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AF incidence in AMI

New-
Inclusion Trial Any AF, Prior AF,|| Onset/In-
Study PPts, n Design Treatment “,4 11!‘ ) rmr. 8¢ . 8
criteria Period b Yo Hospital
AF, %
) Thrombolysis
GUSTO I” 40891 RCT STEMI 1 year 104% 2.5% 7.9%
streptokinase vs alteplase
. Thrombolysis
GUSTO 1I1° 13858 RCT STEMI 1 year - - 6.5%
alteplase vs reteplase
. Th bolysis 72%
GISST’ 17944 RCT STEMI . TOmDOYSIS f2% 4 years ; ; 7.8%
lisinopril/lisinopril+nitrates/nitrates
RCT —_—
Tl STEMI rate TEOS o o os . . 0 210/
TRACE 6776 Pre- Thrombolysis 75% of patients 5 years - 3.9% 21%
LV dysfunction
enrolment !
STEMI
y HF and LV Thrombolytics- 54.4%
OPTIMAAL 5477 RCT dysfunction . 3 years - 12% 7.2%
(EF<40% or Captopril vs losartan
LVED==65)
STEMI
Radiological or | Thrombaolytics 35.1%, primary PCI
VALIANT" 14703 RCT clinical HF 14 8% 3 years - 2.3% 12.3%
and/or LV Captorpil, valsartan or both
dysfunction
Observa-
0ACIS 2475 tional co- STEMI Primary PCI 1 year 12% 4.3% 7.7%
hort study
Observa- . . . .
) 5 . o Primary PCI, dual and triple anti- ) ) )
APEX-MI™ 5745 tional co- STEMI , 11% 4.8% 6.3%
hort thrombotic therapy

Current Cardiology Reviews, 2012, 8, 281-289




AMI incidence in AF
- Systemic review in 1965~2015-

« Annual rate of AMI in AF
- 21 observation studies: 0.4%~2.5%

- 10 clinical trials: 0.4%~1.3%
; improved control of atherosclerotic risk factors

; inadequate prevention of thromboembolism in real world

- Eastern countries: 0.2~0.3%

J Am Heart Assoc. 2016



MI incidence in AF vs. no AF
REGARDS study, 23,9289, 6.9yrs F/U

10+

No atrial fibrillation

— — — Atrial fibrillation

Cumulative Incidence, %

Follow-up Time, y

AMA Intern Med. 2014;174:107-114.



AF and AMI

« AF and MI often occur together because of the strong
association of both conditions with aging and
overlapping risk factors.

Thrombo-embolism

Ischemic Stroke

| Athero-thrombosis

el

/

Hypertension
Diabetes
Heart Failure

N

v{\\

y

Oxidative Stress

Platelet Activation
Endothelial Dysfunction

Dyslipidemia

Coronary Embolism
AF with uncontrolled

K ventricular frequency /

n

Myocardial
Infarction

J Am Heart Assoc. 2016



Prognostic implication of AF in AMI

Table 3 Prognostic implication of atrial fibrillation in
acute myocardial infarction (in-hospital and long-term)

Study/author OR [95% CI]

In-hospital Long-term

mortality mortality
Behar/Sprint Prognosis™®  no 1.28 [1.12-1.46]
Madias™’ no n.a.
Crenshaw/GUSTO 1"” 13 [1.2-14] na.
Eldar/Sprint'® 1.32 [0.92-1.87] 1.33 [1.05-1.68]
Pedersen/TRACE™ 15 [1.2-1.8] 1.3[1.2-1.4]
Rathore'” 1.21 [0.99-1.10] 1.34 [1.30—1.39]

Wong/GUSTO "’
Pizzetti/GISSI 1128
Goldberg™'
Kinjo/OACIS*
Lehto/OPTIMAAL™*
Pedersen/TRACE CHF®
Stenestrand/RIKS-HIA ™

McMurray/
CAPRICORN*

Pedersen/TRACE SCD**
Kober/VALIANT>®

163 [1.31-2.02]

yes
171 [1.27-2.31]

no

3.83 [1.97-743)

1.64 [1.35-2.01]
yes
1.23 [0.99-1.52]
1.64 [1.05-2.55]
1.82 [1.39-2.39]
n.d.
n.d.

n.d.

