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Abstract: Given the possible pathophysiological links between myocardial ischemia and SARS-
CoV-2 infection, several studies have focused attention on acute coronary syndromes in order
to improve patients’ morbidity and mortality. Understanding the pathophysiological aspects of
myocardial ischemia in patients infected with SARS-CoV-2 can open a broad perspective on the
proper management for each patient. The electrocardiogram (ECG) remains the easiest assessment of
cardiac involvement in COVID-19 patients, due to its non-invasive profile, accessibility, low cost, and
lack of radiation. The ECG changes provide insight into the patient’s prognosis, indicating either the
worsening of an underlying cardiac illnesses or the acute direct injury by the virus. This indicates
that the ECG is an important prognostic tool that can affect the outcome of COVID-19 patients, which
important to correlate its aspects with the clinical characteristics and patient’s medical history. The
ECG changes in myocardial ischemia include a broad spectrum in patients with COVID-19 with
different cases reported of ST-segment elevation, ST-segment depression, and T wave inversion,
which are associated with severe COVID-19 disease.

Keywords: COVID-19; myocardial ischemia; electrocardiography

1. Introduction

In the last month of 2019, an outbreak of atypical respiratory disease occurred in China,
in the city of Wuhan. Shortly after the first cases, it was discovered that a novel coronavirus
was responsible for the next pandemic, as the World Health Organization declared. Since
it was structurally related to the virus that caused acute respiratory distress syndrome
during 2002–2003, the novel coronavirus was named as the severe acute respiratory syn-
drome coronavirus-2 (SARS-CoV-2) and the outbreak was called Coronavirus disease 19
(COVID-19) [1,2].

The most common presentation of COVID-19 is pneumonia, but different reports
describe different complications, from thromboembolism, myocarditis, and acute coronary
syndrome to multiple organ failure [3–5]. Because of the possible pathophysiological
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links between myocardial ischemia and the SARS-CoV-2 infection, several studies have
focused on them in order to improve patients’ morbidity and mortality [3,6]. As acute
coronary syndromes have been reported to be up to 30%, they may have a significant role
in worsening clinical outcomes in patients with COVID-19 [6,7]. Moreover, long COVID-19
syndrome is characterized by persistent tissue damage and inflammation following an acute
bout of SARS-CoV-2 infection, mainly manifested through chronic fatigue and dyspnea,
but also, among others, with cardiac symptoms. The inflammation of the heart tissues,
especially myocardial inflammation which is as prevalent as 78% in post-COVID-19 patients,
leads to tachycardia, palpitations, and chest pain in the months post-discharge [8,9].

A series of case reports published have shown that patients following acute COVID-19
infections have developed postural tachycardia syndrome (POTS). This involves an increase
in over 30 beats per minute in the heart rate in adults or over 40 beats per minute in patients
between the ages of 12–19 in the first 10 min since standing in an orthostatic position,
associated with orthostatic intolerance, in the absence of orthostatic hypotension, for a
minimum of 3 months [10].

Since the epidemic of COVID-19, multiple studies of hypercoagulability have attracted
attention; the pathophysiology aspects of myocardial ischemia have been studied in detail
and we focused on electrocardiographic changes in infected individuals [11].

The electrocardiogram (ECG) remains the most facile assessment method for cardiac
involvement in COVID-19 patients, due to its non-invasiveness, accessibility, low cost, and
radiation-free investigative profile [12–14]. Although the management during a patient’s
admission is safer when laboratory values and imaging become available, ECG can be
quickly performed without exposing a large number of people to SARS-CoV-2 [12,15].

Therefore, we propose a review of different publications regarding the ECG findings
in patients with COVID-19 and myocardial ischemia and the pathophysiological pathways
behind them. The ECG pattern can predict the severity of the COVID-19 infection and
clinical outcomes such as mortality, as several studies have shown [11,16–18]. In the
COVID-19 era, patients with chest pain require more attention and high clinical suspicion.
ECG interpretation is more challenging, as it can also show chronic abnormalities of an
underlying cardiac disease [19,20].

The ECG changes in myocardial ischemia include a broad spectrum in patients with
COVID-19, different cases of ST-segment elevation, ST-segment depression, and T-wave
inversion being reported, which were associated with a severe form of COVID-19 dis-
ease [21,22]. Several authors have described P-wave changes, in the context of atrial
infarction, which is supplied in 60% of cases by the right coronary artery and in 40% by the
circumflex artery through the superior ramus ostium cava [23].

We searched PubMed and Google Scholar for articles published from December 2019
to March 2022 and compiled a database using the keywords “COVID-19”, “SARS-CoV-2”,
“coronavirus”, “ECG”, “electrocardiography”, “myocardial ischemia”, “myocardial in-
farction”, “acute coronary syndrome”, “hypercoagulability”, “pathophysiology” and all
their combinations.

The results included original papers, retrospective studies, prospective studies, reports,
systematic reviews, meta-analyses, and case reports, focusing on COVID-19 and ECG
changes in myocardial ischemia. We reviewed relevant articles for data to comprehensively
discuss and describe the pathophysiological mechanisms and ECG changes in patients
with COVID-19 and acute coronary syndrome.

2. Pathophysiology of Myocardial Ischemia in COVID-19 Patients

In the recent COVID-19 pandemic, there were challenges on several levels, from the
difficulties of controlling the spread of the disease, to the complexity of diagnosing and
treating the multisystemic complications of this infection. Even though it is primarily an
infectious disease, the impact of COVID-19 on the cardiovascular system is significant,
with complications such as pericarditis, myocarditis, pulmonary embolism, myocardial
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infarction, and exacerbation of chronic heart failure being described more often as the
pandemic progressed [24,25].

Acute and chronic coronary diseases, already some of the most prevalent diseases in
the general population, have played a major role in the years of COVID-19 infection as
factors of severity and mortality [25]. The problems related to coronary heart disease in
the context of COVID-19 infection were multiple: late patient presentation to the hospital,
misleading symptoms by the interference of the two diseases, reduced intensive care unit
(ICU) capacity, delayed treatment by COVID-19 testing and protocols, hs-troponin values
altered by lung infection, and severe prognosis due to coronary heart disease and associated
COVID-19 infection. All these issues challenge the diagnostic and therapeutic approach of
coronary artery diseases, which reaches beyond guidelines and requires new studies on the
particular mechanisms of myocardial ischemia in the context of COVID-19 infection [26–28].

Typical symptoms of coronary disease (chest pain, fatigue, and dyspnea) have lost
their specificity and sensitivity as COVID-19 infection often has similar manifestations
which delays the diagnosis [29]. Cardiac troponin, a cornerstone biomarker in the diagnosis
of myocardial infarction, had elevated values above the 99th percentile in 8–62% of patients
with COVID-19 infection, with the highest incidence and mortality recorded in patients
with severe infection [30]. In addition to cardiac causes for high troponin values (acute
coronary syndrome, myocarditis, and Takotsubo syndrome), several noncardiac conditions,
such as sepsis, critical illness, and pulmonary embolism, can lead to increased troponin [30].
Therefore, ECG changes are critical in establishing the diagnosis of coronary diseases.
Particular aspects of ECG tracing in patients with COVID-19 have also been described and
should be recognized for the proper management of these cases [29,30].

Among coronavirus patients, a substantial number developed myocardial injury or
acute coronary syndrome, complications more prevalent if the patient had a previous
cardiovascular disease, worsening his prognosis and mortality [31–33].

For a better understanding of the diverse mechanisms involved in the ECG ischemia
changes in patients with COVID-19, it is important to make the distinction between two
main entities: acute cardiac injury (ACI) and acute coronary syndrome (ACS). ACI is de-
fined as the elevation of high-sensitivity cardiac troponin (hs-cTn) above the 99th percentile
of its upper limit of normal, usually with stable and unchanging values, or evidence of new
electrocardiographic (ECG) or echocardiographic abnormalities, and may have ischemic or
non-ischemic etiology [34].

The causes for ACI may involve an ACS (type I myocardial infarction-due to plaque
rupture or thrombosis, type II myocardial infarction-due to oxygen supply/demand mis-
match, or myocardial injury due to disseminated intravascular coagulation) or a non-
ischemic etiology as: myocarditis, Takotsubo cardiomyopathy (stress-induced cardiomy-
opathy), acute pulmonary embolism, cytokine release syndrome, and direct viral myocar-
dial invasion. The differential diagnosis between an ischemic and a non-ischemic cause
for the ACI may need additional imaging tests (CT Coronary Angiography (CTCA), lung
CT scan, or cardiac magnetic resonance (CMR)), guided also by serial hs-cTn testing. It
was noted that patients with ACI caused by an ACS have dynamically changing values of
hs-cTn, with a rise and fall, as opposed to other types of ACI where troponin had steadily
increasing values [34,35].

According to European Society of Cardiology (ESC) guidelines, ACS defines the clini-
cal situations of acute myocardial ischemia or infarction, which can be further classified
in three types: unstable angina, Non-ST-elevation myocardial infarction (NSTEMI), and
ST-elevation MI (STEMI) [36]. Acute myocardial infarction (AMI) is defined by consistent
myocardial ischemia that leads to cardiomyocyte necrosis. The diagnosis involves the
detection of dynamic changes in hs-cTn associated with at least one of the following: symp-
toms of myocardial ischemia, new ischemic ECG changes, development of pathological Q
waves on ECG, imaging evidence of viable myocardium loss or new regional wall motion
abnormality in a pattern consistent with an ischemic etiology, or intracoronary thrombus
detected on angiography or autopsy [36].
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The presence of ACS has been reported in a significant number of patients with COVID-
19 infection, which has had a negative impact on the prognosis [31,32]. For these patients,
some particularities for ACS were noticed such as higher incidence of stent thrombosis,
multiple thrombotic culprit lesions, high thrombus burden, and angiographic evidence of
non-obstructed coronary arteries, which raised concerns about the diverse mechanisms
involved [37,38]. In addition to the usual cardiovascular risk factors, to date, the main
mechanisms involved in the development of ACS in COVID-19 patients are: prothrombotic
activation of the coagulation cascade, endothelial dysfunction, cytokine-mediated systemic
inflammatory response, and hypoxic injury due to oxygen supply/demand imbalance [39].

The effects of COVID-19 infection on the coagulation cascade are not yet fully un-
derstood, involving either direct viral aggression or an exacerbated cytokine-mediated
inflammatory response [40]. The presence of hemostatic abnormalities was suggested in
these patients by higher D-dimer values, decreased platelets count, prolonged prothrombin
time, and increased levels of fibrinogen degradation products [41,42]. These abnormalities
have been reported in severe cases of COVID-19 pneumonia and are associated with a
negative prognosis [41–44]. The prothrombotic state is maintained by the overexpression
of ultra-large von Willebrand factor multimers and tissue factor, induced by the cytokines
produced during the systemic inflammatory response, which triggers the activation of the
coagulation cascade [45]. Another possible mechanism for SARS-CoV-2-related coagulopa-
thy is the presence of lupus anticoagulant antibodies, that may be induced in any infectious
or inflammatory disease. The exposed phospholipids of the endothelium to the immune
system leads to thrombus formation [46].

Endothelial cells have the ability to respond to many humoral and hemodynamic stim-
uli by producing regulatory molecules that are part of the defense mechanism of vascular
homeostasis. The endothelium plays a significant role in controlling the immune response
by promoting leukocyte migration into extravascular spaces, which helps fight infections
and promotes tissue repair [47]. In response to inflammatory cytokines such as interleukin
IL-1, IL-6, and tumor necrosis factor-α (TNF-α), endothelial cells exhibit adhesion molecules
on their surface (e.g., E-selectin, P-selectin, intercellular adhesion molecule-1, vascular cell
adhesion molecule-1 (VCAM-1), and integrins), which increases leukocyte binding [48].
Accumulation of inflammatory cells causes endothelial dysfunction through reduced NO
bioavailability and increased oxidative stress via activation of NADPH oxidase [49]. The
studies confirm the role of adhesion molecules in COVID-19 complications, indicating that
high circulating levels of VCAM-1 and E-selectin are associated with increased COVID-19
severity, as a meta-analysis from 2021 showed [50]. Furthermore, in critically ill patients
with COVID-19 a high expression of inflammatory cytokines, supporting the role of the
cytokine release storm in severe cases has been identified [51].

