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Abstract

Emerging reports raise concerns on the potential association between the COVID-19 vaccines and cardiac manifestations.
We sought to evaluate cardiac complications associated with COVID-19 vaccination in a pooled analysis from our institu-
tion’s cohort study and systematic review. Consecutive patients admitted to a tertiary hospital in Singapore between 1
January 2021 and 31 March 2021, with the onset of cardiac manifestations within 14 days following COVID-19 vaccination,
were studied. Furthermore, a systematic review was performed, with PubMed, Embase, Research Square, MedRxiv and
LitCovid databases accessed from inception up to 29 June 2021. Relevant manuscripts reporting individual patient data
on cardiac complications following COVID-19 vaccination were included. Thirty patients were included in the study
cohort, with 29 diagnosed with acute myocardial infarction (AMI) and 1 with myocarditis. Five patients developed heart
failure, two had cardiogenic shock, three intubated, and one had cardiovascular-related mortality. In the systematic
review, 16 studies were included with 41 myocarditis and 6 AMI cases. In the pooled analysis of the study cohort and the
systematic review, 35 patients had AMI and 42 had myocarditis. Majority were men, and myocarditis patients were
younger than AMI patients. Myocarditis patients tended to present 72 h postvaccination, while AMI patients were older
and typically presented 24 h postvaccination. Majority with AMI or myocarditis developed symptoms after the first and
second vaccination dose, respectively. This pooled analysis of patients presenting with cardiac manifestations following
COVID-19 vaccination highlights the differences between myocarditis and AMI presentations in temporal association
with the vaccination.

Introduction

Three Food and Drug Administration-approved vaccines (Pfizer-
BioNTech, Moderna and Janssen) demonstrated efficacy and
safety without major adverse effects in clinical trials.1 However,
emerging reports raise concerns on the potential association of

coronavirus disease-2019 (COVID-19) vaccination and adverse
cardiac events2 without any known underlying mechanisms.3

We sought to evaluate cardiac complications associated with
COVID-19 vaccination in a pooled analysis from our institution’s
cohort study and systematic review.
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Materials and methods

Consecutive patients admitted in a tertiary hospital in
Singapore between 1 January 2021 and 31 March 2021, with the
onset of cardiovascular manifestations within 14 days following
COVID-19 vaccination, were retrospectively included. This time-
frame was adopted as most vaccine-related adverse events
occurred within 14 days.4 The study was approved by the local
ethics committee (2021/00089-AMD0001).

The systematic review was registered with the International
Prospective Register of Systematic Reviews database
(CRD42021247341) and was conducted with reference to the
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses guidelines.5 We accessed PubMed, Embase, Research
Square, MedRxiv and LitCovid databases, and relevant papers
were identified from inception up to 29 June 2021. Keywords
synonymous with ‘myocarditis’, ‘myocardial infarction’,
‘cardiovascular complications’ and ‘COVID-19 vaccination’
were used in the search strategy. Only case reports and case
series reporting individual patient data were included.
Inclusion criteria comprised: (i) studies reporting patients
experiencing cardiovascular and cardiac complications, (ii)
following COVID-19 vaccination and (iii) without COVID-19
infection at presentation. Cardiac manifestations were
presented separately as myocarditis and acute myocardial
infarction (AMI). The diagnosis of myocarditis was identified
through cardiac magnetic resonance imaging,6 while the
diagnosis of AMI was identified through blood tests, electro-
cardiography and coronary angiography.7 The main outcomes
are the characteristics, diagnostic results and management of
patients who experienced cardiac manifestations following
the COVID-19 vaccination. The data were compiled using
summary statistics. Binary variables were expressed as the
count with its percentage and continuous variables were
expressed as a median with its interquartile range (IQR).
Further details are given in Supplementary material 1.

