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ABSTRACT
Objectives:  Adenosine is a common prehospital treatment for paroxysmal supraventricular 
tachycardia (PSVT); however initial dosing varies and the optimal first dose is unknown. To evaluate 
the association of the two common initial adenosine dosing regimens (6 mg and 12 mg) with 
prehospital patient improvement, hospital admission, complications, and death.
Methods:  This retrospective observational study included all 9-1-1 responses with prehospital 
adenosine administration between 1/1/2022 and 12/31/2022 from the ESO Data Collaborative. 
Outcomes included EMS clinician documented patient response (improved v. unchanged/worse) to 
the initial dose, emergency department (ED) dispositions, compressions/cardioversion/pacing after 
adenosine administration, and death. Descriptive statistics and adjusted odds ratios (OR) were used 
to compare outcomes for patients who received an initial adenosine dose of 6 mg versus 12 mg.
Results:  We analyzed 11,245 patients that received adenosine from 1,350 EMS agencies. Most 
received an initial dose of 6 mg (70%, n = 7,825), while 30% (n = 3,314) received an initial dose of 
12 mg. Initial pulse rate and systolic blood pressure were similar between groups. Nearly half in the 
6 mg group (48%, n = 3,746) received additional doses, compared to 25% (n = 815) in the 12 mg 
group. An initial dose of 12 mg was associated with 65% increased odds of prehospital improvement 
(OR: 1.65, 95%CI: 1.49–1.82). Complications including cardioversion (5%, n = 481), pacing (<1%, n = 2), 
and cardiopulmonary resuscitation (CPR) (<1%, n = 20) were rare. There was no difference in the 
need for cardioversion, pacing, or CPR between groups (p > 0.05). Amongst EMS transported patients, 
25% (n = 2,732) had available ED dispositions. An initial dose of 12 mg was associated with a 28% 
reduction in odds of admission (OR: 0.72, 95%CI: 0.59–0.87). In total, 2% (n = 48) who received 
prehospital adenosine and had available outcome data died. Of those, 70% (n = 32) were in the 
6 mg group and 30% (n = 14) were in the 12 mg group.
Conclusions:  An initial prehospital adenosine dose of 12 mg was associated with less re-dosing, 
greater rates of patient improvement, and lower rates of hospital admission compared to an initial 
dose of 6 mg. Complications requiring interventions and death were rare and similar across dosing 
regimens.

Introduction

Cardiac related conditions comprise approximately 13% of 
all requests for Emergency Medical Services (EMS) in the 
United States (U.S.) (1) and there are approximately 89,000 
new cases of paroxysmal supraventricular tachycardia (PSVT) 
annually (2). Adenosine has been described as a therapy for 
PSVT in the U.S. since 1990 (3) when it was approved by 
the FDA (4); studies describing its use in the emergency 
department (ED) began in 1991 (5) and in the prehospital 
setting in 1992 (6). Adenosine has been has been the recom-
mended medication in the American Heart Association 
(AHA) Guidelines for PSVT since 1992 (7). Although the 
Guidelines have recommended an initial adult dose of 6 mg 

followed by 12 mg, supporting evidence appears limited. The 
initial 1990 Food and Drug Administration (FDA) approval 
recommended an initial dose of 6 mg (4). A 1990 study doc-
umented a 57.4% conversion rate using an initial dose of 
6 mg and a 93.4% conversion using one 6 mg dose followed 
by a single 12 mg dose if necessary (3). A 1999 cost effi-
ciency study reported a 65% conversion rate for an initial 
6 mg dose but concluded that additional conversions that 
could be achieved at 12 mg were not worth the additional 
cost; they recommended 6 mg as the most cost effective dose 
of adenosine (8). In 1996 Brady et  al., did the first similar 
analysis for the prehospital setting with comparable results: 
36% conversion for 6 mg dose, and 63% conversion for 6 or 
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6 + 12 mg doses. Many other prehospital studies have docu-
mented adenosine overall conversion rates between 68% and 
89% (6,9–14), but none studied the impact of specific dose 
ranges. Morrison et  al., did the first prehospital dosage com-
parison study between 6 mg and 12 mg initial doses in a 
small before/after study and found a 33% conversion rate at 
6 mg and 46% at 12 mg (15). A more recent, randomized 
controlled study demonstrated a 70% conversion rate for 
6 mg and an additional 8% conversion following 12 mg. They 
also found that prehospital administration of adenosine 
shortened time to ED discharge from nearly 4 h to about 2 h 
compared to patients who received their first dose of ade-
nosine in the ED (16). No studies have explored more 
long-term outcomes such as mortality or hospital admission.

