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Figure 3: Electrocardiogram showing standard Leads I, II, and III: Regular
sinus rhythm just after conversion with amiodarone

VT in a patient with mild mitral valve prolapse‑induced by
single bee sting in the absence of anaphylaxis. Bee venom
as a metabolic insult and resultant autonomic overactivity
probably induced tachyarrhythmia in this case.
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Cardiac magnetic resonance imaging to look for
myocardial scarring and electrophysiologic study
to look for inducibility of idiopathic outflow tract
VT would be indicated in the setting of purely
monomorphic VT.
Finally, this case implies the necessity of meticulous
ECG monitoring in patients presenting with
palpitations and ventricular ectopic beats after bee
sting, because malignant tachyarrhythmias may occur
even in the absence of anaphylaxis in the setting of
only mild structural heart abnormalities, as reported
here.
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management. Peripheral access for fluid resuscitation
must be used as it helps in faster initiation of fluid
therapy. The use of PVP to monitor hemodynamics and
volume status is very innovative.

Sir,
The article by Sherif et al.[1] on peripheral venous
pressure (PVP) was very interesting. Fluid resuscitation
of burns patient is extremely important part of initial

The volume of fluid infusion is calculated as per the
formulae based on percentage body surface area affected
by burns. The use of hemodynamic monitoring has not
been proven to be of much importance in the management
of such patients. Most of the studies quoted in this study
that have shown any use of invasive monitoring have
used pulmonary artery catheter. The benefit of both
central venous pressure (CVP) and pulmonary capillary
wedge pressure for hemodynamic monitoring have been
questioned in various trials and meta‑analyses.[2,3] We
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doubt if there can be a worthwhile role of PVP to help
in volume resuscitation of burn patients.
The use of central venous access is also important
in the hemodynamically unstable patient because it
helps to give vasopressor medications, which cannot
be given by the peripheral route. These patients may
also need mechanical ventilation, which mandates the
use of sedative and analgesic medication. Thus in such
patients requiring multiple infusions central venous
access would be necessary as peripheral access would
not be satisfactory in such cases.
The Bland–Altman analysis has shown in the study a
difference of −1.2 with an standard deviation of +1.96,
which means that PVP and CVP can differ by a range
of 5.12 mm Hg more to 2.72 mm Hg less.[4] This is not a
clinically acceptable margin of error for the use of PVP
as a surrogate for CVP. The interpretation of data is thus
always a clinical judgment. These findings are similar to
the Tugrul et al.[5] study that showed a good correlation
but poor clinical agreement. We feel the range is too wide
for effective utilization at the bedside. The [Figure 2]
is written to be depicting the hourly mean difference
between CVP and PVP but in the graph there is no hour
axis. We think it’s the scatter diagram of the data which
has been wrongly labeled.
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Complications during
the management of
pediatric refractory
status epilepticus with
benzodiazepine and
pentobarbital infusions
Sir,
Patten et al. in their interesting study compared
complications in the management of refractory status
epilepticus (RSE) treated with benzodiazepine and

pentobarbital infusions. The authors addressed that
children with RSE, who required pentobarbital therapy
had a longer hospital stay and were more likely develop
hypotension, require inotropic support, need intubation,
mechanical ventilation, peripheral nutrition, and
blood products. Furthermore, they were more likely to
develop hypertension and movement disorder after or
during weaning.[1] I presume that these results ought
to be cautiously taken owing to the presence of the
following three limitations. (1) The data were taken
from a single center. (2) The study period was relatively
short (3 years). (3) The size of the studied cohort was
small (n = 28). Conducting a large scale multicenter study
over an extended period could better evaluate that the
issue. Despite the aforementioned three limitations, the
observation in Patten et al’s. study[1] on more complications
associated with pentobarbital infusion compared to
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