
Sinus Bradycardia (sinus rhythm with a rate less than 50) 

 
 Is your patient stable or unstable? 

 Stable- monitor closely 

 Unstable/ Symptomatic – this patient is showing signs of poor perfusion 
(their heart rate is not fast enough to deliver an adequate volume of blood 
to the body and requires treatment/ intervention) for example: 
hypotensive feels faint, decreased or altered mental status, cool or 
clammy/diaphoretic. 

 Administer 0.5mg Atropine. If Atropine is ineffective you now have three 
options: 

o Administer Dopamine 2-10 mcg/kg/minute OR 

o Administer Epinephrine infusion: 2 – 10 mcg per minute 
o Prepare and provide external transcutaneous pacing. 

 Note: if the patient is severely hypotensive, transcutaneous 
pacing may or may not capture and not be able to produce an 
adequate profusing pressure. The epinephrine drip or 
dopamine drip with transvenous pacing with expert 
consultation should now be considered. 

 

 

 

 

 

 

 



Heart Blocks 

 
o Is your patient stable or unstable? 

o Stable- monitor closely, seek expert consultation 

o Unstable/ Symptomatic – this patient is showing signs of poor perfusion 

(their heart rate is not fast enough to deliver an adequate volume of blood to 

the body and requires treatment/ intervention) for example: low B/P, feels 

faint, decreased or altered mental status, cool or clammy/diaphoretic 

o Administer 0.5mg Atropine. But don’t rely on atropine in Mobitz 

type II, second-degree block or third-degree block with a new wide 

QRS complex. 

o For an unstable Mobitz type II second-degree or third-degree heart 

block patient be prepared for transcutaneous pacing 

 

Supraventricular Tachycardia- SVT (SUSTAINED 

rapid  narrow complex tachycardia with a rate greater than 150)  

 
o Is your patient stable or unstable?  
o Stable- Attempt vagal maneuvers like bearing down or a good hard cough. 

If you’re a physician, try carotid massage.  
o If vagal maneuvers aren’t successful in slowing their heart rate, administer 

6 mg. of Adenosine. What is unique about administering Adenosine is that  
it is a fast-push and fast-acting drug. It may cause a second or two of 
asystole. Patient also must be monitored.  

o If the first dose of 6 mg isn’t successful, ACLS allow you to repeat the 
Adenosine providing 12 mg the second and third time if needed.  

o Unstable/ Symptomatic – this patient is showing signs of poor perfusion 
(low B/P, feels faint, decreased or altered mental status, cool or 



clammy/diaphoretic) it may be due to their heart rate is too fast to deliver 
an adequate volume of blood to the body and requires rapid treatment/ 
intervention. Provide synchronized cardioversion of 50 – 100 joules 

Monomorphic Ventricular Tachycardia- VT 
(SUSTAINED) >30 seconds rapid wide complex tachycardia) 

 
o First and important question: Does your patient have a pulse with this 

rhythm? 
o If yes, he/she does have a pulse, then is you patient stable? 

o With a PULSE and UNSTABLE (low b/p, weak, clammy, cold, ashen, 
unresponsive or lethargic) 

 Deliver immediate synchronized cardioversion at 100J. 
 Evaluate the rhythm post cardioversion and consider a second 

attempt at a higher energy level if needed.  

 With a PULSE and STABLE, treat with adenosine only if 
regular and monomorphic. 

 Consider antiarrythmic infusion i.e. Procainamide or 
Amiodarone IV drip. 

Polymorphic Ventricular Tachycardia- VT 

 

 Arrhythmias with a polymorphic QRS appearance, torsades de pointes for 
example, will usually not permit synchronization. The patient will have to 
be treated as V-fib: defibrillate at 200 joules. 

