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2018 Korean Heart Rhythm Society Guidelines
for The Rate Control of Atrial Fibrillation
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Atrial fibrillation (AF) is characterized by irregular and relatively rapid heart rate, which occasionally causes symptoms such as
palpitations, dyspnea, or reduced exercise capacity. Controlling the ventricular rate is a mainstay for the symptom management of
patients with AF. Rate control can be achieved with beta-blockers, non-dihydropyridine calcium channel blockers, digoxin, or com-
bination therapy. Rhythm control is an option for patients in whom appropriate rate control cannot be achieved or who have persis-
tent symptoms despite rate control. The choices of drug and target heart rate are usually specified by international guidelines for AF
management. However, pivotal trials included in those guidelines enrolled only a small number of Asian subjects, which limit ap-
plication of those guidelines to a Korean population. The Korean Heart Rhythm Society organized the Korean AF Management
Guideline Committee and analyzed all available studies regarding management of AF including studies with Korean patients. Then,
expert consensus or guidelines for optimal management in Korean patients with AF were achieved after systematic review with in-
tensive discussion. This article provides general principles for rate control therapy in Korean patients with AF.
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Figure 2. Long-term heart rate control in patients with atrial
fibrillation. See Table 2 for drug dosage. AF, atrial fibrillation;
bpm, beats per minute; LVEF, left ventricular ejection fraction.

- 135 -



— e ets]A): #1933 A Al2E T A 681 & 2018 —

Table 2. Rate control therapy in atrial fibrillation

Drug Acute rate control (IV) Long-term rate control (PO) Adverse effect Comments
Beta-blockers
Bisoprolol  Not available 1.25-10 mg QD or split Bradycardia, atrioventricular Bronchospasm is rare. In cases of
Carvedilol  Not available 3.125-25 mg BID block, and hypotension. asthma, recommend beta-1 selective
8-64 mg QD (ER) Lethargy, headache, agents. Contra-indicated in acute
Metoprolol  Not available 12.5-100 mg BID peripheral edema, upper heart failure and a history of severe
25-200 mg QD (ER) respiratory tract symptoms,  bronchospasm.
Nebivolol ~ Not available 1.25-10 mg QD or split gastrointestinal upset, and
Esmolol 500 mcg/kg IV bolus dizziness.

over 1 minute, then

50-250 meg/kg/min
Calcium-chan
nel blockers

Diltiazem  0.25 mg/kg IV bolus  60-120 mg TID Bradycardia, atrioventricular  Use with caution in combination with
over 2 minutes, then 90-360 mg QD (ER) block, and hypotension beta-blockers. Reduce dose with
5-15 mg/hr (prolonged hypotension hepatic impairment and start with
Verapamil  0.075-0.15 mg/kg IV~ 40-120 mg TID possible with verapamil. smaller dose in renal impairment.
bolus over 2 minutes, 120-480 mg QD (ER) Dizziness, malaise, lethargy, ~Contra-indicated in LV failure with
then 5 mecg/kg/min headache, hot flushes, pulmonary congestion or LVEF <
gastrointestinal upset, and 40%.
edema.
Cardiac
glycosides
Digoxin 0.25 mg IV with 0.0625-0.25 mg QD Gastrointestinal upset, High plasma levels associated with
repeated dosing to a dizziness, blurred vision, increased risk of death. Check renal
maximum of 0.75-1.5 headache, and rash. In toxic ~ function before starting and adapt
mg over 24 hours states (serum levels > 2 dose in patients with CKD.
ng/mL), digoxin is Contra-indicated in patients with
proarrhythmic and can accessory pathways, ventricular
aggravate heart failure, tachycardia and hypertrophic
particularly with coexistent  cardiomyopathy with outflow tract
hypokalemia. obstruction.
Specific
indications
Amiodarone 300 mg IV over 1 hour, 100-200 mg QD Hypotension, bradycardia, Suggested as adjunctive therapy in
then 10-50 mg/hr over nausea, QT prolongation, patients where heart rate control
24 hours (preferably pulmonary toxicity, skin cannot be achieved using
via central venous discoloration, thyroid combination therapy.
catheter) dysfunction, corneal deposits

and cutaneous reaction with
extravasation.

IV, intravenous; PO, per os; QD, once daily; BID, twice daily; ER, extended release; TID, 3 times a day; LV, left ventricular; LVEF, left
ventricular ejection fraction; CKD, chronic kidney disease.
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