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take place within the time span of the PR interval (normal
120 to 200 msec) and represent the interval between atrial
and ventricular depolarization.

All investigators have recognized the clinical association
of atrial premature beats with paroxysmal supraventricular
tachycardia. The English and American view has been that
paroxysmal supraventricular tachycardia resulted from a
rapid, repetitive ectopic automatic focus. French authorities
have long thought that atrial premature beats might initiate
paroxysmal supraventricular tachycardia through a re-entrant
mechanism.6 Recent studies by B. N. Goldreyer and J. T.
Bigger jun.7 and by Goldreyer and A. N. Damato8 have
proved the French school to be right and that paroxysmal
supraventricular tachycardia almost always results from
retrograde atrial re-entry via the atrioventricular node which
starts a reciprocating tachycardia. They observed that
paroxysmal supraventricular tachycardia was always initiated
by early atrial premature beats which arrived at the atrio-
ventricular node during its relative refractory period. Thus
the essential condition for the initiation of paroxysmal supra-
ventricular tachycardia is atrioventricular nodal conduction
delay. They showed, furthermore, that paroxysmal supra-
ventricular tachycardia could be terminated by single atrial
premature beats which made the re-entry pathway refractory.

Intra-atrial electrograms also showed that atrial depolariza-
tion proceeded from high to low right atrium during sinus
rhythm but in the reverse direction during paroxysmal
supraventricular tachycardia. In over 100 patients without
paroxysmal supraventricular tachycardia the introduction by
a pacing catheter of progressively premature atrial depolar-
ization during sinus rhythm never precipitated paroxysmal
supraventricular tachycardia, whereas appropriately timed
atrial premature beats fired off the dysrhythmia in all 13
patients with a history of paroxysmal supraventricular
tachvcardia.

Paroxysmal supraventricular tachycardia i-s well known to
occur in the various types of ventricular pre-excitation.
Electrograms of the bundle of His have been used by A.
Castellanos jun. and his colleagues9 10 to identify two distinct
types of accessory atrioventricular communications (the
bundles of Kent and of Mahaim) in patients with the Wolff-
Parkinson-White syndrome. The setting up of a circus move-
ment for a reciprocating tachycardia in these patients is
easy to understand, and D. Durrer and J. P. Roos"' have
suggested that the tachycardia could resemble either a
supraventricular or a ventricular mechanism depending on
whether the circus movement moved antegrade through the
normal atrioventricular conduction or through the bypass.
Ligation of either the atrioventricular node or the accessory
pathway can permanently prevent recurrent tachycardia,
whereas both pathways must be intact for initiation and
perpetuation of the tachycardia in the Wolff-Parkinson-
White syndrome. Recently L. S. Dreifus and his colleagues12
studied the onset of ventricular fibrillation in one such
patient. They suggested that the onset of atrial fibrillation
with passage of impulses through the accessory fibres at a
rapid frequency might reach the ventricles during the
vulnerable period of excitability and thus account for sudden
death reported in this syndrome.
The prevention of the various types of tachycardia has

always been disappointing in practice. It is therefore of in-
terest to read about a recent prospective study of the pre-
cipitating factors and associations of paroxysmal tachycardia
carried out by M. H. Luria in Cleveland, Ohio.13 The study
concerned 120 patients seen over a period of five years. No

associated abnormality was evident in 85 patients. Fifteen
patients had a short PR interval When in sinus rhythm, and
another 14 had coronary artery disease. Recurrent paroxys-
mal tachycardia was the main symptom of primary disease
of the heart muscle in four patients-a well-known associa-
tion in a minority of patients with cardiomyopathy-and two
patients had rheumatic heart disease. IThe tachycardias were
remarkably benign: only four of the patients died, of whom
three had evidence of coronary disease.

Paroxysmal supraventricular tachycardia might theoretic-
ally be prevented by drugs such as lignocaine which depress
automaticity or digitalis or propranolol which prolong atrio-
ventricular conduction and might block re-entry. But if these
fail it might be logical to switch to a drug with an entirely
different action such as phenytoin, which enhances atrio-
ventricular conduction and thus removes the essential con-
stituent for reciprocating tachycardia, rather than to add
drugs with the same mode of action once one has failed.
Propranolol is particularly appropriate for prophylaxis and
treatment of paroxysmal supraventricular tachycardia com-
plicated by angina, precipitated by emotional causes, or
associated with thyrotoxicosis. In fully digitalized patients
with drug-resistant atrial tachycardia cardioversion is poten-
tially hazardous, though the need to restore sinus rhythm
may be urgent. In these patients the right atrial wall can
be electrically stimulated with a pacing catheter to "over-
drive" the dysrhythmia. An advantage of this method is that
the electrode can be left temporarily in situ for the control
of recurrences.14
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Handicapped Children and
Family Stress
In 1966 E. H. Hare and his colleagues' called attention to
the family stresses imposed by a child with spina bifida, and
two recent papers2 3 on the same theme are useful reminders
of the need in these cases for professional understanding and
support. The need in families of children with other handi-
caps but similar problems is just as great.

