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Reply to the letter entitled “Risk Stratification
and Timing for Invasive Approach in Patients
with non-STEMI”

We appreciate the supportive comments in the letter entitled “Risk
stratification and Timing for Invasive Approach in Patients with Non-
STEMI” in response to our original article entitled “Gender-Based
Outcome Differences for Emergency Department Presentation of Non-
STEMI Acute Coronary Syndrome” [1]. Current literature supports the
use of coronary angiography and revascularization for the majority
of patients with Non-ST-Segment Elevation Myocardial Infarction
(NSTEMI). Although the timing of coronary angiography and revas-
cularization remains controversial, we do agree that clinical features
and risk stratification play an important role in this decision. Still, we
believe shortening treatment delays including time to patient pre-
sentation, emergency department length of stay (LOS) as well as im-
portant clinical outcomes such as overall hospital LOS and mortality
remain important goals.

As we noted in the original article, this was a retrospective observa-
tional registry, did not include randomization andno long-termoutcomes
were available. Nevertheless, the registry is a large contemporary regional
MI database with 33 percutaneous coronary intervention centers which
provides important insights into contemporary therapy. Our results indi-
cate women present later, have longer emergency department LOS, and
are less likely to receive early intervention; all of which may contribute
to the higher in-hospital mortality which persisted even after adjustment
in age and co-morbidities. These results should encourage not only fur-
ther investigation, but also the development of NSTEMI protocols that en-
sure health equity for women.
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Comments on GEDI vs. CVP goal-directed fluid
resuscitation for COPD patients with septic
shock: A randomized controlled trial

To the Editor,

We have read the paper written by Jiangquan Yu et al. [1] with great
interest. A study was conducted to investigate the clinical effects of the
global end-diastolic volume index (GEDI)-oriented fluid resuscitation
on chronic obstructive pulmonary disease (COPD) patients with septic
shock, which resulted that the GEDI goal-directed fluid therapy did im-
prove clinical effects, but it could not reduce the mortality rate. We ap-
preciate the authors for their successful work. However, in order to
avoid misinterpretation, some points need be further discussed.

In this article, the authors didnot estimate the sample size. The sample
size is very important for a clinical research. If it is too small, a false nega-
tive result may be obtained even if the most rigorous study is performed.
If it is too large,more difficulties and unnecessary expenseswill be gener-
ated. In this paper, the sample-size calculation should be based on the as-
sumed volume of intravenous fluids administered during the first 6 h in
the CVP (central venous pressure)-oriented group of 1713 ml [2]. The
software of PASS (power analysis and sample size) is used. Thus, an en-
rollment of 130 patients would have a power of 80% (at a two-sided
alpha level of 0.05) to detect a 30% increase of fluids volume in the
GEDI-directed group, with allowance for a 10% loss to follow-up [3,4].

In this clinical study, the authors divided the COPD patients with
septic shock into the experimental group and the control group. The ex-
perimental group received GEDI goal-directed fluid resuscitation, while
the control group was given CVP goal-directed therapy. The value of
CVP was assumed to be 12, and the value of GEDI was 800 ml/m2 . Ac-
cording to Surviving Sepsis Campaign (2012) [5], the target value of
CVP should be 12–15 mm Hg for mechanically ventilated patients.
And the recognized target value for GEDI is 680–800 m/m2 .In this clin-
ical study, the authors selected the lowest value for CVP and the highest
one for GEDI. It may result in a low fluid capacity for the control group,
which is possible to bias experimental data.

According to surviving sepsis campaign: international guidelines for
management of sepsis and septic shock: 2016 [6], norepinephrine is rec-
ommended for booster drugs. Vasopressin (maximumdose 0.03U/min)
or epinephrine may be added to achieve the target mean arterial pres-
sure. Also, dopamine can be used as a replacement for norepinephrine
in specific patient populations (e.g., patients with low-risk risk of tachy-
arrhythmia/absolute and relative bradycardia). Dobutamine is recom-
mended for patients with continuous low perfusion despite adequate
fluid loading and vasoactive drugs are administered. Therefore, the au-
thor should list and compare the types and doses of all vasoactive
drugs, not just the dose of norepinephrine.

At last, we are sincerely grateful for Jiangquan Yu et al.'s fruitful work.
Although there are some minor issues that need to be further discussed
and improved, it is definitely still a very meaningful clinical study.

Funding

None.

Abbreviations: GEDI, global end-diastolic volume index; CVP, central venous pressure;
COPD, chronic obstructive pulmonary disease; PASS, power analysis and sample size.
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