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Aims: 12-lead electrocardiogram (ECG) still represents the first line approach for car-
diovascular assessment even in patients with COVID-19. We therefore sought to
describe and compare ECG findings in three different hospital settings: intensive
care unit (ICU) (invasive ventilatory support), respiratory care unit (RCU) (non-inva-
sive ventilatory support) and Covid-19 dedicated internal medicine unit (IMU)
(oxygen supplement with or without high flow).
Methods and results: We retrospectively analysed the 12-lead ECGs of 1124 consecu-
tive patients hospitalized for respiratory distress and COVID-19 in a single III level
hospital. Age, gender, main clinical data and in-hospital survival were recorded. 548
patients were hospitalized in IMU, 361 in RCU, 215 in ICU. Arrhythmias in general
were less frequently found in RCU (16% vs. 26%, P< 0.001). Deaths occurred more
frequently in ICU patients (43% vs. 20–21%, P< 0.001). After pooling predictors of
mortality (age, intensity of care setting, heart rate, ST-elevation, QTc prolongation,
Q-waves, right bundle branch block, and atrial fibrillation), the risk of in-hospital
death can be estimated by using a derived score. Three zones of mortality risk can
be thus identified: <5%, score <5 points; 5–50% score 5–10, and >50%, score >10
points. The accuracy of the score assessed at ROC curve analysis was 0.791.
Conclusions: ECG differences at admission con be found in COVID-19 patients accord-
ing to different clinical settings and intensity of care. A simplified score derived from
few clinical and ECG variables may predict in-hospital mortality with a good
accuracy.
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Aims: During the COVID-19 pandemic in-person visits for patients with cardiac im-
plantable electronic devices should be replaced by remote monitoring (RM), in order
to prevent viral transmission. A direct home-delivery service of the RM communica-
tor has been implemented at 49 Italian arrhythmia centres.
Methods and results: According to individual patient preference or the organiza-
tional decision of the centre, patients were assigned to the home-delivery group or
the standard in-clinic delivery group. In the former case, patients received telephone
training on the activation process and use of the communicator. In June 2020, the
centres were asked to reply to an ad hoc questionnaire to describe and evaluate
their experience in the previous 3months. RM was activated in 1324 patients: 821
(62%) received the communicator at home and the communicator was activated re-
motely. Activation required one additional call in 49% of cases, and the median time
needed to complete the activation process was 15min (25th–75th percentile: 10–20).
753 (92%) patients were able to complete the correct activation of the system. At
the time when the questionnaire was completed, 743 (90%) communicators were reg-
ularly transmitting data. The service was generally deemed useful (96% of
respondents) in facilitating the activation of RM during the COVID-19 pandemic and
possibly beyond.
Conclusions: Home delivery of the communicator proved to be a successful approach
to system activation, and received positive feedback from clinicians. The increased
use of a RM protocol will reduce risks for both providers and patients, while main-
taining high-quality care.
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