Endothelial dysfunction is the main cause for coronary artery disease in patients
with traditional cardiovascular risk factors (diabetes, smoking, hypertension, and older
age) [52]. As the thrombotic complications in patients with COVID-19 increase, endothe-
lial injury is incriminated, either by a direct viral effect or by the action of inflammatory
cytokines [53,54]. A direct effect of SARS-CoV-2 on the vascular endothelial glycocalyx
(VEGLX) is suspected [55]. Glycocalyx damage usually is associated with pathological
situations as inflammatory response, hyperglycemia, hypoxia, and ischemia/reperfusion
injury, which may also be present in COVID-19 pneumonia [55–58]. The theory is sup-
ported by the measurements of circulating levels of VEGLX components in COVID-19
patients, where higher concentrations were detected for VEGLX injury biomarkers such as
syndecan-1, hyaluronic acid, and sTie-2 [27,59]. In the presence of an inflammatory state,
the endothelium loses its antithrombotic, anticoagulant, and profibrinolytic capacity as a
result of tissue factor expression, von Willebrand factor release, thromboxane production,
and plasminogen activator inhibitor-1 (PAI-1) production [60]. Moreover, the inflammatory
cytokines act on the endothelial cells to generate superoxide anions, with enhanced local
oxidative stress [61]. Overproduction of endothelin-1 contributes, as well, to the endothelial
imbalance, acting as a prothrombotic agent and vasoconstrictor [62].
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Atherosclerotic disease progression is enhanced by the presence of inflammatory re-
sponse, which maintains a prothrombotic state and promotes vasoconstriction through
sympathetic activity [63,64]. The disturbed balance between prothrombotic and antithrom-
botic factors promotes erosion or rupture of the atherosclerotic plaque, resulting in coronary
thrombosis and ACS [65]. In COVID-19 infection, an exaggerated immune response and
a cytokine chain reaction, known as cytokine storm (CS), has been observed [40]. The CS
starts with the production of interleukin-1 (IL-1), which has some particularities: it may
induce its own gene expression, but also promotes the production of other inflammatory
factors such as tumor necrosis factor-alpha (TNFα), interleukin-6 (IL-6), and chemoattrac-
tant molecules [66]. All these factors create a prothrombotic and antifibrinolytic imbalance,
generating thrombosis and local tissue injury [67]. In SARS-CoV-2 patients, increased
levels of inflammatory mediators, part of the CS, such as IL-1, IL-6, IL-10, IFN, granulocyte
colony stimulating factor (G-CSF), monocyte chemoattractant protein (MCP1), macrophage
inflammatory protein 1 alpha (MIP1A), platelet-derived growth factor (PDGF), TNFα, and
vascular endothelial growth factor (VEGF) were detected, which supports the contribution
of CS to the development of ACS (Figure 1) [44,68,69].

Prothrombotic activation of the coagulation cascade, endothelial dysfunction, and
cytokine-mediated systemic inflammatory response are mechanisms that involve the pres-
ence and progression of atherosclerotic lesions, that become unstable and clinically manifest
as a type I myocardial infarction (MI). However, a significant number of COVID-19 patients
showed ECG signs of ischemia in the absence of atherothrombotic lesions [70–72]. In these
patients a type II MI is suspected, due to a mismatch between oxygen supply and demand.
The severe hypoxic state, tachyarrhythmias, anemia, sepsis, hypotension, and shock may
induce myocardial damage and have often been described in critically ill patients with
COVID-19 [73]. Due to the severe situations that induce type II MI, the prognosis is worse,
with a higher rate of in-hospital mortality compared with type I MI [74].

Cases of myocardial infarction with nonobstructive coronary arteries (MINOCA)
were reported in some case series of STEMI and COVID-19 patients [75,76]. The possible
mechanisms involved include coronary vasospasm, microthrombi, and plaque erosion,
triggered by the exaggerated inflammatory response, oxidative stress and endothelial dys-
function [76–78]. The limited access to more advanced techniques as intravascular imaging,
pharmacological provocation test, and cardiac magnetic resonance, in COVID-19 patients,
constitutes an obstacle to a complete understanding of the underlying mechanisms [78,79].

Troponin is the gold standard biomarker used for detection of myocardial ischemia,
as reflects the presence of cardiomyocyte damage. In ACS, either STEMI or NSTEMI,
the dynamic of circulating troponin levels is similar, regardless of the ECG pattern (ST-
elevation, ST-depression, or inverted T wave), the main factor influencing its value is the
moment of detection after symptom onset [80]. Typically, troponin cannot be detected
in the first 1–2 h of myocardial necrosis, but only approximately 2–4 h after the onset of
myocardial injury. Thereby, in cases where patients seek early medical advice, the troponin
levels may be normal or slightly increased, which is an indication for repeating the troponin
measurements. Serum levels can persist being elevated for up to 4–7 days for troponin I,
and 10–14 days for troponin T [81]. We did not find studies indicating correlations between
troponin levels and particular ECG aspects of myocardial ischemia or infarction. However,
a certain type of ACS that should be mentioned is Wellens syndrome which, despite its great
severity and high risk, manifests frequently with troponin within normal limits, which can
be falsely reassuring [82]. In COVID-19 patients, troponin levels have often been elevated as
a result of cardiac injury, with or without AMI, which highlights the important role of ECG
in establishing the diagnosis [83]. However, troponin proved to be valuable in anticipating
the prognosis of COVID-19 patients, as Santoso et al. presented in a meta-analysis, which
concluded that troponin levels were associated with higher mortality, need for care in
the intensive care unit (ICU) and a more severe form of COVID-19 infection [84]. The
hypothesis is also confirmed by a study that investigated the risk of mortality in patients
with COVID-19, new T-wave inversions (TWI) and troponin levels. Jorge Romero et al.
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showed in their study that patients with elevated troponin and TWI had an 80% mortality
risk, compared with a 35% mortality risk when isolated TWI with normal values of troponin
were present [85].

Figure 1. Pathophysiology of myocardial ischemia in COVID-19 patients. COVID-19 infection acts
by biding to the ACE2 receptors present on the surface of the host cell, which may be pneumocytes,
macrophages, or endothelial cells. Pulmonary infection may range from mild disease to pneumonia
and ARDS in severe forms, which in cases of severe respiratory impairment causes hypoxia and
due to an oxygen supply/demand mismatch, a type 2 MI. An aberrant inflammatory response is
typically described in COVID-19 infection, with the release of cytokines and molecules involved in
inflammation, such as IL-1, IL-6, IL-7, TNFα, and IFNγ. The negative effects of cytokines manifest by
increasing the production of oxidative stress agents and prothrombotic factors, which damage the
endothelial function. Furthermore, SARS-CoV-2 may interact directly with the molecules expressed
on the surface of the endothelial cells. The inflammatory environment promotes platelets activation
and aggregation, upregulates the sympathetic nervous system, increasing the risk of instability of
preexisting atheromatous plaques and coronary spasm. All these mechanisms predispose to plaque
rupture and thrombosis, leading to type 1 MI. ACS: acute coronary syndrome; ACE2: angiotensin-
converting enzyme 2; COVID-19: coronavirus disease 2019; IFNγ: interferon γ; IL-1: interleukin
1; IL-6: interleukin 6; IL-7: interleukin 7; MI: myocardial infarction; SARS-CoV-2: severe acute
respiratory syndrome coronavirus 2; TNFα: tumor necrosis factor α.

3. Electrocardiographic Changes in Myocardial Ischemia in COVID-19 Patients
3.1. ST-T Abnormalities

ST-T abnormalities are well-known and described in patients with myocardial ischemia
and they include ST-elevation or depression, T-wave inversion, and nonspecific ST-T-
wave changes. While acute subendocardial ischemia causes ST-segment depression, acute
transmural ischemia causes ST-segment elevation, due to the electrical repolarization
currents responsible for the ST-segment, which are deviated towards the inner layer of the
heart in the first case and towards the outer layer of the heart in the latter. Even though the
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ECG signs of an acute ST-elevation are more accurate than an acute non-ST-elevation, the
repolarization abnormalities of a myocardial infarction can persist indefinitely [86,87].

Patients infected with SARS-CoV-2 who associate myocardial injury may show ST-
segment elevation, ST-segment depression, or T-wave inversion on ECG [18,19]. How-
beit, the ST-segment elevation in COVID-19 patients requires differential diagnosis with
pericarditis and myocarditis, while myocardial ischemia may be due to both obstructive
coronary artery diseases and a mismatch between oxygen supply and demand [88]; these
findings have been observed more frequently in severe patients [13,22]. Among the criti-
cally ill patients, an abnormal ECG with ST-T changes reaches a frequency of 48.5%, while
in patients with a severe type of COVID-19, 25.7% have this abnormality according to Wang
et al. [89]. Most studies found that ST-T abnormalities were the most common changes,
occurring in up to 40% of patients from different hospitals, including Wuhan Asia General
Hospital [15,19,88,90]. T-wave inversion was the most common repolarization change in
several studies, including the one of Galidevara et al., who reported that 27.7% of ECG
changes were due to this abnormality [7,22]. However, while Rosen et al. reported in his
study that 21% patients had an ECG with ST-T modification, Poterucha et al. reported that
10% of the presentations had this abnormality, T-wave inversion was observed in up to
29% of this group, which is similar to other studies. This may be due to the number of
patients included in the studies, the second one having a number of patients seven times
higher [14,91].

Regarding the localization of the repolarization abnormality, lateral and antero-lateral
changes on the ECG were the most frequently described, being also associated with worse
clinical outcomes [92–94].

The ST-T modifications on the ECG can be used as an indicator for poor prognosis,
including more frequent need for mechanical ventilatory support, increased need for ICU
admission, and finally increased mortality [13,19,89]. Patients with ST-T changes on the
admission ECG are more likely to show progression towards a severe form, being associated
with the severity of the COVID-19 infection and a worse prognosis [13,22,95]. Therefore,
the COVID-19 patients detected with myocardial ischemia on the ECG should be monitored
for sudden cardiac death [13].

Patients with ST-T abnormalities had elevated cardiac biomarkers, such as troponin,
and more frequent requirement for vasoactive treatment [14,96,97]. Although mild troponin
elevation was a frequent finding in the study of Chorin et al., which is often associated with
non-vascular etiologies, biomarkers of cardiac damage should alert clinicians of a poor
prognosis [97].

3.1.1. STEMI Pattern

The ST-segment elevation is sometimes associated with a fatal evolution or a worse
prognosis in patients, especially in those with COVID-19 infection. Several studies at-
test the presence of an ST-segment elevation, characteristic for myocardial infarction, in
patients with SARS-CoV-2 infection. Therefore, it is important, especially in patients
with COVID-19, to differentiate the ischemic ST-elevation from the one in a possible
myopericarditis [11,76,98].

The ST-segment elevation myocardial infarction (STEMI) is defined as new ST-elevation
at the J point in two or more contiguous leads, ≥0.25 mV in men below the age of 40 years,
≥0.2 mV in men over the age of 40 years, or ≥0.15 mV in women in leads V2–V3, and/or
≥0.1 mV in other leads [86,99,100].

A multicenter case series study from six hospitals in New York, which included pa-
tients with ST-segment elevation and COVID-19, showed that in 44% of patients a diagnosis
of myocardial infarction was established, whereas 56% had a non-coronary myocardial
injury. Half of the patients underwent invasive intervention with angiography, but only
two-thirds of them had obstructive disease. This finding suggests that a more prevalent
COVID-19 was associated with a non-obstructive type of MI, probably determined by type
2 myocardial infarction [11,76,98]. However, univariate analyses showed that ST-segment
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elevation had a strong correlation with patients’ mortality, being an independent prognos-
tic factor. Sonzor et al. demonstrated in their article in American Journal of The Medical
Science that ST-segment elevation can be associated with clinical outcomes in hospitalized
patients with COVID-19 [101]. Moreover, the occurrence of ST-segment elevation during
hospitalization is also an alarm sign for a poor prognosis, this manifestation being due to
the side effects of therapeutic agents, the direct attack of the virus on myocardial tissue, or
an indicator of myocardial ischemia [102].

Mccullough et al. reported that only 0.7% of the presentations had localized ST-
segment elevation on the ECG, their data suggesting that this was not a common finding in
the New York Presbyterian Hospital in the first months of the pandemic [15]. These data
were sustained by another study which showed that localized ST-segment elevation was
observed in only 0.5% of the presentations during the same months [97].

There was no specific localization of the myocardial infarction in COVID-19 patients
as several studies have shown, some concluding that inferior myocardial infarction was the
most frequent, while others showing that anterior myocardial injury was the most common
type [75,94,100]. An important aspect to mention is that STEMI represented the first clinical
manifestation of COVID-19 for most patients with myocardial infarction and only a few
developed ST-segment elevation during hospitalization for COVID-19 [75]. Even though
we need to be aware of the atypical clinical presentation of COVID-19 with cardiovascular
manifestations, physicians should not misdiagnose STEMI even after admission, especially
if the patient has chest pain [3,103]. We researched almost all published cases of STEMI
and we found an approximately equal localization of the myocardial infarction, with
no statistical significance between the affected walls: inferior myocardial infarction-5
cases, inferolateral myocardial infarction-4 cases, anterior myocardial infarction-5 cases,
or anterolateral myocardial infarction-3 cases. Interestingly, patients who had a subacute
myocardial infarction, with ST-segment elevation and Q waves, had an anterior STEMI
with late presentation [3,11,103–111]. Patients with COVID-19 and STEMI who were
admitted to the hospital had several cardiovascular risk factors with a past medical history
of type 2 diabetes mellitus, hypertension, hyperlipidemia, or overweight body mass index
(BMI) [98,104]. This suggests that cardiovascular risk factors in patients with COVID-19
infection play an important role, as this association leads to a more prevalent occurrence of a
myocardial infarction. The mean age of the total cases of STEMI associated with COVID-19
infection found in literature was 54.4 years of age, and the majority of patients were male,
only four being female with acute STEMI [3,11,103–111]. However, it was observed that the
youngest patients with ST-segment elevation myocardial infarction and COVID-19 were
female [109,110]. Different authors published articles which included patients with STEMI,
but without COVID-19 and concluded that the prognostic for those patients was better, not
only because they did not have SARS-CoV-2 infection, but also because the angiography
was performed faster [104].

