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Narrow Complex Tachycardia
(Presumed supraventricular tachycardia)

Adverse signs?

• Systolic BP < 90 mmHg
• Chest pain
• Heart failure
• Heart rate > 200 beats min-1

Narrow complex
tachycardia

Figure 12.4  Narrow complex tachycardia algorithm

Follow AF algorithm

Seek expert help

Synchronised DC shock †
100 J : 200 J : 360 J

or equivalent biphasic energy

If necessary, amiodarone 150 mg i.v.
over 10 min, then 300 mg over 1 h

and repeat shock

Doses throughout are based on an adult of average body weight
A starting dose of 6 mg adenosine is currently outside the UK licence for this agent.

* Note 1: Theophylline and related compounds block the effect of adenosine.  Patients on dipyridamole,
carbamazepine, or with denervated hearts have a markedly exaggerated effect which may be hazardous.

† Note 2: DC shock is always given under sedation/ general anaesthesia.
** Note 3: Not to be used in patients receiving beta-blockers.

If not already done, give oxygen and
establish i.v. access

Atrial
fibrillation

Pulseless  (heart rate
usually > 250 beats min-1)

Vagal manoeuvres
(caution if possible digitalis toxicity, acute ischaemia, or

presence of carotid bruit for carotid sinus massage)

Synchronised DC shock
100 J : 200 J : 360 J

or appropriate biphasic energy †

Adenosine 6 mg by rapid bolus injection; if
unsuccessful, follow, if necessary, with up to

3 doses each of 12 mg every 1-2 min *
Caution with adenosine in known Wolff-Parkinson-White syndrome

Choose from:

• Esmolol: 40 mg over 1 min + infusion
4 mg min -1

(i.v. injection can be repeated and
infusion increased incrementally to 12 mg min-1)

OR
• Verapamil 5-10 mg i.v.  **

OR
• Amiodarone: 300 mg i.v. over 1 h,

may be repeated once if necessary
OR

• Digoxin: maximum dose 500 µg  i.v. over
30 min x 2


