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Introduction:
The COVID-19 Pandemic is an unprecedented international medical challenge. Although the worldwide patient number is
extensive by now there are few published evidence-based recommendations and most of the limited literature describes or
reports anecdotal experience or expert recommendations. The Saudi Arabian Cardiac Intervention Society (SACIS) is making
the following recommendations in order to guide hospitals, physicians and other members of the healthcare team on best
available practices that are applicable to our country and that will not only ensure optimum patient care delivery but also
protect healthcare workers from the risk of infection and to aid national effort in containing and managing this pandemic
in Saudi Arabia.
This document will provide guidance focused on Acute Coronary Syndrome Management. It must be emphasized and
understood that this is evolving subject and a moving target which will need further updates with the passage of time.

Triaging patients:
Patients will either have confirmed COVID-19 illness with or without pneumonia or have low or high risk of having the infection
based on triage with no confirmation. As the number of confirmed cases in the community increases the reliability of triage is
expected to decrease in separating low-risk from high-risk individuals when they are free of symptoms.
Patients are being triaged based on Saudi Center for Disease Prevention & Control (SCDC) Weqaya visual Triage form
(Appendix 1) where a score of 5 is given to history of travel to areas with presumed ongoing community transmission
of COVID-19, or any updated information added on CCC website: moh.gov.sa/CCC/healthp/regulations/Documents/
SuspectedCO VID19Supplement.pdf OR a close physical contact in the past 14 days prior to symptom onset with
a confirmed case of COVID-19 OR working in or attended a healthcare facility where patients with confirmed COVID-19 were
admitted. In addition, a risk score of 1 each is given if any of the following is present; Fever, Cough
(new or worsening), Shortness of breath (new or worsening) or Sore throat and/or runny nose. The score therefore can be
as low as zero or as high as 9. However, COVID-19 testing is to be done only according to case definition. Therefore,
cases suspected to be high risk COVID-19 if they score 5 or more. Low risk COVID-19 must score 4 or less. In addition any case
fulfilling the updated case definition designated as suspected COVID-19 patient (Appendix 2) will be designated
as high risk COVID-19 suspected patient.

General recommendations:
1- Triage should take place in the ambulance if possible or
in a dedicated area in the emergency room according
to each hospital infection control policy.
2- It is recommended to limit movement of confirmed
cases or those who are at high risk to the absolute
minimum and to take full precautionary measures
to adequately isolate the patient during the transfer
process according to infection control policies in
each hospital and where possible to use separate
or dedicated lifts, corridors to limit contact with
staff, other patients or visitors and to appropriately
clean these areas afterwards.
3- It is recommended to allocate one Cath lab room in
each institution to be the COVID-19 cath lab. In
hospitals where only one cath lab exists the hospital
have to assess ris versus benefit before a confirmed
or a high-risk COVID-1 suspected case is taken to
the cath lab for any procedure.
4- It is recommended to use the negative pressure
cath lab rooms (if available). If not available
a portable HEPPA filter should be placed near
the patient head inside the procedure room and
to do terminal cleaning after each confirmed
or suspected COVID-19 case where risk is high.
5- All Cardiac cath lab personnel must use the
personal protective equipment PPE as recommended
in Appendix 3a.
6- It is recommended that all hospital staff involved
in the care of cardiac patients shall perform appropriate
training and or drills in order to be fully ready to deal
with real incidents.

