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The European Soclety of Cardiolbgy guidelines published in 2010 offer an update on the previously published 2006 atrial
fibrillation guidalines. The revisions are intandad o optimize the understanding of the machanisms of atrial fibritation, and
consaquently the diagnosis and management of this common sustained cardiac arrhvthmia, which affifcts up to 1-2% of the

genaral popuiation.

Ongoing research into the pathophysiology of atrial fibrilfation and innovations in pharmacotharapy have forced a revised set
of non-mandatory but advisory recommendations to guide dlinicians and cardiclogists along the challenging labyrinth which
Is atrial fibrillation managerment and diagnosis, The purpose of this synopsis Is to highlight some of the most relevant

changes Included In the 2010 quidelines In so far as dassification and pharmacotherapy of atrial fibrillation Is concermed.

Atrial fibrillation, arrbythmia, heart failure, heart disease

Introduction

The European Society of Cardiology ESC) quidelines
published in 2010 offer an update on the previously publshed
2006 atnal fibrilation {(AF) guidelines, The revisions
are intended to optimize the understanding of the
mechanisms of AF and consequently the diagnosis and
management of this common sustained cardiac arrhythmia,
which afflicts up to 1-2% of the general population.

Mechanisms of Atnal Fibnllation

The structural remodeling that occurs in the ventrides and
atriais the end result of many forms of structural heart
disease. Within the atia this transktes into proliferation
and differentiation of fibroblasts into myofbroblasts and
accumulation of surplus connective tissue with eventual
fibrosis, These changes produce an electroanatomical
substrate which is pervious to multiple small re-entrant
circuits and which therefore permits the propagation

of AF. Following the onset of AF, the atral effective
refractory period has been shown to shorten within the first
days of its onset in addition to a disruption of the normal atrial
contractile function, g

AF clinical types

The diagram illustrates how a first diagnosed episode of AF
may tum out to be any of the 4 dlinical sub- types and hows
the AF categories are not mutually exclusive with patients
having paroxysmal AF sometimes moving on to having
persistent AF, so on and so forth,

AF=amial fibrilation. Adapted from Camm AJ etald

Clinical Types of AF
The 2010 ESC guidelines offer 2 madified nomenclature for
classification of the AF clinical types Figure

1) In particular the guidelines distnguish between:

1) Fist diagnosed AF: which represents the first sver
spisode of AF at the time of initial presentation
irrespectve of its duration or symptom severity,

2) Parasysmal AF; representing AF which self-terminates
within a maximum of 7 days {although in most cases self-
termination occurs within the first 48 hours),

3) Persistent AF| representing non-self-terminating AF

which either lasts longer than 7 days, or which requires
pharmacological or electrical cardioversion before this time.
4) Long-standing Persistent AF; refers to persistent AF which
has been present for 21 year before the implementation of a
rhythm control strategy is conternplated,

5) Permanent AF; refers to established, accepted AF where
both the patient and physician have opted not to pursue any
rhythm control strateges.

Type and Seventy of Symptoms

The 21 0 guidelines place special emphasis on the presence
and severity of AF-related symptoms and recommend
talloring the management of AF in such a way as to achieve
maximum possible symptom relief, The European Heart
Fhythm Association Score of AF-related symptoms2  (Table
1) provides an unambiguous desecription of AF-relatad
SYmptom severity,

Antithrombotic Management of AF

The CHADSZ score (cardiac failure, hypertension, age,
diabetes, stroke) risk index3 s recommended in these
guidelines as a rapid and initial risk assessment tool for
cerebrovascular events and transient ischaemic attacks in
patients with non-valvular AF, Any patient having a score =2
will benefit from the use of chronic oral anticoagulant therapy
(CAC) with & vitarnin I antagonist (VICA), aiming to maintain
a target international normalized ratio (INF) of 2.5, and a
range of 2.0-3.0. The greatest limitation of the CHADS2
score lies in its propensity for classifying a disproportionate
number of patients within the 'grey-zone' of moderate risk
for cerebrovascular events ata score of 1, thereby plunging
many a physician into the much dreaded ViKA-versus-aspirin
conundrum,

The CHAZDS2-VASc scored (Table 2) employs a more "risk

-E-l-ﬁl.ﬁc;s.ll Mnm&murymmm
EFRACass IV Disabling symptems: Nermal daily activity discovinued

EHRA score of AF-related symptoms, Adapted from Kirchhof
Fetal2



factor-based' approach to the categorization of

pafients with non-valvular AF and this scheme is the one most
prominently campaigned for by the ESC,

In patients with non-valvular AF, a CHAZDS2-YASc score

of 22 would argue in favour of OAG therapy. One major risk
factor would alone confer such a score, as would altematively
two cumulative clinically relevant but non-major risk factors.
In either scenario, use of chronic OAC for thrombophylsds
would be justfied.

In summary, the guidelines recommend that with a CHADS2
score 22, chronic OAC therapy should be initiated, but

in patients scoring a CHADS2  of 0-1, a second more
comprehensive risk scoring tool should be employed
(CHAZDSZ-VASC) to determine whether a subject benefits
most from OAC as oppased to Aspirin or no antithrombotic
therapy (Figure 2},

The HAS-ELED scoref ({Table 3) is recommended as a
simple bleeding sk score for AF patients, whereby a score
=3 indicates high risk and calls for caution with the use of oral
WKAS,

Lang-term Control of Rate and Rhythm in AF

The 2010 guidelines underscore that ventricular rate control
in AF is cardinal in all cases unless the heart rate during AF

is naturally slow. Additionally rhythm control may be added
on to rate contral where the patient remains symptomatic
despite adequate rate control; alternatively it may be desmed
appropriate to choose rhythm control over rate control as

the optimal management striategy based on factors such as
younger age, symptomatology and higher activity levels,
Broadly speaking, those younger patients with symptomatic
paroxysmal AF in the absence of significant structural heart
disease are usually earmarked for rhythm control. Conversely,
patients with accepted permanent AF are usually scheduled
to receive rate control with their designation changing to
'long- standing’ persistent AF if a later trial of rhythm control is
attempted,
A large body of evidence now existsB-12 to dispel the
archaic myth which made rhythm control the unchallenged
prime end-point in AF management and which relegated
rate control strategles to a lackuster division, This newly-
found egalitarianism is fuelled by a new appreciation of

the importance of patient-tallored therapy taking into
consideration factors such as patient preference, level of
physical activity and quality of life scores,

Recommended Drugs for Long-term Rate Control

+ Bvetablockers

Farticularly in patients with high adrenergic tone or angina in
association with AF.

