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Dear Editor,

Supraventricular tachycardia (SVT) is the most common
arrhythmia during pregnancy, with a higher incidence in
the third trimester due to physiological hemodynamic, hor-
monal, and autonomic changes.' Although most episodes
are well tolerated, some cases may lead to maternal hemo-
dynamic instability and potential fetal compromise, posing
diagnostic and therapeutic challenges.?

We report the case of a 30-year-old woman at 34+6
weeks of gestation, with no known structural heart disease,
who presented to the emergency department with sudden-
onset palpitations, chest pain and dyspnea, accompanied
by nausea and vomiting. On admission, her heart rate was
200 beats per minute, blood pressure was 120/65 mmHg,
and oxygen saturation was 100%. An electrocardiogram re-
vealed a regular wide QRS tachycardia consistent with SVT
with aberrant conduction (Fig. 1A).

Initial management included vagal maneuvers, which
were unsuccessful, followed by synchronized electrical car-
dioversion under sedation. Two attempts at 150 J and 200
J failed to restore sinus rhythm. Pharmacological cardiover-
sion with intravenous adenosine was then administered (6
mg followed by two doses of 12 mg), without effect. A third
synchronized electrical cardioversion at 200 J successfully
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Figure 1 — (A) ECG showing the supraventricular tachycardia. (B)
ECG showing synus rhythm after cardioversion.

restored sinus rhythm (Fig. 1B).** Continuous fetal monitor-
ing was maintained throughout the procedure, with no evi-
dence of fetal distress. Given the persistent tachycardia at
200 bpm associated with chest pain and dyspnea in the set-
ting of advanced pregnancy, early electrical cardioversion
was prioritized after unsuccessful vagal maneuvers due to
concern for potential maternal hemodynamic deterioration.*

The patient remained asymptomatic during hospitaliza-
tion. A transthoracic echocardiography showed no struc-
tural abnormalities, and treatment with bisoprolol 2.5 mg
daily was initiated.*>® The remainder of the pregnancy was
uneventful, and vaginal delivery occurred at 39 weeks of
gestation without maternal or neonatal complications; epi-
dural analgesia was performed during labor to reduce cat-
echolamine release and minimize the risk of arrhythmia re-
currence. No recurrence of arrhythmia was observed during
pregnancy or postpartum.

This case highlights the importance of a stepwise ap-
proach to SVT management during pregnancy. While phar-
macological therapy is considered first-line in hemodynami-
cally stable patients, electrical cardioversion is a safe and
effective option when initial measures fail or when there is
concern for clinical deterioration.’** Catheter ablation was
not considered necessary, as sinus rhythm was success-
fully restored and remained stable throughout follow-up.
Individualized decision-making and a multidisciplinary ap-
proach are essential to ensure optimal maternal and fetal
outcomes.
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