We also found studies with cases of transient ST-segment elevation on the ECG,
the possible explanations being a type 2 myocardial infarction due to inflammatory ac-
tivation, respiratory failure, and severe hypoxia [97,112]. MINOCA due to type 2 acute
myocardial infarction causes the appearance of deep Q waves on the subsequent electrocar-
diograms [113]. Stefanini et al. showed in their study that in approximately 40% of patients
with COVID-19 and STEMI, a culprit lesion was not identifiable in the angiography [75].
Therefore, it is not necessary to perform an angiography in all patients with STEMI and
COVID-19, but we need to place in balance the risks and benefits and to understand the
pathophysiological mechanisms behind de ECG aspects [104,108].

3.1.2. ST-Depression Pattern

ST-segment depression is defined as a new horizontal or down-sloping ST-depression
of at least 0.05 mV in two contiguous leads [87,99]. The non-ST-elevation myocardial infarc-
tion (NSTEMI) is seen on ECG as ST-segment depression, T-wave inversion or nonspecific
ST-segment, and T-wave changes [86]. The variety of ECG findings requires a detailed
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analysis and raises differential diagnosis problems, as ST-T abnormalities were the most
reported ECG findings in patients with COVID-19 infection [88–90].

Although various studies have not shown any cases of ST-segment elevation, they have
found ST-segment depression, reported in approximately 5.3% of cases, this manifestation
also being associated with a high mortality [6,20,114]. As we described above, MINOCA
can be challenging due to the atypical clinical presentation, especially in patients with
NSTEMI [6]. Moreover, ST-segment depression related to MINOCA was associated with
high levels of cardiac biomarkers [101]. Antwi-Amoabeng et al. showed an incidence of
8.6% of ST-segment depression, with a significant association between this ECG finding and
troponin levels [115]. Due to the more frequent cases of ST-segment depression compared
with ST-segment elevation, we did not find in literature specific cases of NSTEMI, but only
studies on large cohorts [6,114,116].

3.1.3. T-Wave Inversion and Other Patterns of ST-Abnormalities

T waves are normally inverted in leads III, aVR, and V1. T-wave inversions (TWI)
produced by myocardial ischemia are classically narrow, symmetric, and have variable
depth. Moreover, they have mirror patterns, start in the second part of the repolarization,
and may be accompanied by a positive or negative U wave [99,115].

Heberto et al. showed that ischemic T-wave inversion was the most frequent electro-
cardiographic finding in COVID-19 patients and observed a relationship with mortality in
these patients [117]. Other studies demonstrated that T-wave abnormalities were present
in up to 49% of the COVID-19 patients [118,119]. Almost all studies showed that T-wave
inversion appeared more frequently in the cardiac injury group and in patients over
74 years of age [111,120]. However, Capaccione et al. reported a case of a 36-year-old pa-
tient with myocardial ischemia and inferior T-wave inversion, confirming the hypothesis
of various studies showing that patients with COVID-19 infection have an increased risk
of developing severe cardiovascular disease at a younger age [121]. The number of leads
with T-wave inversion pattern was significantly correlated with the elevation of cardiac
injury biomarkers, such as troponin [119]. Both of these findings were associated with
increased mortality and the need for intubation. Romero et al. conducted a study on
3225 patients with COVID-19 infection, where T-wave inversion was observed in 6% of
patients, with the most frequent localization (71%) in the lateral leads (DI, aVL, V5–V6) [18].
Therefore, T-wave inversion remains the most frequent repolarization abnormality and
is associated with poor outcomes and death, especially in those with elevated troponin
levels [14,121]. The issue for patients with T-wave inversions due to NSTEMI is that during
the COVID-19 era, even if the patients were classified as high-risk NSTEMI, angiography
was not performed, and conservative treatment during isolation was preferred due to the
high risk of infection. However, this strategy may contribute to increasing mortality, as
Suryawan et al. reported in their case presentation [122,123].

3.2. Q Waves

Pathological Q waves are defined as the occurrence of Q waves in at least two con-
tiguous leads as follows: any Q wave in leads V2–V3 of at least 0.02 s or QS complex in
leads V2 and V3; Q wave of at least 0.03 s and at least 0.1 mV deep or QS complex in leads
I, II, aVL, aVF, or V4–V6; R wave of at least 0.04 s in V1–V2 and R/S of at least one with a
concordant positive [86,99].

We found in literature some cases of subacute myocardial infarction in COVID-19
patients, with Q wave being observed on ECG in approximately 4% of cases. The location
was in both the anterior and inferior territories, and the patients maintained the ST-segment
elevation on ECG [20,92]. Because the Q wave remains the only sign of myocardial in-
farction on ECG, a remote myocardial infarction is more difficult to recognize. Moroni
et al. presented three cases of myocardial infarction with late presentation, due to the
patients’ fear of being infected with COVID-19 in the hospital, who treated themselves at
home and were hospitalized long after a good therapeutical procedure could have been
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performed (Table 1) [105]. This is an alarm signal for patient educational programs, as
the SARS-CoV-2 infection alone does not have a poor prognosis, but it can exacerbate
preexisting conditions [92,105].

Table 1. Patients with subacute myocardial infarction (adapted after Moroni et al., 2020).

Age Sex Symptoms Time to in-Hospital
Presentation

Treatment at
Home ECG Aspect

64 M 1 Chest pressure
Shortness of breath 10 days Homemade

natural remedies

Q waves and
ST-segment elevation on

the anterior leads

65 F 1
Epigastric tightness

Dyspnea
Orthopnea

5 days Antiacids
Q waves and

ST-segment elevation on
the anterior leads

60 M 1
Hypotension
Diaphoresis

Respiratory distress
4 days None

Q waves and
ST-segment elevation on

the anterior leads
1 M: male; F: female.

3.3. Specific Electrocardiographic Patterns

Cases of COVID-19 patients who had specific electrocardiographic patterns were
described in literature.

3.3.1. Takotsubo Pattern

Takotsubo syndrome (TTS) was first described in the 1990s, as an acute myocardial in-
farction, but with normal angiography and patients recovering within days or weeks. Even
though it was initially considered a benign disease, subsequent studies have demonstrated
a higher mortality rate than in the normal population. The most common finding on ECG is
the ST-segment elevation in the precordial leads, with less common ST-segment depression
or abnormal Q waves than for myocardial infarction and with transient changes [124–127].

TTS occurs in 90% of cases in women, often being preceded by emotional stress,
therefore the COVID-19 pandemic can be considered a triggering factor [128]. The patho-
physiology is associated with high plasma levels of catecholamines, the impact of adren-
ergic activity on cardiac myocytes causing ascending ST-segment elevation and J point
depression. Moreover, high catecholamine levels might increase oxygen demand, inducing
vasospasm and myocardial injury, patients with SARS-CoV-2 infection being exposed to a
high endogenous secretion as a compensatory intravenous infusion, which are used as a
therapeutic method [23,129]. Another determinant mechanism involves the hypothalamic-
pituitary-adrenal (HPA) axis, which is activated in COVID-19; several studies have shown
that cortisol and adrenocorticotrophic hormones were dysregulated. As the levels of corti-
sol are significantly higher in COVID-19 patients and the HPA axis induces catecholamine
secretion, a relationship between TTS and hypercortisolemia was described. An important
aspect to mention is the BNP/troponin ratio used to differentiate TTS from acute myocar-
dial infarction, as TTS is associated with higher brain natriuretic peptide (BNP) and lower
troponin levels [129].

Literature presents many cases of TTS in patients with COVID-19, the most specific
ECG abnormalities being ST-segment elevation in the anterior leads [11]. Approximately
2–4% of patients with COVID-19 had TTS, with a higher prevalence in critically ill patients,
as some studies have reported. Although TTS predominates in women, about 30% of the
patients with COVID-19 and TTS are males [129]. The first typical case of TTS with apical
ballooning observed on echocardiography in a patient with COVID-19 was reported by
Meyer et al. Both emotional and physical stress by the pandemic were considered trigger
factors [130].

ST-segment elevation in leads I and aVL and diffuse ST-T-wave changes were found in
two female patients with COVID-19, who were subsequently diagnosed with TTS because
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the cardiac catheterization revealed normal coronary arteries. One of them even admitted
to feeling anxious by the reports and images of the COVID-19 pandemic, TTS being an
indirect outcome of quarantine-induced stress [128–130].

Although it was considered a benign disease, TTS patients with COVID-19 have a
higher mortality rate than patients who have only TTS [131,132]. Furthermore, Barbieri
et al. showed that in a hospital from Lombardy, during the COVID-19 pandemic, more
patients with TTS have been diagnosed with TTS than in the same months of the previous
years. This is an additional argument for the impact of COVID-19 on stress-induced
cardiomyopathy [133].

3.3.2. Wellens Pattern

Wellens syndrome is a specific disease for critical stenosis of the proximal left anterior
descending coronary artery. The ECG shows deeply inverted or biphasic T waves in leads
V2–V3, often in leads V1 and V4 and occasionally in leads V5–V6 (Figure 2). Patients with
Wellens syndrome are at risk of a large anterior wall myocardial infarction, even though
they are pain-free and the cardiac enzymes are normal [82,134,135].

Figure 2. Wellens pattern: deeply biphasic T waves in leads V3–V6 (The collection of the “St. Spiridon”
Hospital’s Cardiology Clinic, Iasi, Romania).

We found in literature four cases of Wellens syndrome in patients with SARS-CoV-2
infection, three of them were male and one female (Table 2). The mean age was 73 years old,
significatively higher than the group with ST-segment elevation. On the ECG, all patients
had biphasic T waves in V2–V3, three of them with additionally negative T waves in
leads V4–V6. Only one patient had typical chest pain, three patients had only dyspnea.
The female patient did not have an angiography performed, in one patient an emergency
angiography was performed and the other two patients had a coronary angiography after
a few days of medical treatment. All patients were treated with drugs for NSTEMI, with a
high-intensity statin, dual antiplatelet aspirin, P2Y12 inhibitors, and anticoagulant [135,136].
Regarding the therapeutic approach, we observed a difference during the pandemic. If
the first published case of Wellens syndrome did not receive an angiography because of
the COVID-19 status and the risk of infection, Caiati et al., the authors who published the
latest case of Wellens syndrome during the COVID-19 pandemic, chose another therapeutic
approach and the patient underwent an angiography [136–139]. This may be due to the fact
that at the beginning of the pandemic, information about COVID-19 was scarce, a conser-
vatory treatment was preferred in order to keep as little physical contact as possible. Even
though for the diagnosis of Wellens syndrome physicians need to perform an angiography,
during the pandemic, the European Society of Cardiology and the American College of
Cardiology recommended medical management during the acute phase [136].
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Table 2. Patients with Wellens syndrome and COVID-19 infection.

Article Age Sex Symptoms ECG Findings Treatment Angiography

Prousi et al. 75 F 1 Fatigue
Dyspnea

Diffuse T-wave inversions in
precordial leads

Biphasic T waves in V1–V2

Statin
Aspirin

P2Y12 inhibitors
Heparin

Not performed

Elkholy et al. 86 M 1 Dyspnea Biphasic T wave in V2–V3
T-wave inversion in V4–V6

Statin
Aspirin

P2Y12 inhibitors
Enoxaparin

Chronic total occlusion of the
right coronary artery.

Severe disease of the first
diagonal.

Severe stenosis of the distal
obtuse marginal 1

Di Spigno et al. 62 M 1 Atypical chest pain
Dyspnea Biphasic T waves in V2 - Subocclusion of the proximal

left anterior descending artery

Caiati et al. 69 M 1 Typical chest pain
Dyspnea

T-waves inversion in V2–V3
T-wave flattening in V4–V6

Statin
Aspirin

P2Y12 inhibitors
Heparin

Subocclusive stenosis of the
proximal LAD

1 M: male; F: female.

In addition to the ECG aspect, patients should be investigated for cardiovascular
risk factors, as well as a structural evaluation with echocardiography, coronary angiog-
raphy being the investigation that assists the ECG findings [136]. However, because the
high risk of infection during the COVID-19 pandemic required new diagnostic methods,
Caiati et al. proposed a non-invasive way that can assess the obstructive atherosclerosis
through transthoracic enhanced Doppler echocardiography (E-Doppler TTE). This allows
the identification of the coronary blood flow velocity, even though this investigation has
never been tested in a Wellens syndrome. The authors used it for the first time the E-
Doppler TTE in an acute syndrome and this can open new perspectives on the management
of an acute coronary syndrome [139].