Recommendead agents includs: Metoprolal, Bisoprolal,
Atenolol, Propanolel and Carvedial,

* Non-dihydropyridine calcium channel blockers

Effective for acute and chronic rate control of AF. Thess drugs
are 1o be avoided in patients with systolic heart failure in view
of their negatively inotropic effect.

Recommended agents include: Verapamil and Diltiazem.
*Digoxin

Effective for heart rate control at rest but not during exerciss,
The potentally life-threatening adverse effects and propensity
for drug interactions ascribed to digoxin dictates a cautious
introduction in properly selected patient groups.

+Dronaderone

Perhaps one of the most noteworthy advances of the 2040
ESC guidelines is the inclusion of the recently approved
dronaderone as an alternative rate controlling drug for
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chronic managemeant of AR It effective b controls wentricular
rate both at rest and during exerciss with thess effects

bezing ackcitive tothose of other rate confroling drugs
Donacdkercne is mot curmenthy approved for rate control in
prmanent AF)

Dronacknong isa multichannsl blocksr active at the sodium,
potassium and calcum channsls wehich is also endomed with
non-cormpEtitive antiadre nengic activity

A micdakone

Effective as a rate controling agent being particularhy suited
for intravenous administration in the hasmocrnarmicalbs-il

AF sufferzr. | shoukd b considersd for kang term waentricular
rate cortrol onby if all other measures have faikd and in this
coftext the burden of itz innumearab ke edracandiac adverss
evizts must be borng in mind.

Recommended Drugs for Long-term Rhythim Control
The nene 201 0 guicklines essentially eliminatse guinidine friom
the tthrm controling armarnentariurm of drugs and instead
proposs dionaderons as one of the emerging therapeutic
options for achieving and maintaining sinus rhythm,

rBeta-bloclkers other than Sotakol

Cinby mockesthy effective in preventing reourrent AF exospt

in the sstting of thyrotcxicosis and edensise- indueed,
adrenargic, lone AF where they have a specific and
valid roke. Their use s limited by contraindications in the
presence of significant kft wentricular hypse nophg systolic
heart failure and pre-existing OT prokengation.

rFlecainice

Safe inthe absence of structural heart disease and
contraindicated for use in hearts with impaied swstolc
function and comnan afen dissass.

+Propatienons

As for flecainide, propafenons s consicered safe in the
absence of structural heart disease and contraindicated
for uss in hearts with impaired systolic function and cononany
arary dissass.

A micdanone

Amiodarone s superior 1o propafenons and sotakol &t
previznting recument AF and is particularly indicated in
symptormatic suffersrs whare other antiarrbvthimic agets
have faikd to maintain sinus rivthm. 1t is one of onby & fen
artiarrbnthrmics wehich is not contraindicated in the pressnce
of structural heart disease and heart failure. The attendant
achierse drug reactions of amiodarone therapy togsther with
its potential interactions with oral WEAS and digoEin beokion
watchiul vigilancs of all patients and their doctors,

+50talol

Sotakol has a rok in preventing recurrent AF but it's
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Surmtnah of recomimendsation for cholee of antiarrhtbmie drug
therapy in AF patientswith andweitbout structural heart dissase.
Aclapted from Carmm Ad et a1

HT=hwpertension: AF=atrial fikrillation, CHF=congestive heart
failur, CAD=Comnany arery diseass; LWH=Eft ventricular
tvpertiopty, NyYHA=New York Heart Asscciation.

proarrhnt himic: acherss effects bacome especialhy taxing

in patients with ekctiohte abnormalities, padicularcs
hwpokalkemia and hyvpomagnesssmiz, Unlike amicdaions i's
=2 is eonsicered imprudent in patients with structural heart
Clisease and systdlic heart failurs,

r[ionadenons

Addmittedhy kss effective af rnaintaining sinus rhvthrm than
amiocarcns! 3,14 but far keas toxic 1o the thyioid gland,
crtral nenious systerm, skin and evies, which eguates to
bestter folerakiity and a smaller incidence o prematune drug
discortinuation. It is contraindicated in patients with MNew iork
Heart Azsociation (YHA) class MG or more and in unstakibke
heart failure patients but is consickered safe in patients

with acute coronany synciormes, chronic stable andging,
hwpertensive heart disease and stable By HA class [HI haart
failur {Figure 3.

Conclusion

Cngoing ressarch into the pathophwsiclogy of AF and
innovations in pharmacot herapy havie forced & revised st

of non-mandatony bt achisony recommendations to guick
glinizians and cardiologists along the complex lakyrinth
which is AF managemeant and diagnosis. The purposs of this
synopsis was to highlight some of the most rrievant changes
inclucked in the ESC 2010 guicelines in 5o far as classification
and pharmacotherapy of AF is concermnsd, whils encolraging
a more insightful review of the full-tsed quicancs offered by
the BESC Cormmittes for Practics Guidklines, For the complete
ciulickelings visit wonnn, escanclio ong.
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