
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

.  So you used adenosine anyway. After you were told not to. That’s just fine. Vast majority of the time you 
will actually get away with it. Only very occasionally you might induce AF in a patient with an accessory pathway. 

This is what happens.. The patient is looking slightly unwell. 

This is very rare and requires a DC shock.  
The DC current is an effective rescue measure; so in reality… you can always just give adenosine, and if 
everything goes to hell- there is always the defibrillator. 
 

Now what are you going to do..  
For all intents and purposes this is VF; through 
technically its AF with 1:1 conduction.  
Normal drugs wont work: blocking the AV 
node just makes the accessory pathway take 
over more of the conduction role. The rate 
would actually increase. 
Two strategies: target the accessory pathway 
to slow its rate of conduction, or just cardiovert 
the whole thing and hope the AV node takes 
over the role of conduction (DC shock should 
silence ectopic atrial foci). Procainamide 
seems to be the agent of choice in the US. 
Antipodes prefer Flecainide. 

Second line agents            You wouldn’t use any of these in patients with severe hypotension, 
history of congestive heart failure, WPW or some sort of heart block. Verapimil 

- Calcium channel blocker; blocking the calcium channels will slow the rate of AV 
node conduction and prolong the AV refractory period. LV function will also be 
depressed, so this is not any good in people with low LVEF. 

- Usually given as a slow bolus of 5-10mg IV, with constant (preferably arterial line) 
blood pressure monitoring. 

Beta-blockers 
- Beta-blockade slows the rate of sinus pacemakers, or any ectopic pacemakers. 

It also increases the refractory period of the AV node, and it will slow 
conduction of retrograde or anterograde accessory pathways. 

 

Third line agents            

Class 1a: Procainamide 

Class 1c: Flecainide and Propafenone 
Fast sodium channel blockers, best for VT; they will lengthen the refractory period 
of the accessory pathway and sometimes terminate AF. 

 In WPW with atrial fibrillation, these drugs are used if DC cardioversion is impossible. 
IN SVT with definite preexcitation, these are SECOND LINE AGENTS.   

 
 
 
 

Wolff-Parkinson-White: Verapimil, digoxin and adenosine are said to be contraindicated. 
- DC Cardiovert these people as a first line treatment. 
- Only if that fails, move onto Class 1c or 1a fast sodium channel blockers 

 


