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                           Operational Medical Director 

SUBJECT:  Atrial Fibrillation/Atrial Flutter  

SUPPLEMENT MEDICAL PROTOCOLS/PROCEDURES:  Medical Protocols-

Section II, Adult Tachycardia with a Pulse Algorithm 

 

PURPOSE: 

To provide supplement direction to the Rappahannock Emergency Medical Service (REMS) Patient 

Care Protocol- Adult Tachycardia with a Pulse Algorithm. This directive outlines the treatment of Atrial 

Fibrillation and Atrial Flutter for Stafford County EMS Clinicians. 

 

DEFINITION: 

Atrial Fibrillation (A-Fib) is a narrow complex tachycardia that is irregularly irregular. A-Fib may cause 

syncope, orthostatic hypotension, or hypotension due to loss of atrial kick.  Rate related signs and 

symptoms usually occur at rates greater than 150 beats per minute (bpm). 

 

Chronic A-Fib is the most common dysrhythmia seen in patients over 65 years old.  In these patients, A-

Fib is generally well tolerated, and the ventricular rate is controlled. Chronic A-Fib with rapid 

ventricular rate may be due to medication non-compliance or other underlying illnesses including fever, 

infection, ischemia, PE, etc. 

 

New onset A-Fib with rapid ventricular response are the most clinically relevant. 

 

Atrial Flutter (AF) is similar to A-Fib; the atria beat regularly, but faster than usual and more often than 

the ventricles, there may be four atrial beats to every one ventricular beat. Atrial flutter is less common, 

but has similar symptoms (feeling faint, tiredness, palpitations, shortness of breath or dizziness). About a 

third of people with atrial flutter also have atrial fibrillation. 

 

A-Fib and AF are treated the same in the prehospital setting. The prehospital care goals are to identify 

the tachycardic rhythm, classify as stable or unstable, and treat accordingly. 

 

ASSESSMENT: BLS  

• Perform patient assessment. Obtain vital signs and blood glucose. 

• Ensure oxygenation, and monitor NIBP, HR, RR, SpO₂, and ETCO₂. 

• Place patient on cardiac monitor, and obtain a 12 lead EKG and transmit to the receiving facility. 

 

ALS 

• Establish vascular access 

•     Identify the tachycardic rhythm: A-Fib or AF with ventricular rate greater than 150 bpm  

• Classify as stable or unstable: 

 Stable: Conscious/alert, SBP >90mm Hg, MAP >65mm Hg  

Unstable: Altered mental status, hypotension, shock, ischemic chest pain/discomfort, dizzy, skin 

is pale, cool or diaphoretic, dyspnea, tachypnea 
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TREATMENT: 

 

Stable: Diltiazem (Cardizem) 0.25 mg/kg IV/IO (max of 20 mg) over 2 minutes. If patient is >70 years 

of age, reduce the bolus by ½. If rate does not slow within 15 minutes, administer Diltiazem 

0.25 mg/kg IV/IO (max of 20 mg). 

 

If Diltiazem is not available: 

 

Metoprolol (Lopressor) 5 mg slow IV/IO push, repeat every 5 minutes to a max. dose of 15 mg 

to achieve a desired heart rate of less than 120. 

 

Unstable: If patient is conscious, administer Versed 2mg IV/IO/IN/IM slow, do not delay cardioversion 

if  patient is extremely unstable. 

 

Deliver Synchronized Cardioversion 100 J, if refractory, increase energy to 150 J, 200 J as 

needed. 

 

NOTES: 

• Monitor and document NIBP, HR, RR, SpO₂, and ETCO₂ after each medication administration 

and synchronized cardioversion. 

• Patients requiring synchronization should have the Physio Control therapy cables, and limb leads 

attached to the patient. 

• Ensure the SYNC Button is activated for each synchronized cardioversion. 

• Diltiazem, Metoprolol and Synchronized Cardioversion are considered Standing Orders for EMT-

I and EMT-P clinicians. 

 