Paroxysmal supraventricular tachycardia is not benign. 
Beyond commonly causing patient discomfort, palpitations, 
chest pain, dyspnea, syncope and sweating (17), PSVT is asso-
ciated with hemodynamic instability, ischemic stroke (18), and 
sudden cardiac death (19,20). Imprecise initial dosing may fail 
to convert PSVT to sinus rhythm, increasing the risk of compli-
cations. Delays in conversion may also necessitate synchronized 
cardioversion which carries serious risks including pain, throm-
boembolic events, dysrhythmias, heart failure, complete heart 
block and cardiac arrest (21,22). Evidence-based dosage guide-
lines for adenosine could improve patient safety and comfort by 
increasing the likelihood of rapid conversion while minimizing 
complications. To date, no large-scale studies have compared the 
conversion success rate and patient outcomes associated with 
adenosine dosing strategies for treatment of PSVT.

This study evaluated the association of the two common 
EMS adenosine dosing regimens (6 mg and 12 mg) with pre-
hospital patient improvement, hospital admission, complica-
tions, and death.

Methods

Study Design and Setting

We conducted a retrospective analysis of prehospital patient 
care records from January 1, 2022 to December 31, 2022. 
Data were obtained from the ESO Data Collaborative public 
use dataset. The institutional review board at St. David’s 
HealthCare determined that this study was exempt.

The ESO Data Collaborative consists of data from EMS 
agencies, fire departments, and hospitals that have agreed to 
allow use of their de-identified records for research purposes. 
ESO is one of the largest EMS electronic health record (EHR) 
clinicians in the U.S. (23). The EHR software facilitates the 
collection of prehospital dispatch information, patient demo-
graphics, clinical presentation and course, interventions, 
treatments, and outcomes at transfer of care. Emergency 
Medical Services personnel are responsible for all data entered 
into the EHR. The software’s data variables and values are 
standardized across EMS agencies and follow the National 
Emergency Medical Services Information System (NEMSIS) 
data standard (24). Additionally, EMS agencies may use the 
ESO health data exchange (HDE) software product to directly 
receive hospital outcomes including disposition and diagnosis 
that are then linked to the patient’s prehospital EHR.

Selection of Participants

We evaluated records for all emergency (9-1-1) EMS responses 
with documented prehospital administration of adenosine. 
Interfacility transfers and records missing the dose of adenosine 
were excluded.

Measures

Patient outcomes following prehospital adenosine administra-
tion included EMS clinician reported patient response to the 
initial dose (improved vs unchanged/worse), transport dispo-
sition, ED disposition, hospital disposition, and mortality.

Indication for adenosine administration was assessed using 
the EMS clinician primary impression data field. Indications were 
collapsed into three categories: cardiopulmonary, injury, or other. 
(Supplemental File Table 1) Total adenosine dose during the 
EMS encounter was reported as a total dose in milligrams (mg).

The patient’s response to the medication was documented 
by the EMS clinician as improved, unchanged, or worse, as 
required by the NEMSIS data standard (25,26). Complications 
evaluated included cardioversion, pacing, or cardiopulmo-
nary resuscitation (CPR) following adenosine administration. 
Patient transport disposition was categorized as transported 
by EMS, released on scene (both against medical advice 
(AMA) and per protocol), or dead on-scene.

Emergency department dispositions were collapsed into 
four categories: admitted, discharged/AMA, died in the ED, 
or transferred to another facility. For admitted patients, in 

Figure 1. inclusion of patients.
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hospital dispositions were collapsed into three categories: 
discharged/left AMA, died in hospital, or transferred to 
another facility. In-hospital patient mortality was obtained 
from available ED and hospital dispositions. Mortality data 
was categorized as alive at the end of the study period (dis-
charged from the ED, left against medical advice, discharged 
from the hospital, or documented hospital disposition of 
“still a patient”) or deceased (died in the ED or died in the 
hospital). Mortality data was unavailable for patients trans-
ferred to another facility or if a hospital disposition was not 
documented for admitted patients.

