
DIAGNOSIS: Which narrow-complex tachycardia is it?       
So, you wander up to the bedside, following the frantic beeping of the ECG monitor. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Here’s one from real life. pt. hemodynamically stable, conscious, and known to have a “silent” reentry 
pathway, which was investigated with EPS only a day ago - but not ablated owing to its proximity to the AV node. 

 

IS THE PATIENT STABLE? Or has the blood pressure suddenly dropped, and they are unconscious? 
- Narrow complex tachy? Stop diagnosing them and give a DC shock.  

So maybe they are stable. Is the rhythm regular?  
- Irregular rhythm? Can you see any P waves? 

- If  not, its probably ATRIAL FIBRILLATION. 
- If you see any P waves, they are likely to have many weird morphologies, and 

so this is likely MULTIFOCAL ATRIAL TACHYCARDIA; this happens to people 
with huge dilated atria.  

- Regular rhythm? Detectable P waves? 
- Cant make out those P waves? Try adenosine. You will either convert it to sinus 

OR you will slow the ventricular rate to get a good look at the P waves. 
Or, if its WPW, you may induce a fatal VT or VF with adenosine. RARELY. 

NOW THAT YOU CAN SEE SOME P WAVES:  
- Atrial rate of 250, sawtooth pattern?  Its FLUTTER. 
- Totally normal P waves?? Is got to be a SA node reentrant tachycardia. 
- Abnormal (maybe inverted) P waves and prolonged RP interval? It has to be an ATRIAL 

TACHYCARDIA, i.e. some ectopic focus sending impulses which are conducted 1:1 
- RETROGRADE P waves and SHORT RP interval?  Its an AV reentry tachycardia with an 

accessory pathway, or AV nodal reentrant tachycardia. 
- Retrograde Ps and a LONG RP interval? – its AV reentry tachy with a slow-conducting 

accessory pathway 
- NO ATRIAL ACTIVITY?? It was probably atrial fibrillation, or an ectopic junctional tachycardia.. 

 

ADENOSINE 
Should be OK; with an 
accessory pathway the 
chances of AF with 1:1 
conduction are tiny; 
…but… have the crash 
trolley parked at the 
end of the bed anyway. 
Chance favors the 
prepared man. 

The above arrhythmia was terminated with a Valsalva manoeuvre in emergency. Despite having an 
accessory pathway, the pt. reported this being managed with adenosine in the past, with good effect.

Regular rhythm, 200 


