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Patients with SVT and infrequent
symptoms who do not have evidence
of pre-excitation can be treated with a
variety of approaches based on patient
preference. These arrhythmias are
rarely dangerous. Catheter ablation has
sufficient efficacy and low risk to be
used for symptomatic patients, either
as initial therapy or for patients
experiencing side-effects or arrhythmia
recurrence during drug therapy.

CONCLUSIONS
AVNRT and AVRT are common,
mostly stable cardiac arrhythmias that
can be clinically difficult to distinguish.
Routine ECG assessment will provide
clues to the diagnosis. Simple
manoeuvres can terminate these
arrhythmias and patients with
recurrent symptoms or more complex
presentations can be referred to
a specialist to help elucidate the
underlying mechanisms and
determine appropriate treatment.

Systems are being developed for
more urgent referral of patients with
sustained or compromising
arrhythmias. The development of
rapid access multidisciplinary
arrhythmia clinics will allow access to
expert opinion for initial assessment
and formulation of a care plan. This
should improve long-term
management in primary care
and reduce hospital admissions.  

FIGURE 5 (LEFT)
Atypical AVNRT.
Here the P waves
actually occur at the
onset of the T wave

FIGURE 4
(ABOVE)
AVNRT. Narrow
complex regular
tachycardia. 
Q waves are buried
in the end of the
QRS complexes,
causing a short 
RP interval
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AVNRT accounts for 60% of patients presenting with a
narrow complex tachycardia. It occurs mainly in young
adults, particularly women. In AVNRT, the substrate for 
re-entry depends on the presence of two distinct AV
nodal pathways. The ‘normal’ pathway is fast but
recovers slowly, the aberrant pathway is slow but
recovers quickly. If a premature impulse is discharged, it
will be unable to conduct via the fast pathway and
hence will be directed down the slow pathway.
Depending on the timing of the impulse this may then
be conducted retrogradely back to the atria if the fast
pathway has recovered.

AVRT is an accessory pathway-mediated tachycardia
and accounts for 30% of all SVTs. AVRT is twice as
common in men than women and tends to present at a
younger age than AVNRT. In AVRT there are anomalous
pathways connecting atrial to ventricular myocardium,
which bypass the AV node and conduct at very rapid
rates. The most commonly described accessory pathway
is that of Wolff-Parkinson-White syndrome (WPW).
About one-third of patients with bypass tracts such as in
WPW have a propensity to develop dangerous atrial
arrhythmias, including paroxysmal atrial flutter and
fibrillation.

The unpredictable nature of SVTs can present a
diagnostic challenge. It is difficult to determine when an
attack will occur, how long it will persist and when it will
terminate. 

The diagnosis and management of these arrhythmias
is by review of 12-lead ECG and ambulatory recordings
with correlation to the clinical setting. Continuous ECG
recordings with Holter monitors, event recorders or
implantable loop recorders can be carried out in the
outpatient setting. Usually, SVTs are documented by an
ECG showing the presence of a regular narrow complex
tachycardia, with a heart rate of about 150-250bpm.

Initial therapy for an acute episode of a narrow complex
tachycardia includes vagal manoeuvres, such as carotid
sinus massage and the Valsalva manoeuvre. If these
measures are unsuccessful and the patient is
symptomatic but stable, drugs can be used to terminate
the tachycardia. These include calcium-channel blockers
(verapamil or diltiazem), beta-blockers (atenolol,
metoprolol or bisoprolol) or digoxin, providing that there
is no evidence of pre-excitation on the surface ECG.

Treatment for AVRT is more difficult. Drugs blocking
conduction in accessory pathways include class Ia
(procainamide) and class Ic drugs (flecainide,
propafenone) but radiofrequency ablation is now 
the first-line treatment.

Patients with any evidence of haemodynamic instability
or severe prolonged symptoms should be referred
acutely for monitoring and treatment. 
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