Data Analysis

Descriptive statistics including frequencies, percentages, medi-
ans and interquartile ranges are reported. Missing data for 
each variable were omitted. Crude and adjusted odds ratios 
(adjusted for patient age, sex, race/ethnicity, first systolic blood 
pressure, first heart rate, primary impression) were calculated 

using logistic regression modeling to evaluate the odds of 
patient improvement following adenosine administration, hos-
pital admission from the ED, and death for initial adenosine 
doses of 6 mg or 12 mg. Analysis was completed using STATA 
IC version 18.0 (StataCorp LP; College Station, TX).

Results

During the study period, 11,245 patients received adenosine 
from 1,350 EMS agencies. Most received an initial dose of 
6 mg (70%, n = 7,825), while 30% (3,314) received an initial 
dose of 12 mg (Figure 1). Demographics were similar 
between the two groups (Table 1). The majority of adenos-
ine administrations were for cardiopulmonary EMS impres-
sions/indications (88%, n = 9,926), while 1% were for injury 
EMS impressions/indications, and 10% were for other EMS 
impressions/indications.

Indications and initial vital signs were similar between 
those who had an initial adenosine dose of 6 mg and those 

Table 1. Patient and encounter characteristics for all records with documented out-of-hospital adenosine administration.

Variable name %(n) overall N = 11,245 initial dose 6mg n = 7,825 initial dose 12mg n = 3,314
missing 

data

Sex
Female 54.3% (6,093) 55.6% (4,345) 51.3% (1,700) 16
male 45.7% (5,136) 44.4% (3,466) 48.7% (1,613)
Race/Ethnicity
asian, not hispanic/latino(a) 1.6% (164) 1.6% (113) 1.5% (48) 1,088
Black or african american, not hispanic/latino(a) 16.7% (1,698) 15.3% (1,063) 19.9% (618)
hispanic/latino(a) 8.5% (861) 8.2% (569) 8.7% (271)
other race, not hispanic/latino(a) 0.8% (80) 0.7% (48) 1% (31)
White, not hispanic/latino(a) 72.4% (7,354) 74.2% (5,164) 68.9% (2,140)
Age, years
median (interquartile range) 60 (45–72) 60 (46–72) 59 (45–71) 0
Initial Pulse Rate
median (interquartile range) 179 (160–198) 179 (160–198) 179 (160–198) 13
Initial Systolic Blood Pressure
median (interquartile range) 128 (108–148) 129 (108–148) 126 (106–146) 97
EMS Primary Impression/Indication
cardiopulmonary 88.3% (9,926) 88.7% (6,938) 87.4% (2,897) 0
injury 1.2% (138) 1.2% (90) 1.4 (45)
other 10.5% (1,181) 10.2% (797) 11.2% (372)
Patient Response to Initial Administration
improved 58.6% (5,253) 55.0% (3,280) 65.4% (1,903) 2,286
Unchanged 41.2% (3,687) 44.8% (2,669) 34.3% (999)
Worse 0.2% (19) 0.2% (12) 0.2% (7)
Number of Doses
one dose 59.2% (6,656) 52.1% (4,079) 75.4% (2,499) 0
two doses 21.6% (2,423) 25.3% (1,978) 13.0% (431)
three or more doses 19.3% (2,166) 22.6% (1,768) 11.6% (384)
Total Dose
median (interquartile range) 12mg (6 mg − 18 mg) 6mg (6 mg–18mg) 12mg (12 mg–12mg) 0
Prehospital Complications 
(not mutually exclusive)
cardioversion 4.3% (481) 4.1% (319) 4.9% (161) 0
Pacing <0.1% (2) <0.1% (2) 0.0% (0)
cPr 0.1% (20) 0.2% (12) 0.2% (7)
EMS Disposition
transported 98.4% (11,061) 98.2% (7,687) 98.6% (3,269) 0
treated released/transferred care to non-ems 1.6% (183) 1.8% (138) 1.3% (44)
Died on-scene <0.1 (1) 0.0% (0) <0.1% (1)
ED Disposition (among 2,732 records with 

