
with an increased risk of the mortality in COVID-19 infected patients. Therefore, has
been demonstrated COVID-19 infection is more severe in those patients with a previ-
ous history of arterial hypertension, cardiovascular diseases. In addition to classical
laboratory parameters evaluated in COVID-19 infection, such as C Reactive Protein
(CRP), D-dimer, and lactate dehydrogenase (LDH), which are currently used in clinical
practice, others biomarkers could potentially be useful for screening, clinical man-
agement, and prevention of serious complications. Therefore, it is clinically
significant that fluctuating levels of myocardial biomarkers are closely monitored and
patients with high levels of myocardial biomarkers are treated promptly to improve
prognosis. At the end, on basis of symptoms and cardiac biomarkers patients could
be divided in mild, severe and critical.
Conclusions: Biomarkers of acute myocardial injury play an important role in pre-
dicting worsening prognosis for COVID-19 patients with and without myocardial
injury. They are not only predictive of disease severity, but are also helpful for thera-
peutic management, based on drugs preventing the activation of coagulation
processes. It’s important, above all, to identify a laboratory score, made by haema-
tological, inflammatory, biochemical, and immunological parameters, may help to
stratify COVID-19 positive patients into risk categories for deciding therapeutic man-
agement, thus avoiding cardiac compromise which, as we have previously analysed,
is an indication of a poor prognosis.

216 The ‘inflammatory perfect storm’: a case of COVID-19 pneumonia
complicated by pulmonary embolism
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Aims: The inflammatory ‘cytokine storm’ that distinguishes COVID-19 pneumonia is
associated with a state of systemic hypercoagulability, which leads to thrombotic
complications on the venous, arterial, and microvascular side. Indeed, in patients
with COVID-19, systemic inflammation, coagulation activation, hypoxemia, and im-
mobilization expose a high risk of pulmonary embolism, which significantly worsens
the prognosis of these patients.
Methods and results: In this report, we discuss the case of a 71-year-old female,
with no prior medical history, admitted to the emergency department for syncope,
dyspnoea, and fever started 48 h earlier. At presentation, ear temperature was
37 �C, oxygen saturation was 96% on oxygen therapy (6 l/min), the patient appeared
hypertensive (160/80mmHg) and tachycardic (114 b.p.m.). Laboratory tests revealed
normal white blood cells count (10 000/ll) and increased C reactive protein
(5.60mg/dl), troponin I (0.417 ng/ml), and D-dimer levels (15743 ng/ml).
Electrocardiogram showed sinus tachycardia at HR of 120/min, normal atrioventricu-
lar conduction time, new onset right bundle branch block, and inverted T waves on
DIII. Considering the symptoms, CTPA was performed, revealing massive acute bilat-
eral pulmonary embolism with peripheral ground glass opacities. Those findings were
suggestive of COVID-19 pneumonia. Indeed, the patient was positive for SARS-CoV-2
infection, and a diagnosis of COVID-19 pneumonia complicated by pulmonary embo-
lism was made. Treatments included oxygen, subcutaneous low molecular weight
heparin (LWMH), and corticosteroids have been administrated according to current
international guidelines. Since no haemodynamic instability was observed during hos-
pitalization the patient was discharged on Warfarin therapy for 6months.
Conclusions: In COVID-19 patients treated in a hospital the incidence of pulmonary
embolism (PE) is very high. Patients with COVID-19 infection have respiratory symp-
toms, which often may not be distinguishable from pulmonary embolism symptoms.
So, unexpected respiratory worsening, signs of right ventricular dysfunction on trans-
thoracic echocardiogram, and ECG changes should lead to suspicion of the co-
presence of pulmonary embolism. This case report shows how COVID-19 infection can
be strongly associated with thrombotic complications. For this reason, the guidelines
recommend anticoagulation at standard prophylactic doses in all patients admitted
with COVID-19 infection.

