
Fever and Brugada electrocardiographic pattern.

Response

Fiebre y patrón electrocardiográfico de Brugada. Respuesta

To the Editor,

First of all, we would like to thank Miranda-Arboleda et al. for

their interest in our article.1 Their thoughtful comments have given

us the opportunity to clarify certain clinical aspects of our case that

could affect its interpretation.

Indeed, the case report describes electrocardiographic (ECG)

findings consistent with a Brugada pattern in the context of fever

and clinical findings compatible with COVID–19-associated

multisystem inflammatory syndrome in children (MIS-C). The

pattern, however, persisted for approximately 4 days after the

fever had subsided. While fever is a precipitating factor for ECG

abnormalities in Brugada syndrome, afebrile patients with this

disorder often have normal findings.2 The Brugada pattern

disappeared on day 5 of admission, although the ECG did show

repolarization abnormalities, possibly indicative of myocardial

involvement.

MIS-C can cause inflammation and myocardial involvement3

with reduced ejection fraction and increased N-terminal pro-B-

type natriuretic peptide (NT-proBNP) and troponin levels (ob-

served in our patient). This myocardial involvement could be in

keeping with conditions that have been linked to Brugada

phenocopy. The improvements in cardiac function and clinical

and biochemical parameters (reduction in NT-proBNP and tropo-

nin levels) in our patient all coincided with the disappearance of

the Brugada pattern.

Because the boy had a Brugada type 1-like pattern that resolved

on improvement of the acute inflammation, in addition to a

negative flecainide challenge and genetic study and, above all, a

very low pretest probability of Brugada syndrome (no compatible

clinical manifestations or family history of the syndrome), we

believe he met al.l the criteria for Brugada phenocopy. We also

believe, however, that close long-term monitoring is warranted,

and if the patient shows any additional symptoms, we will, as

suggested, perform a provocation test with incremental doses of

sodium channel blockers, assuming of course that the benefits

outweigh any possible risks.
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Clinical management in cardiology. Extended

hospitalization

Gestión clı́nica en cardiologı́a. La hospitalización extendida

To the Editor,

Care outcomes in cardiology inpatient units do not depend

exclusively on their internal functioning. The main quality

indicators of hospitalization units are determined by the influence

of external factors that are dependent on other cardiology service

units, other hospital services, the emergency department, or the

organization of care for chronic cardiovascular disease.1 From this

perspective, it seems reasonable to suggest that it should be the

hospitalization units themselves that, by extending their bound-

aries, promote and participate in the implementation of strategies

to positively influence these factors. This approach is what we

define as ‘‘extended hospitalization’’ (figure 1).

Within the service itself, cardiology hospitalization units

should ensure the prompt performance of complementary tests

by managing delays and establishing agreements and

prioritization criteria with the imaging, electrophysiology, and

cardiac catheterization units. The cancellation of scheduled

diagnostic and therapeutic procedures should be minimized,

because, in addition to interfering with the effectiveness and

efficiency of health care, it has relevant negative implications for

the patient’s perception of service quality and is a frequent cause of

complaints. Promoting bedside echocardiography by physicians in

the hospitalization unit avoids patient travel, improves satisfaction

and the doctor-patient relationship,2 and reduces the workload of

the imaging units by reserving their participation for doubtful or

more complex cases. In addition, it provides enormous educational

value, because it allows the immediate establishment of correla-

tions with exploratory findings. This aspect facilitates the

improvement of these skills which, sadly, are currently in disuse.

These advantages can be extended to the use of techniques such as

signal-averaged electrocardiography or vectorcardiography,

whose use, despite their proven clinical benefit, is unjustifiably

marginal.

Beyond the boundaries of the cardiology department, the

establishment of rapid and efficient cardiology care in the
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emergency department by hospitalization unit physicians reduces

the need for hospitalization by avoiding unnecessary admissions

and shortening hospital stays, given that specialized assessment of

patients is guaranteed from the early stages of hospital care.

Interdepartmental consultation in hospitals, a role model service

for the rest of the hospital, is a complex medical activity with high

health care value, and should therefore be promptly and efficiently

performed. Prioritizing interdepartmental consultation among

hospitalization units, while committing to promptness and

efficiency, projects an image of excellence to the rest of the

hospital’s specialties, promotes a positive feedback effect regard-

ing the resolution of requests from the cardiology service, and

establishes an ideal platform for the development and integration

of multidisciplinary units.

During the discharge process, it is essential to systematize the

clinical report, which must be accurate, concise but complete,

reliable, objective and, above all, clear and intelligible. The use of

acronyms and abbreviations should be minimized or avoided and

never be used in diagnoses and recommendations because they

contribute nothing to the quality of care, beyond saving the person

Figure 1. Strategies to reduce the number of hospital stays.

Figure 2. Concept and areas of application of extended hospitalization strategies.
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preparing the report a certain amount of effort. In its preparation, it

should be taken into account that it is aimed at patients, caregivers,

primary care physicians, other cardiologists, other specialist

physicians, and coders, and should be of use to all of them. At

the time of discharge, it should be ensured that prescribed

medications are reconciled with those already taken by patients,

and that patients and caregivers should fully understand the

therapeutic recommendations and the adjustments that have been

established in their medication list.

Finally, strategies should be developed to minimize read-

missions. Continuity of care and early discharge can be facilitated

and guaranteed by providing a telephone number and contact

person to resolve questions or communicate incidents arising in

the first few weeks after discharge, having an ‘‘open door’’ policy,

and providing early consultation after discharge by the cardiol-

ogists who attended the patient during admission.

In conclusion, given that hospital admission generates large

amounts of knowledge about the health of patients that we should

capitalize on, progress must be made toward hospitalization units

extending their boundaries and committing to the development of

strategies to improve quality of care, guarantee continuity of care,

and reduce the need for hospitalization (figure 2).
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clı́nica en el área cardiovascular. Medir para mejorar Rev Esp Cardiol. 2021;74:8–14.

2. Narula J, Chandrashelkhar Y, Braunwald E. Time to add a fifth pillar to bedside
physical examination Inspection, palpation, percussion, auscultation and insonna-
tion. JAMA Cardiol. 2018;3:346–350.

https://doi.org/10.1016/j.rec.2021.12.007
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