Results

Thirty patients were included in the study cohort, with 29 diag-
nosed with AMI (14 ST-segment elevation and 15 non-ST-
segment elevation MI) and 1 with myocarditis. Median hospital
stay was 4.5 days (IQR 4.0–6.2). Five patients developed heart
failure, two had cardiogenic shock, three intubated, and one
had cardiovascular-related mortality. In the systematic review,

48 articles were sought for retrieval and 16 studies were
included in the final analysis, with 41 myocarditis and 6 AMI
cases reported (Supplementary material 1).

In the pooled analysis of the study cohort and the systematic
review of published data of 77 patients, 35 had AMI, and 42 had
myocarditis. Majority were men, and myocarditis patients were
younger than AMI patients (Figure 1A). Myocarditis patients
developed symptoms after a median of 3 days (IQR 2–3) postvac-
cination, with AMI patients after a median of 1 day (IQR 1–2)
(Figure 1B). Thirty-five (83%) myocarditis and six (33%) AMI
patients developed symptoms after their second dose. Majority
of the myocarditis (83%) and AMI patients (86%) had the Pfizer
BioNTech. The remaining patients with myocarditis received
the Moderna vaccine (14%) and Janssen vaccine (2%), while the
other AMI patients received the Oxford-AstraZeneca vaccine
(11%) and Moderna vaccine (3%).

Characteristics of the pooled cohort is summarized in
Table 1. Left ventricular ejection fraction was lower than
normal for all patients. Thirty-two (76%) myocarditis patients
had late gadolinium enhancements (LGE) on cardiac magnet-
ic resonance imaging, with the majority having subepicardial
LGE followed by midmyocardial LGE. Among AMI patients
who underwent coronary angiogram, percutaneous coronary
intervention was performed in 60% of patients, with the
left anterior descending artery being the most common
culprit vessel. Medical treatment varied depending on the
underlying pathology with myocarditis patients receiving
nonsteroidal anti-inflammatory drugs and colchicine, and
AMI patients receiving statins, antiplatelet therapy and beta-
blockers.

Discussion

This study is the first and largest of its kind to examine the tem-
poral association between COVID-19 vaccinations and adverse
cardiac events. Our findings demonstrated that patients devel-
oping cardiovascular manifestations associated with COVID-19
vaccination were predominantly male. Those with myocarditis
were younger and tended to present 72 h postvaccination, while
those with AMI were older and typically presented 24 h postvac-
cination. Majority of patients who presented with myocarditis
developed symptoms after the second vaccination dose, while
most patients with AMI developed symptoms after the first
dose.

Figure 1. (A) Age distribution of patients presenting with myocarditis and acute myocardial infarction post-COVID-19 vaccination. (B) Distribution of time from COVID-

19 vaccination to symptom onset for patients presenting with myocarditis and acute myocardial infarction with COVID-19 vaccination.
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Table 1. Characteristics of combined patient data of patients with myocarditis and acute myocardial infarction following COVID-19
vaccination

Myocarditis
(N¼ 42)

Acute myocardial
infarction (N¼ 35)

Patient and vaccination characteristics
Age (years) 21 (17–30) 65 (59–74)
Sex (male) 38/42 (91) 28/35 (80)
Symptom onset after second vaccination dose 35/42 (83) 6/18 (33)a

Country of study
USA 24/42 (57) 1/35 (3)
Israel 13/42 (31) NA
Singapore 1/42 (2) 29/35 (83)
India NA 4/35 (11)
Othersb 4/42 (10) 1/35 (3)

Days from vaccination to symptom onset (days) 3 (2–3) 1 (1–2)
Symptom onset within one day postvaccination 6/42 (14) 22/32 (69)a

Vaccination profile
mRNA vaccine 41/42 (98) 31/35 (89)

Pfizer BioNTech 35/42 (83) 30/35 (86)
Moderna 6/42 (14) 1/35 (3)

Viral vector vaccine 1/42 (2) 4/35 (11)
Oxford-AstraZeneca NA 4/35 (11)
Janssen 1/42 (2) NA