linked outcomes)
Discharged 56.5% (1,543) 54.7% (1,001) 60.0% (528) 8,513
admitted 42.5% (1,162) 44.4% (812) 39.1% (344)
transferred 0.8% (23) 0.8% (15) 0.8% (7)
Died in the eD <0.1% (4) <0.1 (1) 0.1 (1)
Overall Mortality
lived 98.2% (2,684) 98.2% (1,798) 98.3% (866) 8,512
Died 1.8% (49) 1.8% (32) 1.7% (15)
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with an initial dose of 12 mg. After adjustment, an initial 
dose of 12 mg was associated with 65% increased odds  
(OR: 1.65, 95%CI: 1.49–1.82) of prehospital improvement 
(Table 2). Patients administered an initial dose of 12 mg 
were more likely to receive a single dose of adenosine com-
pared to those given an initial dose of 6 mg (75% vs. 52%, 
respectively). Further, there was a higher percentage of 
patients that received 3 or more doses among those that had 
an initial dose of 6 mg (12% vs. 23%, respectively). 
Documented prehospital complications following adenosine 
administration were rare. Less than 5% of patients received 
cardioversion following adenosine administration and less 
than 1% had pacing performed (Table 1). There were 41 
total patients that had CPR performed with 21 having CPR 
performed prior to adenosine administration and 20 having 
CPR performed following adenosine administration 
(Supplemental File Table 2). Of the 20 patients with CPR 
performed following adenosine administration, 10 had miss-
ing data that prevented the calculation of total CPR time. 
Among those with CPR performed following adenosine 
administration and data available to calculate CPR time, 9 of 
10 had resuscitation times of less than 4 minutes with a 
median time of 2 minutes (Interquartile range: 1–3 minutes). 
There was one patient that had a total CPR time of 40 min-
utes following adenosine administration. There was no dif-
ference in the need for cardioversion, pacing, or CPR 
following adenosine administration between groups (p-value 
> 0.05) (Table 1).

Almost all patients (98%) were transported by EMS. 
Amongst EMS transported patients, 25% (2,732) had avail-
able ED dispositions. After adjustment, an initial dose of 
12 mg was associated with reduced odds (OR: 0.72, 95%CI: 
0.59–0.87) of admission (Table 2). Finally, in total, 2% (48) 
who received prehospital adenosine and had available out-
come data died. Of those, 70% (32) were in the 6 mg group 
and 30% (14) were in the 12 mg group. After adjustment, 
there was no statistically significant difference in the odds of 
mortality between adenosine dose groups (OR: 0.84, 95%CI: 
0.42–1.69).

Discussion

In this study of more than 11,000 patients who received pre-
hospital adenosine we found that an initial dose of 12 mg 
was associated with significantly better patient outcomes 

compared to a 6 mg dose. Specifically, patients who received 
12 mg were less likely to require additional dosing, demon-
strated greater improvement in the prehospital setting and 
had a substantial reduction in odds of hospital admission.

While this study did not evaluate the initial electrocardio-
gram (ECG) interpretation, the median initial pulse rate of 
179 is consistent with cardiac tachydysrhythmia indications 
for adenosine administration (27). These results are aligned 
with reports that EMS clinicians correctly identify cardiac 
rhythm indications for adenosine administration in 88%-98% 
of cases (12,15,16,28). Nearly all patients were transported to 
the hospital, and almost half the patients were admitted.

Consistent with AHA Guidelines the majority of patients 
received an initial dose of 6 mg. Although the clinical presenta-
tion of patients who received a 6 mg initial dose was similar to 
that of those who received a 12 mg initial dose, those who 
received 12 mg were more likely to improve during the EMS 
encounter. While prehospital studies directly comparing patient 
improvement associated with various doses of adenosine are 
limited, a number of papers described improvements in conver-
sion rates when adenosine dosage exceeded 6 mg (3,9,15,29–31).

