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P: In ED patients with new onset A-fib
I: Does the use of parenteral Magnesium Sulfate
C: Compared or in addition to usual standard of care (Ca channel & B-blockers, Digoxin)
O: Result in faster time to rate control or conversion to sinus rhythm.

Clinical Scenario:

58 y/o M presented to the ED with new onset of palpitations. ECG reveals evidence of A-fib
with a ventricular rate of 140. No hx of CAD, though patient admits to a hx. You ask nurse to
start a cardizem drip after a bolus and your attending suggests that beginning with a Mg sulfate
infusion may help “move things along” and improve rate or possibly rhythm conversion.

Search Strategy: Pubmed, Cochrane collaboration, Trip Database, Ovid,
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Clinical Bottom Line

The strength of evidence in support of the use of parenteral magnesium sulfate is insufficient to
make an informed decision regarding its use in the clinical setting of atrial fibrillation with a
rapid ventricular response. There appears to be some evidence that it may serve as a potential
adjunct to anti-arrythmic therapy when treating those with rapid a-fib in an ED setting and as an
adjunct to the use of Digoxin for improved rate and rhythm control. Clinicians must be cautios
when considering rhythm conversion as there are harms associated with converting those who
have been in a-fib for sustained periods of time. Otherwise, Mg appears to have a reasonably
good safety profile.
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