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triggered because of its shorter
refractory period. What happens next is
that the premature beat is conducted
antegrade down the slow pathway and
when it reaches the common pathway
the fast pathway is open and conduction
subsequently occurs retrograde up the
fast pathway again to the atria and
within the AV node resulting in a
sustained loop or re-entry tachycardia. 
The typical clinical presentation of

AVNRT is a sudden onset of palpitations
(98%) and/or dizziness (78%).11 Patients
may present at any age and are more
frequently female than male.12,13
AVNRT is terminated with electrical

cardioversion in haemodynamically
unstable patients. In all other cases,
vagal manoeuvres, such as the Valsalva
manoeuvre or carotid sinus massage,
should be performed first. Carotid
massage should not be applied in
patients with a recent CVA/TIA,
myocardial infarction or carotid bruits.
Vagal manoeuvres increase
parasympathetic tone and result in
slowing and blocking of the antegrade
slow pathway.14When this fails, as in our
case, intravenous administration of
medications that temporarily affect AV
conduction are required. These include
adenosine, calcium channel blockers,
beta blockers or digoxin. 
Long-term management of AVNRT

depends on the frequency, duration and
burden of recurring episodes, as well as
the patient’s tolerance of medications.
Most frequently, patients choose 
a pill-in-the-pocket strategy without
long-term antiarrhythmic medications.
Catheter ablation to terminate AVNRT,
either with radiofrequency or
cryoablation, is highly effective, but at
the cost of potential AV node damage
and the patient requiring a pacemaker.
The long-term success rate of
radiofrequency ablation is significantly
higher but at the potential expense of
more permanent AV node block.15

CONCLUSION
Palpitations are common in primary
care. While the odds of finding a
relevant cardiac arrhythmia are low,
the diagnostic threshold should be set
low. In this case, the patientwas found
to have AVNRT. 
Providing there are no contraindications,

the first step in acute management
involves performing vagal manoeuvres
that are effective in terminating
supraventricular tachycardias and can
be safely performed in primary care.
Overall, when dealing with a patient
with palpitations, the emphasis should
be on careful history taking to find

clues that suggest an underlying
arrhythmia.
As patients are usually asymptomatic

at consultation, they should be told to
come for an ECG when symptoms do
present. 
A readily available smartphone-based

1-lead ECG may provide a welcome
addition to our armamentarium, as it
serves as a diagnostic tool either in the
doctor’s surgery, when performing
house calls, or for ambulatory use to
allow patients to activate themselves
when experiencing symptoms. 
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In general practice palpitations are reported in 
approximately 8 per 1,000 persons per year. 
The differential diagnosis includes cardiac and 
psychiatric causes, as well as numerous others 
including hyperthyroidism, anaemia, prescribed
medication, caffeine and recreational drugs.

Factors that point towards a cardiac aetiology are 
male sex, irregular heartbeat, history of heart disease,
event duration > 5 minutes, frequent palpitations, and
palpitations which occur at work or disturb sleep. Other
clues suggesting a cardiac origin are abrupt onset and
termination of palpitations, positional palpitations, 
and accompanying symptoms such as dizziness and
presyncope. 

Cardiac arrhythmias are the result of enhanced 
automaticity, triggered activity or re-entry. The latter
mechanism is responsible for the majority of clinically
relevant arrhythmias, such as atrial fibrillation and
supraventricular tachycardias.

The prevalence of supraventricular tachycardia in the  
general population is around 2-3 per 1,000 persons. 
AV nodal re-entry tachycardia (AVNRT) is the most
common paroxysmal supraventricular tachycardia,
accounting for nearly two-thirds of all cases.

The typical clinical presentation of AVNRT is a sudden 
onset of palpitations (98%) and/or dizziness (78%).
Patients may present at any age and are more
frequently female than male. Providing there are no
contraindications, the first step in acute management
involves performing vagal manoeuvres that are
effective in terminating supraventricular tachycardias
and can be safely performed in primary care.
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