Past medical history
Hypertension 4/42 (10) 22/35 (63)
Hyperlipidemia 4/42 (10) 19/35 (54)
Diabetes mellitus NA 18/35 (51)
Chronic kidney failure NA 5/35 (14)
Cancer NA 7/35 (20)
Atrial fibrillation NA 3/35 (9)
History of smoking 2/42 (5) 12/35 (34)
Previous myocardial infarction NA 2/35 (6)
Previous percutaneous coronary intervention NA 3/35 (9)
Previous coronary artery bypass grafting NA 2/35 (6)
Previous stroke NA 1/35 (3)

Laboratory variables
C-reactive protein (mg/l) 52 (27–79) NA
Peak troponin I (ng/l) 8360 (6770–13 000) 8920 (1446–22 500)
Peak troponin T (ng/l) 1110 (616–15 697) NA

12-lead electrocardiogram
Presence of ST-segment elevation 27/42 (64) 20/35 (57)

Diffuse 8/42 (19) NA
Anterior leads 9/42 (21) 7/35 (20)
Lateral leads 10/42 (24) 2/35 (6)
Inferior leads 5/42 (12) 7/35 (20)

ST-segment myocardial infarction NA 20/35 (57)
Non-ST-segment myocardial infarction NA 15/35 (43)

Transthoracic echocardiogram
Left ventricular ejection fraction (%) 54 (52–58) 50 (40–55)
Presence of regional wall motion abnormalities 11/42 (26) 25/28 (89)a

Cardiac magnetic resonant imaging
Presence of late gadolinium enhancement 32/42 (76) NA

Subepicardial layer 17/42 (41) NA
Midmyocardial layer 6/42 (14) NA
Both layers 9/42 (21)

Presence of edema 26/42 (62) NA
Subepicardial layer 9/42 (21) NA
Midmyocardial layer 7/42 (17) NA
Both layers 10/42 (24)

Coronary angiographic characteristics
Underwent percutaneous coronary intervention NA 21/35 (60)
Culprit vessel

Left anterior descending artery NA 13/35 (37)
Right coronary artery NA 7/35 (20)

(continued)
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Several hypotheses have been put forth to explain the mech-
anism underlying AMI following COVID-19 vaccination. Some
argue that the prothrombotic state postvaccination is due to an
autoimmune response against the platelets, which is clinically
similar to autoimmune heparin-induced thrombocytopenia.8,9

Boivin and Martin,10 on the other hand, suggested that stress
arising from receiving the COVID-19 vaccination could have led
to demand ischemia, which culminated in a cardiovascular
event. Furthermore, older adults tend to be polymorbid and
the added stress from vaccination could serve as a trigger for
the onset of AMI. In addition, postvaccination AMI could also
be attributed to allergic vasospasm in response to the vaccine,
which is termed Kounis syndrome, and it has been argued
that the elevated levels of immunoglobulin E antibodies could
be a risk factor for AMI.11,12 On the other hand, the patho-
physiology of myocarditis following COVID-19 vaccination is
likely to be different. Myocarditis was previously reported as a
side effect of several vaccines, especially the smallpox vac-
cine.13 Though the mechanism is unknown, it is suggested
that myocarditis could be a result of an autoimmune
response arising from either the similarities between the vac-
cine and cardiac cell proteins, or the nonspecific inflamma-
tory response following vaccination.14 Studies evaluating the
pathophysiological mechanism of vaccine-related adverse
events could help identify subjects at risk of developing these
events.

Despite recent emerging literature supporting the temporal
association between cardiac manifestations and vaccination,
these findings are to be interpreted with caution as causality
cannot be deduced. Nonetheless, health authorities must
maintain vigilance through continued monitoring of serious
COVID-19 vaccine side-effects, with the Dengvaxia controversy
in the Philippines serving as a reminder.15 Population-based
studies might help elucidate if myocarditis and AMI rates are
higher in the vaccination era compared to prepandemic times.
For now, COVID-19 vaccines remain the cornerstone in our fight
against the contagion.

Conclusion

This pooled analysis of patients presenting with cardiac
manifestations following the COVID-19 vaccination highlights
the differences between myocarditis and AMI presentations in
temporal association with the COVID-19 vaccination.
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Supplementary material is available at QJMED online.
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