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Background 

How coronavirus disease 2019 (COVID-19) impacted non-ST-segment elevation acute coronary syndromes (NSTACS) 
is an object of controversial reports. 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Aim 

To systematically review studies reporting NSTACS hospitalizations during the COVID-19 pandemic, and analyse whether 
differences in COVID-19 epidemiolog y, methodolog y of report, or public health-related factors could contribute to 
discrepant findings. 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Methods Comprehensive search (Medline, Embase, Scopus, Web of Science, Cochrane Register), of studies reporting NSTACS 
hospitalizations during the COVID-19 pandemic compared with a reference period, following Preferred Reporting Items 
for Systematic Reviews and Meta-analysis guidelines . Dat a were independently extracted by multiple investigators and 
pooled using a random-effects model. Health-related metrics were from publicly available sources, and analysed through 
multiple meta-regression modelling. 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Results We retrieved 102 articles (553 038 NSTACS cases, 40 countries). During peak COVID-19 pandemic, overall incidence 
rate ratio (IRR) of NSTACS hospitalizations over reference period decreased (0.70, 95% confidence interval (CI) 0.66–
0.75; P < 0.00001). Significant heterogeneity was detected among studies ( I2 = 98%; P < 0.00001). Importantly, wide 
variations were observed among, and within, countries. No significant differences were observed by study quality, whereas 
comparing different periods within 2020 resulted in greater decrease (IRR: 0.61; CI: 0.53–0.71) than comparing 2020 vs. 
previous years (IRR: 0.74; CI 0.69–0.79). Among many variables, major predictors of heterogeneity were severe acute 
respiratory syndrome coronavirus 2 reproduction rate/country, number of hospitals queried, and reference period length; 
country stringency index and socio-economical indicators did not contribute significantly. 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Conclusions During the COVID-19 pandemic, NSTACS hospitalizations decreased significantly worldwide. However, substantial 
heterogeneity emerged among countries, and within the same country. Factors linked to public health management, 
but also to methodologies to collect results may have contributed to this heterogeneity. 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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Gra phic a l Abst ract 

Systematic Review
Characteristics

Outcomes

A total of 102 articles met the
inclusion criteria:

Total NSTACS cases (N=553,038) 

Observation
period

Reference
period

NSTACS
(N=111,226)

NSTACS 
(N=441,812)

NSTACS hospitalizations

Incidence Rate Ratio (IRR) = 0.70 (0.66-0.75) 
P <0.00001, I2=98%

Analysis by world region

IRR = 0.76 (0.70-0.81),
P <0.00001, I2=98%

Europe

IRR = 0.55 (0.46-0.67),
P <0.00001, I2=97%

APME

IRR = 0.77 (0.69-0.85),
P <0.00001, I2=91%

NCSA

The decrease in NSTACS
hospitalization was not
homogeneous among countries

Potential contributors to the
heterogeneity among countries

Sars-Cov-2
reproduction rate

(High vs. Low)
(RVI 0.996)

The number of 
study sites

(Small vs. Large)
(RVI 0.945)

Control period
duration

(Short vs. Long)
(RVI 0.862)

Conclusion

During COVID-19 pandemic 
hospitalizations for NSTACS
decreased significantly, worldwide.
However, substantial heterogeneity 
emerged among countries. Factors
linked to the spread of Sars-Cov-2
infection, but also to methodologies
to gather results may have
contributed to this heterogeneity

1. Studies that reported
both number of non-ST-
segment elevation acute
coronary syndromes
(NSTACS) hospitalizations
during the COVID-19
outbreak and during a
reference period

APME=Asia-Pacific and Middle East; NCSA=North-Central-South America

)

40 countries,
the largest 

contributors are

Italy
Germany
United States
United Kingdom

Analysis by country

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Keywords COVID-19 � Coronavirus � Acute coronary syndromes � Myocardial infarction � NSTEMI � 

Healthcare organization 

Key learning points 

a. What is already known: 
� Numerous papers have examined the impact of the coronavirus disease 2019 (COVID-19) pandemic on hospital admissions for non-ST- 
elevation coronary syndromes (NSTACS). 

� However, widely disparate findings have been reported, ranging from > 60% reduction in NSTACS hospitalizations, to negligible reduction, 
to even > 50 increase. 

b. What this study adds: 
� To get insight into this huge variability, we systematically meta-analysed all published material on NSTACS hospitalizations, worldwide, 
encompassing 102 articles (553 038 NSTACS cases, 40 countries). 

� Pooling all data, the incidence rate ratio of NSTACS hospitalizations over the reference period significantly decreased (0.70, 95% confidence 
interval (CI) 0.66–0.75; P < 0.00001) during the peak COVID-19 pandemic. 

� However, wide variations were observed among, and even within, countries. Predictors of heterogeneity were severe acute respiratory 
syndrome coronavirus 2 reproduction rate/country, number of hospitals, and reference period length upon which the surveys were based; 
instead, containment policies and socio-economical indicators did not significantly contribute. 
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oronavirus disease 2019 (COVID-19) syndrome is dramatically im-
acting public health in terms of morbidity and mortality caused by
espiratory infection by severe acute respiratory syndrome coron-
virus 2 (SARS-CoV-2) virus.1 , 2 However, of great concern are also
he indirect consequences of this pandemic, secondary to huge re-
uest and/or re-allocation of health resources . Ambulance services ,
mergency departments, and intensive care units have been put under
ressure to cope with the surge of COVID patients in need of acute
are, which at times may have resulted in impaired hospital admis-
ion for patients with non-COVID urgent conditions.3 –5 Additionally,
nderestimating the severity of their condition, many patients with
on-COVID emergencies might have been reluctant to seek hospital
are out of fear of getting COVID infection, or because of misplaced
bedience to stay-at-home orders.6 , 7 

