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Adult tachyarrhythmia 

Probable atrial 
fibrillation:

• EF > 40%: control rate
with a beta-blocker,
verapamil, diltiazem,
or digoxin

• EF < 40%: consider
beta-blocker or digoxin

• Anticoagulate if
duration of the
arrhythmia > 24 h

Vagal manoeuvres
–	in ineffective: adenosine

(if no pre-excitation)
6 mg rapid IV bolus, if
unsuccessful give 12 mg,
if unsuccessful give
18 mg

–	if ineffective: verapamil
or beta-blocker

–	if ineffective: 
synchronised shock

NARROW

REGULAR IRREGULARIRREGULAR

Possible actions include:
Atrial fibrillation with pre-
excitiation: procainamide 
or cardioversion
Polymorphic VT with QT 
prolongation:
–	Give Mg2+ 8 mmol IV over

10 min
–	Consider isoprenaline 

or temporary pacing to
increase HR

–	Avoid amiodarone

Possible actions include:
Treat as VT
– synchronised shock(s)
If sedation/anaesthesia 
risk too high consider drug 
treatments: 
–	give procainamide 

10–15 mg kg-1 over 20 min
–	if procainamide 

not available or
contraindicated give
amiodarone 300 mg IV
over 10–60 min, then
900 mg IV over 24 h

–	if drugs ineffective,
synchronised shock(s)
with expert advice

Suspected SVT with 
aberrant conduction: 
–	IV adenosine 
–	if ineffective treat as VT
If known SVT with 
aberrant conduction:
–	treat as for narrow

complex regular
tachycardia

REGULAR 

BROAD

Is QRS regular? Is QRS regular?

Is the QRS narrow? 
(< 0.12 s)

Synchronised 
shock up to 3 

attempts
• Consider sedation or

anaesthesia if conscious
If unsuccessful:

• Amiodarone 300 mg
IV over 10–20 min,
OR procainamide
10–15 mg kg-1 (max 1 g)
over 20 min

• Repeat synchronised shock

Life threatening 
features?

1. Shock
2. Syncope with severe or

ongoing hypotension
3. Myocardial ischaemia
4. 	Severe heart failure with

pulmonary oedema
5. Immediately post-ROSC

YES

NO 

ABCDE  
assessment

• Monitor ECG, BP, SpO2,
record 12-lead ECG

• Give oxygen if SpO2 < 94%
• Obtain IV access
• Identify and treat reversible 

causes

STABLE Seek expert help This part of the algorithm does not 
address every possible scenario

UNSTABLE

This algorithm is for peri-arrest tachyarrhythmia of abnormal origin, it is not for sinus tachycardia where the underlying 
cause should be treated; in sinus tachycardia do not try to normalise the heart rate with antiarrhythmic medication or 

synchronised cardioversion. Seek expert help if the tachyarrhythmia and/or life-threatening features persist.
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