
between age groups. This could not be expected, since
the EEG significantly changes with brain maturation
until the age of five.5 The 50% failure rate to obtain
awake NI data in infants and children as a result of
artefact rejection during EEG processing appears to
be problematic.

Now as before, reliable assessment of anesthetic
depth in infants and children remains an unsolved
problem. The results of our study give promise for use
of the NM in children but are no more than a first step
on the way to validation of the NI in pediatric
patients.
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Atropine-triggered idiopathic ventricu-
lar tachycardia in an asymptomatic
pediatric patient

To the Editor:
Although idiopathic ventricular tachycardia (VT) in
pediatric patients is not uncommon,1 it might acciden-
tally be elicited in an undiagnosed and asymptomatic
patient during induction of anesthesia. We present a
nine-year-old girl who was scheduled to undergo bilat-

eral myringotomy with tube insertion. Due to her
young age and unremarkable past history, a routine 12-
lead electrocardiogram (ECG) was not required.
Preoperative physical examination revealed no cardiac
murmur or cyanosis. Baseline blood pressure and heart
rate were 102/49 mmHg and 80 beats·min–1, respec-
tively. Unexpectedly, episodes of ventricular premature
contractions (VPC) with bigeminy or trigeminy cou-
plets were noted on the ECG before induction. The
patient did not feel uncomfortable but was clearly anx-
ious. Normal sinus rhythm resumed spontaneously 15
min later. After discussing with her family and surgeon,
we decided to continue the induction of anesthesia with
atropine (0.2 mg, iv), thiopental (140 mg, iv) and
atracurium (15 mg, iv), followed by tracheal intuba-
tion. Shortly after atropine was given, a wide-QRS pat-
tern VT (180 to 195 beats·min–1) was seen on the
ECG. As femoral artery pulsation was still present, a
first dose of 30 mg lidocaine was administered intra-
venously. VT was not abolished but converted to sinus
rhythm after a second dose of lidocaine was adminis-
tered three minutes later.2 A 12-lead ECG was obtained
after stable hemodynamics (90 beats·min–1 and 90/50
mmHg) were achieved and displayed normal sinus
rhythm, left bundle branch block, and juvenile T-wave
patterns. The surgical procedure was cancelled and the
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FIGURE Electrocardiogram (ECG) tracings and power spectra
of heart rate variability (HRV) taken one year after the ventricular
tachycardia (VT) attack. A) ECG (slow and fast sweeps) displayed
occasional single-focus ventricular premature beats (VPC). B)
Supine resting condition: mean heart rate (HR): 82 beats·min–1;
sympathetic dominance (LF/HF = 3.9). C) Strenuous exercise
condition: mean HR: 99 beats·min–1; more prominent sympathetic
activation with vagal withdrawal (LF/HF = 9.0 and reduced HF).
LF(nu) = normalized lower frequency power; HF(nu) = normal-
ized high frequency power. Upper panel = ten-second ECG trac-
ing; lower panel = five-minute HRV analysis.



patient recovered from anesthesia (maintained with
sevoflurane and O2) without reversal of atracurium. No
further episodes of VT were observed during emer-
gence. Subsequent 12-lead and 24-hr Holter ECG cap-
tured sporadic VPC (Figure A). A transthoracic
echocardiogram showed normal heart structures and a
treadmill-exercise test failed to induce any VPC or VT.
Because the patient and her parents refused further car-
diac electrophysiological examination, a final diagnosis
of VT originating from the right ventricular outflow
tract (RVOT) could not be confirmed.3 Study of heart
rate variability showed high sympathetic activity in the
supine resting state (Figure B). Strenuous exercise
induced vagal withdrawal and more sympathetic activa-
tion (Figure C), but not sufficient to provoke VPC or
VT. Since sympathovagal balance changes prior to the
onset of cardiac arrhythmias,4,5 the vagolytic action of
atropine might have facilitated the initiation of RVOT-
VT in this case. Sporadic or occasional VPC in an
asymptomatic pediatric patient should not be over-
looked before induction of anesthesia.
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Rapid sequence intubation: how do we
define success?

To the Editor:
Dr. Kovacs et al.1 should be commended for publish-
ing their rapid sequence intubation (RSI) review in an
anesthesia journal. For far too long, airway manage-
ment literature has proceeded in parallel between
emergency medicine, anesthesiology and others rather
than in collaboration. Hopefully, future initiatives
could improve this unfortunate division. 

I question the evidence that "airway management
should be performed by the person with the greatest
experience for that (particular) setting". Should it not
be the most qualified person available? An anesthesiol-
ogist who has performed thousands of intubations,
albeit mostly in the operating room, will undoubtedly
be better than the person who has performed consider-
ably fewer intubations. The number of rescue intuba-
tions performed by anesthesiologists in my hospital
after failed attempts in the emergency room, including
RSI, is not negligible. A 97% success rate for RSI may
sound high but I counter that a 3% failure rate with
muscle relaxants may not be acceptable. The paper cor-
rectly suggests that surrogate outcomes, including intu-
bation success rate, are all that is commonly reported.
Mortality and morbidity benefits should however be
the focus of future studies. Evidence of adverse conse-
quences of RSI by paramedics2,3 challenges the notion
that widespread dissemination of RSI is necessary. Far
too often there is a rush to protect the airway by imme-
diate intubation even though it is patent and there is no
hypoxemia. A delay in intubation may increase the aspi-
ration risk but this will often be offset by the benefit
gained from having a more proficient intubation per-
formed later. The focus is to secure the airway in the
best and safest fashion by the most qualified available
person. Education initiatives, including the AIME®
program, may increase the number of truly qualified
people. In regards to AIME®, what is the background
of the instructors? (i.e., emergentologists, anesthesiolo-
gist, surgeons, etc.).
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