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and pre-existing heart failure with
reduced ejection fraction are potential
confounders.7 Patients included in this
study may possess favorable clinical
profiles which allowed for the use of
NOAC, or did not have concomitant
co-morbidities that require warfarin.
Thus, the cases studied may only rep-
resent a select population and the
results may not be generalizable to the
entire population of LV thrombus
patients. By extension, the authors
could perhaps provide supplemental
data on the reasons why these patients
were started on NOAC rather than
warfarin, which may be of use to clini-
cians in similar situations.

All in all, whereas limitations
inherent to the nature of observational
studies exist, this study by Fledder-
mann et al is a welcoming addition to
the current literature and advances our
understanding of NOAC use in LV
thrombus treatment.
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On the QT
The significant study concerning the
QT interval in atrial fibrillation as pre-
sented by Tooley et al1 adds meaningful
information to a complicated and still
somewhat enigmatic subject. They con-
clude that the value of their study indi-
cates that atrial fibrillation in itself is
not causative of an abnormal QTc and
that the differences between QTc in
atrial fibrillation and sinus rhythm exist
because of imperfect heart rate correc-
tion formulas. It is common knowledge
that the use of Bazett’s formula
(QTc = QT/RR 0.5) has minor limita-
tions, especially at the higher and lower
heart rates of correction. It is still the
most utilized “standard” by the cardiol-
ogy community. It is accepted that in
determining the QTc, the Bazett for-
mula tends to overcorrect the interval at
high heart rates and undercorrects it at
low heart rates. The importance of their
second opinion, that by carefully using
the correction methods described by the
authors, more definitive decisions can
be made with respect to therapy for or
against the use of specific antiarrhyth-
mic drugs if contemplated. It is interest-
ing that the authors found negligible
difference between the manual and
computer-derived versions of the QT
interval. The errors of computer elec-
trocardiography are well known and
significant.2 These errors have been
noted primarily in the clinical interpre-
tation − rhythm, depolarization and
repolarization, wave forms, and other
specific idiosyncrasies. The accuracy of
conduction times (PR, QRS, and QT)
has not been given the same attention.
It is not unusual to find two different
conclusions on the same patient, the
same day and same electrocardiogram
(ECG) recorder. Similarly, the same
holds true from one ECG recorder to
another and one program to another.
Cardiologists are intimately aware of
the difficulties in separating and diag-
nosing the genetically − induced forms
of the long QT syndrome from those
medically acquired. Even more diffi-
culty can arise when both are simulta-
neously present. The QT interval can
normally vary from lead to lead (50 to
65 ms) due to inherent QT dispersion
just as it can during the same day, other
days or from program and instrument
differences. In a timely editorial, Conti
stated “computers don’t often measure
the QT interval accurately, and for any-
one concerned about QT prolongation,
that it be measured by hand.”3 Another
perplexing problem and question
relates to the significance of depolariza-
tion conduction time and its influence
on the prolonged QT interval. Is its
presence of greater, lesser, or of irrele-
vant significance and consequence as
an additional contribution? This would
include the various time durations and
forms of left- and right bundle branch
block, and nonspecific intraventricular
conduction delays. For example, a
patient with a QTc of 544 ms and a
QRS of 152 ms (left bundle branch
block). Assuming a top normal ventric-
ular conduction time as 100 ms, there is
a 52 ms contribution of additional time
to the QTc caused by depolarization
which if subtracted from the total QTc
results in a QTc of 492 ms. This obvi-
ously poses the question as to whether
or not conduction delays in the QRS
complex (depolarization) have the
same or lesser relevance as those in the
ST-T segment (repolarization) in terms
of the abnormal QTc prolongation?
This would of course, only apply to
nonchannelopathy, medically acquired
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QTc prolongation. Unfortunately the
difference between life and death really
can be measured in milliseconds!
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Noninvasive Mechanical
Ventilation in
Combination With
Propofol Deep Sedation

in Left Atrial Ablation

Procedures: Yes, But

Should

Be Cautious
We read with great interest the study
by Vevecka et al1 where the effective-
ness of the combined use of noninva-
sive mechanical ventilation (NIV) and
deep Propofol sedation during ablation
procedures was determined. We con-
gratulate the authors and agree that Pro-
pofol sedation may be the right choice.
However, some aspects in this study are
not adequately explained in context to
both sedation and methodology, which
needs serious consideration.

The sedation assessment in the meth-
odology needs critical attention.
Although authors have presented the
data of total Propofol in different groups,
their effect was not objectively assessed,
and we believe the bias of varying seda-
tion level and drug dose cannot be
denied. Use of either processed electro-
encephalographic based or at least one
sedation scale has given objectivity.2

Moreover, drug dose per kilogram of
body weight will be more informative.

Similarly, although the authors have
used gasometry at 30 minutes apart, it
is felt that the hypoventilation assess-
ment was not adequate. End-tidal capn-
ometry during NIV or nasal cannula
oxygen supplement is not very reliable
and needs alternative techniques.3

Hypoventilation is also poorly associ-
ated with peripheral oxygen desatura-
tion.4 Therefore, the information on
how the authors monitored hypoventila-
tion continuously will be necessary for
readers to assess and accept the results.

Furthermore, the basis for choosing
the indication of NIV for respiratory
depression with pH <7.25 and pCO2 >
50 mm Hg needs more explanation and
back-up by evidence. As the context
condition resembles acute hypercapnic
respiratory failure and respiratory aci-
dosis, we believe that the use of the
British Thoracic Society/Intensive Care
Society guideline for ventilatory man-
agement for acute hypercapnic respira-
tory failure or so would have given
more objectivity and acceptability.5

This is very important, because, chang-
ing the indication for NIV has the
potential to change the result. More-
over, a good number of patients had
obstructive sleep apnea. It is unknown
if any of these patients already used
NIV or continuous positive airway
pressure that could make the results
more objective.

Upper airway permeability and NIV
settings have a critical relation. The
interaction of sedation on the patency
of the respiratory tract should be con-
sidered, especially in patients with
increased airways resistance and prone
to tongue base collapse and obstruction
as in obstructive sleep apnea.6,7 More-
over, Propofol sedation even with sub-
hypnotic doses impairs the pharyngeal
muscle function,8 and makes the patient
vulnerable for bronchoaspiration; deep
sedation increases the gravity of the sit-
uation. Therefore, the information
whether authors have considered the
settings for back rate inspiratory and
expiratory ratios, preventive measures
for aspiration, etc are crucial.

The authors have given a new
dimension to the deep Propofol seda-
tion by nonanesthesiologist; however,
before we apply the results in clinical
practice, further study with proper pre-
anesthetic evaluation, monitoring, stan-
dard definition, and a multidisciplinary
team involving anesthesiologists as
well, will be required.
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