac and other clinical manifestations and potential therapeutic

strategies. J Am Coll Cardiol Basic Transl Sci 2020;5: 518–36.

33)Vivas D, Roldán V, Esteve-Pastor MA.. Recomendaciones sobre el tratamiento antitrombótico

durante  la  pandemia  COVID-19.  Posicionamiento  del  Grupo  de  Trabajo  de  Trombosis

Cardiovascular  de la  Sociedad Española de Cardiología.  Rev Esp Cardiol  2020 Apr 22 [E-pub

ahead of print].



34)Prieto-Lobato A, Ramos-Martínez R, Vallejo-Calcerrada N, Corbí-Pascual M,. Córdoba-Soriano

J.GA  Case  Series  of  Stent  Thrombosis  During  the  COVID-19

Pandemichttps://doi.org/10.1016/j.jaccas.2020.05.024

35)Kretchy IA, Asiedu-Danso M, Kretchy JP, Medication management and adherence during the

COVID-19 pandemic: Perspectives and experiences from LMICs, Research in

Social & Administrative Pharmacy (2020), doi: https://doi.org/10.1016/j.sapharm.2020.04.007.

36)Zwart B,  Godschalk T.C,  Kelder J.C,  Berg J.M.T. High risk of stent thrombosis in the first 6

months  after  coronary  stenting:  Do  not  discontinue  clopidogrel  early  after  ACS.  J  Interv

Cardiol 2017 Oct;30(5):421-426. doi: 10.1111/joic.12413. Epub 2017 Aug 23.

37)Biancari F, Gudbjartsson T, Heikkinen J, Anttila V, Mäkikallio T, Jeppsson A. Comparison of

30-day and 5-year outcomes of percutaneous coronary intervention versus coronary artery bypass

grafting in patients aged ≤50 years (the coronary aRtery diseAse in younG adultS study). Am J

Cardiol 2014;114:198-205. doi: 10.1016/j. amjcard.2014.04.025. 

38)Solano-Lopez J,  Zamorano J.L, Sanz A, Amat-Santos I, Sarnago F, Ibanes E.G, Sanchis J, Blas

JRR,  Gómez-Hospital  J.A,  Martínez  S.S,  Maneiro-Melón  N.M,  Gaitán  R.M,  D’Gregorio  J.G,

Salido L, Mestre J.L, Sanmartín M, Sánchez-Recalde A.l Risk factors for in-hospital mortality in

patients  with  acute  myocardial  infarction  during the  COVID-19 outbreak.  Revista  Española  de

Cardiología (English Edition) Vol.73. Issue 12.pages 985-993 (December 2020)

https://www.revespcardiol.org/en-vol-73-num-12-sumario-S1885585720X00090
https://pubmed.ncbi.nlm.nih.gov/?term=Ten+Berg+JM&cauthor_id=28836297
https://pubmed.ncbi.nlm.nih.gov/?term=Kelder+JC&cauthor_id=28836297
https://pubmed.ncbi.nlm.nih.gov/?term=Godschalk+TC&cauthor_id=28836297
https://pubmed.ncbi.nlm.nih.gov/?term=Zwart+B&cauthor_id=28836297
https://doi.org/10.1016/j.sapharm.2020.04.007

