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ANNOTATION: Over the past almost 3 years COVID 19 has became most problematic disease
around the world. It can be explained with difficult mutations with time to time it originating and
troublesome creating proper vaccines. However nowadays scientists has launched so many ways
to conquer the virus. Patients infected with the virus SARS-CoV-2 and its clinical disease
COVID-19 are often minimally symptomatic or asymptomatic. More severe presentations
include pneumonia and acute respiratory distress syndrome. [11]In some patients, the heart may
be affected, and this can occur in individuals with or without a prior cardiovascular diagnosis.
Evidence of myocardial injury, as defined as an elevated troponin level, is common among
patients hospitalized with COVID-19, with putative causes including stress cardiomyopathy,
hypoxic injury, ischemic injury (caused by cardiac microvascular damage or epicardial coronary
artery disease), and systemic inflammatory response syndrome (cytokine storm). A minority of
patients with an elevated troponin level present with symptoms and signs suggestive of an acute
coronary syndrome.
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Relevance. Patients with cardiovascular disease, hypertension, obesity, and diabetes are at
increased risk of a poor prognosis. In addition, patients with myocardial injury, irrespective of
cause, have a poorer prognosis. This topic will address our approach to the diagnosis and
management of patients with either an acute coronary syndrome or stable coronary artery disease
(CAD) who are suspected of or who have confirmed COVID-19 infection. Our approach and
recommendations only apply during the pandemic and are superseded by routine care
thereafter.The prevalence of CAD in particular, and cardiovascular disease in general, varies
from population to population. Thus, among patients who are diagnosed with COVID-19, there
is a broad range for prevalent CAD. Rates between 4.2 and 25 percent have been reported, with
most series from China. [11] Among patients admitted to intensive care units or those who died
[5], the percent is higher.The frequency of myocardial injury (as reflected by elevation in cardiac
troponin levels) is variable among hospitalized patients with COVID-19, with reported
frequencies of 7 to 28 percent. Decline in hospitalization and percutaneous coronary intervention
rates — Multiple studies have found that the incidence of hospitalization for acute myocardial
infarction (MI) and admissions for most diagnoses have decreased by as much as 40 to 50
percent during the pandemic. [11] The following three large studies are representative:

 A study from Northern California compared weekly incidence rates of hospitalization for
acute MI (ST-elevation MI [STEMI] and non-ST-elevation MI [NSTEMI]) before and after
March 4, 2020, when the first reported death from COVID-19 occurred in Northern
California [8]. These data were also compared with data from the same time period in 2019.
The weekly rates of hospitalization decreased by about 48 percent during the COVID-19
period (during the period of January 1 to March 3, 2020, the incidence rate was 4.1 per
100,000 person-weeks and from April 8 to April 14, the incidence rate was 2.1 per 100,000



INTERNATIONALMULTIDISCIPLINARY JOURNAL FOR
RESEARCH&DEVELOPMENT

SJIF 2019: 5.222 2020: 5.552 2021: 5.637 2022:5.479 2023:6.563
eISSN 2394-6334 https://www.ijmrd.in/index.php/imjrd Volume 10, issue 12 (2023)

785

person-weeks [incidence rate ratio 0.52, 95% CI 0.40-0.68]). This decrease occurred in
patients with NSTEMI (incidence rate ratio 0.51, 95% CI 0.38-0.68) and probably in patients
with STEMI (incidence rate ratio 0.60, 95% CI 0.33-1.08). Compared with 2019, the
incidence of hospitalization for acute MI was significantly lower in 2020 only after March 4,
demonstrating that the decrease could not be explained by seasonal variation.

 A study from Italy compared admissions for acute MI to coronary care units from March 12
to 19 in 2020 with those during the equivalent week in 2019 [9]. There was a 49.4 percent
reduction (p<0.001 percent), and the reduction was significant for both STEMI and NSTEMI.
The STEMI case fatality rate was higher, comparing 2020 with 2019 (risk ratio 3.3, 95% CI
1.7-6.6).

 A large database study from England compared hospital admissions for acute coronary
syndromes (ACS) between mid-February and end of March, 2020 and also compared them
with the weekly average in 2019 (3017 per week) [11]. There was a substantial reduction in
the weekly numbers of patients with ACS admitted to hospitals in England by the end of
March, 2020 (1813 per week; 40 percent reduction) compared with the 2019 weekly average.
The trend was partially reversed by the end of May, 2020 (2522 per week; 16 percent
reduction). Although the decline in hospital admissions was seen across all types of ACS (eg,
STEMI, NSTEMI, unstable angina, and MI of unknown type), it was most pronounced for
those with NSTEMI.

Possible explanations for the decreased hospitalization rate include patient fear of
being infected if hospitalized (avoidance of medical care) and a redistribution of health
care.