This problem has been recognized in regard to hospitalizations for
T-segment elevation myocardial infarction (STEMI), which were ex-
ected to increase during COVID pandemic due to possible vascular
ffects of SARS-CoV-28 while instead they significantly decreased.9 , 10 

n principle, non-ST-segment elevation acute coronary syndromes
NSTACS) could be affected to an even larger extent compared to
TEMIs, as patients may suffer less evident symptoms, and diagnosis
s at times unclear or elusive.11 –13 Furthermore, unlike STEMIs, in
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most places, there is no hub-and-spoke system to expressly dispatch
NSTACS patients to a dedicated cardiology department, and there-
fore transfer and hospital admission of NSTACS patients might be
hampered by the concomitant large need of ambulance and intensive
care unit beds imposed by COVID patients. 
However, evidence about NSTACS hospitalizations during COVID

is uncertain, as reports from various countries have yielded widely
disparate findings, ranging from > 60% reduction in NSTACS
hospit alizations ,14 –16 to negligible reduction,17 –20 to even > 50
increase,21 –24 to quote a few. Aside from differences in COVID-19
epidemiology, variable extent of NSTACS hospitalizations in different
regions might have been due to differences in health systems , hospit al
organization, and socio-economic factors. Differences in methodol-
ogy to obtain the data might also have contributed. 
Understanding how a pandemic impacts NSTACS hospitaliza-

tions could translate into better organization of delivery of care
for this life-threatening condition, but it might also spur better
preparedness for possible future pandemics. Thus, there is a need
to accurately estimate the effect of the COVID-19 pandemic on
NSTACS hospitalizations across countries, and the potential role not
just of differences in SARS-CoV-2 epidemiology but also of other
factors. 
Accordingly, the purpose of this study was to thoroughly review

all available information with respect to the incidence of NSTACS
hospitalizations during the COVID-19 pandemic, worldwide, and
meta-analyse differences from previous years. Possible factors under-
lying discrepant results were also evaluated. 

Methods 

Sea rc h st rategy 

According to Preferred Reporting Items for Systematic Reviews and Meta-
analysis (PRISMA) guidelines, all potentially relevant articles were identified
searching major electronic databases: Medline, Embase, Scopus, Web of
Science, and Cochrane Library, up to 21st April 2022. Comprehensive
search criteria were used to identify articles addressing the impact of
COVID-19 on admission for NSTACS. The following keywords were
used for search: ‘covid’, ‘covid-19’, ‘sars-cov’, ‘sars-cov-2’, ‘coronavirus’,
AND ‘acute coronary*’ or ‘myocardial infarct*’ or ‘NSTEMI’ or ‘non
st segment myocardial infarction’ or ‘non-ST-elevation acute coronary
syndromes’, or ‘NSTACS’ (Supplementary material online, Table S1). No
language restrictions were applied. Online translation tools and language
skills of colleagues were used for articles published in languages other
than English. Reference lists of the identified studies and previous reviews
were also screened. As many earlier reports were not published as full
papers, research letters on the topic were also screened. The review was
registered on PROSPERO (ID: CRD42022308159). 

Data selection 

Two authors (M.D., S.L.) independently screened potentially relevant
articles for eligibility. The agreement between the two authors in the
selection of studies was determined by Cohen’s kappa coefficient score.
Studies that reported both the number of NSTACS hospitalizations during
the COVID-19 outbreak and that during a control (reference) period were
considered eligible for inclusion. Eligibility criteria were defined following
the PICOS (Population, Intervention, Comparator, Outcome, Study)
framework (Supplementary material online, Table S2). Decision to include
the studies was based on title, abstract (when available), and full-text
screening. Studies that specifically included patients who developed
NSTACS during hospitalization for COVID-19 infection were excluded. 

Dat a ext raction 

Two authors (M.D., S.L.) independently extracted data from eligible studies
using a standardized data extraction form. Disagreements were resolved
by consensus, or by a third reviewer (F.S.) if consensus was not reached.
The following data were extracted: first author, year of publication, coun-
try of study population, enrollment sites, number of days during study
period, number of days during reference period, number of cases during
study period, number of cases during reference period, incidence rate (IR)
per day during study period and during reference period, and incidence
rate ratio (IRR), with their 95% confidence intervals (CIs). When multiple
reference periods were presented, we chose the inter-year period (same
period but in different years) as reference. If there was a multiple-year
comparison (i.e. comparison to historical data from the same months in
2017–19), the entire period was considered as the reference. 

Qua lit y assessment 
Two authors (S.L., M.D.) independently assessed the methodological qual-
ity of the included study using the STROBE (Strengthening the Reporting
of Observational Studies in Epidemiology) checklist for cross-sectional
studies.25 Inconsistencies were discussed and resolved with a third re-
viewer (F.S.). The STROBE form is a checklist of 22 items considered
essential for good study reporting. The items evaluate the title and abstract
of the article (Item 1), Introduction (Items 2 and 3), Methods (Items 4–12),
Results (Items 13–17), Discussion (Items 18–21), and other information
(Item 22, on financing). The results are calculated as the number of the 22
items adequately reported divided by the number of items, expressed as a
percentage. Studies with a STROBE score percentage of < 55%, 55–65%,
and > 65% were considered low-, moderate-, and high-quality studies,
respectively. Items not applicable for study design were scored as ‘not
applicable’. 

St atistic a l a na lysis 
Data were analysed using Review Manager (RevMan 5.3 for Macintosh;
Copenhagen, Denmark). The results of each study were reported as IR,
and IRR of IR during study period over IR during reference period. A
random-effects model (DerSimonian and Laird method), which accounts
for interstudy variation and provides a more conservative effect than the
fixed-effect model, was used. Pooled results were reported as IRRs, and
presented with 95% CI with two-sided P values. A P value < 0.05 was
considered statistically significant. 

Statistical heterogeneity among studies was estimated using the Chi-
square Cochran’s Q-test with I2 statistic, which provides an estimate
of the amount of variance due to heterogeneity rather than sampling
error. Where I2 exceeded 50%, heterogeneity was considered substantial.
Subgroup analyses were performed to explore the source of the hetero-
geneity, according to the main characteristics of each study [enrolment
(hospit als vs . registries); length of observation period ( < 61 vs . ≥ 61 days ,
i.e. the median follow-up during observation period); timing of observation
period (whole 2020 vs. selected pandemic waves); reference period: inter-
year (same period in different years) vs. intra-year (different period of the
same year, or different periods of different years); and study quality (high,
medium, low)]. The possibility of publication bias was explored by visual
inspection of funnel plot. 

