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A summary of the ESC 2010 Atrial Fibrillation 
guidelines for General Practioners

Atrial Fibrillation (AF) remains the most com-
mon sustained cardiac arrhythmia affecting 
around 1-2% of the population and its preva-
lence is estimated to double over the next 50 
years.  The major risk of AF is stroke.  In ad-
dition, AF is associated with several other ad-
verse clinical outcomes: hospitalisations are 
frequent and there can be a substantial impact 
on exercise capacity and quality of life; there 
may be an association with cognitive decline 
and vascular dementia.  Death rates are dou-
bled in AF, independently of other predictors of 
mortality.

AF progresses from short, infrequent episodes, 
to longer repeated attacks before eventually 
achieving permanence.  The risk of AF com-
plications is no different in patients with short 
AF episodes and those with sustained forms 
of the arrhythmia.  Anti-coagulation is therefore 
required regardless, but other treatments are 
indicated at different stages of the condition.

Diagnosis: 

Symptoms of palpitations or dyspnoea, or the 
fi nding of an irregular pulse should always 
raise the suspicion of AF but a 12 lead ECG is 
required to make the diagnosis. More intense 
and prolonged monitoring may be required in 
symptomatic patients with a normal 12 lead 
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ECG.  When taking the history particular refer-
ence should be made to the severity, frequency 
and duration of symptoms, precipitating factors 
and the presence or absence of any co-mor-
bidity. The 2010 guideline introduces the Euro-
pean Heart Rhythm Association (EHRA) scor-
ing system to quantify severity of symptoms 
(see Figure 2)

AF can occur in the absence of other pathology 
but is often associated with other conditions in-
cluding hypertension, valvular heart disease, 
coronary artery disease, obesity and diabetes 
mellitus.  The presence of these should be doc-
umented at the time of diagnosis.

Thromboprophylaxis

The principal risk of AF is stroke. There is a 
5-fold increased risk of stroke in patients with 
AF and 20% of all strokes are attributed to this 
arrhythmia. Strokes secondary to AF also tend 
to have a poorer prognosis. Therefore, antico-
agulation is the mainstay of treatment. The lat-
est guideline adopts a more aggressive attitude 
to anticoagulation; physicians are challenged 
to think about not who qualifi es but rather who 
is exempt from the norm that is formal antico-
agulation. 

The CHADS2 score provides a well estab-
lished, quick and easy to remember tool to as-
sess stroke risk score.  1 point is assigned for 
each of recent cardiac failure, hypertension, 
age > 75 and diabetes, with 2 points for a his-

Figure 1.  Natural progression of AF 
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Figure 2.  EHRA Symptom Score 

Classification of AF-related symptoms (EHRA score)

EHRA class Explanation

EHRA I ‘No symptoms’

EHRA II ‘Mild symptoms’; normal daily activity not affected

EHRA III ‘Severe symptoms’; normal daily activity affected

EHRA IV
‘Disabling symptoms’; normal daily activity 
discontinued
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tory of stroke or TIA.    In patients with a score 
≥ 2 oral anticoagulant therapy (OAC) with war-
farin is recommended.  

The ESC guideline introduces a more compre-
hensive stroke risk score, particularly to stratify 
those patients with a CHADS2 score <2.  ‘Major’ 
risk factors are now recognised as prior stroke, 
TIA or thromboembolism, and older Age (≥75 
years).  ‘Clinically relevant non-major’ risk fac-
tors are cardiac failure, hypertension, diabetes 
mellitus, vascular disease, age 65-74 years 
and female sex (Sc). This risk factor based 
approach can be expressed by the acronym 
CHA2DS2-VASc: 2 points are assigned for a 
major risk factor and 1 point for each ‘clinically 
relevant non-major risk factor’. 

 

The guidelines recommend that for patients 
with a CHA2DS2-VASc score of ≥ 2 warfarin 
is recommended.  Patients with a single ‘clini-
cally relevant non-major’ risk factor can be 
anticoagulated with either warfarin or aspirin, 
although warfarin is preferred.  Those patients 
with no risk factors can receive either aspirin 
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or no antithrombotic therapy, with no antithrom-
botic preferred. 

Bleeding Risk 

An assessment of bleeding risk is recommend-
ed before starting anticoagulation.  Various 
risk factors may increase the risk of bleeding 
in the anti-coagulated patient.  These include 
hypertension; abnormal liver or renal function; 
previous stroke; previous bleeding; labile INRs; 
age > 65 years, and other drugs or high alcohol 
intake.  The guideline notes the fear of falls in 
the elderly can be overstated as a patient may 
need to fall around 300 times per year for the 
risk of an intracerebral bleed to outweigh the 
benefi ts of stroke prevention. 