Care of Patients with Acute STEMI: (Figure 1)
A. All Patients with confirmed COVID-19 illness or suspected high-risk COVID-19 patients or low risk COVID-19 patients with
inferior or limited lateral or limited posterior STEMI shall be treated with thrombolytic therapy if no contraindications exist.
B. Confirmed COVID-19 or suspected high risk COVID-19 patients with contraindications to thrombolysis shall be treated
medically.
C. No rescue PCI shall be considered for low risk STEMI patients.
D. High risk STEMI patients who did not show signs of reperfusion may be considered for rescue PCI after careful evaluation
of risk and benefit by the interventional cardiologist.
E. Those confirmed COVID-19 or suspected high risk COVID-19 patients who are in cardiogenic shock or in cardiac arrest
should not be taken to the cath lab.
F. In patients where the triage risk score is 4 or less and their STEMI is considered high risk such as anterior in location,
or associated with bundle branch block or heart block, or recurrent ventricular arrhythmias then primary PCI with all
infection control procedure and PPE as recommended above may be undertaken.
G. COVID-19 confirmed patients with pneumonia and High-risk STEMI should be treated with Fibrinolysis and to continue
medical therapy only. These constitute an extremely high-risk group for infectivity and mortality and therefore should
not be taken to the cath lab.
H. All STEMI patients that did not undergo coronary angiography during the acute phase of their illness may undergo
diagnostic Cardiac Catheterization not less than 5 weeks after complete recovery from COVID-19 infection or earlier
if the infection has been definitively excluded.
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Care of Patients with Acute NSTEMI:
1- All Patients with confirmed COVID-19 illness or suspected
high-risk COVID-19 patients shall be treated medically. If any
of these patients have refractory symptoms in spite of maximal
medical therapy, heart failure, shock or ventricular arrhythmias
then they may be considered to be taken to the cath lab for
high risk PCI since these patients may not undergo CABG till
they have recovered from the infection or they have been
confirmed as non-infected. The interventional cardiologist
must evaluate the risk and benefit for each case individually.
2- Low-risk COVID-19 suspected cases with NSTEMI should
be treated as usual and Cardiac Catheterization according
to the clinical situation.
Limit hospital stay to 24-48 hours for these patients

Care of Patients presenting to hospitals with No Cath Lab:
1- Patients with confirmed COVID-19 illness or suspected high-risk COVID-19 patients presenting with STEMI shall be treate
with thrombolytic therapy at local hospital and managed medically and not transferred since the risk of transmission to
healthcare workers during the transfer outweighs any expected benefit.
2- Patients with low risk suspected COVID-19 presenting with high risk STEMI will be treated with thrombolytic therapy.
If they do not re-perfuse, they may be considered for transfer after careful assessment of risk and after discussion with
interventional team in cath lab hospital. Low risk STEMI shall not be transferred.
3- All patients with NSTEMI presenting to non-cath lab hospitals shall be treated medically.
4- Avoid any transfer of patients unless necessary and that it can be undertaken with no risk to the transfer staff or patient.

APPROACH TO PATIENTS WITH SUSPECTED OR CONFIRMED COVID-19 INFECTION:
In patients with suspected or confirmed COVID-19 infection, we recommend the following measures:
• Consider procedures involving airway and/or esophageal manipulation as very high risk.
• Allow only essential staff to enter the lab.
• Keep doors shut at all times.
• Prepare drugs before patient entry to the lab.
• Avoid leaving the lab with contaminated equipment (eg, gown, gloves, mask, etc.) to collect material
(eg, stents, catheters, etc) and consequently try to predict the necessary material as much as possible

Recommended steps for moving patients from the gurney to the operating table
Staff responsible for transferring patients with COVID-19 infection from the gurney to the operating table must wear previously
placed individual personal protection equipment, including fluid-impermeable gown, cap, cuff-covering gloves, goggles and
N95 mask. On finishing the transfer, staff must undress according to the undress protocol in appendix 3b, remembering not to
remove the mask under any circumstances while inside the lab.

Lab cleaning
We recommend the following cleaning measures:
Labs should be cleaned by following specific procedures for contact and drip isolation in each center. For example, by using
sodium hypochlorite at a concentration of 1000 parts per million, leaving it in contact with the surface for 5 minutes. Cleaning
cloths should be discarded (disposable). Cleaners should be equipped with personal protection equipment. After lab
cleaning, consider cleaning all areas where the infected patient has been in contact. Labs should be cleaned at least 1 hour
after the procedure, rather than immediately, to allow aerosol deposition. This should be done in conjunction with each
hospital internal policy and any updates from Ministry of Health or Saudi Center for Disease Control and Prevention.
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