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Letters to the Editor
Case Report:​ Second-Trimester Maternal 
COVID-19 Infection and Tetralogy of Fallot

Published online August 9, 2021.

To the Editor:​ A 28-year-old woman delivered 
a male infant at 39 weeks’ gestation after induc-
tion of labor. The infant had poor muscle tone 
and skin color at birth, with no respiratory effort 
or palpable pulses. Ventilation was initiated, 
and the pulse became evident with a heart rate 
of 120 beats per minute and oxygen saturation 
of 60%. The infant was intubated and stabilized 
with Apgar scores of 2, 3, and 4 at one, five, and 
10 minutes, respectively. The infant was emer-
gently transferred to the nearest tertiary care cen-
ter and diagnosed with tetralogy of Fallot despite 
normal prenatal sonograms from 12 to 38 weeks’ 
gestation.

The mother’s medical history included diet-
controlled gestational diabetes mellitus, obesity, 
and mild third-trimester preeclampsia. At 18 
weeks and four days’ gestation, the mother expe-
rienced mild congestion and cough with a loss of 
smell and taste sensation and was diagnosed with 
COVID-19 after polymerase chain reaction test-
ing. The mother’s second-trimester COVID-19 
infection and subsequent diagnosis of tetralogy 
of Fallot of her newborn raise interesting ques-
tions because of the normal fetal heart morphol-
ogy on routine ultrasonography.1

It is important to consider the possible effects of 
COVID-19 infection on fetal development as we 
learn more about the SARS-CoV-2 virus and its 
long-term consequences.2 COVID-19 has already 
been associated with other childhood cardiac 
pathologies such as myocarditis, heart failure, 
and arrhythmias.3 However, it has not been docu-
mented as a cause of congenital heart abnormali-
ties. Previous studies have shown that COVID-19 
infections during pregnancy can increase the risk 
of preterm birth, preeclampsia, cesarean delivery, 
and perinatal death.4 The outcome in this case 

report could be a coincidence;​ however, physi-
cians may want to monitor fetal development 
more closely in patients who contract COVID-19 
during pregnancy.2

There is an urgent need to further study and 
subsequently promote COVID-19 vaccines for 
patients of childbearing potential while we wait 
for additional evidence that maternal COVID-19 
may be associated with fetal congenital heart dis-
ease, as demonstrated in this case report.
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Administering COVID-19 Vaccines During 
Preparticipation Physical Examinations

Published online September 15, 2021.

To the Editor:​ During the SARS-CoV-2 pan-
demic, youth and interscholastic sports contacts 
have led to multiple outbreaks in and across 
communities. Breaking this chain of transmis-
sion is an essential public health measure for 
stopping the pandemic. Representatives from 
12 medical and sports organizations, including 
the American Academy of Family Physicians, 
the American Academy of Pediatrics, and the 
American Medical Society for Sports Medicine 
(AMSSM), worked together with the White 
House COVID-19 Response Team to develop a 
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consensus statement detailing the importance of 
COVID-19 vaccination for all athletes who are 
eligible to receive the vaccine and who do not 
have contraindications as an important tool to 
keeping “…students in the classroom, athletes in 
the game, and athletic teams on the field, while 
protecting our communities.”1 The representa-
tives recognized the critical role of primary care 
physicians in improving vaccine acceptance. The 
preparticipation physical examination (PPE) 
provides an excellent opportunity to promote or 
administer a COVID-19 vaccine.

Last year, the AMSSM published interim guid-
ance on PPE during the SARS-CoV-2 pandemic,2 
which was summarized in an American Family 
Physician Community Blog.3 In August 2021, they 
released updated interim guidance to address the 
administration of the COVID-19 vaccine during 
the PPE and to discuss vaccine hesitancy, tim-
ing, and guidance on specific athlete populations 
(including athletes who are immunocompro-
mised and individuals with other medical condi-
tions).4 The guidance provides information about 
reducing disparities in outcomes in medically 
underserved and marginalized populations, the 
rare complication of myocarditis following vacci-
nation, and other possible vaccine-related adverse 
effects. Although the medical home is consid-
ered the best place for a PPE, the guidance also 
addresses the possibility of incorporating a mass 
vaccination program with a mass PPE program. 
However, the vaccine should not be delayed until 
after the sports or competition season, and exer-
cise around the time of vaccination may improve 
immune function and response to the vaccine.

