LETTERS TO THE EDITOR

However, 10% higher values of the
QTc in cases are well beyond what
could be ascribed to measurement
error. In fact, to illustrate this point,
there are clinically established 2.5%
higher values of the QTc in women
compared with men (upper limits
of normal, 450 ms in women vs
440 ms in men).5 We agree that potential mechanisms by which serum
calcium levels may affect SCA risk
are poorly understood, but our ﬁndings should serve as an impetus for
efforts to improve the understanding of this phenomenon. In this
context, it is important to recognize
that differences in serum calcium
values in the “clinically normal”
range could still have implications
for pathophysiology. Today, the
general consensus in the ﬁeld for
mechanisms of the SCA complex
trait is that there are likely to exist
multiple overlapping substrates,
risk factors, and triggers. How can
we exclude the possibility that
moderately lower serum calcium
could be a risk modiﬁer? In fact,
one of the reported associations between low magnesium levels and
SCA that Husain et al refer to was
also in the “clinically normal”
range.4 Moreover, none of these previous studies were able to adjust for
serum calcium values. We could not
adjust for magnesium levels but did
account for other potential confounders including potassium levels,
hypothyroidism, diabetes, creatinine
clearance, use of diuretics, and left
ventricular ejection fraction, and
the association between serum calcium level and SCA remained
robust.
We remain excited about the
potential mechanistic and risk
stratiﬁcation implications of reporting this new association but
certainly do not advocate for acting
on these ﬁndings in terms of health
promotion or SCA prevention
without
considerable
further
investigation.
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Cardiac Compromise in
Zika Virus Infection
To the Editor: We have read with interest the case report of Schwartzmann
et al1 reporting a single case of Zika virus (ZIKV) meningoencephalitis, but
also with ZIKV propagation to other
organs, including the heart. As in other
arboviral diseases (dengue and chikungunya),2-4 cardiovascular disorders
such as arrhythmias, among others,
are being observed in previously
healthy cases. But there is a lack of
publications assessing it. We take this
opportunity to discuss 2 cases of pregnant women from an endemic area
(Sucre, Colombia), with conﬁrmed

ZIKV infection who presented with
cardiovascular and electrocardiographical (ECG) alterations (myocarditis).
Case 1. Age 30 years, 34.2 gestational weeks, presenting with rash
and pruritus. Zika-RT-PCR positive,
negative for dengue and chikungunya. Her ECG showed a sinusal
tachycardia with a prolonged QTc
(associated with Torsade de Pointes)
(using Bazett formula) (Figure A).
Cardiac enzymes were negative. At
the echocardiogram, 200 cc of pericardial ﬂuid was found. She had not
presented with cardiovascular disease
earlier. After 2 weeks, ECGs and
echocardiograms were normal.
Case 2. Age 25 years, 10.1 gestational weeks, presenting with rash
and pruritus. Zika-RT-PCR positive,
negative for dengue and chikungunya. Her ECG showed a left anterior
hemiblock (Figure B). At the echocardiogram, 300 cc of pericardial ﬂuid
was found. Cardiac enzymes were
negative. She had not presented
with cardiovascular disease earlier.
After 2 weeks, ECGs and echocardiograms were normal.
The ECG alterations were seen in
patients, previously healthy and
young patients, as well as also reported recently in congenital cases.5
Although a large epidemic of ZIKV
has affected the Americas, there is a
lack of literature about cardiovascular
manifestations in adult patients with
ZIKV infection, including those who
are pregnant. This would lead to prospective systematic ECG assessments
in patients with ZIKV infection.4 As
has been recently proposed with
chikungunya, in patients with
suspicion of ZIKV infection, cardiovascular assessment and ECG should
be routinely performed, especially in
pregnant women.
Although this case report has
limitations, it would be the ﬁrst in
the Caribbean region of Colombia
and in the country, adding evidence
that ECG alterations in patients with
conﬁrmed ZIKV infection would
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FIGURE. Electrocardiographical alterations in case 1 (A) and case 2 (B).

occur. We agree with Schwartzmann
et al1 regarding the relevance of ZIKV
infection as a global public health
emergency still with limited available
information about ZIKV infection
with neurologic and cardiovascular
involvement in immunocompromised
patients, including those who are pregnant. Prospective studies are necessary
to establish the relative frequency of
cardiovascular and ECG alterations in
patients with ZIKV infection.
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In ReplyeCardiac
Compromise in Zika
Virus Infection
To the Editor: We read with interest
the letter from Villamil-Goméz
et al,1 which reinforces the possibility
of frequent subclinical cardiovascular
involvement in Zika virus (ZIKV)
infection, especially in immunocompromised patients.
The 2 cases reported by VillamilGoméz et al are suggestive that
ZIKV can frequently affect the heart,
as shown by electrocardiograhic
changes and pericardial effusion by
echocardiogram, but without clinical
manifestations of the cardiac involvement. It is relevant to consider that

with the lack of documentation of
ZIKV presence in heart tissues, the
described changes could also be part
of a systemic inﬂammation response
and not be due to a direct virus
aggression. Nevertheless, this kind of
report raises the possibility that
ZIKV infection could be more
frequently associated with subclinical
cardiac involvement than previously
suspected, demanding prospective
studies to investigate this hypothesis.
In our previously reported clinical
case,2 the patient had undergone
cardiac transplantation and was on
immunosuppressive therapy previously to the ZIKV infection. During
the course of the infection, because of
the suspicion of ZIKV meningoencephalitis, we were forced to withdraw the
immunosuppressive therapy and the
patient unfortunately died as a consequence of acute cardiac rejection and
circulatory shock. Therefore, in our
previous case, there was no clear
evidence of ZIKV infection directly
affecting the heart.
In conclusion, there is preliminary evidence suggesting that ZIKV
infection may affect other organs
besides neurologic involvement and
its impact could be even more
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