1.33 [1.19-1.49]
1.32 [1.20—1.45]

European Heart Journal (2009) 30, 1038-1045




CASE 1

« M/67

« HTN/DM (+/-)

e Chest pain — STEMI
Dual antiplatelet
B-blocker
ACE inhibitor/ARB
Statin




Rate vs. Rhythm control of AF in AMI

« M/67
« HTN/DM (+/-)
« STEMI (pLAD stent #1 insertion

), LVEF 38%, LA 3.8cm
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Acute heart rate control of AF

( Acute heart rate control of AF ]
|
LYEF <40% or signs of
>
congestive heart failure ST
- ¢ o L i o
r ™ ' '
Smallest dose of beta-blocker to Beta-blocker or diltiazem or
achieve rate control verapamil
Amiodarone is an option in patients with . ) .
I jynamic instability or ly Check previous drug h.IS.I;GrY tn avoid
reduced LVEE concomitant administration
Initial resting heart rate <110 bpm Initial resting heart rate target <[ 10 bpm
\, l J - l v,
Add digoxin Add digoxin
Initial resting heart rate target <110 bpm Initial resting heart rate target <I10 bpm
e '

Avoid bradycardia

Perform echocardiogram to
— | determine further management/ | 4—
choice of maintenance therapy

Consider need for anticoagulation
. v,

2016 ESC Guideline. European Heart Journal (2016) 37, 2893-2962



Long-term heart rate control of AF

( Long-term heart rate control of AF

.

Perform echocardiogram (IC)
Choose initial rate control therapy (IB) and combination therapy if required (/laC)
Target initial resting heart rate <| 10 bpm (llaB), avoiding bradycardia

'

'

LVEF =40%

; i }

-~

(" Diltiazem/ r
THazem } [ Beta-blocker ] [ Digoxin
verapamil )

v

[ LVEF <40%
I o
v
-
(Bem-blﬂcker] [ Digoxin
Consider early low-dose
comblnatmn therapy )

Add
Add dlgﬂxm] [bem-blocker

Add therapy to achieve target heart rate or
if ongoing symptoms

! v ’

Add diltiazem,
Add digoxin Add digoxin verapamil or
beta-blocker

2016 ESC Guideline. European Heart Journal (2016) 37, 2893-2962



Rate vs. Rhythm control of AF in AMI

« M/67
« HTN/DM (+/-)
« STEMI (pLAD stent #1 insertion), LVEF 38%, LA 3.8cm
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Rhythm control of recent onset AF

[ Recent onset AF )
4
Yes Haemodynamic No
instability?
= Electi
§n cctve { Patient choice
S

[ Pharmacological ]
cardioversion
I
v ! v

Coronary artery disease,
LA moderate HFrEF or

significam. . HFmrEF/HFpEF, struct.ural
aortic stenosis heart disease
abnormal LVH

Ll L L %

No relevant

Electrical Intravenous Intravenous Intravenous Fill in the pocket
cardioversion (IB) Amiodarone (lA) Vernakalant (lIbB) Flecainide (1A) Flecainide (llaB)
Amiodarone (lA) Ibutilide {llaB)? Propafencne (l1aB)
Propafenone (1A)
Vernakalant (1A)

2016 ESC Guideline. European Heart Journal (2016) 37, 2893-2962



Long-term Rhythm control of AF

[ Initiation of long term rhythm control therapy to improve symptoms in AF J

| | l

Coronary artery disease,
significant valvular heart Heart failure
disease, abnormal LVH

l l l Lo |

No or minimal signs
for structural heart disease

Flecainide (lA) ablation (llaB)® Sotalol (IA) ablation (llaB)® (1A) lation (llaB)

Propafenone (IA) Amiodarone (I1A)?
Sotalol (IA)

Dronedarone (lA) [ Catheter ] Dronedarone (lA) [ Catheter ] [Amindarune] [ Catheter ]
ab be

2016 ESC Guideline. European Heart Journal (2016) 37, 2893-2962




Antithrombotic therapy of AF in AMI

CHA,DS,VASc score 3: HTN, age, MI




Dual antiplatelet vs. anticoagulation

Cumulative Incidence (%)

o

-
o
PR |

o
I i

Atrial fibrillation

RR=1-44 (1-18-1.76), p=0-0003

Dual Antiplatelet I

I Oral Anticoagulation

Coronary stent implantation +
Cardiac Events 107
008 —
Oral Anticoagulation I

.é 006 —

B
Dulal Antiplatelet E "4
002 —

7 14 21 28
a

Days after Stenting 0

T I T 1
o5 10 15
%

ISAR, NEJM 1996

CAD + AF

ACTIVE-W Lancet 2006

Dual antiplatelet +anticoagulation

Schdmig et al. NEJM 1996;334:1084-9.
Connolly et al. Lancet 2006;367:1903-12.