Complications following adenosine administration were 
rare and did not differ between dosing groups. Notably, 
there were 21 records that indicated CPR was performed 
prior to adenosine administration. While this may have been 
due to documentation errors, the rationale for adenosine 
administration following CPR should be investigated. The 
resuscitation time was short among those that received CPR 
following adenosine administration, potentially indicating 
the patient experienced a post-adenosine pause in many cases.

Patients who received an initial dose of 12 mg were also 
less likely to require repeat doses of adenosine in the field. 
The need to administer repeat doses represents prolongation 
of an abnormal rhythm which is associated with patient dis-
comfort, hemodynamic instability, and serious cardiovascular 
complications (18–20). The benefits of the higher dose of 
adenosine were observed beyond the prehospital portion of 
the EMS encounter as patients who received an initial dose 
of 12 mg with available ED dispositions also had a 28% 
reduction in the odds of hospital admission. Importantly as 
this study is unable to determine causation, other explana-
tions for this association warrants further exploration. For 
example, the reduction in hospital admissions may be related 
to a decrease in negative cardiovascular consequences asso-
ciated with prolonged episodes of PSVT rather than a direct 
consequence of the dose.

Limitations

This large retrospective analysis evaluated prehospital patient 
care records and linked hospital outcomes containing data 
entered by EMS and hospital personnel during the routine 
course of public safety and healthcare activities. Emergency 
Medical Service clinicians self-reported the patient response to 
adenosine into three nationally defined categories (improved, 
unchanged, or worse) which are subjective and could not be 
quantified. We were unable to evaluate patient ECGs to deter-
mine actual conversion rates. We did not evaluate the 

Table 2. Univariable and adjusted odds ratios for study outcomes.

Univariable 
odds ratios

95% 
confidence 

interval
adjusted 

odds ratios*
95% confidence 

interval

Patient Improvement Following Adenosine Administration
6 mg referent referent
12 mg 1.55 1.41–1.69 1.65 1.49–1.82
Hospital Admission from ED
6 mg referent referent
12 mg 0.8 0.68–0.95 0.72 0.59–0.87
Death
6 mg referent referent
12 mg 0.91 0.48–1.71 0.84 0.42–1.69

adjusted for Patient age, sex, race/ethnicity, First systolic Blood Pressure, First 
heart rate, Primary impression.
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intravenous (IV) site used to administer the adenosine; one 
previous study found that the odds of rhythm conversion 
doubled when the IV was placed in the antecubital space 
rather than the lower arm or hand (12). This study is limited 
by the lack of availability of hospital outcomes for the entire 
study population. Missing data could not be obtained because 
data were not abstracted for a registry but rather obtained 
directly from the electronic patient care record as documented 
by the EMS clinician or hospital staff.

Conclusions

In this large-scale analysis of EMS administration of adenosine 
for patients with PVST, an initial dose of 12 mg was associated 
with fewer re-doses, increased prehospital patient improve-
ment, and reduced rates of hospital admission compared to the 
more commonly used 6 mg initial dose. Complications were 
few and similar between dosing groups. Collectively, these 
findings underscore the importance of optimizing initial ade-
nosine dosing in the prehospital setting and suggest that fur-
ther research is warranted.

Authors’ Contributions

All authors made substantial contributions to the conception or design 
of the work; or the acquisition, analysis, or interpretation of data for 
the work; including drafting the work and reviewing it critically for 
important intellectual content. All authors have given final approval of 
the version to be published and agree to be accountable for all aspects 
of the work in ensuring that questions related to the accuracy or integ-
rity of any part of the work are appropriately investigated and resolved.

Declaration of Generative AI in Scientific Writing

The authors did not use a generative artificial intelligence (AI) tool or 
service to assist with preparation or editing of this work. The author(s) 
take full responsibility for the content of this publication.

Disclosure Statement

ARF, SSB, RPC, AT, and JBM are employed by ESO.

Data Availiability Statement

ESO Data Collaborative datasets are made freely available for scholarly 
research purposes following an external proposal and review process. 
For more information see: https://www.eso.com/data-and-research/

References

 1. Wang HE, Mann NC, Jacobson KE, Ms MD, Mears G, Smyrski 
K, Yealy DM. National characteristics of emergency medical ser-
vices responses in the United States. Prehosp Emerg Care. 
2013;17(1):8–14. doi:10.3109/10903127.2012.722178.