Unpalatable truths are best told to parents by a doctor,
who has the knowledge, maturity, and experience to establish
at least a hopeful empathy while resisting the temptation to
garnish an interview with roseate fantasy. This situation is
encountered most acutely when a major abnormality is ap-
parent at birth. The report of a working party of the
National Association for Mental Health4 gives helpful
guidance which is generally applicable, though it was pre-
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pared with Down's syndrome particularly in mind. Since
parents remember little of the factual content of such an
emotive first interview, time must be allowed for amplifi-
cation and further discussion when the first shock is over.
The development of special hospital clinics generally

results in a better standard of co-ordinated care, though
these clinics can be intimidating when the patient and
parent are at the centre of a large group. There are advocates
of a "multiclinic" approach, where, in the seclusion of a
number of small consulting rooms, patients can be seen
separately and successively by appropriate members of a
team.5 Preferably a medically trained person should
co-ordinate the care of children who need continuing help
from many quarters, and for this a "community paediatri-
cian" who has community links as well as a community
perspective would be a sensible choice. He or she could not
only co-ordinate the work of a team of hospital specialists
but also strengthen communication with the welfare and
educational services outside the hospital-the weakest link
in the chain at all ages and stages of care.
The sense of impotence in the face of an incurable

condition that frustrates both parents and professional
helpers must be understood and tolerated. Often there is
some justification for a complaint of lack of help, since there
are still large areas of the United Kingdom where there are
not even rudimentary facilities for very young affected child-
ren, and apparently little interest. There is a strong case for
developing nursery groups linked with physiotherapy services
for handicapped children of preschool age. These could
usefully be associated with so-called assessment centres
which, if they develop as ends in themselves, are in danger of
being expensively irrelevant. Some parents already believe
that assessment is a form of treatment.
The help of appropriately trained social workers and case-

workers is invaluable, though the more sophisticated forms
of psychosocial support are not easily understood by parents,
who are apt to think that social workers and health visitors
are "all talk." Clearly as channels to more tangible help such
as transport to hospital, social benefits, temporary care for
holidays, baby-sitting-to name only a few-social workers
and health visitors may consolidate rather than compromise
their psychotherapeutic role. Beyond their preoccupation
with their immediate professional roles there is, too, the need
for those whose working experience comprises daily en-
counters with illness and suffering to serve as catalysts for
lay care in the community. An idealized framework of
statutory care for handicapped children is not necessarily
the ultimate goal.
The valuable contributions of such voluntary organizations

as the Spastics Society, the Muscular Dystrophy Group, and
the National Society of Mentally Handicapped Children have

established them in their rightful place in the community.
There are also largely untapped resources among people,
especially young people, willing to help with local community
projects. When such lay groups as Task Force and the
Greater London Association for the Disabled are also backed
by professional help, as with the Samaritans, the results are
impressive. An extension of this good neighbourliness could
serve an educational role in promoting tolerance and
understanding-an aspect of community life which seems
unhappily to be declining.
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Keeping Up Steam
Negotiations between the B.M.A. and the G.M.C., with the
Government, the Health Departments, and the Privy Coun-
cil as occasional participants, have become so involved over
the last year or so that few ordinary doctors can still be
keeping track. The new constitution proposed for the G.M.C.
by the Brynmor Jones working party has been agreed by
the profession and the G.M.C., and the Government is be-
ing asked to introduce the necessary legislation soon. Mean-
while in Decemberl the B.M.A. called for an immediate
inquiry into the finances and financing of the G.M.C.-in
response to the news that the G.M.C. proposed raising the
annual retention fee from £2 to £5. Now it appears that
the Privy Council has no powers to hold such an inquiry.
What is the next move?

At its January meeting2 the B.M.A. Council decided to
defer further action until it had the report of its own work-
ing party on the functions of the G.M.C. There now seems
general agreement that a complete reappraisal is needed of
the place of the G.M.C. in medicine in the 70s, as Britain
moves closer to Europe and further from her old Empire.
Clear, specific proposals for reform must be agreed within
the B.M.A. before they are canvassed more widely, and the
working party is expected to report to the next Council meet-
ing. The movement for reform has now gathered an impetus
which should not be allowed to dissipate. Doctors will look
to the Council for a clear lead.
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