Concomitant Use of Antiplatelet Therapy with Dabigatran
or Warfarin in the Randomized Evaluation of Long-Term
Anticoagulation Therapy (RE-LY) Trial

« N=18,113, 6,952 (38.4%) received concomitant aspirin
or clopidogrel

Table 2. Concomitant Use of ASA in Different Regions of the
World

Concomitant
Region ASA Used %
North America/western Europe 4120 39.3
Central/South America 410 42.9
Eastern/southern Europe 885 31.3
Southeast/East Asia 1232 44.3
Others 548 51.12

KUDMCDansAL, et al. Circulation 2013;127:634




Concomitant Use of Antiplatelet Therapy with Dabigatran

or Warfarin in the Randomized Evaluation of Long-Term
Anticoagulation Therapy (RE-LY) Trial

 Major bleeding 1.67 in SAPT and 2.31 T DAPT

:l% L 7} HR=1.50(25%Cl: 1.22,1.86)
2 53 S HR=2.34(35%C1: 1.53,357)
Major Bleed A‘ a3 T} HR=1.81(95%Cl: 1.45,2.24)
155 - HR=2.16(95%CI: 1.34,3.47)
—% 2z 7} HR=153(95%C1: 1.21,1.92)
SikY - HR=2.39(95%CI: 1.53,3.74)
144 | 19 T HR=1.35(95%CI: 1.22,1.50)
. | ] 24| |~—HR=1.42(35%CI: 1.10,1 84)
[134] HR=1.18(95%CI: 1.05,1.31)
Minor Bleed 16.8 ] ) T
: ] 200 :l----HR=1.35[95%CI:1.42,2_39]
Lz I ] 15.5 T HR=137(85%CI: 1.22,1.53)
1157 - HR=1.24(85%Cl: 0.92,1.68)
T} HR=1.40(95%C1: 1.11,1178)
I 56 - HR=2.31{95%CI: 1.45,3|63)
. T HR=1.77(95%Cl: 1.42,2,21)
Extracranial Bleed 155 ]— HR=2.32(95%CI: 1.44,3}74)
7} HR=1.53{95%CI: 1.20,1/94)
< - HR=2.31(95%Cl: 1.45,3|69)
- HR=1.84(85%Cl: 1.17,2/8)
- HR=2.02(95%CI: 0.73,5/62)
. - HR=2.06 (95%CI: 1.05,4.06)
Intracranial Bleed - HR=D.00(S5%Cl: 0.00,0400)
- HR=1.25(85%Cl: 0.53,2/95)
- HR=3.25(95%CI: 0.72,14.6)
0 5 10 15 20 25
0
Event Rate (%/year)
PATIENTS ON WARFARIN PATIENTS ON DE 150 PATIENTS ON DE 110
- NO ANTIPLATELET (n=3636) [ - NO ANTIPLATELET (n=3772) - NO ANTIPLATELET (n=3693)
- SINGLE ANTIPLATELET (n=2046) [ - SINGLE ANTIPLATELET (n=2040) - SINGLE ANTIPLATELET (n=2054)
[ - DUAL ANTIPLATELET (n=280) - DUAL ANTIPLATELET (n=264) [—1- DUAL ANTIPLATELET (n=268)




Ethnic difference of ICH on
warfarin therapy

! : ! White 1 -
I | ] i i Black 2.05 (1.25-3.36) 0.005

White : : : Hispanic 2.06 (1.31-3.24) 0.002

: : Asian 4.06 (2.48—-6.66) <0.0001
Black i L
Hispanic § O
Asian i 5 5 L]