3.3.3. De Winter Pattern

The De Winter ECG pattern shows an upsloping ST-segment depression at the J-point
in leads V1–V6, followed by peaked symmetrical T waves, being associated with left
anterior descending artery occlusion, with a positive predictive value of 95% [140–142].

Almendro-Delia et al. published the only case of De Winter syndrome associated
with COVID-19 infection, which occurred in a 33-year-old male patient. Due to his in-
fectious disease, atypical chest pain suggestive for pericarditis, and the ECG aspect with
ST-segment depression in V1–V6 followed by tall T waves, the first diagnosis was acute
pericarditis (Figure 3). The laboratory result which revealed high troponin levels and
the echocardiographic aspect with apical and antero-lateral hypokinesis with an apical
thrombus at this region, led to the reinterpretation of the ECG as a De Winter aspect. The
angiography confirmed the thrombotic occlusion of the proximal left anterior descending
artery, the outcome being favorable. Therefore, in the COVID-19 era, it is necessary to
make a detailed differential diagnosis, even in apparently young healthy patients. The
ECG aspects can be misinterpreted as early repolarization or pericarditis, delaying proper
reperfusion treatment. Thus, the De Winter pattern is the equivalent of an early STEMI, an
aspect which should not be ignored [143].
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Figure 3. De Winter pattern: upsloping ST-segment depression at the J-point, followed by peaked
symmetrical T waves in lead V3, lead V4, lead V5 and lead V6 (The collection of the “St. Spiridon”
Hospital’s Cardiology Clinic, Iasi, Romania).

3.3.4. Triangular Electrocardiographic Pattern

Another unique ECG presentation of STEMI is represented by the triangular QRS-
ST-T waveform, also known as the “shark fin pattern”, which is defined as a giant wave
resulting from the fusion of the QRS complex, the ST-segment and the T wave [76,144].
This uncommon ECG pattern reflects the left main coronary artery involvement, with a
large area of transmural myocardial ischemia and poor in-hospital prognosis [76].

A 32-year-old female patient with COVID-19 infection and shortness of breath, showed
a “shark fin pattern” in leads I, II, III, and aVL post-cardiac arrest (Figure 4). Although
an angiography was necessary, given her critically ill clinical status and the echocardio-
graphic aspect with mid-wall hypokinesis suggestive for Takotsubo, the intervention was
postponed. The “shark fin pattern” is a rare ECG finding, typical for left main coronary
artery, but because of the patient’s past history of intravenous drug abuse and hepatitis
C, over which the COVID-19 infection overlapped, this ECG aspect can be determined by
several other factors, such as abnormal laboratory tests [145].

Figure 4. Triangular ECG pattern in leads V2 and V3: fusion of the QRS complex, the ST-segment
and the T wave (The collection of the “St. Spiridon” Hospital’s Cardiology Clinic, Iasi, Romania).
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3.4. Other Electrocardiographic Aspects Associated with Myocardial Ischemia in
COVID-19 Patients

Even though new left bundle branch block, right bundle branch block, or poor R-wave
progression were described as different changes suggestive for myocardial ischemia, in
COVID-19 patients we did not find specific publications or studies regarding only the
incidence of these aspects in infected patients [14,93].

4. Why Is It Important to Analyze Myocardial Ischemic-like Electrocardiographic
Changes in COVID-19 Patients?

The ECG findings described above are important for differential diagnosis, especially
with myopericarditis. In patients with COVID-19 myocarditis, approximately 50% had
ST-segment elevation on the ECG, the distinction from myocardial infarction being difficult,
although ST-segment elevation in myocarditis is diffuse, not focal as in acute coronary
syndrome [18,90]. Moreover, in myopericarditis, ST-segment is characterized by an eleva-
tion of the J point with a concave shape, while in STEMI the elevation of the J point has a
convex shape. Additional tests are required, troponin being mildly elevated in myoperi-
carditis and the cardiac ultrasound showing increased wall thickness, decreased ejection
fraction, or global hypokinesis [18,124]. Finally, late gadolinium enhancement on MRI can
reveal the final diagnosis of myocarditis [18]. We found in literature some cases of patients
with COVID-19 infection and ST-T abnormalities seen on ECG being interpreted as an
acute coronary syndrome with an MRI performed after the angiography showing normal
coronary arteries, and thus establishing the diagnosis myopericarditis [11].

Another differential diagnosis to consider is a fever-induced Brugada pattern, as
COVID-19 is frequently associated with fever [75].

The management of patients with myocardial infarction suspicion has also suffered
changes in the COVID-19 era. Given the difficult differential diagnosis with myocarditis, it
is important for the reperfusion therapy not to be postponed in the emergency department.
Moreover, in COVID-19 patients with a strong suspicion for NSTEMI, initial medical
therapy is the optimal option. Finally, SARS-CoV-2 rapid testing remains mandatory even
in the emergency setting and protocols are continuously being adapted [146].

5. Conclusions

Understanding the pathophysiological aspects of myocardial ischemia in patients
infected with SARS-CoV-2 can open a broad perspective on the proper management of
each patient. The ECG changes provide insight into the patient’s prognosis. Although
we found the same ECG aspects for myocardial ischemia as before the pandemic, these
are much more severe, occur in younger and healthier patients, and the stress-induced
cardiomyopathy is much more common in COVID-19 patients. Further studies are needed
to elucidate the particular mechanisms of myocardial ischemia in patients infected with
COVID-19 in order to promote more specific treatments and to prevent these complications.

Author Contributions: Conceptualization—S, .T.D.; validation—I.I.C., D.I.-H., C.-O.H.-I., F.M. and A.C.;
writing—original draft preparation—S, .T.D., A.C. and A.D.C.; writing—review and editing—O.M.,
R.S, .M. and A.N.; supervision—I.I.C. and A.C. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Yuki, K.; Fujiogi, M.; Koutsogiannaki, S. COVID-19 pathophysiology: A review. Clin. Immunol. 2020, 215, 108427. [CrossRef]

[PubMed]
2. Fauci, A.S.; Lane, H.C.; Redfield, R.R. COVID-19—Navigating the Uncharted. N. Engl. J. Med. 2020, 382, 1268–1269. [CrossRef]
3. Genovese, L.; Ruiz, D.; Tehrani, B.; Sinha, S. Acute coronary thrombosis as a complication of COVID-19. BMJ Case Rep. 2021,

14, e238218. [CrossRef] [PubMed]

http://doi.org/10.1016/j.clim.2020.108427
http://www.ncbi.nlm.nih.gov/pubmed/32325252
http://doi.org/10.1056/NEJMe2002387
http://doi.org/10.1136/bcr-2020-238218
http://www.ncbi.nlm.nih.gov/pubmed/33753377


Life 2022, 12, 1015 15 of 20

4. Yang, L.; Liu, S.; Liu, J.; Zhang, Z.; Wan, X.; Huang, B.; Chen, Y.; Zhang, Y. COVID-19: Immunopathogenesis and Immunothera-
peutics. Signal. Transduct. Target Ther. 2020, 5, 128. [CrossRef] [PubMed]

5. Velavan, T.P.; Meyer, C.G. The COVID-19 epidemic. Trop. Med. Int. Health 2020, 25, 278–280. [CrossRef]
6. Schiavone, M.; Gobbi, C.; Biondi-Zoccai, G.; D’Ascenzo, F.; Palazzuoli, A.; Gasperetti, A.; Mitacchione, G.; Viecca, M.; Galli, M.;

Fedele, F.; et al. Acute Coronary Syndromes and COVID-19: Exploring the Uncertainties. J. Clin. Med. 2020, 9, 1683. [CrossRef]
7. Anupama, B.K.; Chaudhuri, D. A Review of Acute Myocardial Injury in Coronavirus Disease 2019. Cureus 2020, 12, e8426.
8. Yong, S.J. Long COVID or post-COVID-19 syndrome: Putative pathophysiology, risk factors, and treatments. Infect. Dis. 2021,

53, 737–754. [CrossRef]
9. Sykes, D.L.; Holdsworth, L.; Jawad, N.; Gunasekera, P.; Morice, A.H.; Crooks, M.G. Post-COVID-19 Symptom Burden: What is

Long-COVID and How Should We Manage It. Lung 2021, 199, 113–119. [CrossRef] [PubMed]
10. Raj, S.R.; Arnold, A.C.; Barboi, A.; Claydon, V.E.; Limberg, J.K.; Lucci, V.M.; Numan, M.; Peltier, A.; Snapper, H.; Vernino, S.

Long-COVID postural tachycardia syndrome: An American Autonomic Society statement. Clin. Auton. Res. 2021, 31, 365–368.
[CrossRef]

11. Mehraeen, E.; Seyed Alinaghi, S.A.; Nowroozi, A.; Dadras, O.; Alilou, S.; Shobeiri, P.; Behnezhad, F.; Karimi, A. A systematic
review of ECG findings in patients with COVID-19. Indian Heart J. 2020, 72, 500–507. [CrossRef]

12. Elias, P.; Poterucha, T.J.; Jain, S.S.; Sayer, G.; Raikhelkar, J.; Fried, J.; Clerkin, K.; Griffin, J.; DeFilippis, E.M.; Gupta, A.; et al. The
Prognostic Value of Electrocardiogram at Presentation to Emergency Department in Patients with COVID-19. Mayo Clin. Proc.
2020, 95, 2099–2109. [CrossRef] [PubMed]

13. Barman, H.A.; Atici, A.; Alici, G.; Sit, O.; Tugrul, S.; Gungor, B.; Okuyan, E.; Sahin, I. The effect of the severity COVID-19 infection
on electrocardiography. Am. J. Emerg. Med. 2021, 46, 317–322. [CrossRef]

14. Rosén, J.; Noreland, M.; Stattin, K.; Lipcsey, M.; Frithiof, R.; Malinovschi, A.; Hultström, M. Uppsala Intensive Care COVID-19
Research Group. ECG pathology and its association with death in critically ill COVID-19 patients, a cohort study. PLoS ONE 2021,
16, e0261315.

15. McCullough, S.A.; Goyal, P.; Krishnan, U.; Choi, J.J.; Safford, M.M.; Okin, P.M. Electrocardiographic Findings in Coronavirus
Disease-19: Insights on Mortality and Underlying Myocardial Processes. J. Card. Fail. 2020, 26, 626–632. [CrossRef]

16. Haseeb, S.; Gul, E.E.; Çinier, G.; Bazoukis, G.; Alvarez-Garcia, J.; Garcia-Zamora, S.; Lee, S.; Yeung, C.; Liu, T.; Tse, G.; et al.
International Society of Electrocardiology Young Community (ISE-YC). Value of electrocardiography in coronavirus disease 2019
(COVID-19). J. Electrocardiol. 2020, 62, 39–45. [CrossRef] [PubMed]

17. Nemati, R.; Ganjoo, M.; Jadidi, F.; Tanha, A.; Baghbani, R. Electrocardiography in Early Diagnosis of Cardiovascular Complications
of COVID-19; a Systematic Literature Review. Arch. Acad. Emerg. Med. 2020, 9, e10.

18. Romero, J.; Gabr, M.; Diaz, J.C. Electrocardiographic Features of COVID-19 patients: An Updated Review. Card. Electrophysiol. Clin.
2021, 14, 63–70. [CrossRef]

19. Long, B.; Brady, W.J.; Bridwell, R.E.; Ramzy, M.; Montrief, T.; Singh, M.; Gottlieb, M. Electrocardiographic manifestations of
COVID-19. Am. J. Emerg. Med. 2021, 41, 96–103. [CrossRef]

20. Lanza, G.A.; De Vita, A.; Ravenna, S.E.; D’Aiello, A.; Covino, M.; Franceschi, F.; Crea, F. Electrocardiographic findings at
presentation and clinical outcome in patients with SARS-CoV-2 infection. Europace 2021, 23, 123–129. [CrossRef]

21. Denegri, A.; Pezzuto, G.; D’Arienzo, M.; Morelli, M.; Savorani, F.; Cappello, C.G.; Luciani, A.; Boriani, G. Clinical and
electrocardiographic characteristics at admission of COVID-19/SARS-CoV-2 pneumonia infection. Intern. Emerg. Med. 2021,
16, 1451–1456. [CrossRef] [PubMed]

22. Galidevara, J.; Veeramani Kartheek, A.S. Electrocardiographic findings in COVID-19 patients. Int. J. Res. Med. Sci. 2021,
9, 378–385. [CrossRef]

23. Predabon, B.; Souza, A.Z.M.; Sumnienski Bertoldi, G.H.; Sales, R.L.; Luciano, K.S.; de March Ronsoni, R. The electrocardiogram
in the differential diagnosis of cardiologic conditions related to the covid-19 pandemic. J. Cardiac. Arrhythmias 2020, 33, 133–141.