 2. Orejarena LA, Vidaillet H, DeStefano F, Nordstrom DL, Vierkant 
RA, Smith PN, Hayes JJ. Paroxysmal supraventricular tachycardia 
in the general population. J Am Coll Cardiol. 1998;31(1):150–7. 
doi:10.1016/s0735-1097(97)00422-1.

 3. DiMarco JP, Miles W, Akhtar M, Milstein S, Sharma AD, Platia 
E, McGovern B, Scheinman MM, Govier WC. Adenosine for par-

oxysmal supraventricular tachycardia: dose ranging and compari-
son with verapamil. Assessment in placebo-controlled, multi-
center trials. The Adenosine for PSVT Study Group. Ann Intern 
Med. 1990;113(2):104–10. doi:10.7326/0003-4819-113-2-104.

 4. Camm AJ, Garratt CJ. Adenosine and supraventricular tachycardia. N 
Engl J Med. 1991;325(23):1621–9. doi:10.1056/NEJM199112053252306.

 5. Cairns CB, Niemann JT. Intravenous adenosine in the emergency de-
partment management of paroxysmal supraventricular tachycardia. Ann 
Emerg Med. 1991;20(7):717–21. doi:10.1016/s0196-0644(05)80829-7.

 6. McCabe JL, Adhar GC, Menegazzi JJ, Paris PM. Intravenous ad-
enosine in the prehospital treatment of paroxysmal supraventric-
ular tachycardia. Ann Emerg Med. 1992;21(4):358–61. doi:10.1016/
s0196-0644(05)82650-2.

 7. Adult advanced cardiac life support. JAMA. 1992;268(16):2199–
241.

 8. Davis R, Spitalnic SJ, Jagminas L. Cost-effective adenosine dosing 
for the treatment of PSVT. Am J Emerg Med. 1999;17(7):633–4. 
doi:10.1016/s0735-6757(99)90147-x.

 9. Brady WJ, Jr., DeBehnke DJ, Wickman LL, Lindbeck G. Treatment of 
out-of-hospital supraventricular tachycardia: adenosine vs verapamil. 
Acad Emerg Med. 1996;3(6):574–85. doi:10.1111/j.1553-2712.1996.
tb03467.x.

 10. Lozano M, Jr., McIntosh BA, Giordano LM. Effect of adenosine on 
the management of supraventricular tachycardia by urban paramedics. 
Ann Emerg Med. 1995;26(6):691–6. doi:10.1016/s0196-0644(95)70039-0.

 11. Madsen CD, Pointer JE, Lynch TG. A comparison of adenosine 
and verapamil for the treatment of supraventricular tachycardia 
in the prehospital setting. Ann Emerg Med. 1995;25(5):649–55. 
doi:10.1016/s0196-0644(95)70179-6.

 12. Nelson AR, Cone DC, Aydin A, Burns K, Cicero MX, Couturier 
K, Rollins M, Shapiro M, Joseph D. An evaluation of prehospital 
adenosine use. Prehosp Emerg Care. 2023;27(3):343–9. doi:10.108
0/10903127.2022.2084579.

 13. Smith G, Mc DTD, Morgans A, Cameron P. Measuring the effec-
tiveness of a revised clinical practice guideline for the pre-hospital 
management of supraventricular tachycardia. Emerg Med Australas. 
2015;27(1):22–8. doi:10.1111/1742-6723.12340.

 14. Gausche M, Persse DE, Sugarman T, Shea SR, Palmer GL, Lewis RJ, 
Brueske PJ, Mahadevan S, Melio FR, Kuwate JH, et  al. Adenosine for 
the prehospital treatment of paroxysmal supraventricular tachycardia. 
Ann Emerg Med. 1994;24(2):183–9. doi:10.1016/s0196-0644(94)70128-8.

 15. Morrison LJ, Allan R, Vermeulen M, Dong SL, McCallum AL. 
Conversion rates for prehospital paroxysmal supraventricular tachycar-
dia (PSVT) with the addition of adenosine: a before-and-after trial. 
Prehosp Emerg Care. 2001;5(4):353–9. doi:10.1080/10903120190939508.

