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Abstract ~ 
The European S0ci9ty of CWdbbgyguidelinas p;blishOO in 2010 offer an upj€J.e on tha prfNlou&j p;blishOO 2006 8tJi8J 
fibrillalbn guide/ineis. The rfNisbns are inlended b optimize Iha UrDerslanding of tha mechC¥l/sms of allfaffiWlJaIbn, an:J 
consequenl~ the d/a;}nosJs f«i rnana;;a11'/a'l1 of this oommon susl.ainOO c8Idiac 8Imy/hmJa. which aftIk:/s up to 1·2% of Iha 
general popuJatbn 
Of1)oing res&8lCh inlo the pathophysbbgy of alJialfibriIJatbn ffld innovations in pherfTl8iX)the~y hal6 forChd a revised S8I 
of non-mardatory but adVisory recanmendatims to guide d inicians and cardldo:;;lsts almg the dlallergirg labyrinth whch 
Is atrial fibrill ation management an:! diagnosis. The plIpJSe of this syncpsls Is to highlight sane of the most r~evant 

changes Induded In the 2010 guidelines in so far as dassificatim and pharmacottlerapy of atrial fibrilla tim is cmcemed. 
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Introduction 
The European Society of Cardiology ~SC) ~ ide i nes 
publ lshed in 201 0 offer 8.11 update on th e p re'lious~ pu bished 
2006 atrial fibrillation (AF) guidej ines, The revisions 
are intended to optimize the understB.l1ding of the 
mech8.l1lsms of AF, and oonsequendy the diagnosis 8Ild 
management of this oommon sustained cardiac arrhythmia, 
which afflicts up to 1-2% d the general populaoon.l 

Machani_ 01 Atrial FibriU" tion 
The structural remodejing that occurs in theventride:s and 
atria is the end r6SIJlt d many fams of structural hoort 
disease. Within the eria this tr8fISetes into proliferation 
and differentialion of fibroblasts into rnyofbroblasts and 
accumulation of surplus ooM9CWe tissue with eventual 
fibrosis. These changes produce an ejectroanatomical 
substrate which is pervious to multiplesmall r~entrant 
cirouits and which therefore permits the propagaoon 
of AF. FollCAA'ing the onset of AF, the atrial effectve 
refractory period has been shown to shorten within the first 
days of its onset in addition to a disruption d the normal atrial 
contracti~ function, 

AF clincal types 
The diagram illustrates how a first diaglosed episode of AF 
may tum out to beany of the 4 dinical sub- types and how 
the AF categories are not mutually exdusive with patiertts 
having paroxysmal AF sometimes rtlOIing on to havng 
persistent AF. so on and so fcrth. 
AF.:atria.l fibrilation. Adapted from Camm AJ et al.1 

Clinical Types o f AF 
The 201 0 ESC guidejines offer a modmed nomenclature for 
classification of the AF dinioal types fi~re 

1). In partiou~ the guidelines distin~ish between: 

1) Flst diagnosed AF: wh idl represents the first ever 
ep isode of AF at the tme of initia l preserttati oo 
irrespective of its duration cr symptom severi ty. 
2) Paroxysmal AF: repre5el1ting />F whict self- terminates 
with in a maximum of 7 days (aJthough in most cases self­
termination occurs within the first 48 hoursj. 
3) Persistent AF: representing non-self-terminating AF 
which either lasts longer th8.l1 7 days, or which requires 
pharmaoological or ejectrical cardiovefSion before this time. 
4) Long-standing Persistent AF: re(efS to pefSistentAF which 
has been present for 2:1 year before the implemen!ation d a 
rhythm oon 1T0i stratew is coo tempe ted. 
5) PermanentAF: refers to estBblished, aooepted fJF where 
both the patient and physician have opted not to pursue any 
rhythm oonlToistrategies. 

