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Atrial flutter (AFL) is an uncommon arrhythmia in 

newborns and infants. It is a form of supraventricular 
tachycardia (SVT) characterized by regular, rapid (atrial 
rates of 240 to 360 beats/min), “saw-toothed flutter 
waves,” often seen best in leads II, III, and aVF on 
the surface electrocardiograph (ECG). In neonates, 
2:1 atrial conduction is common, resulting in a rate 
somewhat slower than typical paroxysmal SVT. 

A male neonate, birth weight 3800 g, born at 36+4 
weeks’ gestation by emergency caesarean section due 
to fetal tachycardia (heart rate 200 to 210 beats/min) 
was referred for further management. Antenatal history 
was not contributory. At birth, baby had tachycardia 
and inconsolable cry hence was referred. On admission, 
baby was euthermic, had heart rate >220 bpm, 
saturations in all 4 limbs were >95%, four limb blood 
pressure was normal and peripheral pulses were good. 
Blood sugar and ionic calcium level was normal. ECG 
showed SVT. Vagal maneuvers - ice pack application 
over eyeballs were performed. Baby received a dose of 
intravenous adenosine, resulting in a transient decrease 
in heart rate to 160 beats/min before increasing 
back to 200 to 210 beats/min. Repeat ECG showed 
atrial flutter (Figure 1). Cardioversion (0.5J/kg) was 
performed when hemodynamic instability developed. 
Rhythm normalized after successful cardioversion. 
Echocardiography and chest radiography were normal. 
Serum electrolytes and serum calcium and magnesium 
levels were normal. Baby was discharged on day 
3. Presently baby is 6 months old and there is no 
recurrence. 

Figure 1: ECG showing atrial flutter
The quoted incidence of SVT is estimated to be 

1 in 100 for children of all ages and 1 in 200 to 250 
for neonates. (1) Atrial tachycardia comprises 14% 
of SVT. (2) Atrial tachycardia includes atrial flutter 
(AF) and atrial ectopic tachycardia (AET). AF is an 
uncommon arrhythmia in newborns and infants. It 
is generally self-limited in infants who do not have 
heart disease. The low incidence of AF in this age 
group makes it difficult to study, and previous reports 
vary as to the most efficacious therapy and expected 
prognosis. (3,4) Arrhythmias in neonate can present 
with fetal tachycardia, non-immune hydrops or heart 
failure. In present case baby had fetal tachycardia 
and inconsolable cry. AF is a re-entrant tachycardia 
contained within the atrium. It may be difficult to 
differentiate the P waves; adenosine can be diagnostic 
if it unmasks the large, regular saw-tooth P waves. In 
present case adenosine unmasked AF. Congenital heart 
disease is reported in about 6.5% to 37% of neonates 
who have SVT. (1) In present case no cause was found. 
Baby responded to direct cardioversion. Literature 
mentions direct current cardioversion appears to be 
most effective at establishing sinus rhythm. (5) Atrial 
flutter in the absence of other arrhythmias has a low 
risk of recurrence. Once in sinus rhythm, infants with 
AF have an excellent prognosis and may not require 
chronic antiarrhythmic therapy. (5) This baby did not 
have underlying congenital heart disease, electrolyte 
imbalance or any other associated arrhythmia hence 
was not given any anti-arrhythmic agent. 

Thus, we conclude that isolated AF in a newborn 
does not suggest an underlying structural heart defect. 
Infants with AF respond well to cardioversion.
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