24. Boukhris, M.; Hillani, A.; Moroni, F.; Annabi, M.S.; Addad, F.; Ribeiro, M.H.; Mansour, S.; Zhao, X.; Ybarra, L.F.; Abbate, A.; et al.
Cardiovascular Implications of the COVID-19 Pandemic: A Global Perspective. Can. J. Cardiol. 2020, 36, 1068–1080. [CrossRef]
[PubMed]

25. Manolis, A.S.; Manolis, T.A. Cardiovascular complications of the coronavirus (COVID-19) infection. Rhythmos 2020, 15, 23–28.
26. Garcia, S.; Stanberry, L.; Schmidt, C.; Sharkey, S.; Megaly, M.; Albaghdadi, M.S.; Meraj, P.M.; Garberich, R.; Jaffer, F.A.;

Stefanescu Schmidt, A.C.; et al. Impact of COVID-19 pandemic on STEMI care: An expanded analysis from the United States.
Catheter. Cardiovasc. Interv. 2021, 98, 217–222. [CrossRef]

27. Xiang, D.; Xiang, X.; Zhang, W.; Yi, S.; Zhang, J.; Gu, X.; Xu, Y.; Huang, K.; Su, X.; Yu, B.; et al. Management and Outcomes of
Patients with STEMI during the COVID-19 Pandemic in China. J. Am. Coll. Cardiol. 2020, 76, 1318–1324. [CrossRef]

28. Cammalleri, V.; Muscoli, S.; Benedetto, D.; Stifano, G.; Macrini, M.; Di Landro, A.; Di Luozzo, M.; Marchei, M.; Mariano, E.G.;
Cota, L.; et al. Who Has Seen Patients with ST-Segment-Elevation Myocardial Infarction? First Results from Italian Real-World
Coronavirus Disease 2019. Am. Heart J. 2020, 9, e017126. [CrossRef]

29. Struyf, T.; Deeks, J.J.; Dinnes, J.; Takwoingi, Y.; Davenport, C.; Leeflang, M.M.; Spijker, R.; Hooft, L.; Emperador, D.; Dittrich, S.;
et al. Cochrane COVID-19 Diagnostic Test Accuracy Group. Signs and symptoms to determine if a patient presenting in primary
care or hospital outpatient settings has COVID-19 disease. Cochrane Database Syst. Rev. 2020, 7, CD013665.

http://doi.org/10.1038/s41392-020-00243-2
http://www.ncbi.nlm.nih.gov/pubmed/32712629
http://doi.org/10.1111/tmi.13383
http://doi.org/10.3390/jcm9061683
http://doi.org/10.1080/23744235.2021.1924397
http://doi.org/10.1007/s00408-021-00423-z
http://www.ncbi.nlm.nih.gov/pubmed/33569660
http://doi.org/10.1007/s10286-021-00798-2
http://doi.org/10.1016/j.ihj.2020.11.007
http://doi.org/10.1016/j.mayocp.2020.07.028
http://www.ncbi.nlm.nih.gov/pubmed/33012341
http://doi.org/10.1016/j.ajem.2020.10.005
http://doi.org/10.1016/j.cardfail.2020.06.005
http://doi.org/10.1016/j.jelectrocard.2020.08.007
http://www.ncbi.nlm.nih.gov/pubmed/32805546
http://doi.org/10.1016/j.ccep.2021.10.006
http://doi.org/10.1016/j.ajem.2020.12.060
http://doi.org/10.1093/europace/euaa245
http://doi.org/10.1007/s11739-020-02578-8
http://www.ncbi.nlm.nih.gov/pubmed/33398608
http://doi.org/10.18203/2320-6012.ijrms20210410
http://doi.org/10.1016/j.cjca.2020.05.018
http://www.ncbi.nlm.nih.gov/pubmed/32425328
http://doi.org/10.1002/ccd.29154
http://doi.org/10.1016/j.jacc.2020.06.039
http://doi.org/10.1161/JAHA.120.017126


Life 2022, 12, 1015 16 of 20

30. Sandoval, Y.; Januzzi, J.L., Jr.; Jaffe, A.S. Cardiac troponin for the diagnosis and risk-stratification of myocardial injury in
COVID-19: JACC review topic of the week. J. Am. Coll. Cardiol. 2020, 76, 1244–1258. [CrossRef]

31. Giustino, G.; Croft, L.B.; Stefanini, G.G.; Bragato, R.; Silbiger, J.J.; Vicenzi, M.; Danilov, T.; Kukar, N.; Shaban, N.; Kini, A.; et al.
Characterization of Myocardial Injury in Patients with COVID-19. J. Am. Coll. Cardiol. 2020, 76, 2043–2055. [CrossRef] [PubMed]

32. Piazza, G.; Campia, U.; Hurwitz, S.; Snyder, J.E.; Rizzo, S.M.; Pfeferman, M.B.; Morrison, R.B.; Leiva, O.; Fanikos, J.; Nauffal, V.;
et al. Registry of Arterial and Venous Thromboembolic Complications in Patients with COVID-19. J. Am. Coll. Cardiol. 2020,
76, 2060–2072. [CrossRef] [PubMed]

33. Lala, A.; Johnson, K.W.; Januzzi, J.L.; Russak, A.J.; Paranjpe, I.; Richter, F.; Zhao, S.; Somani, S.; Van Vleck, T.; Vaid, A.; et al.
Prevalence and Impact of Myocardial Injury in Patients Hospitalized with COVID-19 Infection. J. Am. Coll. Cardiol. 2020,
76, 533–546. [CrossRef] [PubMed]

34. Manolis, A.S.; Manolis, A.A.; Manolis, T.A.; Melita, H. COVID-19 and Acute Myocardial Injury and Infarction: Related
Mechanisms and Emerging Challenges. J. Cardiovasc. Pharmacol. Ther. 2021, 26, 399–414. [CrossRef] [PubMed]

35. Gaze, D.C. Clinical utility of cardiac troponin measurement in COVID-19 infection. Ann. Clin. Biochem. 2020, 57, 202–205.
[CrossRef]

36. Collet, J.P.; Thiele, H.; Barbato, E.; Barthélémy, O.; Bauersachs, J.; Bhatt, D.L.; Dendale, P.; Dorobantu, M.; Edvardsen, T.;
Folliguet, T.; et al. 2020 ESC Guidelines for the management of acute coronary syndromes in patients presenting without
persistent ST-segment elevation. Eur. Heart J. 2021, 42, 1289–1367. [CrossRef] [PubMed]

37. Choudry, F.A.; Hamshere, S.M.; Rathod, K.S.; Akhtar, M.M.; Archbold, R.A.; Guttmann, O.P.; Woldman, S.; Jain, A.K.; Knight, C.J.;
Baumbach, A.; et al. High Thrombus Burden in Patients with COVID-19 Presenting With ST-Segment Elevation Myocardial
Infarction. J. Am. Coll. Cardiol. 2020, 76, 1168–1176. [CrossRef]

38. Hamadeh, A.; Aldujeli, A.; Briedis, K.; Tecson, K.M.; Sanz-Sánchez, J.; Al Dujeili, M.; Al-Obeidi, A.; Diez, J.L.; Žaliūnas, R.;
Stoler, R.C.; et al. Characteristics and Outcomes in Patients Presenting with COVID-19 and ST-Segment Elevation Myocardial
and ST-Segment Elevation Myocardial Infarction. Am. J. Cariol. 2020, 131, 1–6. [CrossRef]

39. Esposito, L.; Cancro, F.P.; Silverio, A.; Di Maio, M.; Iannece, P.; Damato, A.; Alfano, C.; De Luca, G.; Vecchione, C.; Galasso, G.
COVID-19 and Acute Coronary Syndromes: From Pathophysiology to Clinical Perspectives. Oxid. Med. Cell. Longev. 2021,
2021, 4936571. [CrossRef]

40. Mehta, P.; McAuley, D.F.; Brown, M.; Sanchez, E.; Tattersall, R.S.; Manson, J.J.; HLH Across Speciality Collaboration, UK.
COVID-19: Consider cytokine storm syndromes and immunosuppression. Lancet 2020, 395, 1033–1034. [CrossRef]

41. Lippi, G.; Favaloro, E.J. D-dimer is associated with severity of coronavirus disease 2019: A pooled analysis. Thromb. Haemost.
2020, 120, 876–878. [CrossRef]

42. Lippi, G.; Plebani, M.; Henry, B.M. Thrombocytopenia is associated with severe coronavirus disease 2019 (COVID-19) infections:
A meta-analysis. Clin. Chim. Acta 2020, 506, 145–148. [CrossRef] [PubMed]

43. Tang, N.; Li, D.; Wang, X.; Sun, Z. Abnormal coagulation parameters are associated with poor prognosis in patients with novel
coronavirus pneumonia. J. Thromb. Haemost. 2020, 18, 844–847. [CrossRef]

44. Huang, C.; Wang, Y.; Li, X.; Ren, L.; Zhao, J.; Hu, Y.; Zhang, L.; Fan, G.; Xu, J.; Gu, X.; et al. Clinical features of patients infected
with 2019 novel coronavirus in Wuhan, China. Lancet 2020, 395, 497–506. [CrossRef]

45. Panigada, M.; Bottino, N.; Tagliabue, P.; Grasselli, G.; Novembrino, C.; Chantarangkul, V.; Pesenti, A.; Peyvandi, F.; Tripodi, A.
Hypercoagulability of COVID-19 patients in intensive care unit: A report of thromboelastography findings and other parameters
of hemostasis. J. Thromb. Haemost. 2020, 18, 1738–1742. [CrossRef]

46. Giannakopoulos, B.; Krilis, S.A. The pathogenesis of the antiphospholipid syndrome. N. Engl. J. Med. 2013, 268, 1033–1044.
[CrossRef] [PubMed]

47. Mestas, J.; Ley, K. Monocyte-endothelial cell interactions in the development of atherosclerosis. Trends Cardiovasc. Med. 2008,
18, 228–232. [CrossRef]

48. Noels, H.; Weber, C.; Koenen, R.R. Chemokines as Therapeutic Targets in Cardiovascular Disease. Arterioscler. Thromb. Vasc. Biol.
2019, 39, 583–592. [CrossRef]

49. Pober, J.S.; Sessa, W.C. Evolving functions of endothelial cells in inflammation. Nat. Rev. Immunol. 2007, 7, 803–815. [CrossRef]
50. Lampsas, S.; Tsaplaris, P.; Pantelidis, P.; Oikonomou, E.; Marinos, G.; Charalambous, G.; Souvaliotis, N.; Mystakidi, V.C.;

Goliopoulou, A.; Katsianos, E.; et al. The Role of Endothelial Related Circulating Biomarkers in COVID-19. A Systematic Review
and Meta-analysis. Curr. Med. Chem. 2022, 29, 3790–3805. [CrossRef]

51. Del Valle, D.M.; Kim-Schulze, S.; Huang, H.H.; Beckmann, N.D.; Nirenberg, S.; Wang, B.; Lavin, Y.; Swartz, T.H.; Madduri, D.;
Stock, A.; et al. An inflammatory cytokine signature predicts COVID-19 severity and survival. Nat. Med. 2020, 26, 1636–1643.
[CrossRef] [PubMed]

52. Gutiérrez, E.; Flammer, A.J.; Lerman, L.O.; Elízaga, J.; Lerman, A.; Fernández-Avilés, F. Endothelial dysfunction over the course
of coronary artery disease. Eur. Heart J. 2013, 34, 3175–3181. [CrossRef]

53. Varga, Z.; Flammer, A.J.; Steiger, P.; Haberecker, M.; Andermatt, R.; Zinkernagel, A.S.; Mehra, M.R.; Schuepbach, R.A.;
Ruschitzka, F.; Moch, H. Endothelial cell infection and endotheliitis in COVID-19. Lancet 2020, 395, 1417–1418. [CrossRef]

