
LETTERS TO THE EDITOR 

Acute extrapyramidal 
symptoms following abrupt 
discontinuation of 
propranolol 
Sir - A case of acute extrapyramidal manifestations consist­
ing of dystonia and akathisia following abrupt 
discontinuation of propranolol is reported. She responded 
well to oral propranolol and intramuscular diazepam. 
Extrapyramidal symptoms have commonly been associ­
ated with acute or chronic administration of neuroleptic 
drugs. There have been reports of a substantial number of 
cases with similar clinical characteristics associated with 
the tricyclic antidepressants, monoamine oxidase 
inhibitors, and selective serotonin reuptake inhibitors. 
Although it is known that beta-adrenoceptor antagonists 
are effective in the treatment of extrapyramidal symptoms 
especially akathisia, there has been no previous report of 
such symptoms induced by abrupt withdrawal of these 
drugs. Although she had been on low dose of amitriptyline 
and had discontinued this medication long before, 
prolonged use of amitriptyline may have had a predispos­
ing role in the development of these symptoms. 

Extrapyramidal symptoms include acute dystonias, 
akathisia, Parkinson's syndrome and tardive dyskinesia. 
These symptoms are common manifestations of neurolep­
tic drugs. Other drugs inducing similar clinical 
characteristics include the tricyclic antidepressants, 
monoamine oxidase inhibitors, and selective serotonin 
reuptake inhibitors.1 

Although it is known that beta-adrenoceptor antagonists 
are effective in the treatment of extrapyramidal symptoms 
especially akathisia,2 there has been no report of such 
symptoms induced by abrupt withdrawal of these drugs. 

Case report 
A 30 year-old lady presented with agitation, restlessness, 

nausea, and spasmodic contraction of jaw muscles causing 
involuntary deviation of the lower jaw to the left. She 
described feeling of "being pulled down by the gravity". 
She had never experienced such symptoms before. Thor­
ough physical examination with special focus on the 
nervous system was unremarkable except for the involun­
tary contraction of jaw muscles and a fine tremor in her 
extremities. 

The patient had been on long-term propranolol lOmg 
twice daily for a mitral valve prolapse. She had stopped 
using her drug two days before this problem due to misbe­
lief that she may become addicted to the drug. She also 
had a history of using amitriptyline 25mg before sleep for 
insomnia, but had stopped using this drug long before. She 
had no other significant drug history. 

The patient was managed with lOmg intramuscular 
diazepam and lOmg oral propranolol and was symptom 
free in two hours. She was instructed to continue her 
propranolol as usual. 

Propranolol has been used for the treatment of neurolep­
tic induced extrapyramidal manifestations especially 
akathisia.2-1 Other extrapyramidal manifestations such as 
tardive dyskinesia and pseudoparkinsonism have also been 
well managed with propranolol.47 It has also shown 
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effectiveness in ameliorating levodopa-induced ballistic 
and choreic dyskinesia in Parkinson's disease.8 Reports on 
use of other beta-adrenoceptor antagonists are more 
controversial but trends are toward their efficacy and 
safety.'-10 

Extrapyramidal symptoms have commonly been associ­
ated with acute or chronic administration of neuroleptic 
drugs. There have been reports of a substantial number of 
cases with similar clinical characteristics associated with 
the tricyclic antidepressants, monoamine oxidase 
inhibitors, and selective serotonin reuptake inhibitors.1 

There has been no report of extrapyramidal symptoms 
following withdrawal of propranolol. This reported 
patient is a case of acute extrapyramidal manifestations 
consisting of dystonia (spasmodic contraction of jaw 
muscles causing involuntary deviation of the lower jaw to 
the left) and akathisia (agitation, restlessness, and feeling 
of "being pulled down by the gravity") following abrupt 
discontinuation of propranolol. She responded well to oral 
propranolol and intramuscular diazepam. The coincidence 
of propranolol withdrawal and these symptoms, the find­
ing of no other causes or events to explain, and the 
patient's excellent response to propranolol are convincing 
evidence that these extrapyramidal symptoms were, at 
least in part, related to propranolol withdrawal. More 
reports may establish this relation. 