692 Impact of COVID-19 pandemic on in-hospital outcomes for patients with
acute coronary syndrome: a propensity-weighted, multicentre study
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Aims: Coronavirus disease 19 (COVID-19) pandemic has dramatically changed the
management and the prognosis of patients experiencing acute coronary syndrome
(ACS). Several scientific societies have highlighted the need for dedicated paths to
deliver better and faster care to improve outcomes. Nevertheless, data depicting
the impact of COVID-19 pandemic on ACS in Italy are still poor. To perform a propen-
sity weighted analysis on a multicentre Italian registry involving patients with ACS
managed before vs. during COVID-19 pandemic, taking into account baseline patients
characteristics, clinical presentation, procedural aspects, and in-hospital outcomes
(death, bleeding, stent thrombosis, myocardial infarction, stroke/transient ischae-
mic attack, mechanical complication, and arrhythmic complication).
Methods and results: We included all consecutive patients who have suffered from
ACS during two periods before (March/April 2018, March/April 2019) vs. the period
of COVID-19 pandemic (March/April 2020). A generalized boosted non-parsimonious
regression was used to estimate the propensity scores of having an ACS in 2020 (year
of COVID-19) vs. 2018/2019 using an average treatment effect and balancing for all
baseline confounders. We included 2851 patients admitted to hospital with ACS in 17
Italian centres: 1079 (37.8%) during 2018, 1056 (37.0%) in 2019, and 716 (25.1%) dur-
ing the first COVID-19 wave of 2020. Seventy (2.5%) patients had a positive swab for
SARS-CoV-2 at admission. During 2020 there were higher time-to-emergency-call
(P¼ 0.028) and less diagnosis of unstable angina (P¼ 0.029) and MINOCA (P¼ 0.004);
none of the admission symptoms differ significantly across the years (P> 0.05) except
for fever that was more prevalent in 2020 (P< 0.001). Patients suffering from ACS
had lower admission EF (P¼ 0.006). After PS weighting, multivariate Cox regression
analysis showed age (P< 0.001), night admission (P¼ 0.017), cardiocirculatory arrest
before cath-lab (P¼ 0.041), worst Killip class (P¼ 0.039), admission EF (P¼ 0.026),
and need for left-ventricle mechanical support (P¼ 0.011) as independent predictors
of in-hospital death. After propensity weighted analysis none of the in-hospital out-
comes differed significantly across the years of investigation (all P> 0.05).
Conclusions: During COVID-19 pandemic in Italy the characteristics and management
of ACS was slightly different than the past. However, the rates of ‘hard’, in-hospital
outcomes (e.g. deaths) are almost similar to the past, suggesting appropriate care
and well-organized emergency-paths for ACS.

399 CMR prevalence of subclinical myocardial damage in non-hospitalized
COVID-19 patients: are we looking for a needle in a haystack?
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Aims: Subclinical myocardial damage is not uncommon in COVID-19 patients, likely
reflecting a combination of direct viral toxicity with the activation of an uncon-
trolled autoimmune response usually developing during the cytokine storm phase.
Whilst myocardial involvement in hospitalized patients has been extensively de-
scribed in literature, no data are currently available for non-hospitalized individuals.
Present study aimed to explore prevalence and impact on patients’ management of
myocardial damage detected with CMR, in a cohort of consecutive non-hospitalized
SARS-CoV-2 infection patients.
Methods and results: We conducted a single centre prospective observational study
on 31 consecutive patients with previous COVID-19 who underwent CMR between
October 2020 and June 2021 without requiring hospital admission. Myocarditis was
defined by CMR according to the revised Lake Louise Criteria (LLC), if at least one
criterion was positive: T2-based marker for myocardial oedema and T1-based marker
for associated myocardial injury. Our patients’ cohort included 31 individuals with a
mean age of 42.56 17.4 years (20 males; 64.5%) with mean follow-up time of
365.86 89 days between first positive PCR and last clinical evaluation. CMR evidence
of cardiac involvement was observed in six patients (19.3%)—including two acute (of
which one with pericardial inflammation), one subacute and three healed myocardi-
tis. CMR abnormalities were associated with a higher percentage of palpitations (83%
vs. 24%, P¼ 0.013) and chest pain (66% vs. 16%, P¼ 0.026) during the active phase of
COVID-19. In all CMR positive cases, a tailored therapeutic approach was established
consisting with the administration of cardioactive therapy with beta-blockers. All
cases were uneventful during the follow-up period.
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