Physicians are encouraged to use the updated 
COVID medical history form and COVID physi-
cal evaluation form when performing PPEs.5
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Case Report: Disseminated HSV Infection 
in a Well-Appearing Neonate

To the Editor: A 12-day-old infant with no 
significant birth history presented with several 
1-mm grouped pustular lesions on erythematous 
bases on the back and right axilla, and vesicular 
lestions on the umbilicus (Figure 1). The patient 
looked well, and vital signs were within normal 
limits. There were no other symptoms or parental 
concerns. A physical examination was otherwise 
unremarkable. Complete blood count, metabolic 
panel, and urine analysis results were within 
normal ranges. The erythrocyte sedimentation 
rate was mildly elevated at 26 mm per hr (refer-
ence range = 0 to 10 mm per hr). Swabs were col-
lected for a bacterial culture and herpes simplex 
virus (HSV) polymerase chain reaction (PCR). A 
Tzanck test was performed, which found multi-
nucleated giant cells and viral cytopathic effect. A 
lumbar puncture was performed, and cerebrospi-
nal fluid studies showed a mildly elevated protein 
of 65 mg per dL (reference range = 15 to 45 mg per 
dL) with no pleocytosis. The patient was admitted 
to the hospital and administered empiric ampicil-
lin, ceftazidime (Fortaz), and acyclovir. 

Urine, blood, and lesion cultures had no bac-
terial growth after 48 hours. The HSV PCR of 
skin and plasma was positive for HSV-1. HSV-1 
and HSV-2 were not detected in the PCR of cere-
brospinal fluid. The patient completed a 14-day 
course of intravenous acyclovir and was dis-
charged with oral suppression therapy.

Neonatal HSV infections are classified into 
three subtypes: localized with skin, eye, or mouth 
disease; localized central nervous system disease; 
and disseminated multi-organ involvement.1 
Skin, eye, or mouth disease presents at 10 to 11 
days after birth with groups of discrete vesicles 
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on erythematous bases. These lesions coalesce 
into clusters, differentiating this infection from 
erythema toxicum neonatorum.2

A skin examination revealed grouped vesicles 
on the umbilicus, which are morphologically 
different from the more typical HSV lesions of 
grouped pustules on an erythematous base found 
in other areas. Early diagnosis of neonatal HSV 
and adequate antiviral treatment have lowered 
the percentage of patients with a developmental 
delay because of skin, eye, or mouth disease from 
25% to less than 2%.3

Tzanck smear with Giemsa stain is an inex-
pensive test for rapid detection of HSV infection. 
Although the Tzanck test has lower sensitivity 
than PCR, a positive Tzanck smear with multinu-
cleated giant cells and viral cytopathic changes is 
100% specific for HSV infection.4 For this patient, 
a Tzanck smear expedited the initiation of anti-
viral therapy before PCR results were available.
The authors thank Dr. Jeremy D. Jackson for over-
sight and comment on the Letter to the Editor.
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Previous ECG Criteria (Including STEMI 
Criteria) Overlook Too Many Acute MIs 
Due to Acute Coronary Occlusion

Original Article: Acute Chest Pain in Adults: Outpa-
tient Evaluation

Issue Date: December 15, 2020

See additional reader comments at: https://www.
aafp.org/afp/2020/1215/p721.html

To the Editor: The article by McConaghy and 
colleagues does not address the importance of 
the initial electrocardiogram (ECG). The article 
addresses the assessment and management of 
patients who present to a primary care setting 
for chest pain; however, the first word in the title 
of this article is “acute,” which indicates the very 
different concern of assessing the patient for acute 
coronary syndrome (ACS). Assuming the patient 
is hemodynamically stable, the most important 
initial assessment tool for a patient with acute 
chest pain is the first ECG, performed as soon as 
possible after the patient presents for evaluation. 
Although most patients with true “acute” chest 
pain present to an emergency department—cli-
nicians working in primary care settings will, on 
occasion, be the first to evaluate a patient with 
true ACS, and they must be ready for the occa-
sional patient who presents to an ambulatory set-
ting with an acutely evolving event.

The article states that ECG findings on this 
initial ECG in the office that “…increase the 
likelihood of ACS include ST segment elevation, 

FIGURE 1

Rash consisting of multiple grouped pustular lesions on erythematous bases located on the (A) back and (B) right 
axilla, and (C) vesicular lesions on the umbilicus.
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new-onset left bundle branch block, presence of 
Q waves, or new T-wave inversions.” The single 
reference cited for this statement was written in 
1983 and is outdated.1,2 Physicians must look for 
acute ECG changes of any kind that temporally 
occur in association with a history of new or 
recent chest pain. While impossible to fit into a 
single paragraph the constellation of ECG find-
ings that suggest a patient with a history of “acute” 
chest pain requires immediate hospitalization 
to promptly rule out an acute event—the con-
cept is to assess “patterns of leads,” including ST 
segment depression, reciprocal changes in other 
lead areas, and a series of other ECG findings 
that, taken together, suggest recent or acute cor-
onary disease.1,2 Limiting oneself to looking for 
ST elevation, new T-wave inversions, left bundle 
branch block, and/or Q waves misses a significant 
proportion (if not the majority) of patients with 
“acute” chest pain who may have ACS (including 
acute or recent coronary occlusion) and who need 
immediate evaluation.1,2
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In Reply: We appreciate Dr. Grauer’s comments. 
Our article intended to provide an overview of 
the most common causes of chest pain. Although 
a minority of patients presenting with chest pain 
to primary care clinics have a life-threatening 
cause,1 ruling out acute coronary syndrome 
(ACS) is essential. Twelve-lead electrocardiogra-
phy (ECG) is the most critical initial outpatient 
diagnostic test to evaluate patients presenting 
with chest pain. As indicated in Dr. Grauer’s let-
ter, several ECG patterns in addition to those we 
highlighted may be indicative of ACS, including 
reciprocal ST segment changes and ST segment 
depression. Another ECG finding that could be 
important is Wellens syndrome, which is a bipha-
sic or deeply inverted T-wave in the precordial 
leads (commonly V2-V3).2 Wellens syndrome 