Meta-regression analysis 
To further explore heterogeneity and identify potential effect modifiers
at study and country levels, we used random-effects meta-regression.26 , 27

From the ‘Our World in Data’ Coronavirus database28 as on the date
of completion of the study, for each country we extracted the follow-
ing variables: total SARS-CoV-2 cases/million, SARS-CoV-2 reproduction
rate, total COVID-19 deaths/million, stringency index, population density,
cardiovascular death rate, hospital beds/thousand, number of physi-
cians/thousand, gross domestic product per capita, human development
index, World Bank Region assignment, and WHO Region.29 In addition,
we also tested the impact of reference period (same vs. previous year),
reference period length, study setting (registry vs. survey), quality of study,
and number of hospital sites from which data were gathered. 

https://academic.oup.com/ehjqcco/article-lookup/doi/10.1093/ehjqcco/qcad048#supplementary-data
https://academic.oup.com/ehjqcco/article-lookup/doi/10.1093/ehjqcco/qcad048#supplementary-data
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Figure 1 World map highlighting (in orange) all 40 countries for which NSTACS admission data during the COVID-19 pandemic peak were 
reported and utilized for this met a-analysis . 
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We built a multiple meta-regression model using multimodel
nference.30 With this method all possible predictor combinations are
odelled, and although this approach should be regarded as exploratory, it
an be used when there is little or no prior knowledge on how predictors
re related to the effect size. The goal of the method is to distinguish ‘true’
rom ‘false’ moderators using their relative variable importance (RVI). We
rst computed the RVI using the Akaike weight of each model, and then
sed the RVI as the selection criteria with cutoff values greater than 0.5
r 0.8 for considering a variable important for inference.30 

esults 

iterature search and study 

 ha racteristics 
he selection process according to PRISMA guidelines is shown
n Supplementary material online, Figure S1 . Database and other
earches yielded 5750 articles. After review of title and abstract, and
emoval of duplicates, 173 articles were selected for analysis. Of these,
1 were excluded based on full-text evaluation. At the end of the
rocess, 102 articles met all inclusion criteria, encompassing a total
f 553 038 NSTACS cases from 40 countries ( Figure 1 ), and were
ncluded in the analysis. The Cohen’s kappa coefficient was 0.893,
uggesting an excellent agreement between the two authors in the
election of studies. 
Table 1 summarizes the characteristics of the studies included in

his systematic review. A total of 15 studies were conducted in Italy,
0 in Germany, and 9 in the USA; other countries contributed fewer
eports. Another three studies were multinational. In most cases (83
rticles), data were collected through ‘ad hoc’ surveys of selected
ospit als , whereas 19 studies reported data obtained from already
ngoing registries or health-insurance funds. All studies chose the year
020 as observation timing. Median length of observation period was
1 days (range 7–366 days). Three different selection methods were
ound for the reference period: (a) same period of year 2019; (b) a
eriod immediately preceding observation period; and (c) average of
ame period of previous years. Median length of reference period was
1 days (range 7–1176 days). 
Overall analysis includes a total of 111 226 cases of NSTACS during
bservation period, and 441 812 cases during reference period. Based
n STROBE checklist, quality was high in 73 studies (71.6%), moderate
n 13 studies (12.7%), and low in 18 studies (15.6%) (Supplementary
aterial online, Table S3). 

et a-a na ly tic results 
Figure 2 shows the Forest plot of studies reporting hospitalizations

or NSTACS during the COVID-19 peak compared to the reference
eriod in all studies, by World region and by country. IRR under a
andom-effect model for all studies showed a significant reduction
n the number of hospitalizations for NSTACS (0.70, 95% CI 0.66–
.75; P < 0.00001) during COVID-19 epidemic compared with the
eference period. Of note, a high degree of heterogeneity was found
 I2 = 98%; P < 0.00001). Analysis by World region showed differences
mong geographic areas. While 24% reduction in NSTACS hospital-
zations was reported for Europe (IRR 0.76, 95% CI 0.70–0.81), the
eduction for North-Central-South America region was 33% (0.77,
5% CI 0.69–0.85), and for A sia- Pacific–Middle East it was 45% (0.55,
5% CI 0.46–0.67) (all P < 0.00001). 
However, when the analysis delved into country-specific data,

urther heterogeneity emerged, as the decrease in NSTACS hospital-
zation was not homogeneous among countries ( Figure 3 ). While many
ountries reported ∼30% decrease in NSTACS hospit alizations , and
ther showed 50% or more decrease, reports from other countries
ndicated only < 5% decrease (Finland, Hong Kong, and Hungary), or
ven an increase in NSTACS hospitalizations (Israel, Denmark, and

https://academic.oup.com/ehjqcco/article-lookup/doi/10.1093/ehjqcco/qcad048#supplementary-data
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ić
 
et
 
al
. , 
20
21

 
Se
rb
ia
 

(V
oj
vo
di
na
) 

1 
ho

sp
ita
l 

51
 

(1
6t
h 
M
ar
ch
–6

th
 

M
ay
 
20
20
) 

51
 

(1
6t
h 
M
ar
ch
–6

th
 
M
ay
 

20
19
) 

31
 

56
 

0.
61

 
1.
10

 
0.
55

 
(0
.3
5–

0.
85
) 

++
 



COVID-19 and NSTACS hospitalizations 275

T
ab

le
 
1
 
C
on

ti
nu

ed
 

A
ut

 
ho

r,
 
ye

a r
 

C
ou

nt
ry

 
En

ro
lm

en
t 
si
te
s 

N
 
da

ys
 

(s
tu

dy
 
pe

ri
od

) 
N
 
da

ys
 

(c
on

tr
ol

 
pe

ri
od

) 

N
 
c a

se
s ,
 

st
ud

y 
pe

ri
od

 

N
 
c a

se
s ,
 

co
nt

ro
l 

pe
ri
od

 

IR
 

st
ud

y 
pe

ri
od

 

IR
 

co
nt

ro
l 

pe
ri
od

 

IR
R
 

(9
5%

 
C
I)
 

Q
ua

 
lit

 
y*

 

..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
.

Pi
cc
ol
o 
et
 
al
. , 
20
20

 
Ita
ly
 

(C
am

pa
ni
a)
 

20
 
ho

sp
ita
ls 

28
 

(2
7t
h 

Fe
br
ua
ry
–2

6t
h 

M
ar
ch

 
20
20
) 

28
 

(3
0t
h 
Ja
nu
ar
y–
26

th
 

Fe
br
ua
ry
 
20
20
) 

24
4 

36
0 

8.
71

 
12
.9
 

0.
68

 
(0
.5
8–

0.
80
) 

+ 

Pi
ne
s 
et
 
al
. , 
20
21

 
U
SA

 
10
8 
ho

sp
ita
ls 

23
8 

(1
st
 
Ja
nu
ar
y–
25

th
 

A
ug
us
t 
20
20
) 

23
7 

(1
st
 
Ja
nu
ar
y–
25

th
 

A
ug
us
t 
20
19
) 

84
24

 
92
78

 
35
.3
9 

39
.1
5 

0.
90

 
(0
.8
7–

0.
93
) 

++
 

Pr
im
es
sn
ig
 
et
 
al
. , 
20
21

 
G
er
m
an
y 

(B
er
lin
) 

1 
ho

sp
ita
l 

12
1 

(1
st
 
Ja
nu
ar
y–
30

th
 

A
pr
il 
20
20
) 

