Adult Narrow Complex Tachycardia
Regular Rhythm
Designation of Condition: The patient will have a regular heart rate greater than 150 bpm with a
supraventricular focus. P-waves will not be present. QRS complexes are most often narrow (<0.12
sec), but may be wide if patient has pre-existing ventricular conduction defect or reentrant conduction
via accessory pathway.
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ABC’s, Vital signs
Apply cardiac monitor
Acquire 12 lead in first 5 minutes
O2 to maintain an SpO2 of >90%
Capnography
If patient is hemodynamically stable but has severe chest pain
administer:
Administer ASA 324mg PO refer to ACS guideline
If patient is significantly SOB with rales on auscultation refer to
Congestive Heart Failure/Pulmonary Edema

I

IV/IO
Consider fluid bolus of 500mL
Repeat as patient condition requires
OR
If patient is significantly SOB with rales on auscultation do not give
fluid bolus

Narrow Regular Stable
(SVT, A-Flutter, PAT)

P

Attempt vagal maneuvers
(NO carotid massage)
or modified Valsalva

Consider placing the
pads on the patient and
prep medications for
decompensation

Obtain 12 lead prior to vagal maneuvers
Consider placing patient in Trendelenburg prior
to attempt

P

Narrow Regular Unstable

Altered mental status, loss of consciousness,
or shock state (e.g. hypotension, diaphoresis,
pallor, cool skin, etc.)

Adenosine 6mg RIVP preferably
in a proximal IV
followed by a 20ml flush
A 2nd dose of 12mg may be
given after 1-2 min if no change
Contraindicated in WPW

Consider sedation with
Midazolam.

P

Synchronized Cardioversion
LP15: 100J, 200J, 300J, 360J
Zoll: 75J, 120J, 150J, 200J
If unable to sedate, treat post-cardioversion
pain per Pain Mangement guideline.
DO NOT GIVE BOTH OPIATES AND
BENZODIAZEPINES

Obtain 12 lead prior to conversion attempt
Record continuous ECG strip during conversion
attempt(s)

***KEY POINTS***
Be aware that cardioversion of the patient who has not been adequately anti-coagulated carries a
significant risk of embolic stroke and pulmonary embolism. Patients with symptoms >48 hours are at
greatest risk. Consider rapid transport and MCEP consultation prior to cardioversion if time permits.
If cardioversion cannot be delayed, assess post cardioversion for possible stroke/PE symptoms