54. Klok, F.A.; Kruip, M.J.H.A.; van der Meer, N.J.M.; Arbous, M.S.; Gommers, D.A.M.P.J.; Kant, K.M.; Kaptein, F.H.J.; van Paassen, J.;
Stals, M.A.M.; Huisman, M.V.; et al. Incidence of thrombotic complications in critically ill ICU patients with COVID-19.
Thromb. Res. 2020, 191, 145–147. [CrossRef] [PubMed]

http://doi.org/10.1016/j.jacc.2020.06.068
http://doi.org/10.1016/j.jacc.2020.08.069
http://www.ncbi.nlm.nih.gov/pubmed/33121710
http://doi.org/10.1016/j.jacc.2020.08.070
http://www.ncbi.nlm.nih.gov/pubmed/33121712
http://doi.org/10.1016/j.jacc.2020.06.007
http://www.ncbi.nlm.nih.gov/pubmed/32517963
http://doi.org/10.1177/10742484211011026
http://www.ncbi.nlm.nih.gov/pubmed/33949887
http://doi.org/10.1177/0004563220921888
http://doi.org/10.1093/eurheartj/ehaa575
http://www.ncbi.nlm.nih.gov/pubmed/32860058
http://doi.org/10.1016/j.jacc.2020.07.022
http://doi.org/10.1016/j.amjcard.2020.06.063
http://doi.org/10.1155/2021/4936571
http://doi.org/10.1016/S0140-6736(20)30628-0
http://doi.org/10.1055/s-0040-1709650
http://doi.org/10.1016/j.cca.2020.03.022
http://www.ncbi.nlm.nih.gov/pubmed/32178975
http://doi.org/10.1111/jth.14768
http://doi.org/10.1016/S0140-6736(20)30183-5
http://doi.org/10.1111/jth.14850
http://doi.org/10.1056/NEJMra1112830
http://www.ncbi.nlm.nih.gov/pubmed/23484830
http://doi.org/10.1016/j.tcm.2008.11.004
http://doi.org/10.1161/ATVBAHA.118.312037
http://doi.org/10.1038/nri2171
http://doi.org/10.2174/0929867328666211026124033
http://doi.org/10.1038/s41591-020-1051-9
http://www.ncbi.nlm.nih.gov/pubmed/32839624
http://doi.org/10.1093/eurheartj/eht351
http://doi.org/10.1016/S0140-6736(20)30937-5
http://doi.org/10.1016/j.thromres.2020.04.013
http://www.ncbi.nlm.nih.gov/pubmed/32291094


Life 2022, 12, 1015 17 of 20

55. Stahl, K.; Gronski, P.A.; Kiyan, Y.; Seeliger, B.; Bertram, A.; Pape, T.; Welte, T.; Hoeper, M.M.; Haller, H.; David, S. Injury to the
Endothelial Glycocalyx in Critically Ill Patients with COVID-19. Am. J. Respir. Crit. Care Med. 2020, 202, 1178–1181. [CrossRef]

56. Rubio-Gayosso, I.; Platts, S.H.; Duling, B.R. Reactive oxygen species mediate modification of glycocalyx during ischemia-
reperfusion injury. Am. J. Physiol. Heart Circ. Physiol. 2006, 290, H2247–H2256. [CrossRef]

57. Alphonsus, C.S.; Rodseth, R.N. The endothelial glycocalyx: A review of the vascular barrier. Anaesthesia 2014, 69, 777–784.
[CrossRef]

58. Uchimido, R.; Schmidt, E.P.; Shapiro, N.I. The glycocalyx: A novel diagnostic and therapeutic target in sepsis. Crit. Care 2019,
23, 6. [CrossRef]

59. Buijsers, B.; Yanginlar, C.; de Nooijer, A.; Grondman, I.; Maciej-Hulme, M.L.; Jonkman, I.; Janssen, N.A.F.; Rother, N.; de Graaf, M.;
Pickkers, P.; et al. Increased Plasma Heparanase Activity in COVID-19 Patients. Front. Immunol. 2020, 11, 575047. [CrossRef]

60. Croce, K.; Libby, P. Intertwining of thrombosis and inflammation in atherosclerosis. Curr. Opin. Hematol. 2007, 14, 55–61.
[CrossRef]

61. Pennathur, S.; Heinecke, J.W. Oxidative stress and endothelial dysfunction in vascular disease. Curr. Diabetes Rep. 2007, 7, 257–264.
[CrossRef] [PubMed]

62. Rafnsson, A.; Matic, L.P.; Lengquist, M.; Mahdi, A.; Shemyakin, A.; Paulsson-Berne, G.; Hansson, G.K.; Gabrielsen, A.; Hedin, U.;
Yang, J.; et al. Endothelin-1 increases expression and activity of arginase 2 via ETB receptors and is co-expressed with arginase 2
in human atherosclerotic plaques. Atherosclerosis 2020, 292, 215–223. [CrossRef] [PubMed]

63. Libby, P.; Ridker, P.M.; Hansson, G.K. Inflammation in atherosclerosis: From pathophysiology to practice. J. Am. Coll. Cardiol.
1985, 54, 2129–2138. [CrossRef]

64. Ardlie, N.G.; McGuiness, J.A.; Garrett, J.J. Effect on human platelets of catecholamines at levels achieved in the circulation.
Atherosclerosis 1985, 58, 251–259. [CrossRef]

65. Katritsis, D.G.; Pantos, J.; Efstathopoulos, E. Hemodynamic factors and atheromatic plaque rupture in the coronary arteries: From
vulnerable plaque to vulnerable coronary segment. Coron Artery Dis. 2007, 18, 229–237. [CrossRef] [PubMed]

66. Warner, S.J.; Auger, K.R.; Libby, P. Human interleukin 1 induces interleukin 1 gene expression in human vascular smooth muscle
cells. J. Exp. Med. 1987, 165, 1316–1331. [CrossRef]

67. Pons, S.; Arnaud, M.; Loiselle, M.; Arrii, E.; Azoulay, E.; Zafrani, L. Immune Consequences of Endothelial Cells’ Activation and
Dysfunction During Sepsis. Crit. Care Clin. 2020, 36, 401–413. [CrossRef]

68. Helms, J.; Tacquard, C.; Severac, F.; Leonard-Lorant, I.; Ohana, M.; Delabranche, X.; Merdji, H.; Clere-Jehl, R.; Schenck, M.;
Fagot Gandet, F.; et al. High risk of thrombosis in patients with severe SARS-CoV-2 infection: A multicenter prospective cohort
study. Intensive Care Med. 2020, 46, 1089–1098. [CrossRef]

69. Chen, N.; Zhou, M.; Dong, X.; Qu, J.; Gong, F.; Han, Y.; Qiu, Y.; Wang, J.; Liu, Y.; Wei, Y.; et al. Epidemiological and clinical
characteristics of 99 cases of 2019 novel coronavirus pneumonia in Wuhan, China: A descriptive study. Lancet 2020, 395, 507–513.
[CrossRef]

70. Rodriguez-Leor, O.; Cid Alvarez, A.B.; Pérez de Prado, A.; Rossello, X.; Ojeda, S.; Serrador, A.; López-Palop, R.; Martin-Moreiras, J.;
Rumoroso, J.R.; Cequier, A.; et al. In-hospital outcomes of COVID-19 ST-elevation myocardial infarction patients. EuroIntervention
2021, 16, 1426–1433. [CrossRef]

71. Popovic, B.; Varlot, J.; Metzdorf, P.A.; Jeulin, H.; Goehringer, F.; Camenzind, E. Changes in characteristics and management among
patients with ST-elevation myocardial infarction due to COVID-19 infection. Catheter. Cardiovasc. Interv. 2021, 97, E319–E326.
[CrossRef] [PubMed]

72. Basso, C.; Leone, O.; Rizzo, S.; De Gaspari, M.; van der Wal, A.C.; Aubry, M.C.; Bois, M.C.; Lin, P.T.; Maleszewski, J.J.; Stone, J.R.
Pathological features of COVID-19-associated myocardial injury: A multicentre cardiovascular pathology study. Eur. Heart J.
2020, 41, 3827–3835. [CrossRef] [PubMed]

73. Shi, S.; Qin, M.; Shen, B.; Cai, Y.; Liu, T.; Yang, F.; Gong, W.; Liu, X.; Liang, J.; Zhao, Q.; et al. Association of Cardiac Injury with
Mortality in Hospitalized Patients with COVID-19 in Wuhan, China. JAMA Cardiol. 2020, 5, 802–810. [CrossRef] [PubMed]

74. Chapman, A.R.; Shah, A.S.V.; Lee, K.K.; Anand, A.; Francis, O.; Adamson, P.; McAllister, D.A.; Strachan, F.E.; Newby, D.E.;
Mills, N.L. Long-Term Outcomes in Patients with Type 2 Myocardial Infarction and Myocardial Injury. Circulation 2018,
137, 1236–1245. [CrossRef]

75. Stefanini, G.G.; Montorfano, M.; Trabattoni, D.; Andreini, D.; Ferrante, G.; Ancona, M.; Metra, M.; Curello, S.; Maffeo, D.; Pero, G.;
et al. ST-Elevation Myocardial Infarction in Patients with COVID-19: Clinical and Angiographic Outcomes. Circulation 2020,
141, 2113–2116. [CrossRef]

76. Bangalore, S.; Sharma, A.; Slotwiner, A.; Yatskar, L.; Harari, R.; Shah, B.; Ibrahim, H.; Friedman, G.H.; Thompson, C.;
Alviar, C.L.; et al. ST-Segment Elevation in Patients with COVID-19—A Case Series. N. Engl. J. Med. 2020, 382, 2478–2480.
[CrossRef] [PubMed]

77. Rivero, F.; Antuña, P.; Cuesta, J.; Alfonso, F. Severe coronary spasm in a COVID-19 patient. Catheter. Cardiovasc. Interv. 2021,
97, E670–E672. [CrossRef] [PubMed]

78. Reynolds, H.R.; Maehara, A.; Kwong, R.Y.; Sedlak, T.; Saw, J.; Smilowitz, N.R.; Mahmud, E.; Wei, J.; Marzo, K.; Matsumura, M.;
et al. Coronary Optical Coherence Tomography and Cardiac Magnetic Resonance Imaging to Determine Underlying Causes of
Myocardial Infarction with Nonobstructive Coronary Arteries in Women. Circulation 2021, 143, 624–640. [CrossRef]

http://doi.org/10.1164/rccm.202007-2676LE
http://doi.org/10.1152/ajpheart.00796.2005
http://doi.org/10.1111/anae.12661
http://doi.org/10.1186/s13054-018-2292-6
http://doi.org/10.3389/fimmu.2020.575047
http://doi.org/10.1097/00062752-200701000-00011
http://doi.org/10.1007/s11892-007-0041-3
http://www.ncbi.nlm.nih.gov/pubmed/17686400
http://doi.org/10.1016/j.atherosclerosis.2019.09.020
http://www.ncbi.nlm.nih.gov/pubmed/31606133
http://doi.org/10.1016/j.jacc.2009.09.009
http://doi.org/10.1016/0021-9150(85)90070-X
http://doi.org/10.1097/MCA.0b013e328012a93d
http://www.ncbi.nlm.nih.gov/pubmed/17429298
http://doi.org/10.1084/jem.165.5.1316
http://doi.org/10.1016/j.ccc.2019.12.001
http://doi.org/10.1007/s00134-020-06062-x
http://doi.org/10.1016/S0140-6736(20)30211-7
http://doi.org/10.4244/EIJ-D-20-00935
http://doi.org/10.1002/ccd.29114
http://www.ncbi.nlm.nih.gov/pubmed/32667726
http://doi.org/10.1093/eurheartj/ehaa664
http://www.ncbi.nlm.nih.gov/pubmed/32968776
http://doi.org/10.1001/jamacardio.2020.0950
http://www.ncbi.nlm.nih.gov/pubmed/32211816
http://doi.org/10.1161/CIRCULATIONAHA.117.031806
http://doi.org/10.1161/CIRCULATIONAHA.120.047525
http://doi.org/10.1056/NEJMc2009020
http://www.ncbi.nlm.nih.gov/pubmed/32302081
http://doi.org/10.1002/ccd.29056
http://www.ncbi.nlm.nih.gov/pubmed/32738164
http://doi.org/10.1161/CIRCULATIONAHA.120.052008


Life 2022, 12, 1015 18 of 20

79. Dastidar, A.G.; Baritussio, A.; De Garate, E.; Drobni, Z.; Biglino, G.; Singhal, P.; Milano, E.G.; Angelini, G.D.; Dorman, S.;
Strange, J.; et al. Prognostic Role of CMR and Conventional Risk Factors in Myocardial Infarction with Nonobstructed Coronary
Arteries. JACC Cardiovasc. Imaging 2019, 12, 1973–1982. [CrossRef]

80. Daubert, M.A.; Jeremias, A. The utility of troponin measurement to detect myocardial infarction: Review of the current findings.
Vasc. Health Risk Manag. 2010, 6, 691–699.