Perhaps consequent to the decrease in hospitalization rates, at least three studies have
documented a decline in the number of acute coronary syndrome patients referred for
percutaneous coronary intervention. It is likely that COVID-19 directly and indirectly affects the
cardiovascular system. Potential mechanisms of cardiovascular injury include direct myocardial
injury from hemodynamic derangement or hypoxemia, inflammatory myocarditis, stress
cardiomyopathy, microvascular dysfunction or thrombosis due to hypercoagulability, or systemic
inflammation (cytokine storm), which may destabilize coronary artery plaques [15]. Studies
suggest that COVID-19 increases the risk of acute MI [11]. In one study, there was an increased
risk of acute MI in patients with a new diagnosis of COVID-19 compared to noninfected controls
(0.03 versus 0.01 percent; adjusted odds ratio 1.22, 95% CI 1.08-1.38) [11].

The aim:

The clinical impact of SARS-CoV-2 infection is greater in those with prior cardiovascular
disease (CVD) and increasing age. In one study, patients with prior CVD made up 22.7 percent
of all fatal cases, and the case fatality rate was 10.5 percent [11].COVID-19 vaccination can
cause cardiovascular disease (eg, pericarditis, myocarditis)

RESULTS AND DISCUSSION: Until more data with larger numbers of patients are available,
it seems reasonable to consider all patients with history of CVD, hypertension, or diabetes at
higher risk. We consider this risk likely to be highest for patients with these risk factors, older
age, known history of heart failure, or clinically significant valvular disease. For now, there are
no specific measures based on this risk stratification, but we advise all of our patients with these
risk factors to be especially cautious regarding public health measures of social distancing,
including with close family members. Furthermore, given the association with more severe
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disease and increased risk for acute myocardial injury, we advise early clinical evaluation for any
suspect symptoms.

The following two observational studies illustrate the magnitude of the relationship:

In a report from the Chinese Center for Disease Control and Prevention, 72,314 cases (44,672
confirmed) reported by February 11, 2020 were reviewed [25]. The crude mortality rate was 2.3
percent. For age over 80, the case fatality rate was 14.8 percent. History of coronary heart
disease (CHD) was present in 4.2 percent of all cases, but in 22.7 percent of fatal cases. Case
fatality rates were 10.5 percent for CHD, 7.3 percent for diabetes, and 6 percent for hypertension.
Another report evaluated 1099 cases from 30 provinces within mainland China [11]. Of these,
15.7 percent were classified as severe, and 6.1 percent had a primary endpoint, defined as
intensive care unit admission, mechanical ventilation, or death. The presence of diabetes (severe
versus nonsevere disease, 16.2 versus 5.7 percent; primary endpoint versus no primary endpoint,
26.9 versus 6.1 percent), hypertension (23.7 versus 13.4 percent; 35.8 versus 13.7 percent), or
CHD (5.8 versus 1.8 percent; 9 versus 2 percent) was significantly more frequent among patients
with severe disease versus nonsevere disease and with a primary endpoint versus no primary
endpoint. In a report of 191 patients from Wuhan province who were diagnosed before January
31, 2020, there were significant univariate associations with death outcome for diabetes (31
versus 14 percent, p = 0.005), hypertension (48 versus 23 percent, p = 0.0008), and CHD (24
versus 1 percent, p<0.0001) [3]. In a multivariable analysis, only advancing age, Sequential
Organ Failure Assessment Score, and D-Dimer were associated with mortality.

Another study found that the presence of acute injury determined by troponin elevation was a
significant factor in the association of CVD and mortality [26]. Among 187 patients with
confirmed COVID-19, a history of CVD (defined as CHD, hypertension, or cardiomyopathy)
was present in 66 (35 percent), and troponin was elevated in 52 (28 percent). Troponin elevation
was more frequent in patients with CVD (55 percent, 36 of 66). Among patients with CVD and
elevated troponin, the mortality rate was 69 percent (25 of 36). The mortality rate was 7.6
percent among patients without CVD and normal troponin, 13.3 percent among those with CVD
and normal troponin, 37.5 percent among those without CVD and elevated troponin, and 69.4
percent among those with CVD and elevated troponin. Furthermore, troponin elevation
correlated with elevations in C-reactive protein, and higher troponin elevations predicted higher
mortality. Although the number of patients included limits the interpretation, there is a
suggestion that patients with underlying CVD (including hypertension) are both at increased risk
for acute injury and worsened survival in the setting of injury. The cause of this association and
whether injury indicates increased risk for MI or myocarditis will require additional investigation.

RECOMMENDATIONS

●A relatively high percent of patients admitted with COVID-19 will have underlying coronary
artery disease (CAD). For most, symptoms of CAD will not be present on admission.

●It is likely that COVID-19 directly and indirectly affects the cardiovascular system, causing or
contributing to acute coronary syndrome (ACS), myocarditis, and electrical heart disease.
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