TICU Atrial Fibrillation Treatment Algorithm

Confirm on more than one lead or EKG
Check electrolytes (with Mg, Ca, Phos)

Check CBC

Assess patient’s volume and oxygenation status

No acute

Rapid ventricular

response

NO rapid
ventricular
response
Hemodynamically Magnesium
unstable 4gmlV

intervention
required

Hemodynamically
stable = Rate control

Magnesium

4gmlV

*Preferred*

Option in severe COPD
or asthma
(Avoid if EF < 40%):

S Diltiazem
10-20 mg IVP load =
drip @ 5-15 mg/hr

$ Metoprolol
5-10 mg IVP Q4 hrs
-or-
$$S$S Esmolol drip
start @ 50-100
mcg/kg/min

If refractory to
diltiazem and beta-
blockade:

S Amiodarone
150 mg IV bolus =2
24 hr drip

*Above algorithm should be re-assessed after 24 hrs. Consider oral therapy.
*Anticoagulation to be discussed and documented if persistent > 48 hrs.
*Titrate to at least < 120 BPM (< 100 preferred if hemodynamics allow).
*QObtain labs, CXR, pulse oximetry/ABG.

Direct cardioversion
Synchronized @
50,1001, 200

(consider sedative)

Guideline link: http://www.hrsonline.org/ClinicalGuidance/2010-AF-

Guidelines-Update.cfm
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