81. Adams, J.E.; Abendschein, D.R.; Jaffe, A.S. Biochemical markers of myocardial injury. Is MB creatine kinase the choice for the
1990s. Circulation 1993, 88, 750–763. [CrossRef] [PubMed]

82. Rhinehardt, J.; Brady, W.J.; Perron, A.D.; Mattu, A. Electrocardiographic manifestations of Wellens’ syndrome. Am. J. Emerg. Med.
2002, 20, 638–643. [CrossRef] [PubMed]

83. García de Guadiana-Romualdo, L.; Morell-García, D.; Rodríguez-Fraga, O.; Morales-Indiano, C.; María Lourdes Padilla Jiménez, A.;
Gutiérrez Revilla, J.I.; Urrechaga, E.; Álamo, J.M.; Hernando Holgado, A.M.; Lorenzo-Lozano, M.D.C.; et al. Cardiac troponin and
COVID-19 severity: Results from BIOCOVID study. Eur. J. Clin. Investig. 2021, 51, e13532. [CrossRef] [PubMed]

84. Santoso, A.; Pranata, R.; Wibowo, A.; Al-Farabi, M.J.; Huang, I.; Antariksa, B. Cardiac injury is associated with mortality and
critically ill pneumonia in COVID-19: A meta-analysis. Am. J. Emerg. Med. 2021, 44, 352–357. [CrossRef] [PubMed]

85. Romero, J.; Alviz, I.; Parides, M.; Diaz, J.C.; Briceno, D.; Gabr, M.; Gamero, M.; Patel, K.; Braunstein, E.D.; Purkayastha, S.;
et al. T-wave inversion as a manifestation of COVID-19 infection: A case series. J. Interv. Card. Electrophysiol. 2020, 59, 485–493.
[CrossRef]

86. Michael, M.A.; El Masry, H.; Khan, B.R.; Das, M.K. Electrocardiographic signs of remote myocardial infarction. Prog. Cardiovasc. Dis.
2007, 50, 198–208. [CrossRef]

87. Landesberg, G. Monitoring for myocardial ischemia. Best Pract. Res. Clin. Anaesthesiol. 2005, 19, 77–95. [CrossRef]
88. Li, Y.; Liu, T.; Tse, G.; Wu, M.; Jiang, J.; Liu, M.; Tao, L. Electrocardiograhic characteristics in patients with coronavirus infection: A

single-center observational study. Ann. Noninvasive Electrocardiol. 2020, 25, e12805. [CrossRef]
89. Wang, Y.; Chen, L.; Wang, J.; He, X.; Huang, F.; Chen, J.; Yang, X. Electrocardiogram analysis of patients with different types of

COVID-19. Ann. Noninvasive Electrocardiol. 2020, 25, e12806. [CrossRef]
90. Angeli, F.; Reboldi, G.; Spanevello, A.; De Ponti, R.; Visca, D.; Marazzato, J.; Zappa, M.; Trapasso, M.; Masnaghetti, S.;

Fabbri, L.M.; et al. Electrocardiographic features of patients with COVID-19: One year of unexpected manifestations.
Eur. J. Intern. Med. 2022, 95, 7–12. [CrossRef]

91. Poterucha, T.J.; Elias, P.; Jain, S.S.; Sayer, G.; Redfors, B.; Burkhoff, D.; Rosenblum, H.; DeFilippis, E.M.; Gupta, A.; Lawlor, M.;
et al. Admission Cardiac Diagnostic Testing with Electrocardiography and Troponin Measurement Prognosticates Increased
30-Day Mortality in COVID-19. J. Am. Heart Assoc. 2021, 10, e018476. [CrossRef]

92. Sonsoz, M.R.; Oncul, A.; Cevik, E.; Orta, H.; Yilmaz, M.; Ayduk Govdeli, E.; Nalbant, A.; Demirtakan, Z.G.; Tonyali, M.;
Durmus, D.; et al. Wide QRS Complex and Lateral ST-T Segment Abnormality Are Associated with Worse Clinical Outcomes in
COVID-19 Patients. Am. J. Med. Sci. 2021, 361, 591–597. [CrossRef] [PubMed]

93. Li, L.; Zhang, S.; He, B.; Chen, X.; Wang, S.; Zhao, Q. Risk factors and electrocardiogram characteristics for mortality in critical
inpatients with COVID-19. Clin. Cardiol. 2020, 43, 1624–1630. [CrossRef] [PubMed]

94. Marzieh, M.; Rezvanjeh, S.; Maryam, C. A novel electrocardiogram characteristic in patients with myocardial injury due to
COVID-19. Res. Cardiovasc. Med. 2021, 10, 83–87.

95. Bergamaschi, L.; D’Angelo, E.C.; Paolisso, P.; Toniolo, S.; Fabrizio, M.; Angeli, F.; Donati, F.; Magnani, I.; Rinaldi, A.; Bartoli, L.;
et al. The value of ECG changes in risk stratification of COVID-19 patients. Ann. Noninvasive Electrocardiol. 2021, 26, e12815.
[CrossRef] [PubMed]

96. Ogungbe, O.; Kumbe, B.; Fadodun, O.; Latha, T.; Meyer, D.; Asala, A.; Davidson, P.M.; Dennison Himmelfarb, C.R.; Post, W.S.;
Commodore-Mensah, Y. Subclinical myocardial injury, coagulopathy, and inflammation in COVID-19: A meta-analysis of 41,013
hospitalized patients. Int. J. Cardiol. Heart Vasc. 2022, 40, 100950. [CrossRef]

97. Chorin, E.; Dai, M.; Kogan, E.; Wadhwani, L.; Shulman, E.; Nadeau-Routhier, C.; Knotts, R.; Bar-Cohen, R.; Barbhaiya, C.;
Aizer, A.; et al. Electrocardiographic Risk Stratification in COVID-19 Patients. Front Cardiovasc Med. 2021, 8, 636073. [CrossRef]

98. Bae, J.Y.; Hussein, K.I.; Howes, C.J.; Setaro, F.S. The Challenges of ST-Elevation Myocardial Infarction in COVID-19 Patients.
Case Rep. Cardiol. 2021, 2021, 9915650. [CrossRef] [PubMed]

99. Thygesen, K.; Alpert, J.S.; Jaffe, A.S.; White, H.D. Diagnostic application of the universal definition of myocardial infarction in the
intensive care unit. Curr. Opin. Crit. Care 2008, 14, 543–548. [CrossRef]

100. Cipriani, A.; D’Amico, G.; Brunetti, G.; Vescovo, G.M.; Donato, F.; Gambato, M.; Dall’Aglio, P.B.; Cardaioli, F.; Previato, M.;
Martini, N.; et al. Electrocardiographic Predictors of Primary Ventricular Fibrillation and 30-Day Mortality in Patients Presenting
with ST-Segment Elevation Myocardial Infarction. J. Clin. Med. 2021, 10, 5933. [CrossRef]

101. Centurión, O.A. Wide QRS Complex and Left Ventricular Lateral Repolarization Abnormality: The Importance of ECG Markers
on Outcome Prediction in Patients with COVID-19. Am. J. Med. Sci. 2021, 362, 1–2. [CrossRef] [PubMed]

102. Haji Aghajani, M.; Toloui, A.; Aghamohammadi, M.; Pourhoseingholi, A.; Taherpour, N.; Sistanizad, M.; Madani Neishaboori, A.;
Asadpoordezaki, Z.; Miri, R. Electrocardiographic Findings and In-Hospital Mortality of COVID-19 Patients; a Retrospective
Cohort Study. Arch. Acad. Emerg. Med. 2021, 9, e45. [PubMed]

103. Siddamreddy, S.; Thotakura, R.; Dandu, V.; Kanuru, S.; Meegada, S. Corona Virus Disease 2019 (COVID-19) Presenting as Acute
ST Elevation Myocardial Infarction. Cureus 2020, 12, e7782. [CrossRef] [PubMed]

http://doi.org/10.1016/j.jcmg.2018.12.023
http://doi.org/10.1161/01.CIR.88.2.750
http://www.ncbi.nlm.nih.gov/pubmed/8339435
http://doi.org/10.1053/ajem.2002.34800
http://www.ncbi.nlm.nih.gov/pubmed/12442245
http://doi.org/10.1111/eci.13532
http://www.ncbi.nlm.nih.gov/pubmed/33660278
http://doi.org/10.1016/j.ajem.2020.04.052
http://www.ncbi.nlm.nih.gov/pubmed/32331955
http://doi.org/10.1007/s10840-020-00896-7
http://doi.org/10.1016/j.pcad.2007.05.003
http://doi.org/10.1016/S1521-6896(04)00067-9
http://doi.org/10.1111/anec.12805
http://doi.org/10.1111/anec.12806
http://doi.org/10.1016/j.ejim.2021.10.006
http://doi.org/10.1161/JAHA.120.018476
http://doi.org/10.1016/j.amjms.2020.12.012
http://www.ncbi.nlm.nih.gov/pubmed/33581838
http://doi.org/10.1002/clc.23492
http://www.ncbi.nlm.nih.gov/pubmed/33094522
http://doi.org/10.1111/anec.12815
http://www.ncbi.nlm.nih.gov/pubmed/33512742
http://doi.org/10.1016/j.ijcha.2021.100950
http://doi.org/10.3389/fcvm.2021.636073
http://doi.org/10.1155/2021/9915650
http://www.ncbi.nlm.nih.gov/pubmed/34426772
http://doi.org/10.1097/MCC.0b013e32830d34b9
http://doi.org/10.3390/jcm10245933
http://doi.org/10.1016/j.amjms.2021.04.005
http://www.ncbi.nlm.nih.gov/pubmed/33891931
http://www.ncbi.nlm.nih.gov/pubmed/34223190
http://doi.org/10.7759/cureus.7782
http://www.ncbi.nlm.nih.gov/pubmed/32337148


Life 2022, 12, 1015 19 of 20

104. Xiao, Z.; Xu, C.; Wang, D.; Zeng, H. The experience of treating patients with acute myocardial infarction under the COVID-19
epidemic. Catheter. Cardiovasc. Interv. 2021, 97, E244–E248. [CrossRef]

105. Moroni, F.; Gramegna, M.; Ajello, S.; Beneduce, A.; Baldetti, L.; Vilca, L.M.; Cappelletti, A.; Scandroglio, A.M.; Azzalini, L.
Collateral Damage: Medical Care Avoidance Behavior among Patients with Myocardial Infarction during the COVID-19 Pandemic.
JACC Case Rep. 2020, 2, 1620–1624. [CrossRef]

106. Eid, M.M.; Zubaidi, A.A. ST-elevation myocardial infarction in a patient with COVID-19. Vis. J. Emerg. Med. 2021, 25, 101151.
[CrossRef]

107. Ehrman, R.R.; Brennan, E.E.; Creighton, T.; Ottenhoff, J.; Favot, M.J. ST Elevation in the COVID-19 Era: A Diagnostic Challenge.
J. Emerg. Med. 2021, 60, 103–106. [CrossRef]

108. Yolcu, M.; Gunesdogdu, F.; Bektas, M.; Bayirli, D.T.; Serefhanoglu, K. Coronavirus disease 2019 (COVID-19) and simultaneous
acute anteroseptal and inferior ST-segment elevation myocardial infarction. Cardiovasc. J. Afr. 2020, 31, 335–338. [CrossRef]

109. Hulkoti, V.; Acharya, S.; Talwar, D.; Khanna, S. Medical Science l Case Report Myocardial infarction in a young female: A rare
case report. Med. Sci. 2021, 25, 1281–1285.

110. Harari, R.; Bangalore, S.; Chang, E.; Shah, B. COVID-19 complicated by acute myocardial infarction with extensive thrombus
burden and cardiogenic shock. Catheter. Cardiovasc. Interv. 2021, 97, E661–E666. [CrossRef]

111. Bertini, M.; Ferrari, R.; Guardigli, G.; Malagù, M.; Vitali, F.; Zucchetti, O.; D’Aniello, E.; Volta, C.A.; Cimaglia, P.; Piovaccari, G.;
et al. Electrocardiographic features of 431 consecutive, critically ill COVID-19 patients: An insight into the mechanisms of cardiac
involvement. Europace 2020, 22, 1848–1854. [CrossRef] [PubMed]

112. Asif, T.; Ali, Z. Transient ST Segment Elevation in Two Patients with COVID-19 and a Normal Transthoracic Echocardiogram.
Eur. J. Case Rep. Intern. Med. 2020, 7, 001672. [PubMed]

113. Meizinger, C.; Klugherz, B. Focal ST-segment elevation without coronary occlusion: Myocardial infarction with no obstructive
coronary atherosclerosis associated with COVID-19—A case report. Eur. Heart J. Case Rep. 2021, 5, ytaa532. [CrossRef]

114. Angeli, F.; Spanevello, A.; De Ponti, R.; Visca, D.; Marazzato, J.; Palmiotto, G.; Feci, D.; Reboldi, G.; Fabbri, L.M.; Verdecchia, P.
Electrocardiographic features of patients with COVID-19 pneumonia. Eur. J. Intern. Med. 2020, 78, 101–106. [CrossRef]

115. Channer, K.; Morris, F. ABC of clinical electrocardiography: Myocardial ischaemia. BMJ 2002, 324, 1023–1026. [CrossRef]
[PubMed]

116. Antwi-Amoabeng, D.; Beutler, B.D.; Singh, S.; Taha, M.; Ghuman, J.; Hanfy, A.; Manasewitsch, N.T.; Ulanja, M.B.;
Ghuman, J.; Awad, M.; et al. Association between electrocardiographic features and mortality in COVID-19 patients.
Ann. Noninvasive Electrocardiol. 2021, 26, e12833. [CrossRef]

117. Heberto, A.B.; Carlos, P.C.J.; Antonio, C.R.J.; Patricia, P.P.; Enrique, T.R.; Danira, M.P.J.; Benito, G.Á.E.; Alfredo, M.R.J. Implications
of myocardial injury in Mexican hospitalized patients with coronavirus disease 2019 (COVID-19). Int. J. Cardiol. Heart Vasc. 2020,
30, 100638. [CrossRef]