Rate control

A rate control strategy will be appropriate for 
the majority of patients presenting to primary 
care with AF.  There is no evidence that rhythm 
control is superior to rate control in terms of re-
ducing mortality or complications from AF.  It 
should be noted that anticoagulation is required 
regardless.  If rate control does not adequately 
relieve a patient’s symptoms, a rhythm control 
strategy can be considered.

Recent evidence suggests lenient rate control, 
with a target resting heart rate of below 110/min is 
acceptable for patients without severe symptoms.  

(a) Risk factors for stroke and thrombo-embolism 
in non-valvular AF

‘Major’ risk factors ‘Clinically relevant non-major’
risk factors

Previous stroke, TIA, 
or systemic embolism

Age >75 years

Heart failure or moderate to 
severe LV systolic dysfunction

(e.g. LV EF < 40%)
Hypertension - Diabetes mellitus

Female sex - Age 65–74 years
Vascular diseasea

(b) Risk factor-based approach expressed as a point based 
scoring system, with the acronym CHA2DS2-VASc

(Note: maximum score is 9 since age may contribute 0, 1, or 2 points)

Risk factor Score

Congestive heart failure/LV dysfunction 1

Hypertension 1

Age >75 2

Diabetes mellitus 1

Stroke/TIA/thrombo-embolism 2

Vascular diseasea 1

Age 65–74 1

Sex category (i.e. female sex) 1

Maximum score 9

Figure 4.  Choice of anticoagulation 
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For those patients in whom symptoms persist, 
a stringent rate control should be adopted with 
a target resting heart rate below 80/min.

There are several choices of drug for rate control:

• Beta-blockers are recommended as fi rst 
choice and are particularly useful in the pres-
ence of exercise-induced symptoms or symp-
toms of associated myocardial ischaemia.

• Digoxin is effective for control of heart rate 
at rest but less so on exercise and therefore 
may be useful for more sedentary patients.  It 
can be used in combination with beta-blockers, 

• Non-dihydropyridimole calcium channel 
antagonists such as diltiazem are effective, es-
pecially in patients who cannot tolerate beta-
blockers.  They should be avoided in patients 
with systolic heart failure.

(Long-term) Rhythm control

A rhythm control strategy should only be adopt-
ed in patients whom remain symptomatic de-
spite adequate rate control.  Referral to a spe-
cialist should be considered when adopting a 
rhythm control strategy.  Since the presence of 
structural heart disease and LV dysfunction will 
infl uence the choice of treatment all patients 
should have an echocardiogram before pursu-
ing rhythm control.

Beta-blockers are a logical fi rst attempt to pre-
vent AF when the arrhythmia is clearly associ-
ated with mental or physical stress (adrener-
gic AF).  Since they are less effective for other 
forms of AF, other agents should be considered 
for maintenance of sinus rhythm.

Other options include:
• Flecainide approximately doubles the 
chance of remaining in sinus rhythm but is con-
tra-indicated in structural heart disease and 
coronary artery disease.

• Sotalol has class III effects in addition to 
beta-blockade.  It is safe in coronary disease 
but may prolong the QTc interval.  Regular 
ECG monitoring is therefore mandatory.

• Dronedarone has recently been developed 
and demonstrated to be useful in maintaining 
sinus rhythm with fewer side effects than amio-
darone.  There is clear guidance from NICE re-
garding in whom it should be used.  It should be 
avoided in patients with unstable heart failure.

• Amiodarone is effective in preventing AF but 
its long-term use is associated with signifi cant 
side-effects affecting the thyroid, liver, skin and 
other organs.  However, it has a role in patients 
whom cannot be controlled with other drugs or 
who have heart failure when other drugs are 
contra-indicated.

Patients whose symptoms are not adequately 
controlled despite optimal medical therapy may 
be considered for left atrial catheter ablation.

Upstream therapy

Upstream therapy to prevent or delay myocar-
dial remodelling may deter the development of 
new onset AF (primary prevention) or, once es-
tablished, its rate of recurrence or progression 
to permanent AF (secondary prevention).

ACE-Inhibitors and Angiotensin Receptor An-
tagonists (ARBs) reduce the incidence of new 
onset AF in patients with signifi cant underlying 
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Figure 5.  Choice of rate and rhythm control strategies
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heart disease (e.g. LV dysfunction and hyper- 
trophy). The evidence is less robust in second-
ary prevention and they are not recommended 
for patients without other heart disease in pri-
mary prevention.  

Statins may be useful in preventing new onset 
AF in patients with other cardiovascular dis-
ease.  Research is ongoing regarding other 
agents and this may be a developing fi eld.
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