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The severe acute respiratory syndrome coro-
navirus 2 (SARS-CoV-2) has caused a severe threat 
to the healthcare system and medical personnel 
since the beginning of the pandemic [1]. The 
vaccination program against coronavirus disease 
2019 (COVID-19) has been in Europe for a long 
period. After taking the preparation, some patients 
have unfavorable post-vaccination responses. The 
majority of them are minor, but they can be, in 
individual cases, significant or severe. One of the 
primary reasons why people do not take COVID-19 
vaccinations is because they are afraid of the 
negative effects. Myocarditis and SARS-CoV-2 
infection are linked in a major way [2]. Myocarditis 
is an uncommon side effect of mRNA immuniza-
tion, especially in younger and adult males, and 
occurs most usually after the second dosage with 
a 7-day gap. Myocarditis accounted for 0.4% of all 
vaccine-related adverse events, according to an 
observational analysis of 151.1 million persons who 
had been vaccinated. The number of instances of 
post-vaccination myocarditis was 0.95 per 100,000, 
and 1.05 per 100,000 in younger men under the 
age of 18, whereas in the whole population it was 
expected to be 2.12 per 100,000 [3]. Two Israeli 
studies estimate the risk of myocarditis after re-
ceiving the Pfizer–BioNTech injection, with one 
estimating a two in 100,000 probability of acquir-
ing the illness. A total of 136 persons suffered 
myocarditis after receiving the Pfizer–BioNTech 
COVID-19 vaccination in one trial of more than 5,1 
million participants. Within 1 month of receiving 
a Pfizer injection, 136 incidences of myocarditis 

were detected, according to the study. Ninety-five 
percent of the cases were mild, but one individual 
died. After getting their second dosage of the 
Pfizer–BioNTech vaccine, up to 4 in 100,000 males 
experienced myocarditis, although the prevalence 
for women was less than 1 in 100,000. In general, 
fully vaccinated people were nearly twice as likely 
as unvaccinated people to be diagnosed with myo-
carditis after their second dose, however, young 
males aged 16–19 had a 15 in 100,000 risk of getting 
myocarditis. The great majority of these incidents 
were mild and addressed quickly. Myocarditis was 
also more likely to develop after the second vac-
cination dosage than after the first, according to the 
researchers [4]. Only 54 incidences of myocarditis 
were found in the other trial, which included more 
than 2.5 million participants who got the vaccine. 
Also, they discovered that 2 out of every 100,000 
persons who had at least one Pfizer injection suf-
fered myocarditis, with the rate rising to almost 11 
out of 100,000 in males aged 16–29. Overall, mild 
symptoms accounted for 76% of the cases, where-
as moderate symptoms accounted for 22% [5].  
According to the CDC, the risk of myocarditis in 
hospitalized patients infected with COVID-19 is 
15.7 times higher than in individuals who have not 
been exposed to the virus [6]. Furthermore, men 
are more likely than women to acquire myocarditis 
as a result of SARS-CoV-2 infection, with the risk 
being highest in children under the age of 16 and 
in the elderly over the age of 50. In adults 16 and 
older, the danger of getting myocarditis is out-
weighed by the COVID-19 vaccination. Infection 
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with SARS-CoV-2 was found to be 18 times more 
likely to cause myocarditis in this age range in previ-
ous investigations, a substantially larger risk than 
that reported after vaccination [7]. We should also 
be aware of the consequences of LONG-COVID-19 
illness, including the possibility of myocarditis [8]. 
Data from 1/5 of the United States population was 
also evaluated, revealing that in the first 12 months 
of the pandemic, men aged 12 to 17 years old were 
most likely to have myocarditis within 3 months af-
ter COVID-19 infection, with an incidence of around 
450 per million infections [9]. This is especially es-
sential since immunizations also protect against the 
LONG-COVID-19 syndrome, COVID-19-induced 
myocarditis, and consequences such acute renal 
failure, arrhythmia, and thrombosis. The risk of 
heart inflammation from the COVID-19 vaccine is 
extremely low, and given the benefits of vaccination, 
such as a significantly lower risk of hospitalization 
and severe course, as well as a significantly higher 
risk of developing myocarditis during the disease or 
during the course of LONG-COVID-19, this should 
not be a deterrent to vaccinate or cause concern 
among the public and physicians. Failure to vaccinate 
will result in more damage and a higher risk of myo-
carditis in the case of infection, which is extremely 
likely given the current SARS-CoV-2 viral incidence. 
We should not be scared of this vaccination since 
it is the only effective form of protection against 
COVID-19 presently available, especially because 
it minimizes the chance of the virus mutating and 
evading immune control [10]. Given the present 
status of the pandemic, it appears that SARS-CoV-2 
exposure is unavoidable.
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