Type and Sell(lrity 01 Symptoms 
The 201 0 guidejines place special emphasis on the presence 
and severity of AF-related symptoms and recommend 
tailomg the management of AF in IllJch a way as to achieve 
maximum possible symptom rejief, The European Heart 
Rhythm Assocation Soore of AF-related symptorns2 (fable 
1) provides an unambiguous description d AF-reetOO 
symptcm seventy, 
Antithrombotic "-'Ianagement of AF 
The CI-tADS2 score (cardiac failu re , hypertension, age, 
diabetes , stroke) r&< in dex3 is reocmmended in these 
gud~ i n es as a rapid and inite l risk as3essffiert t tool fCf 
ceroorovasOJlar evenlS and lTansient isohaemk: at!acks n 
patieflts with non-valvular AF, Any pati en t Mving a score 2:2 
will benefit from the use of chronic oral antiooa~lan t therBtly 
(OAC) with a vitamin K 8.I1l!lgonist~, aiming to maint3.in 
a target internationaJ normaJized raoo ~NFQ of 2.S, 8Ild a 
r8Ilge of 2.0-3.0. The gee.test limitation d the CHADS2 
soore lies n its propensity for dassifying a disproportionate 
number d patienlS within the 'grey-zone' d moderate risk 
for Cef"ebrovasoular events atasoore d I, thef"eby plunging 
many a physician into the much aeeded VKA-vefSus-aspirin 
conundrum. 
The CHA2OS2-VAScscore4 (Table 21 employs a more 'risk 
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factor-based' approach to the categorizatioo of 
patienlS with non-valvular AF and this scheme is the one most 
prominendy campaigned for by the ESC. 
In patienlS with non-valvular AF, a CHA2DS2-VASc score 
of 2:2 would argue in favour of OAC theropy. O1e major risk 
factor would alone oonfer such 8 score, as would alternatively 
two oumulative dinicaJ~ relevant but non-major riskfactolS. 
In either scenario, use of chronic OAC for thrombophylaxis 
would be jusJified. 
In IllJmmary, the ~idejnes reocmmend that with a CI-W)S2 
soore 2:2. chronic OAC therapy should be inimted, but 
in patients scoring a CHADS2 of 0-1, a .second more 
comprehensive risk sooring tool should be employed 
(CHA2OS2-VASc) to detellTlnewhether a subject benefits 
most from OAC as opposed to Aspirin or no antithrombotic 
therapy (Figure 2), 

The HAS-BLEO .score5 (Table 3) is recommertded as a 
simple bleeding risk score fcr AF patiertts, whereby a score 
2:3 in dicates hig, r~ and caLs for caution with the use of oral 
VI(A,. 

Long-term Conlrol cJ Rate and Rhythm in AF 
Th e 201 0 gudej in es underscore that ven lTicu l3.r rate control 

in AF ~ card inal in all cases unless th e heart rate during AF 
is nalJ.JraJ~ siCAA', A:::Id i tionaJ~ rhythm control may be added 
0(1 to rate coolTol whef"e the patient remains symptomatic 
despite adequate rate oontrol; aJtefnatively it may be doomed 
appropriate to choose rhythm oontrol l:Ner rate oontrol as 
the optimal management strategy based 00 factolSsuch as 
younger- age, symptomatology and hig,er activity levels. 
Broe.d~ speeking, those youngef" patients with :>ymptomatic 
paroxysmal AF in the absence of significant structural heart 
disease are UlllJaJ~ eermarked for rhythm oonlrol. Conversely, 
patienlS with aocepted permanentAF are UlllJaDy scheduled 
to receive rete oontrol with their desiglation changng to 
'long- standing' persistentAF ~ a later tria.I of rhythm oontrol is 
attempted. 
A large body of evidence nON exist.s6-12 to dispej the 
archaic myth which made rhythm oontrol the unchallenged 
prime end-point in AF management and whid! releg:l1ed 
rate coo1Jol strateg~s to a adduster division. This newly­
found egalitarianism is fuejled by a new appreciation cJ 
the importanoe of patient-tailored therapy taking n to 
consideration factors such as paue!1t prefefertoe , level cJ 
physical activity and quali ty of life scores. 

Recommended Drugs klr Long-term Rate Control 

* Bvet.ablockers 
ParU OJlarly in patierlts with high adrenergc tone or angina in 
association wittl AF, 
Recommended agents ndude: Met~rold , 8is~rold , 
Atenolol, Propanolol and CBNedlol. 