12
0 

(1
st
 
Ja
nu
ar
y–
30

th
 

A
pr
il 
20
19
) 

25
 

61
 

0.
21

 
0.
51

 
0.
41

 
(0
.2
6–

0.
65
) 

++
 

Ra
sh
id
n 
H
on

s 
et
 
al
. , 

20
20

 

U
K
 

2 
N
at
io
na
l r
eg
ist
rie

s 
(M

yo
ca
rd
ia
l I
sc
ha
em

ia
 

N
at
io
na
l A

ud
it 
Pr
oj
ec
t, 

Br
iti
sh

 
C
ar
di
ov
as
cu
la
r 

In
te
rv
en
tio

n 
So

ci
et
y)
 

10
4 

(1
st
 
Fe
br
ua
ry
–1

4t
h 

M
ay
 
20
20
) 

10
3 

(1
st
 
Fe
br
ua
ry
–1

4t
h 

M
ay
 
20
19
) 

14
5 

19
3 

1.
39

 
1.
87

 
0.
74

 
(0
.6
0–

0.
92
) 

++
 

Ra
tt
ka

 
et
 
al
. , 
20
20

 
G
er
m
an
y 

(U
lm
) 

1 
ho

sp
ita
l 

31
 

(2
1s
t 
M
ar
ch
–2

0t
h 

A
pr
il 
20
20
) 

93
 

(2
1s
t 
M
ar
ch
–2

0t
h 

A
pr
il 
20
17
–1
9)
 

16
 

10
4 

(3
 
ye
ar
s)
 

0.
52

 
1.
12

 
0.
46

 
(0
.2
7–

0.
78
) 

++
 

Ro
gn
on

i e
t a
l. , 
20
21

 
Ita
ly
 

9 
ho

sp
ita
ls 

38
 

(4
th
 
M
ay
–1

2t
h 
Ju
ly
 

20
20
) 

38
 

(4
th
 
M
ay
–1

2t
h 
Ju
ly
 

20
19
) 

N
A
 

N
A
 

- 
- 

1.
25

 
(1
.0
8–

1.
46
) 

++
 

Ro
ss
i e
t a
l. , 
20
21

 
Ita
ly
 

(B
re
sc
ia)

 

1 
ho

sp
ita
l 

83
 

(9
th
 
M
ar
ch
–3

1s
t 

M
ay
 
20
20
) 

68
 

(1
st
 
Ja
nu
ar
y–
8t
h 

M
ar
ch

 
20
20
) 

28
 

36
 

0.
34

 
0.
53

 
0.
64

 
(0
.3
9–

1.
05
) 

++
 

Ru
pa
re
lia
 
et
 
al
. , 
20
20

 
U
K
 

(L
on

do
n)
 

2 
ho

sp
ita
ls 

10
3 

(1
st
 
Ja
nu
ar
y–
12

th
 

A
pr
il 
20
20
) 

10
2 

(1
st
 
Ja
nu
ar
y–
12

th
 

A
pr
il 
20
19
) 

97
 

13
5 

0.
94

 
1.
32

 
0.
71

 
(0
.5
5–

0.
92
) 

++
 

Sc
hm

itz
 
et
 
al
. , 
20
21

 
G
er
m
an
y 

(A
ug
sb
ur
g)
 

1 
re
gi
on

al
 
re
gi
st
ry
 

66
 

(1
6t
h 
M
ar
ch
–2

1s
t 

M
ay
 
20
20
) 

33
 

(1
0t
h 
Fe
br
ua
ry
–1

5t
h 

M
ar
ch

 
20
20
) 

66
 

51
 

1.
00

 
1.
55

 
0.
65

 
(0
.4
5–

0.
94
) 

++
 

Sc
hw

ar
z 
et
 
al
. , 
20
20

 
G
er
m
an
y 

(S
aa
rla
nd
) 

1 
ho

sp
ita
l 

42
 

(1
st
 
M
ar
ch
–1

8t
h 

A
pr
il 
20
20
) 

42
 

(3
rd

 
M
ar
ch
–2

0t
h 

A
pr
il 
20
19
) 

29
 

35
 

0.
69

 
0.
83

 
0.
83

 
(0
.5
1–

1.
36
) 

++
 

Se
cc
o 
et
 
al
. , 
20
20

 
Ita
ly
 

(N
or
th
er
n 
an
d 

C
en
tr
al
 
Ita
ly)

 

3 
ho

sp
ita
ls 

31
 

(1
st
–3
1s
t 
M
ar
ch

 

20
20
) 

31
 

(1
st
–3
1s
t 
M
ar
ch

 

20
19
) 

33
 

93
 

1.
06

 
3.
0 

0.
35

 
(0
.2
4–

0.
52
) 

++
 



276 F. Sofi et al.

T
ab

le
 
1
 
C
on

ti
nu

ed
 

A
ut

 
ho

r,
 
ye

a r
 

C
ou

nt
ry

 

En
ro

lm
en

t 
si
te
s 

N
 
da

ys
 

(s
tu

dy
 
pe

ri
od

) 
N
 
da

ys
 

(c
on

tr
ol

 
pe

ri
od

) 

N
 
c a

se
s ,
 

st
ud

y 
pe

ri
od

 

N
 
c a

se
s ,
 

co
nt

ro
l 

pe
ri
od

 

IR
 

st
ud

y 
pe

ri
od

 

IR
 

co
nt

ro
l 

pe
ri
od

 

IR
R
 

(9
5%

 
C
I)
 

Q
ua

 
lit

 
y*

 

..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
.

Se
iff
er
t 
et
 
al
 ., 
20
20

 
G
er
m
an
y 

H
ea
lth

 
in
- 

su
ra
nc
e 

fu
nd

 

15
2 

(1
st
 
Fe
br
ua
ry
–3

1t
h 

M
ay
 
20
20
) 

15
1 

(1
st
 
Fe
br
ua
ry
–3

1t
h 
M
ay
 

20
19
) 

65
18

 
76
82

 
42
.9
 

50
.9
 

0.
84

 
(0
.8
1–

0.
87
) 

++
 

Sh
ow

ka
th
al
i e
t a

l. , 
20
20

 

In
di
a 

1 
ho

sp
ita
l 

67
 

(2
5t
h 
M
ar
ch
–3

1s
t 

M
ay
 
20
20
) 

13
4 

(2
5t
h 
M
ar
ch
–3

1s
t 
M
ay
 

20
18
–2
01
9)
 

39
 

60
 

(2
 
ye
ar
s)
 

0.
58

 
0.
45

 
1.
29

 
(0
.8
6–

0.
93
) 

+ 

Si
m
on

i e
t a

l. , 
20
21

 
A
lb
an
ia
 

(T
ira
na
) 

