
Monomorphic V-Tach 
Can degenerate into V-Fib 

Tx: cardioversion, if unstable but 
has a pulse; defibrillate if pulseless 

Ischemic Heart 
Disease (CAD) 

Pulseless Electrical 
Activity (PEA) 
Sinus rhythm or Sinus 
bradycardia (<50bpm) on ECG, 
but no physical heart contraction 
Tx: IV epinephrine every 3-
5min; find and treat underlying 
cause 

Ventricular fibrillation (V-fib) 
Tx: defibrillate ASAP; CPR if no 
AED available. Between cycles of 
defibrillation, give IV epinephrine 

(1mg bolus) 

Cardiac 
Arrest 

Cardiac Arrest 
Prognosis: 5-10% overall survival  

5 T’s: 
Tension Pneumothorax 
Tamponade (cardiac) 
Thrombosis  (from ACS) 
Thrombosis (from PE) 
Toxicity (i.e. ecstacy) 

5 H’s:  
Hypoxemia 
Hypovolemia 
H+ (acidemia) 
Hypo/hyperkalemia 
Hypothermia 

Anti-arrhythmic 
drugs, trauma, 

severe hypoxia, 
electrocution, 

heart surgery… 

Ischemic Heart 
Disease (CAD) 
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Shockable 
arrhythmias 

Non-Shockable 
arrhythmias 

Asystole 
Ensure true asystole: 
leads attached? Seen in 2+ 
perpendicular leads? 
Tx: IV epinephrine 

Sinus Bradycardia 
If pt w/ Sinus bradycardia has a pulse,  
Tx: 1st line: Atropine.  
2nd line: transcutaneous pacing or IV 
dopamine or epinephrine. 

Torsades de points (TdP) 
Can degenerate into V-Fib 

Tx: 2g Mg2+ bolus IV, defibrillate if needed  

Long QT interval: 
Medications (anti-
arrhythmics, TCAs, 

diruetics, antibiotics, etc) 
Electrolyte disorders 
Structural heart 

disease 

Normal QT interval: 
Ischemia (CAD) 

Structural Heart Disease 
Catecholaminergic 

Polymorphic VT 
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