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Beta Blockade in Flutter

In flutter the atria beat regularly at a rate of 250 to 350 per
minute. There is usually some degree of atrioventricular
block, but the ventricular rate is commonly 125 to 175 beats
per minute. Rates as high as this in a diseased heart often
lead to a fall in stroke volume and cardiac output' which may
cause hypotension, oliguria, and disturbance of conscious-
ness. In patients with mitral stenosis atrial transport is par-
ticularly important;--and the onset of atrial flutter may be
followed by a sharp rise in pulmonary-venous pressure and
the development of pulmonary oedema. After myocardial
infarction or cardiac surgery the persistence of a high rate for
several hours may be life-threatening, and immediate restora-
tion of sinus rhythm is desirable. This can best be achieved
by the use of synchronized direct current countershock. If the
equipment is not available or the patient is fully digitalized
(when countershock is contraindicated) it may be necessary to
try to control the heart rate by drugs.
The traditional treatment has been to use heavy doses of

digitalis to convert the rhythm to atrial fibrillation. Quinidine
is sometimes used to try to convert the atrial fibrillation to
sinus rhythm, but overdosage may lead to asystole. This
regimen is by no means always -successful. The flutter may
persist but with a higher degree of block, or the patient may
convert to fibrillation but not to sinus rhythm.

Recently there have been reports that beta adrenergic
blockade may be effective, since it increases conduction time
and renders the AV node more refractory.2 In theory this
should slow the ventricular rate in a patient with any rapid
supraventricular arrhythmia. Clinical experience, mainly with
propranolol, shows that most patients respond with a slowing
of heart rate, though reversion to sinus rhythm- is uncom-
mon.3-6 In a recent study D. A. L. Watt and colleagues7 were
able to restore six out of seven patients to sinus rhythm with a
combination of digoxin and propranolol. In five patients the
initial dose of propranolol was given intravenously, and a small
maintenance dose was then given orally. The supraventricular
arrhythmias are heterogeneous, and it may be difficult to
determine their precise nature with certainty in all cases; in
addition their aetiology is variable. Evaluation of the effects of
drug treatment is difficult under such circumstances, and this
probably explains the widely differing reports on the efficacy
of propranolol.

Intravenous administration of propranolol can be hazard-
ous8 and may lead to a profound fall in cardiac output,

particularly after myocardial infarction.9 The initial dose should
not exceed 1 mg., given slowly; further doses can be given if
necessary up to a total of 5 mg. An additional hazard is that
occasionally acute bronchospasm may be precipitated- in
patients with obstructive airways disease. This complication
is less likely to occur with the cardioselective beta blocking
agent practolol, which is also less prone to cause a fall in
cardiac output.'0 Practolol has been used successfully to slow
the ventricular rate in patients with rapid supraventricular
rhythms in the immediate postoperative period after heart
valve replacement and in the presence of cardiac failure." In
seven patients with atrial flutter or tachycardia after myo-
cardial infarction there was an almost immediate slowing of
ventricular rate and in four instances a return of sinus rhythm. 12
Similarly G. Gent and colleagues'3 treated eight cases of atrial
flutter with ouabain and intravenous practolol. In all eight
there was a slowing of ventricular rate to less than 100 beats
per minute. This was usually due to an increase in the degree
of atrioventricular blockade, but two patients were converted to
atrial fibrillation and one other subsequently reverted to sinus
rhythm. Though practolol is less hazardous than propranolol
when given intravenously it is best to be cautious, particularly
when using doses in excess of 5 mg., as the heart rate may fall
alarmingly and lead to a deterioration in the clinical state.'2
If severe bradycardia occurs after the use of propranolol or
practolol atropine should be given intravenously in a dose of
0-6 to 1 2 mg. If this is not successful in raising heart rate
cautious intravenous infusion of isoprenaline might be the
only means of counteracting the effects of beta blockade.
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Aberystwyth Meeting
Next year the Annual Clinical Meeting of the B.M.A. will be
held in Aberystwyth, from 1 to 4 April. This is the second
clinical meeting to be held in Wales, and, as the programme
published at p. 55 of this week's Supplement shows, the
usual wide range of sessions has been arranged-including
ones on postgraduate education, hyperbaric oxygen, leukae-
mia, dermatology, colonic disease, the eye in general practice,
and paediatric urology. Two symposia which should provoke
unusually interesting discussions will deal with the medical
hazards of farm workers and the "patient's job in cure," at
which both doctors and clergy will speak. Following recent
practice this clinical meeting has been arranged with the
participation of a specialist society, on this occasion the British
Association of Manipulative Medicine, and the programme
includes a symposium on the subject of manipulative medicine.

For Welshmen Aberystwyth has a special significance as
the town where the first part of the University College of
Wales was established, in 1872, and today its inhabitants are
justifiably proud ofthe complex of academic buildings grouped
by the sea and on the hill. Visitors should also not neglect the
opportunities of visiting Snowdonia, which is readily accessible
by car, or of sampling the only narrow gauge railway owned
by British Rail, which runs to Devil's Bridge 12 miles inland.
But above all they can be assured of the warm welcome which
Wales traditionally extends to its guests. They are urged to
make their booking arrangements now.
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