 16. Honarbakhsh S, Baker V, Kirkby C, Patel K, Robinson G, Antoniou 
S, Richmond L, Ullah W, Hunter RJ, Finlay M, et  al. Safety and 
efficacy of paramedic treatment of regular supraventricular tachy-
cardia: a randomised controlled trial. Heart. 2017;103(18):1413–8. 
doi:10.1136/heartjnl-2016-309968.

 17. Yetkin E, Ozturk S, Cuglan B, Turhan H. Clinical presentation of 
paroxysmal supraventricular tachycardia: evaluation of usual and 
unusual symptoms. Cardiovasc Endocrinol Metab. 2020;9(4):153–
8. doi:10.1097/XCE.0000000000000208.

 18. Kamel H, Elkind MSV, Bhave PD, Navi BB, Okin PM, Iadecola 
C, Devereux RB, Fink ME. Paroxysmal supraventricular tachycar-
dia and the risk of ischemic stroke. Stroke. 2013;44(6):1550–4. 
doi:10.1161/STROKEAHA.113.001118.

 19. Brembilla-Perrot B, Marçon O, Chometon F, Bertrand J, Terrier 
de la Chaise A, Louis P, Belhakem H, Blangy H, Claudon O, 
Selton O, et  al. Supraventricular tachyarrhythmia as a cause of 
sudden cardiac arrest. J Interv Card Electrophysiol. 2006;16(2):97–
104. doi:10.1007/s10840-006-9042-4.

 20. Wang Y, Scheinman MM, Chien WW, Cohen TJ, Lesh MD, Griffin 
JC. Patients with supraventricular tachycardia presenting with aborted 
sudden death: incidence, mechanism and long-term follow-up. J Am 
Coll Cardiol. 1991;18(7):1711–9. doi:10.1016/0735-1097(91)90508-7.

 21. Marza AM, Barsac C, Sutoi D, Cindrea AC, Herlo A, Trebuian 
CI, Petrica A. Cardiac arrest and complete heart block: complica-
tions after electrical cardioversion for unstable supraventricular 

https://www.eso.com/data-and-research/
https://doi.org/10.3109/10903127.2012.722178
https://doi.org/10.1016/s0735-1097(97)00422-1
https://doi.org/10.7326/0003-4819-113-2-104
https://doi.org/10.1056/NEJM199112053252306
https://doi.org/10.1016/s0196-0644(05)80829-7
https://doi.org/10.1016/s0196-0644(05)82650-2
https://doi.org/10.1016/s0196-0644(05)82650-2
https://doi.org/10.1016/s0735-6757(99)90147-x
https://doi.org/10.1111/j.1553-2712.1996.tb03467.x
https://doi.org/10.1111/j.1553-2712.1996.tb03467.x
https://doi.org/10.1016/s0196-0644(95)70039-0
https://doi.org/10.1016/s0196-0644(95)70179-6
https://doi.org/10.1080/10903127.2022.2084579
https://doi.org/10.1080/10903127.2022.2084579
https://doi.org/10.1111/1742-6723.12340
https://doi.org/10.1016/s0196-0644(94)70128-8
https://doi.org/10.1080/10903120190939508
https://doi.org/10.1136/heartjnl-2016-309968
https://doi.org/10.1097/XCE.0000000000000208
https://doi.org/10.1161/STROKEAHA.113.001118
https://doi.org/10.1007/s10840-006-9042-4
https://doi.org/10.1016/0735-1097(91)90508-7


6 A. R. FERNANDEZ ET AL.

tachycardia in the emergency department. J Pers Med. 2024;14(3): 
293. doi:10.3390/jpm14030293.

 22. Crijns HJGM, Weijs B, Fairley A-M, Lewalter T, Maggioni AP, 
Martín A, Ponikowski P, Rosenqvist M, Sanders P, Scanavacca M, 
et  al. Contemporary real life cardioversion of atrial fibrillation: 
results from the multinational RHYTHM-AF study. Int J Cardiol. 
2014;172(3):588–94. doi:10.1016/j.ijcard.2014.01.099.