1 
ho

sp
ita
l 

42
 

(1
9t
h 
M
ar
ch
–3

0t
h 

A
pr
il 
20
20
) 

42
 

(1
9t
h 
M
ar
ch
–3

0t
h 
A
pr
il 

20
19
) 

16
5 

33
3 

3.
93

 
7.
93

 
0.
50

 
(0
.4
1–

0.
60
) 

++
 

Sk
od

aa
 
et
 
al
. , 
20
20

 
H
un
ga
ry
 

1 
ho

sp
ita
l 

56
 

(2
6t
h 
Fe
br
ua
ry
–2

2n
d 

A
pr
il 
20
20
) 

11
0 

(2
6t
h 
Fe
br
ua
ry
–2

2n
d 

A
pr
il 
20
18
–2
01
9)
 

54
 

11
1 

(2
 
ye
ar
s)
 

0.
96

 
1.
01

 
0.
95

 
(0
.6
9–

1.
32
) 

++
 

So
ko
lsk

i e
t a

l. , 
20
20

 
Po

la
nd

, T
he

 
N
et
he
rla
nd
s, 

Sw
ed
en
, P
or
tu
ga
l, 

Sw
itz
er
la
nd
, I
ta
ly,
 

H
un
ga
ry
, U

K
, G

er
m
an
y, 

Fr
an
ce
, S
pa
in
, U

SA
 

15
 

ho
sp
ita
ls 

31
 

(1
st
 
M
ar
ch
–3

0t
h 
A
pr
il 

20
20
)ˆ
 

31
 

(1
st
 
M
ar
ch
–3

0t
h 
A
pr
il 

20
19
)ˆ
 

40
6 

72
0 

13
.1
 

23
.2
3 

0.
56

 
(0
.5
0–

0.
63
) 

++
 

So
lo
m
on

 
et
 
al
. , 
20
20

 
U
SA

 

(N
or
th
er
n 
C
al
ifo
rn
ia)

 

21
 

ho
sp
ita
ls 

10
5 

(1
st
 
Ja
nu
ar
y–
14

th
 

A
pr
il 
20
20
) 

10
5 

(1
st
 
Ja
nu
ar
y–
15

th
 
A
pr
il 

20
19
) 

11
98

 
13
22

 
11
.4
 

12
.6
 

0.
91

 
(0
.8
4–

0.
98
) 

++
 

Su
lz
gr
ub
er

 
et
 
al
. , 
20
20

 
A
us
tr
ia
 

(V
ie
nn
a)
 

1 
C
ity

 

re
gi
st
ry
 

29
 

(1
3t
h 
M
ar
ch
–1

0t
h 

A
pr
il 
20
20
) 

29
 

(1
3t
h 
M
ar
ch
–1

0t
h 
A
pr
il 

20
19
) 

33
 

46
 

1.
14

 
1.
59

 
0.
72

 
(0
.4
6–

1.
13
) 

++
 

Su
th
er
la
nd

 
et
 
al
. , 
20
22

 
A
us
tr
al
ia
 

(M
el
bo

ur
ne
) 

1 
ho

sp
ita
l 

61
 

(1
st
 
M
ar
ch
–3

0t
h 
A
pr
il 

20
20
) 

61
 

(1
st
 
M
ar
ch
–3

0t
h 
A
pr
il 

20
19
) 

61
 

10
5 

1.
00

 
1.
72

 
0.
58

 
(0
.4
2–

0.
80
) 

++
 

Ta
m
 
et
 
al
. , 
20
20

 
H
on

g 
Ko

ng
 

(H
on

g 
Ko

ng
) 

1 
ho

sp
ita
l 

66
 

(2
5t
h 
Ja
nu
ar
y–
31

st
 

M
ar
ch

 
20
20
) 

85
 

(1
st
 
N
ov
em

be
r 

20
19
–2
4t
h 
Ja
nu
ar
y 
20
20
) 

37
 

49
 

0.
56

 
0.
58

 
0.
97

 
(0
.6
3–

1.
49
) 

++
 

Ta
n 
et
 
al
. , 
20
20

 
U
SA

 

(L
os

 
A
ng
el
es
) 

1 
ho

sp
ita
l 

28
 

(1
6t
h 
M
ar
ch
–1

2t
h 

A
pr
il 
20
20
) 

84
 

(2
3r
d 
D
ec
em

be
r, 

20
19
–1
5t
h 
M
ar
ch

 
20
20
) 

26
 

10
6 

0.
93

 
1.
26

 
0.
74

 
(0
.4
8–

1.
14
)  

+ 

To
ni
ol
o 
et
 
al
 ., 
20
20

 
Ita
ly
 

(U
di
ne
) 

1 
ho

sp
ita
l 

31
 

(1
st
 
M
ar
ch
–3

1s
t 

M
ar
ch

 
20
20
) 

31
 

(1
st
 
M
ar
ch
–3

1s
t 
M
ar
ch

 

20
19
) 

15
 

44
 

0.
48

 
1.
42

 
0.
34

 
(0
.1
9–

0.
61
) 

- 

To
uš
ek

 
et
 
al
. , 
20
20

 
C
ze
ch

 
Re

pu
bl
ic
 

(P
ra
gu
e)
 

1 
ho

sp
ita
l 

12
0 

(1
st
 
Fe
br
ua
ry
–3

0t
h 

M
ay
 
20
20
) 

48
8 

(1
st
 
O
ct
ob

er
, 2
01
8–
31
st
 

Ja
nu
ar
y 
20
20
) 

80
 

35
9 

0.
67

 
0.
74

 
0.
91

 
(0
.7
1–

1.
16
) 

++
 



COVID-19 and NSTACS hospitalizations 277

T
ab

le
 
1
 
C
on

ti
nu

ed
 

A
ut

 
ho

r,
 
ye

a r
 

C
ou

nt
ry

 

En
ro

lm
en

t 
si
te
s 

N
 
da

ys
 

(s
tu

dy
 
pe

ri
od

) 
N
 
da

ys
 

(c
on

tr
ol

 
pe

ri
od

) 

N
 
c a

se
s ,
 

st
ud

y 
pe

ri
od

 

N
 
c a

se
s ,
 

co
nt

ro
l 

pe
ri
od

 

IR
 

st
ud

y 
pe

ri
od

 

IR
 

co
nt

ro
l 

pe
ri
od

 

IR
R
 

(9
5%

 
C
I)
 

Q
ua

 
lit

 
y*

 

..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
.