may indicate critical stenosis of the left anterior 
descending artery. 

The article by Aslanger, et al., referenced in 
Dr. Grauer’s letter to the editor, highlights that 
cases of acute coronary occlusion (ACO) are 
missed using the classic definition of ST segment 
elevation.3 The article notes that “…minor STE 
[ST-segment elevation] not fulfilling STEMI 
[ST-segment elevation myocardial infarction] 
criteria, STE disproportionate to preceding QRS, 
unusual patterns with contiguous leads showing 
opposite ST deviations and some patterns not 
showing STE at all” may correlate with ACO.3 
Therefore, several ECG changes may indicate 
ACO. Although identifying more subtle ECG 
changes is important, the practical utility of that 
approach in patients presenting to the outpatient 
primary care setting is unclear. In the review by 
Aslanger, et al., the ECGs were reviewed by two 
cardiologists more experienced in interpreting 
ECGs than the average physician. The authors of 
the study note that “…ECG classifications may 
change significantly according to the experience 
of ECG interpreters. An obstacle to the wide-
spread application of the ACOMI [acute coronary 
occlussion myocardial infarction]/non-ACOMI 
concept is its dependence on better ECG inter-
preting skills, which may be hard to achieve in 
the real clinical world, but this is an unavoidable 
necessary step for improvement.”3 Widening the 
criteria for ECG changes that suggest a cardiac 
cause of acute chest pain will likely increase the 
sensitivity of identifying ACO but may reduce 
specificity and increase false positives.
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Management of Syphilis in People 
with HIV Infection

Original Article: HIV Infection in Adults: Initial 
Management

Issue Date: April 1, 2021

Available at: https://www.aafp.org/afp/2021/0401/
p407.html

To the Editor: The article by Drs. Goldschmidt 
and Chu comprehensively covered the initial 
management of adults with HIV infection. There 
is a difference in the management of syphilis in 
people with HIV infection that may be beneficial 
for readers to note. The number of primary and 
secondary syphilis cases reported in the United 
States has been increasing, reaching 35,063 cases 
(10.8 cases per 100,000 population) in 2018, which 
is a 71% increase from 2014.1 The recommended 
treatment for primary and secondary syphilis 
is a single dose of intramuscular penicillin G 
benzathine, 2.4 million units, regardless of HIV 
infection. Clinical and serologic responses to 
treatment are similar except for a slower serologic 
response in people with HIV infection.2 However, 
follow-up management of syphilis in people with 
HIV infection differs from that in people without 
HIV infection.3

The Centers for Disease Control and Preven-
tion (CDC), the National Institutes of Health, 
and the HIV Medicine Association of the Infec-
tious Diseases Society of America issued a clini-
cal practice guideline for opportunistic infections 
and sexually transmitted infections, including 
syphilis.4 The guideline recommends that clini-
cians clinically and serologically reevaluate peo-
ple with HIV infection at three, six, nine, 12, and 
24 months after treatment for primary or second-
ary syphilis instead of at follow-up evaluations at 
six and 12 months after therapy in those without 
HIV infection.
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In Reply: We appreciate Dr. Sonoda’s important 
reminder about follow-up testing intervals for 
primary and secondary syphilis in people with 
HIV. Our article focused on initial management 
and did not go in-depth on follow-up protocols 
for the range of co-occurring conditions and 
infections that can be identified with a base-
line evaluation of people newly diagnosed with 
HIV. The 2021 updated CDC Sexually Transmit-
ted Infections Treatment Guidelines have been 
released.1 These guidelines provide HIV-specific 
screening, diagnosis, treatment, and follow-up 
recommendations, which can differ for peo-
ple with HIV. The section on “Syphilis Among 
Persons with HIV Infection” lists the follow-up 
intervals for primary or secondary syphilis as 
noted by Dr. Sonoda. 
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