 23. Nwanne T, Jarvis J, Barton D, Donnelly JP, Wang HE. Advanced 
airway management success rates in a national cohort of emer-
gency medical services agencies. Resuscitation. 2020;146:43–9. 
doi:10.1016/j.resuscitation.2019.11.006.

 24. Mann NC, Kane L, Dai M, Jacobson K. Description of the 2012 
NEMSIS public-release research dataset. Prehosp Emerg Care. 
2015;19(2):232–40. doi:10.3109/10903127.2014.959219.

 25. (NASEMSO) NAoSEO. NEMSIS Technical Assistance Center. 
Extended data definitions NEMSIS version 3.4.0. In: Services 
FbNHTSANOoEM, editor. 2016.

 26. NEMSIS. NHTSA Office of EMS. NEMSIS data dictionary 
NHTSA v3.4.0 build 200910. Updated 9/10/2020. In: Services 
FbNHTSANOoEM, editor. 2020.

 27. Page RL, Joglar JA, Caldwell MA, Calkins H, Conti JB, Deal BJ, 
Estes NAM, Field ME, Goldberger ZD, Hammill SC, et  al. 2015 

ACC/AHA/HRS guideline for the management of adult patients 
with supraventricular tachycardia. Circulation. 2016;133(14):e506–
e74. doi:10.1161/CIR.0000000000000311.

 28. Smith G, Mc DTD, Morgans A, Cameron P. Prehospital manage-
ment of supraventricular tachycardia in Victoria, Australia: epide-
miology and effectiveness of therapies. Emerg Med Australas. 
2014;26(4):350–5. doi:10.1111/1742-6723.12248.

 29. Dogan H, Ozucelik DN, Aciksari K, Caglar IM, Okutan N, Yazicioglu 
M, Avyaci BM, Simsek C, Ozasir D, Giray TA, et  al. To decide med-
ical therapy according to ECG criteria in patients with supraventricular 
tachycardia in emergency department: adenosine or diltiazem. Int J 
Clin Exp Med. 2015 2015;8(6):9692–9. Available from http://europe 
pmc.org/abstract/MED/26309644, https://europepmc.org/articles/PMC4 
537958, https://europepmc.org/articles/PMC4537958?pdf=render.

 30. Lim SH, Anantharaman V, Teo WS, Chan YH. Slow infusion of cal-
cium channel blockers compared with intravenous adenosine in the 
emergency treatment of supraventricular tachycardia. Resuscitation. 
2009;80(5):523–8. doi:10.1016/j.resuscitation.2009.01.017.

 31. McIntosh-Yellin NL, Drew BJ, Scheinman MM. Safety and effica-
cy of central intravenous bolus administration of adenosine for 
termination of supraventricular tachycardia. J Am Coll Cardiol. 
1993;22(3):741–5. doi:10.1016/0735-1097(93)90185-4.

https://doi.org/10.3390/jpm14030293
https://doi.org/10.1016/j.ijcard.2014.01.099
https://doi.org/10.1016/j.resuscitation.2019.11.006
https://doi.org/10.3109/10903127.2014.959219
https://doi.org/10.1161/CIR.0000000000000311
https://doi.org/10.1111/1742-6723.12248
http://europepmc.org/abstract/MED/26309644
http://europepmc.org/abstract/MED/26309644
https://europepmc.org/articles/PMC4537958
https://europepmc.org/articles/PMC4537958
https://europepmc.org/articles/PMC4537958?pdf=render
https://doi.org/10.1016/j.resuscitation.2009.01.017
https://doi.org/10.1016/0735-1097(93)90185-4

	Comparing Prehospital Adenosine Initial Dosing of 6mg Versus 12mg for Presumed Paroxysmal Supraventricular Tachycardia (PSVT)
	ABSTRACT
	Introduction
	Methods
	Study Design and Setting
	Selection of Participants
	Measures
	Data Analysis

	Results
	Discussion
	Limitations
	Conclusions
	Authors Contributions
	Declaration of Generative AI in Scientific Writing
	Disclosure Statement
	Data Availiability Statement
	References