Tr
ab
at
to
ni
 
et
 
al
 ., 
20
21

 
Ita
ly
 

(M
ila
n)
 

1 
ho

sp
ita
l 

36
6 

(1
st
 
Ja
nu
ar
y–
31

st
 

D
ec
em

be
r 
20
20
) 

36
5 

(1
st
 
Ja
nu
ar
y–
31

st
 

D
ec
em

be
r 
20
19
) 

27
1 

16
2 

0.
74

 
0.
44

 
1.
68

 
(1
.3
8–

2.
04
) 

- 

Ts
ig
ka
s 
et
 
al
. , 
20
21

 
G
re
ec
e 

(S
ou

th
er
n 
G
re
ec
e)
 

3 
ho

sp
ita
ls 

55
 

(1
0t
h 
M
ar
ch
–4

th
 

M
ay
 
20
20
) 

11
0 

(1
0t
h 
M
ar
ch
–4

th
 
M
ay
 

20
18
–2
01
9)
 

75
 

22
1 

(2
 
ye
ar
s)
 

1.
36

 
2.
01

 
0.
68

 
(0
.5
2–

0.
88
) 

++
 

U
im
on

en
 
et
 
al
. , 
20
22

 
Fi
nl
an
d 

3 
ho

sp
ita
ls 

92
 

(1
st
 
M
ar
ch
–3

1s
t 

M
ay
 
20
20
) 

27
6 

(1
st
 
M
ar
ch
–3

1s
t 
M
ay
 

20
17
–2
01
9)
 

N
A
 

N
A
 

- 
- 

0.
98

 
(0
.9
4–

1.
02
) 

++
 

U
lla
h 
et
 
al
. , 
20
21

 
U
K
 

1 
ho

sp
ita
l 

68
 

(2
3r
d 
M
ar
ch
–3

0t
h 

M
ay
 
20
20
) 

71
 

(2
3r
d 
M
ar
ch
–2

nd
 
Ju
ne

 

20
19
) 

11
8 

18
6 

1.
74

 
2.
62

 
0.
66

 
(0
.5
2–

0.
83
) 

+ 

Ve
rs
ac
i e
t a
l. , 
20
20

 
Ita
ly
 

(L
at
in
a)
 

1 
ho

sp
ita
l 

19
 

(1
st
 
M
ar
ch
–1

9t
h 

M
ar
ch

 
20
20
) 

19
 

(1
st
 
M
ar
ch
–1

9t
h 

M
ar
ch

 
20
19
) 

13
 

51
 

0.
68

 
2.
68

 
0.
25

 
(0
.1
4–

0.
46
) 

- 

W
ag
le
 
et
 
al
. , 
20
22

 
U
SA

 
1 
ho

sp
ita
l 

18
4 

(1
st
 
M
ar
ch
–3

1s
t 

A
ug
us
t 
20
20
) 

18
4 

(1
st
 
M
ar
ch
–3

1s
t 

A
ug
us
t 
20
19
) 

10
3 

10
7 

0.
56

 
0.
58

 
0.
97

 
(0
.7
4–

1.
27
) 

- 

W
al
ke
r 
et
 
al
. , 
20
20

 
U
SA

 

(R
oc
he
st
er
, 

Ja
ck
so
nv
ill
e,
 

Sc
ot
td
al
e)
 

19
 

ho
sp
ita
ls 

35
 

(1
7t
h 
M
ar
ch
–2

1s
t 

A
pr
il 
20
20
) 

35
 

(1
7t
h 
M
ar
ch
–2

1s
t 

A
pr
il 
20
19
) 

63
 

15
2 

1.
80

 
4.
34

 
0.
41

 
(0
.3
1–

0.
55
) 

++
 

W
ie
ss
m
an

 
et
 
al
. , 
20
21

 
Isr
ae
l 

2 
ho

sp
ita
ls 

61
 

(1
st
 
M
ar
ch
–3

0t
h 

A
pr
il 
20
20
) 

61
 

(1
st
 
M
ar
ch
–3

0t
h 
A
pr
il 

20
19
) 

85
 

69
 

1.
39

 
1.
13

 
1.
23

 
(0
.9
0–

1.
69
) 

+ 

W
u 
et
 
al
. , 
20
21

 
U
K
 

99
 
N
H
S 

ho
sp
ita
ls 

61
 

(2
3r
d 
M
ar
ch
–2

2n
d 

M
ay
 
20
20
) 

44
7 

(1
st
 
Ja
nu
ar
y, 

20
19
–2
2n
d 
M
ar
ch

 

20
20
) 

25
34

 
30

 
90
9 

41
.5
4 

69
.1
5 

0.
60

 
(0
.5
8–

0.
62
) 

++
 

Z
ac
ha
ria
h 
et
 
al
. , 
20
21

 
In
di
a 

18
7 

ho
sp
ita
ls 

92
 

(1
5t
h 
M
ar
ch
–1

5t
h 

Ju
ne

 
20
20
) 

92
 

(1
5t
h 
M
ar
ch
–1

5t
h 

Ju
ne

 
20
19
) 

52
85

 
93
63

 
57
.4
5 

10
1.
77

 
0.
56

 
(0
.5
4–

0.
58
) 

++
 

Z
or
zi
 
et
 
al
. , 
20
20

 
Ita
ly
 

(P
ad
ua
) 

1 
ho

sp
ita
l 

92
 

(1
st
 
M
ar
ch
–3

1s
t 

M
ay
 
20
20
) 

92
 

(1
st
 
M
ar
ch
–3

1s
t 
M
ay
 

20
19
) 

70
 

64
 

0.
76

 
0.
70

 
1.
09

 
(0
.7
8–

1.
53
) 

++
 

IR
 
= 

in
ci
de
nc
e 
ra
te
; I
RR

 
= 

in
ci
de
nc
e 
ra
te
 
ra
tio

; N
ST

EM
I =

 
no

n-
ST
-s
eg
m
en
t 
el
ev
at
io
n 
m
yo
ca
rd
ia
l i
nf
ar
ct
io
n.
 

a Q
ua
lit
y 
of
 
in
cl
ud
ed

 
st
ud
ie
s 
ex
pr
es
se
d 
as
 
%
 
of
 
ST

RO
BE

 
ch
ec
kl
ist
 
cr
ite
ria

 
m
et
: >

 65
%
 
= 

++
 ; 5
5–

65
%
 
= 

+ ;
 
<
 55

%
 
= 

−.
 

b 
Th

e 
pe
rio

d 
di
ffe
re
d 
ac
ro
ss
 
pa
rt
ic
ip
at
in
g 
Eu
ro
pe
an
 
co
un
tr
ie
s 
de
pe
nd
in
g 
on

 
th
e 
‘p
ea
k 
m
on

th
’ o

f S
A
RS

-C
oV

-2
 
in
fe
ct
io
n 
at
 
a 
pa
rt
ic
ul
ar
 
ce
nt
re
 
(d
ec
isi
on

 
w
hi
ch
 
pe
rio

d 
to
 
se
le
ct
 
w
as
 
le
ft 
at
 
th
e 
di
sc
re
tio

n 
of
 
th
e 
in
ve
st
ig
at
or
) b

ut
 
w
as
 
lim

ite
d 
to
 
a 

pe
rio

d 
be
tw

ee
n 
1 
M
ar
ch
 
20

20
 
an
d 
30

 
A
pr
il 
20

20
. 