0 1 2 3 4 5 6 7

Hazard Ratio

Shen AY, et al: J Am Coll Cardiol 50: 309-315, 2007



Case 2

+ M/59 ‘

« HTN/DM (-/-), HF (+), OMI (+), AF (+)li§ °

+ 2017.1.16 E} ¥ 2 unstable angina (MR &
#2) L &

« 2017.1.21 dysarthria=2 =& W&

« Current medication
- Aspirin 100mg, clopidogrel 75mg, rivaroxaban 15mg

amiodarone 200mg, telmisartan 40mg, carvedilol
12.5mgq,

rosuvastatin 10mg, spironolactone 25mg, torsemide 5mg



AMI & AF

Stent thrombosis
Stroke




Possible combinations of anti-
thrombotic therapy

« OAC + Aspirin + Clopidogrel
» efficacy 1, bleeding 1

« Aspirin + Clopidogrel
: stroke 1

« OAC

: stent thrombosis 1

« OAC + Aspirin

« OAC + Clopidogrel



The WOEST Study

What is the Optimal antiplatElet and anticoagulant therapy
in patients with oral anticoagulation and coronary StenTing

« 573 patients, OAC undergoing PCI; 68% AF

1:1 Randomisation:

Double therapy group:

Triple therapy group

OAC + 75mg Clopidogrel qd

OAC + 75mg Clopidogrel qd + 80mg Aspirin qd

1 month minimum after BMS
1 year after DES

Follow up: 1 year

1 month minimum after BMS
1 year after DES

Primary Endpoint: The occurence of all bleeding events (TIMI criteria)

Secondary Endpoints:

- Combination of stroke, death, myocardial infarction, stent thrombosis and
target vessel revascularisation

- All individual components of primary and secondary endpoints

De Wilde et al. Lancet 2013;381:1107-15



The WOEST Study
Primary Endpoint (Any Bleeding)

100 — Triple-therapy group
—— Double-therapy group

90

80

70—

60—

50

44-4%

40

Cumulative incidence (%)

30

. Oc
20 - 19-4%

10 HR 0-36 (95% Cl 0-26-0-50) p<0-0001

0 T T T T T T ]
0 30 60 90 120 180 270 365

Number at risk Time (days)

Tripletherapy 284 210 194 186 181 173 159 140
Doubletherapy 279 253 244 241 241 236 226 208

De Wilde et al. Lancet 2013;381:1107-15



The WOEST Study

Secondary Endpoint: Death, MI, Stroke, Target
Vessel Revascularization, Stent Thrombosis

1004 — Triple-therapy group
—— Double-therapy group
90
80
70
g
Y 604
o
p
£ 50
@
=
2 40
= -
E
O
30
HR 0-60 (95% C1 0-38-0-94) p=0-025
20 17-6%
11-19%
10 - ,Jf
—r'—'_'_r'—r-r-_' o
0 I | I I | 1 1
0 30 60 90 120 180 270 365
Number at risk Tme(cays)
Tripletherapy 284 272 270 266 261 252 242 223
Doubletherapy 279 276 273 270 266 263 258 234

De Wilde et al. Lancet 2013;381:1107-15



Antithrombotic therapy in
AF & MI or PCI

Danish Nationwide Observational Cohort

Atrial fibrillation subjects eligible for
inclusion with admission for either MI
(n=13,970) or PCI (n=2,909) with no
PCI/MI events one year prior from
January 1, 2001 to December 31, 2009
(total n=16,879)

Excluded (n=4,714)

Fatal or non-fatal bleeding during quarantine period (224)

Fatal or non-fatal stroke/TClI, arterial embolism/pulmonary
embolism during quarantine period (394)

Coronary death or non-fatal MI during quarantine period (2,465)

Death from other causes (414)

Not receiving antithrombotic therapy at inclusion (1,216)
Fulfilling inclusion criteria after
seven day quarantine period after

discharge and included in the study
(n=12,165)

S

Aspirin (n=3,277) or
clopidogrel (n=689) or
OAC (n=711)

Age below 30 years (1)

Aspirin + clopidogrel OAC + aspirin (n=1,504) OAC + clopidogrel OAC + aspirin+
(n=3,590) (n=548) clopidogrel (n=1,896)

Lamberts et al. J Am Coll Cardiol 2013;62:891-9



Antithrombotic therapy in
AF & MI or PCI

Danish Nationwide Observational Cohort

100
Aspirin
L1l
____—-Clopidogrel—
= e
=1 OAC
L
e
" Aspiri lopid |
spirin + clopidogre
2 40 P pidog
20 - OAC+ aspirin
OAC+ clopidogrel —
Triple therapy
ﬂ 4
0 1 2 3 -
CHADS2 score HAS-BLED score
Crude rates 2.5 4.1 6.3 8.9 19.0 231 Crude rates 4.7 5.1 8.3 9.8 14.1
MNo. of ischemic strokes 27 116 A (3 156 122 58 No. of bleedings 19 121 o7 196 66