 If there is doubt about whether an unstable patient has monomorphic or 
polymorphic VT, do not delay treatment for further rhythm interpretation. 
Provide defibrillation (not synchronized cardioversion) at 200 joules 

 
 
 



VENTRICULAR FIBRULATION 

 
 

 VFib is a chaotic and disorganized rhythm that generates absolutely no 
perfusion! The heart is quivering as it is dying and requires IMMEDIATE 
defibrillation…do not delay! The sooner the heart in VF can be defibrillated, 
the higher the chances of successfully converting to an organized rhythm. 

 Quickly…. 
o Rapidly assemble your team 
o Begin chest compressions 
o Apply defibrillator (hands-free) pads to patient, clear your coworkers 

from touching the patient or the bed and deliver 200J shock as 
quickly as you can. 

 Immediately after the shock is delivered, resume compressions and bag 
mask ventilations. (CPR should not stop for more than 10 seconds.) 

 You will continue CPR for 2 minutes (make sure your timer/recorder is 
tracking this for you) and prepare your first drug – your first medication will 
be Epinephrine 1mg, but do not administer it yet. This is also a good time 
to get IV or IO access if not already established. 

 At 2 minutes clear to reevaluate your rhythm- if VF persists charge and 
defibrillate a second time at 200J, clear the patient and deliver the shock. 
Immediately resume compressions (make sure to rotate compressor and 
person bagging every 2 minutes for optimal compressions- you will get 
tired quickly) 

 During this 2 minute cycle administer the Epinephrine an prepare the 
second medication- Amiodarone 300mg 

 Again at the 2 minute mark clear to reevaluate your rhythm- if VF persists 
charge and defibrillate at 200J, again resume compressions immediately 
after the shock is delivered. 



 During this 2 minute cycle administer the Amiodarone 300mg and 
prepare your next dose of Epinephrine, 1 mg. 

 These 2 minute cycles of rhythm check- shock if indicated- CPR 

administer med will continue as long as VF or pulseless VT persists 

Asystole- Ventricular Standstill – Absolutely no electrical or 

mechanical activity! 

 
 Asystole requires immediate intervention 

o Begin compressions and airway management, good CPR. 
o Administer Epinephrine 1mg IVP as soon as it’s available. 
o 1 mg of Epinephrine (1:10,000 used in cardiac arrest) is giving every 

3-5 minutes and there is no maximum dose. 
o A critical step to restoring a perfusing rhythm is to quickly identify 

one of the underlying/reversible causes that most frequently lead to 
asystole. The most common are known as the H’s & T’s! As a team 
leader you should run through the list for consideration. 

 H’s & T’s are as follows: Hypoxia, Hypothermia, 
Hypo/Hyperkalemia, Hydrogen Ion (acidosis), Hypovolemia, 
Toxins, Tension Pneumothorax, Tamponade, Thrombus 
(coronary or pulmonary) 

Pulseless Electrical Activity (PEA) – Electrical Activity 

without mechanical contractility, you have an organized rhythm, but the heart 

isn’t pumping . 

 
 

NO PULSE 

o What do you do if you are in a code and you find an organized rhythm on 
the monitor? 

o CHECK FOR A PULSE! If you have a rhythm and no pulse you are in PEA 



o Begin compressions and airway management / good CPR at a ratio of 30:2. 
o Administer Epinephrine 1:10,000 1mg IVP 
o A critical step to restoring a perfusing rhythm is to quickly identify one of 

the underlying/reversible causes that most frequently lead to PEA. The 
most common are known as the H’s & T’s! As a team leader you should run 
through the list for consideration. 

o H’s & T’s are as follows: Hypoxia, Hypothermia, Hypo/Hyperkalemia, 
Hydrogen Ion (acidosis), Hypovolemia, Toxins, Tension Pneumothorax, 
Tamponade, Thrombus (coronary or pulmonary) 

o Remember- PEA is not always a Sinus Rhythm and it is not always a slow 
PEA. It can look like any organized rhythm 

 
 
During class you will have opportunity to get hands-on practice with each of these 
rhythms and their appropriate algorithms. If you study the content the application 
in the simulation labs will pull it all together for you and your instructor will help 
tie it all together and answer any additional questions you may have 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


