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Paramedic 

Check 

• O2 via NRB facemask 

• Functioning IV line 

• Suction 

• Advanced airway equipment 
ready 

Unstable Tachyarrhythmia with a Pulse 

Sedate whenever possible 

Perform Synchronized Cardioversion 

• Adults: 100 - 200 Joules biphasic  

• Pediatrics: .5-1 Joules/kg  

This procedure protocol 

applies to conscious, alert 

patients with signs of 

poor perfusion due to 

tachyarrhythmia in whom 

synchronized 

cardioversion is indicated 

according to 

Tachyarrhythmia with a 

Pulse protocol 

Precautions: 

• If rhythm is AV nodal reentrant tachycardia (AVNRT, historically referred to as “PSVT”) it is 

preferred to attempt a trial of adenosine prior to electrical cardioversion, even if signs of poor 

perfusion are present, due to rapid action of adenosine 

• If defibrillator does not discharge in “sync” mode, then deactivate “sync” and reattempt if sinus 

rhythm achieved, however briefly, then dysrhythmia resumes immediately, repeated attempts at 

cardioversion at higher energies are unlikely to be helpful. First correct hypoxia, hypovolemia, etc. 

prior to further attempts at cardioversion 

•  If pulseless, treat according to Universal Pulseless Arrest Algorithm 

•  Chronic atrial fibrillation is rarely a cause of hemodynamic instability, especially if rate is <150 bpm. 

First correct hypoxia, hypovolemia, before considering cardioversion of chronic atrial fibrillation, 

which may be difficult, or impossible and poses risk of stroke 

•  Sinus tachycardia rarely exceeds 150 bpm in adults or 220 bpm in children < 8 years and does not 

require or respond to cardioversion. Treat underlying causes. 

•  Transient dysrhythmias or ectopy are common immediately following cardioversion and rarely 

require specific treatment other than supportive care 

Continue treatment according to 

Tachycardia with a Pulse protocol 