278 F. Sofi et al.

Figure 2 Forest plot of studies reporting NSTACS hospitalizations during the COVID-19 peak compared to the reference period in all studies, 
grouped by world region and by country. 
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Figure 3 Forest plot of studies reporting NSTACS hospitalizations during the COVID-19 peak compared with the reference period in all studies. 
Note in many cases the large variability of incidence rate ratio for reports originating from the same country. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Saudi Arabia). Furthermore, in most cases, wide differences could
be noticed even for reports originating within the same country
( Figure 3 ). Low or no heterogeneity ( I2 < 50%) was observed only
for Greece, Australia, Denmark, and Sweden. 

Subgroup a na lyses a nd public ation bias 
Stratifying the studies according to many variables to detect possible
sources of heterogeneity did not indicate significant differences with
respect to type of reporting (‘ad hoc’ surveys vs. registries), length
of observation period, and study quality. Instead, IRR for NSTACS
hospitalization was affected by the choice of control period, as studies
that used as reference different periods within the same year re-
ported much greater decrease (IRR: 0.61; CI: 0.53–0.71), while data
from studies comparing the same periods of 2020 vs. previous years
showed substantial less effect (IRR: 0.74; CI: 0.69–0.79) (Supplemen-
tary material online, Table S4). 
Possible presence of publication bias among studies was assessed

through funnel plot estimate of effect size vs. standard error, which
reported an asymmetrical visual examination (Supplementary material
online, Figure S2). 
Ot her cont ributing factors 
We also analysed a series of candidate predictor variables as potential
contributors to the heterogeneity observed in NSTACS hospitaliza-
tion rate among countries ( Figure 4 , Supplementary material online,
Table S5). The most important predictors were: SARS-CoV-2 repro-
duction rate (RVI 0.996), number of study sites queried (RVI 0.945),
and length of reference period (RVI 0.862). Among candidate effect
modifiers, the final meta-regression model included only predictors
that, among all possible combinations, had RVI values greater than
0.8 ( Table 2 ). Of note, stringency index, COVID-19 cases/million,
gross domestic product, and other candidate effect modifiers had
importance values < 0.5, and thus did not significantly contribute
to the multiple meta-regression model fit ( Figure 4 , Supplementary
material online, Table S5). 

Discussion 

In this study, through a detailed search of published material, we
demonstrate on a large geographical scale involving 40 countries in all
continents with a total of 553 631 cases that NSTACS hospitalizations
significantly decreased during the COVID-19 pandemic compared to

https://academic.oup.com/ehjqcco/article-lookup/doi/10.1093/ehjqcco/qcad048#supplementary-data
https://academic.oup.com/ehjqcco/article-lookup/doi/10.1093/ehjqcco/qcad048#supplementary-data
https://academic.oup.com/ehjqcco/article-lookup/doi/10.1093/ehjqcco/qcad048#supplementary-data
https://academic.oup.com/ehjqcco/article-lookup/doi/10.1093/ehjqcco/qcad048#supplementary-data
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Figure 4 The RVI of model terms. A sufficiently high RVI ( > 0.5 or 0.8—dashed vertical line) is taken as evidence that a specific moderator is 
valuable for inference (see text for details). 
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Table 2 Fina l met a-regression model: signific a nt 
effect modifiers in the final multiple meta-regression 

model 

Covariate IRR 95% CI P -value 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Reproduction rate (R0) 0.380 (0.233–0.618) < 0 .001 
Reference period length 
Same Ref. 
Longer 1.449 (1.107–1.897) 0 .007 
Number of study sites 
1 unit* Ref. 
2–10 units 0.706 (0.488–1.022) 0 .065 
11–20 units 0.915 (0.614–1.364) 0 .662 
> 20 units 2.204 (1.424–3.411) < 0 .001 

Test of moderators effect: F = 7.23, P -value < 0.001. 
Proportion of heterogeneity accounted for: 25.93%. 
Test for residual heterogeneity: Q = 1903.26, P -value < 0.001. 

c  

a
 

o  

t  

t  
revious years, by 30% on the average, but with marked heterogeneity
mong countries and within countries. Furthermore, our observations
rovide novel insights into this variability of results. 
Analysing the impact of COVID-19 on acute coronary syndromes

ACSs) is a relevant issue. Several features of SARS-CoV-2 infec-
ion would have predicted that COVID-19 could be associated
ith increased incidence of ACS, including evidence of intravascular
oagulation, prothrombotic autoantibodies, platelet activation, and
ARS-CoV-2 localization in the endothelium and vasculitis.31 –37 In-
eed, the large Swedish registry of COVID-19 has documented a
everal-fold increase in the incidence of acute myocardial infarction
n the first weeks after infection.8 

Thus, it might have been expected ACSs hospitalizations to soar
uring the COVID-19 pandemic. Instead, STEMI hospitalizations
ctually decreased worldwide.9 , 10 As for NSTACS, accounts had pro-
ided conflicting results , hospit alizations being reported everywhere
rom > 50% less, to actually more than previous years.14 –16 , 21 –24 How-
ver, those discrepant findings were not always based on a rigorous
valuation of evidence, as many derived from surveys obtained ‘on the
o’ over a short period of time, or from just one or a few hospit als . 
In addition, the COVID-19 pandemic has put health systems under
uch pressure to cope with the surge of patients with severe res-
iratory impairment needing intensive care beds; in some countries
his might have affected ability to deliver care to patients with other
cute medical illnesses.38 , 39 It has also been speculated that health
arnings making patients fearful of infection, or overobedience to

st ay-at-home’ orders , unintentionally resulted in many patients not
resenting to the hospital.40 –42 These, and other factors possibly
ontributing to the disparate reporting of NSTACS hospitalizations,
lso need to be accounted for. 
These considerations indicate the need for a thorough assessment
f the impact of the COVID-19 pandemic on NSTACS hospitaliza-
ions, and of factors affecting this process. In addition to understanding
he consequences of SARS-CoV-2 infection at the level of individual
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patients, investigating these issues can also be of value to recognize,
and prevent, consequences of possible future pandemics on proper
health delivery and overall health care organization strategies. 
Through a systematic review of available evidence, coupled with

