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QT-prolonging drugs: Should they 
ever be used?

Andrzej Okreglicki (Dr AO) trained at Groote Schuur Hospital, Newcastle, UK, and Rochester, NY, USA. His main interests
are arrhythmias, interventional cardiology, rhythm devices and sudden cardiac arrest.

If the current stringent conditions of bodies that register and
control medicines had been in force for decades, many
commonly used drugs (from antibiotics and antihistamines to
antipsychotics and antiarrhythmics) would never have
reached the consumer market. Nowadays, pre-release
findings of QT prolongation are likely to scupper early-phase
trials and result in the abandonment of experimental drugs.
Post-marketing surveillance has identified a number of
commonly used drugs either as causing QT prolongation or
associated with increased sudden unexpected deaths.1

Thioridazine (see p. 46 of this issue) is such a drug.2,3

The QT interval in the ECG for most part represents the
electrical ‘recharging’ of the cardiac myocytes after their
depolarisation which initiates systole.  This interval is not a
passive resting period for the cells but an active, highly co-
ordinated orchestration of numerous transmembranous ion
channels that open and close in a specific sequence.  A
change in activity of these ion channels, due either to a
genetic defect resulting in a channelopathy or to ‘promiscuity’
of the ion channels in allowing various drugs and not only
ions to enter the channel, can lead to a marked slowing of
repolarisation particularly in the M-cells situated between the
epicardial and endocardial myocytes of the ventricular wall.4

Not only may the QT become prolonged but voltage
differences in the different layers of the heart may trigger
after-depolarisations, polymorphic ventricular tachycardia,
usually described as torsade de pointes, and even the total
chaotic rhythm of ventricular fibrillation, the lethal arrhythmia
that only defibrillation can reverse.  The side-effects of drugs
that interfere with ion channels may therefore present with
silent ECG abnormalities, palpitations, syncope or sudden
death. The study reported in this journal confirms that
thioridazine is a drug that can have a significant effect on the
ECG.2,5

Clearly, the best option would be to avoid all drugs that have
the potential for prolonging QT.  Unfortunately, this solution is
not always possible: the drugs may be highly effective in

treating the condition for which they are marketed, the drugs
may be the cheaper alternative, or there may be no similar
non-QT-lengthening drug available.  Furthermore, the
arrhythmic complications of the drugs may be rare and may
have been missed by pre-release testing and only identified
by careful post-marketing surveillance.

Can the side-effects of a QT-prolonging drug be predicted or
tested for?  ECG evidence of QT prolongation in an
individual exposed to the drug, especially if marked, should
rule out its use. (A QTc interval of > 500 ms is an arbitrarily
determined value and used as a marker of unacceptable
risk.) Unfortunately, the corollary of a QT below the upper
limit of normal does not indicate safety.  The QT is a very
variable interval on the ECG and is influenced by heart rate,
electrolytes, circulating catecholamine levels and even
smoking.  Drugs that have been shown in population studies
to lengthen the mean QT intervals compared with controls
may not significantly prolong the interval on random ECGs of
a vulnerable individual or prolong the QT beyond the
accepted normal upper limit, and yet still pose a risk of a
lethal arrhythmia. Normal physiological QT variability and
magnitudes of QT lengthening too small to be measured by
the standard ECG may mask the covert, potentially life-
threatening, electrophysiological effect of the drug. 

Conditions not tested for before the launch of the drugs may
increase susceptibility to such a drug.  Combination with
other agents that may alter metabolism or elimination of the
drug could result in marked elevation of drug concentration,
competitively blocking more vulnerable ion channels.
Various patient conditions that reduce the ‘recharging’ or
repolarisation reserve of cardiac myocytes increase the risk
of arrhythmias.  These conditions include heart failure and
electrolyte abnormalities such as hypokalaemia, which may
be the result of diuretic use, diarrhoea or bulimia.4,6

Interestingly, the finding that sudden death is more frequent
among psychiatric patients in general and among those on
antipsychotics in particular is not new.3
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One must be aware that while there are many drugs that may
prolong the QT, not all these drugs have been implicated
individually in causing any clinical arrhythmia.1 With these
drugs, reassurance of their safety comes from their extensive
use over many years and continuing, careful and transparent
post-release surveillance.  These drugs should, however, still
not be used in combination with other QT-prolonging drugs
or in vulnerable persons. 

Drugs that have been implicated in torsade de pointes and
lethal arrhythmias should preferably not be used. The ECG
has limited value in guiding their use.  Yes, it can show when
it is probably dangerous to use such drugs (when QT
prolongation occurs), but more importantly, even when
apparently normal it can never be interpreted as an
indication that their use is safe.  Justification for the use of
these drugs must be the outcome of a careful calculation of
risk versus benefit.  Thus, in cardiology, we may knowingly
prescribe antiarrhythmic agents with a potential of causing
torsade at a risk level 100-fold that of some psychiatric drugs
(2 - 4% for sotalol v. 1 in 10 000 for some antipsychotics),

when the alternative, off the drugs and untreated, is an even
higher risk of unsuppressed lethal arrhythmias.3,6,7 If a similar
benefit can be shown for non-cardiac, QT-prolonging and
torsade-implicated drugs, then their use can be condoned.  If
not, these drugs should be avoided.
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SACNA
SA Clinical Neuropsychological Association  10th National Conference
DATES Conference      Monday,  30 January  – Wednesday  1 February 2006  (08h30 – 17h00)
Additional workshops Thursday, 2 February 2006   (08h30 – 13h00)

VENUE Kramer Building at the Middle Campus, University of Cape Town.

INVITED KEYNOTE SPEAKERS
Professor Thomas W. McALLISTER,  M.D. Professor of Psychiatry, Dartmouth Medical School &  Director, Section of  Neuropsychiatry Dartmouth Medical School
and New Hampshire Hospital.
Research interests include mild and moderate head injury and the identification of the neuroanatomical substrate and related neural circuitry of neuropsychiatric
behavioural syndromes.

Professor Michael M. SALING   Associate Professor, School of Behavioural Science (Department of Psychology), The University of Melbourne
His interests include head injury, stroke, dementia and presurgical assessment of intractable focal epilepsy.   He specialises in the organisation of memory function in
temporal lobe.

ACADEMIC PROGRAMME

Workshops
  - Frontal lobes and Executive function. Anatomical Underpinnings and Assessment technique (included in conference fee).
  - Understanding Speech and Language Dysfunction.  Approaches to Assessment, including the assessment of Right hemisphere language functions.
    Thursday 2 Feb 2006, 08h30 – 10h30
  - Pitfalls of the WAIS III in the South African context. Thursday 2 Feb 2006, – 11h00-13h00

Discovery Health HIV AIDS Update Series
You are especially invited to submit papers on HIV/Aids, for this prestigious, sponsored  lecture.

Civil Aviation Symposium
Neurocognitive issues will be discussed in the broader context of physical and psychological health in the routine screening of aviation personnel.

Abstracts need to reach us by no later than Friday 14 October 2005.

For information regarding Guidelines for abstracts, Registration and Accommodation,
Please contact the organiser at: Deborah@curie.ac.za  or   phone Deborah Mc Teer at *27 21 406 6407

Conference Convenors: Lourenza Fourie  lourenza@mweb.co.za     Frances Hemp  franhemp@yebo.co.za
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