Tricyclic antidepressants such as amitriptyline are also 
associated with extrapyramidal symptoms.111 These 
symptoms are often dose-related, and respond to 
antiparkinsonian agents or propranolol. In some cases, 
they can disappear even though the same dose of tricyclic 
antidepressant is continued. Although she had been on a 
low dose of amitriptyline and had discontinued this 
medication long before, prolonged use of amitriptyline 
may have had a predisposing role in the development of 
these symptoms. 
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Depression 

A totally new treatment 
for people facing depression 

Edronax is a selective Noradrenaline Reuptake Inhibitor 
(selective NRI), a new generation of antidepressant, with 
proven efficacy in all grades of depression with or without 
associated anxiety.1 

Well tolerated, this new treatment is also 'particularly useful 
in the elevation of patients' motivation, energy and drive'.2 

NEW 
HHBB ^m 4mg bid Edronax 
r e b o x e t i n e t a b l e t s 

Released f rom depression 
Reunited w i th the wor ld 

P Pharmacia &UpJohn 

Presentation: Tablets containing 4mg reboxetine. Indications: Use in the acute treatment of depressive illness, and maintenance of clinical benefit in patients responsive to treatment. Posology and method of administration: 
Adults 4 mg b.i.d. (8 mg/day) administered orally. After 3-4 weeks, can increase to 10 mg/day. Elderly and children Elderly patients have been studied in comparative clinical trials at doses of 2 mg b.i.d., although not in 
placebo controlled conditions. There is no experience in children and therefore reboxetine cannot be recommended in either of these groups. Renal/Hepatic Insufficiency 2 mg b.i.d. which can be increased based on patient 
tolerance. Contra-indications: Hypersensitivity to the compound or its constituents. Use in pregnancy/lactation. Special warnings and precautions for use: Close supervision is required for subjects wi th a history of convulsive 
disorders and must be discontinued if the patient develops seizures. Avoid concomitant use wi th MAO-inhibitors. Close supervision of bipolar patients is recommended. Close supervision should be applied in patients wi th 
current evidence of urinary retention, glaucoma, prostatic hypertrophy and cardiac disease. At doses higher than the maximum recommended, orthostatic hypotension has been observed wi th greater frequency. Particular 
attention should be paid when administering reboxetine wi th other drugs known to lower blood pressure. Interactions with other medicaments and other forms of interaction: Reboxetine should not be co-administered 
wi th macrolide antibiotics, fluvoxamine, azole anti-fungal agents. Caution when co-administered w i th drugs that have a narrow therapeutic margin and are metabolised by CYP3A4 or CYP2D6 e.g. anti-arrhythmics 
(flecainide), anti-psychotic drugs and tricyclic anti-depressants. No pharmacokinetic interaction wi th lorazepam. Reboxetine does not appear to potentiate the effect of alcohol. Pregnancy and lactation: Reboxetine is 
contraindicated in pregnancy and lactation. Effects on ability to drive and use machines: Reboxetine is not sedative per se. However, as wi th all psychoactive drugs, caution patients about operating machinery and driving. 
Undesirable effects: Adverse events occurring more frequently than placebo are: dry mouth, constipation, insomnia, paraesthesia, increased sweating, tachycardia, vertigo, urinary hesitancy/retention, impotence. Overdose: 
Monitor cardiac function and vital signs. General symptomatic supportive and/or emetic measures might be required. Package and GMS Price: Pack of 60 tablets in blisters £23.50. Legal Category: SIB Marketing Authorisation 
Holder: Pharmacia & Upjohn Limited, Davy Avenue, Milton Keynes, MK5 8PH UK. Marketing Authorisation Number: PA 16/58/2. Date of Preparation: April 1998. Edronax® is a registered trademark. 98/11/ED7. 
For further information please contact: Pharmacia & Upjohn, Airways Industrial Estate, Dublin 17. Telephone: (01) 842 8733. Fax: (01) 842 8828. 
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