* Non-dihydropyridine calcium chaflnej blockefS 
Elfective for aoute and chronic rate oontrol cf AF. These drugs 
are to be avoided in patienlS with systolk: heart falum in view 
of their negatively inotropic effect 
Reconm-ended agents include: VerapMlil and Oitiazem. 
*OigCDCin 
Elfectve for heertrate coolToi at rest but not during exercise. 
The poter1lial~ life-threatening advefSe effects and propensity 
for drug interactions ascribed to digoxin dictates a cautious 
in1Joduction in properly .selected patient groups. 

oOronaderone 
Perhaps one cJ the most notewcrthy advances cJ the 2010 

ESC guidejines is the indusion of the recerldy apprCNed 
dronaderone as an alternalive rate oontrolling drug for 
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~mum possible .score using the CHA2DS2NASc Scomg 
$y"slem is 9. 
"-'Iajcr risk factors are dispiayed inside dark grey cells. 

Tabla 2 

C lnical ~ rejevant non-major risk factors are disptayed inside light 
gey cells, 
Coo gestive heart failure is arb i trar i ~ defin6d as ~ft vootricular 
4-\1) ej~tion fractioo (EF) s40%, 
\k.soular disease erlcompas.ses any of: myooard~ infarctioo , 
o::mplex acrtic piaque 8.I1d peripheral 
artery disease. 
lV~eft ventricu~: llA=transien t ischaemic attack. 

Fi;J . 2 

With a CHA2DS2-VASc score of 1, the recommoodations are in 
favour of either OAC cr s.sp irin 7S-32Smg daify, With a CKA2DS2-
VASc score r:i 0, the reoommerldations are in favour r:i either 
aspirin 7S-32Smg dai~ or no anti th rombotic th erapy. Ad.3pted 
from Camm AJ et aJ.1 
AF~trial fibrillation: OAC",oral antiooa~lati on ; 
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KT=I1jp<lrtorobr1; AF=atra !t<1i'lJk:('( CtfO=COI>'}Ol<SI"'" r..a1 
a u .. , CAD~ aflory d.....,..; LIM=OoIt _t"""ru 
~rt~y, NfHA..NowYort:Hoa1 AssoollOCn 

prosrrh,,;hnio a:>J<t<sa el'feots 0000r00 espooi.9j~ taxi.-.-
11 pgi"nts 'Ooith ekt.:>l";e abtx:<"". "s, ""rtbul3.r~ 
Cti;::okal%mI3. and h)lXtTla;lOOS99rOO. LI1 I '" amb:faK:<le I 's 
usa is oonsicI&r&d irrvucloot in >Bi"nts ... , h siruotur,. r-t 
ctsaasa and systdb hoo.rt falkJ ra 

·Dona:Ia<ona 
AciTlted~ .. SS el'feot ..... ot msi ria l1 1>;l si1us rhyt trn than 
amb:l3.one! 3, ! 4 but far .. SS toxb to the thyoid QIar>j, 
oo ri ral oorvous system, sI<in and eyes, Whbh equ.stas to 
Mta< bkifablity and a SlTJ8jIa< I1oidenoo d pr<tfl)3.t l.fe dUQ 
ctwori l1 U81bn. It is cont"," cto6tocf in >Bi"nts ... , h Ne ... York 
He5ttf'=l3.tbnO"YH!<) class 111 !5 orrroraand l1 unsfa~ 

heart a ll " ""toots but is OOI1Sict>red sala 11 pot .. ris 
wl: h OOlIta oorOll3.ry syrdomes, orroob stabla at>;l118, 
Ctipartoosive heart ctsaasa and stabla NiHA 019ss I-II heart 
a u " (Fl;lure ~ 

Conclusion 
~ resaarch I1b the pgihoph't3k:b;lyct AF and 
I1 rovatbns 11 pMrtn5((:Ofherapy MV<! forood a revised sr;; 
ct non-trI8I1CI3.bry W a:fvroy recomtTffldstbns to Qurn 
oI I1 bians and oarct:b;Jists abt>;l the oorrp\ax I3.byrl1th 
Whbh isAF ~nt and ct9grosis. The pJrp:l9a ct t ris 
syropsis was to hio;J ri l;lht roma ct the rrosI ".,,,,nt otJ.5o;jas 
I10ILded 11 the ESC 201 0 Qud9 l ",s in "" far as o lsssfbotbn 
and ph3.rtn5((:Ofha<apy ct AF t3 oc:<>::<>med, Whle oo::our&;litl;l 
a rrore I1si;lhtr li rev ..... ct the lu I-text QUo.noa ofIared by 
too ESC 0::<nm ttoo for Proot"" G~11es For the oorrpIate 
Q~11es ,,31: ............ eooaroo.orQ 
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