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LEONARD S. DREIFUS

with intravenous drug therapy. You can arouse a
ventricular pacemaker, you can accelerate it, you can
overdrive ectopic activity, and you can gain control
very often with drugs, but then you are not in such
a desperate hurry to get the catheter in place.

Dr. Baird: How reliable is demand pacing in a tem-
porary situation as far as over-sensing or under-
sensing either with the temporary floating, semi-float-
ing, or stiff catheter electrode systems?

Mr. Berkovits: For temporary pacing you must have
the electrode placed as well as you would for per-
manent pacing, because detection of the endocardial
depolarization depends on proper electrode placement.
You must have an endocardial signal to control the
demand pacemaker, otherwise you don’t have a de-
mand pacemaker. The endocardial signal of the float-
ing electrodes is not acceptable and will not be reliable
for controlling demand pacing.

Dr. Samet: T would like to add something here. Any-
one who is trained in catheterization can pass at least
three quarters of the rigid catheters into the right
ventricle blindly just by repeated manipulation. You
won’t be in an ideal position, but you will be in a
reasonable position to capture the ventricle and then
move the patient over to a catheterization laboratory
with X-ray facilities in order to gain a final position.
Therefore, we rarely, if ever, use a semi-floating
catheter to capture the ventricle.

Dr. Richardson: Is anybody using the Swan-Ganz bal-
loon technique? Do they make a pacemaker catheter?

Dr. Dreifus: Yes, they do make a pacemaker. (Have
you used it?) Yes, we have used it. It is an excellent
catheter, incidentally, because it has a little balloon
that is inflated, and the stream will then carry it on
its way. Its most important use of course is to put it
in the pulmonary artery when you want to monitor
pulmonary artery pressure or something like that,
rather than as a pacemaker. But what Dr. Samet said
is true. You can pass a rigid catheter into the ventricle
without EKG control. Even though my machines are
constantly tested, I still have the fear of leakage in a
ground. We had a 3-prong plug ground on one of our
new Marquettes, and we had a 65 ma leak in that
machine. You never know when you are going to run
into this, and I have fibrillated patients. Even with
putting rigid catheters in under fluoroscopic control,
they may become displaced. So you must have golden
fingers.

Dr. Parsonnet: We have been playing with semi-
floating catheters for a long time, and again, Dr.
Zucker has one with a little parachute on the end of
it, like an umbrella, which guides the catheter into
the ventricle. Our experience has been much the same
as most other people’s with these temporary elec-
trodes. Even though you know where the tip is and
obviously you can tell that it is in the ventricle from
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the electrocardiogram, you don’t know where the rest
of the loop is. The loop of the electrode can be in the
pulmonary artery, or up in the atrium, or in the ven-
tricle. This insecure position of the loop can lead to
malposition, and then it will pass with a bolus of blood
and pull the tip out of position. The free-floating
catheters have knotted around themselves and around
trabeculae, and we have had to go after them. In our
experience, and the same with Tom Killip in New
York and others, about 20 percent have pacing failure,
even though they have been positioned with an elec-
trocardiogram.

Dr. Baird: Dr. Samet, how do you verify your position
in blind insertion of the stiff catheter?

Dr. Samet: It is not important to verify it, because all
you want to do is put it into a position where you can
gain at least temporary pacing to control the situation
and then move the patient.

Dr. Baird: Do you rely on intracavitary electrocar-
diograms?
Dr. Samet: No.

Dr. Richardson: It seems to me that it is far safer than
EKG monitoring hooked up to 110 volts.

Dr. Narula: I just wanted to make a comment that if
you do want to use temporary pacing by the bedside
in an emergency situation, instead of hooking up the
catheter to the EKG for finding out the position, a
simple way may be to hook up the catheter to the
pacemaker so you don’t defibrillate the patient by
EKG output. Then turn the pacemaker on a 5 or 10
ma, and when you get into the right atrium, you will
have atrial pacing and you just record a surface EKG.
When you get in the RV you will find ventricular pac-
ing. This way you may bypass the problem of shock-
ing the patient at the bedside. If you are in the
shoulder, you may have some muscle twitching, so
that it is much simpler to use this method.

Dr. Samet: I just want to emphasize one point again.
The term “bedside” has been used several times this
morning. When we use rapid atrial stimulation this is
not a bedside technique. It is a technique to be
used only under fluoroscopic control—not under
EKG control. You don’t dare turn on rapid atrial
stimulation at 300, 400, 500, or 1000 without having
absolute fluoroscopic control of the tip of your catheter
or you fibrillate the ventricles. This was done once at
our hospital and fortunately the patient was revived.
So rapid atrial stimulation is not a bedside technique
in the sense of a technique in the ward. or even in the
ICU. away from X-ray facilities.
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