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ABSTRACT
A young AHA class I patient adult attended the Emergency Medicine Department 
of a Tertiary care center in a shocked state. This patient body mass index was 
twenty5. He did not have any family history of heart disease.4 The patient also 
did not have any history of smoking, diabetes and hypertension.13,14 Idiopathic 
Ventricular tachycardia is common cause of morbidity in young patients where 
we do not encounter any structural heart problem1

The patient did not give any history of covid infection and he was vaccinated for 
covid.(2,3)

The patient attended the triage of a tertiary care hospital Emergency Department. 
He came walking to the hospital with complains of ghabhrahat and uneasiness. 
His peripheral pulses were not palpable. He was immediately made to lie down 
on a trolley and his ECG was done.
His ECG Showed monomorphic Ventricular tachycardia. Patients of cardiac 
arrthymias attend the emergency departments quite frequently.6

The patient’s Blood pressure was not recordable and his carotids were feeble.
Therefore, the option of cardioversion with drugs was not possible. Patient was 
cardioverted by electrical cardioversion and revived immediately.
Increasing�number�of�patients�who�survive� the�𿿿rst�attack�of,�arrhythmia if not 
started with anti-arrhythmic medication may develop life threatening fatal 
arrhythmia subsequently.
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INTRODUCTION 
The�patient� had�no� signi𿿿cant� comorbidities.
He was a healthy young adult with a BMI 
of 20. He came with the chief complaints of 
ghabrahat and uneasinesss for half an hour. 
Timely�treatment�in�the�𿿿rst�platinum�minutes�
and golden hour could save the patient’s life. 

CASE REPORT 
A 30 year old male attended casualty with his 
initial ten second assessment showed the Chief 
Complaints of Ghabrahat and uneasiness. His 
peripheral pulse was not palpable. Patient was 
conscious and well oriented to time, space and 
person. His Carotid Pulse was feeble. BP not 
recordable Respiration 20/ minute Spo2 not 
recordable He was notfebrile His ECG showed 
monomorphic Ventricular Tachycardia. 

Airway His Respiratory rate was 20/ minute.
There was no sign of airway obstruction.
Spo2 not recordable and Oxygen mask with 
reservoir�bag�at�10� liters�Áow�rate�was�given�
to the patient Breathing B/L breath sound 
normal CVS peripheral pulses not palpable 
and internal carotid pulsations feeble.

Cervical Spine: Nothing abnormally detected
BP not recordable
Respiration 20/ minute
Spo2 not recordable He was a febrile
His ECG showed monomorphic Ventricular 

Tachycardia. 
Breathing B/L breath sound normal
CVS peripheral pulses not palpable and 

internal carotid pulsations feeble.
Disability GCS 15/15Blood Sugar Random 

120 mg
Exposure: He was Afebrile
This patient was started with Oxygen 10 

liters per minute with mask and reservoir bag

Inj. Fentanyl 100 microgram was given after 
securing IV line.

Patient chest exposed and Jelly applied.
DC shock 200 joules was given to the patient 

with due precautions. The rhythm returned to 
normal but the heart rate was 200 per minute.
This time the Blood pressure was recordable 
to 70 systolic. Simultaneously noradrenaline 
infusion started due to hypotension. Patient 
given 6 mg bolus IV Adenosine with 10 ml 
of� saline� Áush.� Pulse� came� down� to� 194� per�
minute. Repeat Adenosine IV 6 mg was given 
after�three�minutes�with�10�ml�Saline�Áush.

After 3 minutes since the pulse came down to 
190 per minute we administered IV Xylocard 60 
mg. To which the patient responded very well 
and his peripheral pulses were palpable. His 
BP was 90/60 mm of Hg and patient himself 
felt better. His trop T was done which came 
out to be negative. His ABG was done which 
showed metabolic acidosis. The patient’s 
Echocardiography was normal. The ejection 
fraction was more than 60 percent. No regional 
wall motion abnormalities were detected. The 
patients x-ray chest was normal. The patient 
did not have any electrolyte imbalance. Holter 
test showed normal and the patient was on 
Metoprolol 25 mg and amiodarone 300 mg. 
The patient was discharged and advised to 
attend Cardiology OPD for followup.

DISCUSSION
This was an apparently young patient AHA class 
I�with�no�co-morbidities�or�any�past�signi𿿿cant�
history. Such patients need to be attended in 
the pre hospital setting itself (8,9,10,11,12). Such 
patients�need�to�be�attended�in�the�𿿿rst�golden�
hours and First platinum minutes. All the A 
C L S ambulances need to have Equipment 
and emergency crash carts to be kept ready 
to manage patients immediately. As per the 
𿿿gure�1�the�patient�was�given�amiodarone�but�
we gave adenosine as our patient developed P 

There is now substantial evidence to support the wider use of implantable 
cardioverter-de𿿿brillator� devices� as� primary� treatment� in� some� patients� with�
serious ventricular arrhythmia7.
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Figure 1: Showing ACLS Algorithm in Ventricular Tachycardia and Ventricular Fibrillation

Figure 2: Showing Monomorphic Ventricular Tachycardia

S V T therefore we gave adenosine to the patient. 
Chest compressions continueduntil Reversal of 
spontaneous circulation. Injection nor-adrenalin 
was given instead of Adrenalin as patient had 
systolic BP of 70 mm. Patient was also given 
Injection Fentanyl for pain management. Since 
P S V T was not relieved with adenosine we 

administered intravenous 60 mg of xylocard 
and the patient responded well and the pulse 
was reverted back to 60 per minute of regular 
rhythm.

Figure 2 shows monomorphic ventricular 
tachycardia on arrival to Emergency 
Department.

Seema Balkrishna Wasnik, Himanshu Sikri, Amlendu Yadav et al. Cardioversion in Monomorphic 
Ventricular Tachycardia in Emergency Department
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CONCLUSION 
The incidence of young patients having 
cardiac emergencies is rising & therefore 
frequent routine checkups, healthy eating 
habits and following healthy routine 
of exercises can prevent morbidity and 
mortality� It� is� con𿿿rmed� by� series� of� trials�
such as Antiarrhythmic versus Implantable 
De𿿿brillator,� Cardiac� arrest� Study� Hamburg�
and�Canadian�Implantable�De𿿿brillator�Study�
that� implantable� cardioverters-de𿿿brillators�
or ICD s have proved immensely to reduce 
the risk of sudden cardiac deaths. Therefore, 
young patients have the option of implantable 
implantable� cardioverters� de𿿿brillators�
for improving chances of survival. Every 
patient can manifest different clinical picture. 
Algorithm are for guidance but we need to 
treat as per the patient need during emergency 
situations. Implantable cardioverters-
de𿿿brillators�should�be�available�in�Emergency�
departments of all hospitals and ACLS 
ambulances
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this� case� report.� Patient� con𿿿dentiality� and�
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