analysis of many possible contributing factors, our study provides
several new insights that may help clarifying the controversy. First, we
could establish that NSTACS hospitalizations during the COVID-19
pandemic did significantly decrease worldwide, by 30% on the average.
However, looking across countries, we found that the effect of the
COVID-19 pandemic on NSTACS hospitalizations was largely hetero-
geneous, and at times almost opposite (i.e. from > 70% decrease to
about 10% increase). At a multi-national level, substantial differences
emerged among different geographical areas, European countries and
North–Central–South America region being least affected, while Asia-
Pacific/Middle East reported the most decrease in hospitalization. Of
many variables analysed, heterogeneity among countries was signifi-
cantly influenced by SARS-CoV-2 reproduction rate; instead, other
factors often invoked as possible confounders , including tot al number
of COVID-19 cases, severity of social containment measures, or gross
domestic product, did not significantly contribute. 
Finally, when our analysis delved into evaluating reports from

within individual countries, large differences also appeared among
country-specific reports (e.g. for Italy IRR for NSTACS hospitalizations
went from 0.25 to 1.68; Figure 3 ). Factors possibly influencing the
accuracy of reporting did not contribute to local discrepancies; e.g.
similar decrease in NSTACS hospitalizations was seen regardless of
data type (surveys vs. registries). However, interesting observations
might be made concerning differences in the methodology of data
acquisition. In fact, significantly lower IRR for NSTACS hospitalizations
was seen in reports based on a narrower length of observation period,
whereas broader observation periods were associated with modest
decrease in IRR, suggesting that a wider accrual base tended to mini-
mize variations. Similarly, another important factor—not previously
highlighted—was the referral base upon which the reports were
based, as decreased NSTACS hospitalization was more frequently
seen in reports involving just a few hospit als , whereas studies based
on > 20 hospitals actually showed NSTACS admissions higher than
previous years. 
The finding that the number of hospitals involved in each study

influenced the reported impact of COVID-19 on STACS hospital-
izations is of particular interest. This observation does not simply
reinforce the obvious notion that accuracy of data is influenced by
the size of the cohort: More importantly, it provides another clue to
interpret the huge variability of different reports, even within a given
country (where a number of other factors ought to stay the same).
In some countries, many hospitals had been designated ‘COVID-only’,
admitting only COVID-positive patients and shunting away all other
patients, whereas other hospitals had been granted ‘COVID-free’ sta-
tus, thus admitting also patients with acute conditions usually referred
to other hospitals. Consequently, data from either type of hospital
may have shown disproportionately lower, or higher, admissions for
NSTACS than previous years, just because of this change in admission
strategy, either way affecting historical comparison of NSTACS ad-
missions . Different implement ation of this policy across countries, or
variable sampling of such hospitals across reports, may have affected
the results of some surveys. 
A recent study described the impact of COVID-19 on vari-

ous cardiovascular outcomes in many countries.10 With regard to
NSTACS, similar to that study, we also found ∼30% decrease in
hospit alizations . However, our dat a subst antially extend those ob-
servations. First, our meta-analysis is based on a twice larger set
of data, as we analysed 104 publications (vs. 52), totalling 111 458
NSTACS cases during the COVID-19 pandemic (vs. 59 369). Second,
we specifically analysed additional factors not taken into account
previously, including total SARS-CoV-2 cases, stringency index, and
number of physicians, which often had been invoked to explain the
unexpected decrease in NSTACS hospitalizations and the hetero-
geneity among countries. Finally, also not previously reported are
the findings of a significant impact on NSTACS hospitalizations of
SARS-CoV-2 reproduction rate, and of the importance of num-
ber of hospitals and length of observation upon which surveys are
based. 
It is interesting to compare the findings of the present study about

NSTACS with a recent report in which we applied a similar approach
to investigate the impact of COVID-19 on STEMI hospit alizations .9

Important similarities—but also differences—emerge. Also in the case
of STEMIs, we documented that the decrease in hospital admission
was not uniform across countries, as many showed a significant de-
crease in STEMI hospit alizations , and other negligible decrease or
even increase. Also similar were the findings regarding the lack of
impact of type (surveys vs. registries), or quality of reports, which
did not contribute to the observed heterogeneity. In contrast, we
now describe a significant impact of SARS-CoV-2 reproduction rate
in affecting NSTACS hospitalizations, which was not evident with
respect to STEMI hospit alizations . Our met a-analysis cannot establish
reasons behind the different effects of certain variables on NSTACS
compared with STEMI hospitalizations. However, some tentative ex-
planations can be advanced. For one thing, unlike STEMI, diagnosis
of NSTACS is not always immediately evident and its symptoms are
often less relevant. Thus, it is conceivable that some NSTACS patients
were not identified as such, or that patients themselves did not seek
immediate medical advice. This may have resulted in some patients
staying at home or being routed to intensive care units or general
wards, which, however, were working at capacity because of COVID-
19 patient load.38 –40 The finding that NSTACS were more affected
compared to STEMI hospit alizations , and the inverse relationship
of NSTACS hospitalization with SARS-CoV-2 replication rate, might
indicate that medical attention, resources, and patients’ perception
were geared towards COVID-19 or anyhow other clearly perceived
life -threatening conditions , while some patients suffering from other
(yet quite serious) conditions might have stayed home, because of
paucity of hospital resources, or due to patients fearing the risk of
SARS-CoV-2 infection. 

Limitations 
Our analysis encompassed 2020. While we cannot comment whether
COVID-19 may have affected NSTACS hospitalization subsequently,
this might be considered a strength, as data refer to a relatively
uniform condition, since the strain of the SARS-CoV-2 virus was the
same in all countries and no virus variants had appeared yet, and at a
time when there was still no vaccine available that may have influenced
the disease. 

Conclusions 
This large meta-analysis shows that hospitalizations for NSTACS
decreased significantly during the COVID-19 pandemic, worldwide.
However, the magnitude of the phenomenon showed very large differ-
ences among countries, and substantial heterogeneity emerged even
within the same country. Factors linked to the spread of SARS-CoV-2
infection, but also to methodologies to obtain the results may have
contributed to this heterogeneity. 
Collectively, these considerations indicate that public health strate-

gies and overall health care organization to cope with a pandemic may
be an issue of concern deserving further investigation43 ; decisions,
however, must be based on solid data, not on brief reports hastily
obtained in the midst of a pandemic. 
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