118. Abrams, M.P.; Wan, E.Y.; Waase, M.P.; Morrow, J.P.; Dizon, J.M.; Yarmohammadi, H.; Berman, J.P.; Rubin, G.A.; Kushnir, A.;
Poterucha, T.J.; et al. Clinical and cardiac characteristics of COVID-19 mortalities in a diverse New York City Cohort.
J. Cardiovasc. Electrophysiol. 2020, 31, 3086–3096. [CrossRef]

119. Chen, L.; Feng, Y.; Tang, J.; Hu, W.; Zhao, P.; Guo, X.; Huang, N.; Gu, Y.; Hu, L.; Duru, F.; et al. Surface electrocardiographic
characteristics in coronavirus disease 2019: Repolarization abnormalities associated with cardiac involvement. ESC Heart Fail.
2020, 7, 4408–4415. [CrossRef]

120. Maeda, T.; Obata, R.; Rizk, D.; Kuno, T. Cardiac Injury and Outcomes of Patients with COVID-19 in New York City. Heart Lung Circ.
2021, 30, 848–853. [CrossRef]

121. Capaccione, K.M.; Leb, J.S.; D’souza, B.; Utukuri, P.; Salvatore, M.M. Acute myocardial infarction secondary to COVID-19
infection: A case report and review of the literature. Clin. Imaging 2021, 72, 178–182. [CrossRef] [PubMed]

122. De Carvalho, H.; Leonard-Pons, L.; Segard, J.; Goffinet, N.; Javaudin, F.; Martinage, A.; Cattin, G.; Tiberghien, S.; Therasse, D.;
Trotignon, M.; et al. Electrocardiographic abnormalities in COVID-19 patients visiting the emergency department: A multicenter
retrospective study. BMC Emerg. Med. 2021, 21, 141. [CrossRef] [PubMed]

123. Suryawan, I.G.R.; Bakhriansyah, J.; Puspitasari, M.; Gandi, P.; Intan, R.E.; Alkaff, F.F. To reperfuse or not to reperfuse: A case
report of Wellens’ syndrome with suspected COVID-19 infection. Egypt. Heart J. 2020, 72, 58. [CrossRef] [PubMed]

124. Mansoor, A.; Chang, D.; Mitra, R. Rhythm, conduction, and ST elevation with COVID-19: Myocarditis or myocardial infarction?
HeartRhythm Case Rep. 2020, 6, 671–675. [CrossRef] [PubMed]

125. Pelliccia, F.; Kaski, J.C.; Crea, F.; Camici, P.G. Pathophysiology of Takotsubo Syndrome. Circulation 2017, 135, 2426–2441.
[CrossRef]

126. Frangieh, A.H.; Obeid, S.; Ghadri, J.R.; Imori, Y.; D’Ascenzo, F.; Kovac, M.; Ruschitzka, F.; Lüscher, T.F.; Duru, F.; Templin, C.; et al.
ECG Criteria to Differentiate between Takotsubo (Stress) Cardiomyopathy and Myocardial Infarction. J. Am. Heart Assoc. 2016,
5, e003418. [CrossRef]

127. Dichtl, W.; Tuovinen, N.; Barbieri, F.; Adukauskaite, A.; Senoner, T.; Rubatscher, A.; Hintringer, F.; Siedentopf, C.; Bauer, A.;
Gizewski, E.R.; et al. Functional neuroimaging in the acute phase of Takotsubo syndrome: Volumetric and functional changes of
the right insular cortex. Clin. Res. Cardiol. 2020, 109, 1107–1113. [CrossRef]

128. Minhas, A.S.; Scheel, P.; Garibaldi, B.; Liu, G.; Horton, M.; Jennings, M.; Jones, S.R.; Michos, E.D.; Hays, A.G. Takotsubo Syndrome
in the Setting of COVID-19. JACC Case Rep. 2020, 2, 1321–1325. [CrossRef]

http://doi.org/10.1002/ccd.28951
http://doi.org/10.1016/j.jaccas.2020.04.010
http://doi.org/10.1016/j.visj.2021.101151
http://doi.org/10.1016/j.jemermed.2020.07.033
http://doi.org/10.5830/CVJA-2020-016
http://doi.org/10.1002/ccd.28992
http://doi.org/10.1093/europace/euaa258
http://www.ncbi.nlm.nih.gov/pubmed/32944767
http://www.ncbi.nlm.nih.gov/pubmed/32399454
http://doi.org/10.1093/ehjcr/ytaa532
http://doi.org/10.1016/j.ejim.2020.06.015
http://doi.org/10.1136/bmj.324.7344.1023
http://www.ncbi.nlm.nih.gov/pubmed/11976247
http://doi.org/10.1111/anec.12833
http://doi.org/10.1016/j.ijcha.2020.100638
http://doi.org/10.1111/jce.14772
http://doi.org/10.1002/ehf2.12991
http://doi.org/10.1016/j.hlc.2020.10.025
http://doi.org/10.1016/j.clinimag.2020.11.030
http://www.ncbi.nlm.nih.gov/pubmed/33296828
http://doi.org/10.1186/s12873-021-00539-8
http://www.ncbi.nlm.nih.gov/pubmed/34798827
http://doi.org/10.1186/s43044-020-00094-w
http://www.ncbi.nlm.nih.gov/pubmed/32923003
http://doi.org/10.1016/j.hrcr.2020.08.001
http://www.ncbi.nlm.nih.gov/pubmed/32837909
http://doi.org/10.1161/CIRCULATIONAHA.116.027121
http://doi.org/10.1161/JAHA.116.003418
http://doi.org/10.1007/s00392-020-01602-3
http://doi.org/10.1016/j.jaccas.2020.04.023


Life 2022, 12, 1015 20 of 20

129. Moady, G.; Atar, S. Takotsubo Syndrome during the COVID-19 Pandemic: State-of-the-Art Review. CJC Open 2021, 3, 1249–1256.
[CrossRef]

130. Okura, H. Update of takotsubo syndrome in the era of COVID-19. J. Cardiol. 2021, 77, 361–369. [CrossRef]
131. O’Keefe, E.L.; Torres-Acosta, N.; O’Keefe, J.H.; Sturgess, J.E.; Lavie, C.J.; Bybee, K.A. Takotsubo Syndrome: Cardiotoxic Stress in

the COVID Era. Mayo Clin. Proc. Innov. Qual. Outcomes 2020, 4, 775–785. [CrossRef] [PubMed]
132. Desai, H.D.; Sharma, K.; Jadeja, D.M.; Desai, H.M.; Moliya, P. COVID-19 pandemic induced stress cardiomyopathy: A literature

review. Int. J. Cardiol. Heart Vasc. 2020, 31, 100628. [CrossRef] [PubMed]
133. Barbieri, L.; Galli, F.; Conconi, B.; Gregorini, T.; Lucreziotti, S.; Mafrici, A.; Pravettoni, G.; Sommaruga, M.; Carugo, S. Takotsubo

syndrome in COVID-19 era: Is psychological distress the key. J. Psychosom. Res. 2021, 140, 110297. [CrossRef]
134. Miner, B.; Grigg, W.S.; Hart, E.H. Wellens Syndrome; StatPearls Publishing: Treasure Island, FL, USA, 2022.
135. Tandy, T.K.; Bottomy, D.P.; Lewis, J.G. Wellens’ syndrome. Ann. Emerg. Med. 1999, 33, 347–351. [CrossRef]
136. Prousi, G.S.; Giordano, J.; McCann, P.J. A 75-Year-Old Woman with COVID-19 Pneumonia and Wellens Syndrome Diagnosed by

Electrocardiography. Am. J. Case. Rep. 2021, 22, e930125. [CrossRef] [PubMed]
137. Elkholy, K.O.; Mirashi, E.; Malyshev, Y.; Charles, G.; Sahni, S. Wellens’ Syndrome in the Setting of the 2019 Novel Coronavirus

(COVID-19). Cureus 2021, 13, e13290. [CrossRef]
138. Di Spigno, F.; Spezzano, T.; Halasz, G.; Piepoli, M. Un caso di sindrome di Wellens durante la pandemia COVID-19 [A case of

Wellens syndrome during the COVID-19 pandemic]. G Ital. Cardiol. 2021, 22, 888–890.
139. Caiati, C.; Desario, P.; Tricarico, G.; Iacovelli, F.; Pollice, P.; Favale, S.; Lepera, M.E. Wellens’ Syndrome from COVID-19 Infection

Assessed by Enhanced Transthoracic Coronary Echo Doppler: A Case Report. Diagnostics 2022, 12, 804. [CrossRef]
140. Huang, W.; Mai, L.; Lu, J.; Li, W.; Huang, Y.; Hu, Y. Evolutionary de Winter pattern: From STEMI to de Winter ECG—A case

report. ESC Heart Fail. 2022, 9, 771–774. [CrossRef]
141. Qayyum, H.; Hemaya, S.; Squires, J.; Adam, Z. Recognising the de Winter ECG pattern—A time critical electrocardiographic

diagnosis in the Emergency Department. J. Electrocardiol. 2018, 51, 392–395. [CrossRef]
142. Xu, J.; Wang, A.; Liu, L.; Chen, Z. The de winter electrocardiogram pattern is a transient electrocardiographic phenomenon that

presents at the early stage of ST-segment elevation myocardial infarction. Clin. Cardiol. 2018, 41, 1177–1184. [CrossRef]
143. Almendro-Delia, M.; Ruíz-Salmerón, R.; García-Del Río, M.; Seoane-García, T.; Trujillo-Berraquero, F.; Hidalgo-Urbano, R. The

de Winter electrocardiographic pattern as an ST-elevation myocardial infarction equivalent in a young patient with COVID-19.
Emergencias 2021, 33, 484–485.

144. Miranda, J.M.; de Oliveira, W.S.; de Sá, V.P.; de Sá, I.F.; Neto, N.O. Transient triangular QRS-ST-T waveform with good outcome
in a patient with left main coronary artery stenosis: A case report. J. Electrocardiol. 2019, 54, 87–89. [CrossRef] [PubMed]

145. Celli, D.; Byer, M.; Sancassani, R.; Colombo, R. Triangular ECG Pattern in a Young Female with COVID-19. Am. J. Med. 2021,
134, 751–753. [CrossRef] [PubMed]

146. Mahmud, E.; Dauerman, H.L.; Welt, F.G.P.; Messenger, J.C.; Rao, S.V.; Grines, C.; Mattu, A.; Kirtane, A.J.; Jauhar, R.; Meraj, P.;
et al. Management of acute myocardial infarction during the COVID-19 pandemic: A Consensus Statement from the Society for
Cardiovascular Angiography and Interventions (SCAI), the American College of Cardiology (ACC), and the American College of
Emergency Physicians (ACEP). Catheter. Cardiovasc. Interv. 2020, 96, 336–345. [PubMed]

http://doi.org/10.1016/j.cjco.2021.05.011
http://doi.org/10.1016/j.jjcc.2020.10.004
http://doi.org/10.1016/j.mayocpiqo.2020.08.008
http://www.ncbi.nlm.nih.gov/pubmed/33283161
http://doi.org/10.1016/j.ijcha.2020.100628
http://www.ncbi.nlm.nih.gov/pubmed/32923579
http://doi.org/10.1016/j.jpsychores.2020.110297
http://doi.org/10.1016/S0196-0644(99)70373-2
http://doi.org/10.12659/AJCR.930125
http://www.ncbi.nlm.nih.gov/pubmed/33531454
http://doi.org/10.7759/cureus.13290
http://doi.org/10.3390/diagnostics12040804
http://doi.org/10.1002/ehf2.13711
http://doi.org/10.1016/j.jelectrocard.2018.03.002
http://doi.org/10.1002/clc.23002
http://doi.org/10.1016/j.jelectrocard.2019.02.002
http://www.ncbi.nlm.nih.gov/pubmed/30947019
http://doi.org/10.1016/j.amjmed.2020.11.025
http://www.ncbi.nlm.nih.gov/pubmed/33358775
http://www.ncbi.nlm.nih.gov/pubmed/32311816

	Introduction 
	Pathophysiology of Myocardial Ischemia in COVID-19 Patients 
	Electrocardiographic Changes in Myocardial Ischemia in COVID-19 Patients 
	ST-T Abnormalities 
	STEMI Pattern 
	ST-Depression Pattern 
	T-Wave Inversion and Other Patterns of ST-Abnormalities 

	Q Waves 
	Specific Electrocardiographic Patterns 
	Takotsubo Pattern 
	Wellens Pattern 
	De Winter Pattern 
	Triangular Electrocardiographic Pattern 

	Other Electrocardiographic Aspects Associated with Myocardial Ischemia in COVID-19 Patients 

	Why Is It Important to Analyze Myocardial Ischemic-like Electrocardiographic Changes in COVID-19 Patients? 
	Conclusions 
	References