Initial Antithrombotic Treatment and Crude Rates of Ischemic Stroke and Bleeding According to Predicted Risk

Lamberts et al. J Am Coll Cardiol 2013;62:891-9




Antithrombotic therapy in
AF & MI or PCI

Hazard ratios
(vertical bars indicate 95% CI)

MI / coronary death Ischemic stroke Bleeding All-cause mortality
@
= ® Q
_ o) 1 -
........ o R i L S
[
1 & 0
o @)
- L
@ OAC + clopidogrel
© OQAC + aspirin
@ Aspirin + clopidogrel -
-------- Reference: Triple therapy

Lamberts et al. J Am Coll Cardiol 2013;62:891-9



Results of WOEST & Danish registry

Clopidogrel + OAC =
dual antiplatelet + OAC
. Efficacy in CAD (WOEST 7, Danish registry <)
Stroke prevention (WOEST <>, Danish registry <)
Bleeding (WOEST |, Danish registry <)



ISAR-TRIPLE Trial

Duration of triple therapy in patients requiring oral
anticoagulation after drug-eluting stent implantation

614 patients with DES implantation
+ N=614 P P
3 European centers
 ACS 32% (September 2008 — December 2013)
 AF 84%

Aspirin and VKA I

l l

6-week 6-month
Clopidogrel Clopidogrel
(n=307) (n=307)

Clinical follow up at 9 months in
606 patients (98.7%)

Fiedler KA, et al. J Am Coll Cardiol. 2015;65:1619-29.



Cumulative Incidence (%)

207

—_—
i}

—
T

T

ISAR-TRIPLE Trial
Primary Endpoint

Death, myocardial infarction, stent thrombosis,
stroke or TIMI major bleeding

HR 1.14 (95%, Cl 0.68 — 1.91), p=0.63

9.8 %

= 6-month group
— 6-week group

0 1 2 3 4 5 6 7 3 9

Months After Randomization

Fiedler KA, et al. J Am Coll Cardiol. 2015;65:1619-29.



ISAR-TRIPLE Trial
Secondary Endpoint

Cardiac death, myocardial infarction, TIMI major bleeding
stent thrombosis or ischemic stroke

;;E 207 HR 0.93 (0.43 - 2.05), p=0.87 207 HR 1.35 (0.64 - 2.84), p=0.44

3

T 15 157

ke

e

© 107 107

= 4.3 % 5.3%

© — |

E ° % > 4.0 %

3 g F— 4'00 0 |
01 2 3 456 7 8 9 01234526 7 8 9

Months After Randomization Months After Randomization



ISAR-TRIPLE Trial
Any BARC Bleeding

Any BARC Bleeding Post-hoc landmark analysis of any BARC
Bleeding before and after 6 weeks (6w)

< 507 HRO0.94(0.73 - 1.21), p=0.63 50 HR 0.68 (0.47 — 0.98), p=0.04

"E; 40.2 %

O 40

3

o 307

L

_g 207

© l

-] 1[}‘ |

£ l

c - o O
0O 1 2 3 4 5 6 7 8 9 0 1 2 3 4 5 6 7 8 9

Months After Randomization Months After Randomization

== 6-month group
— 6-week group



Non-vitamin K antagonist

oral anticoagulant (NOAC)
in AF and ACS



Comparison of NOAC : Meta-Analysis

Pooled NOAC Pooled warfarin RR (95% Cl) P

(events) (events)
Efficacy
Ischaemic stroke 665/29292 724/29221 —@—— 0-92 (0-83-1.02) 0-10
Haemorrhagic stroke 130/29292 263/29221 /\> 0-49 (0-38-0-64)  <0-0001
Myocardial infarction 413/29292 432/29221 %3-— 0-97 (0-78-1-20) 0-77
All-cause mortality 2022/29292  2245/29221 @ 0-90 (0-85-0-95)  0-0003
Safety
Intracranial haemorrhage  204/29287 425/29211 —@— 0-48 (0-39-0-59)  <0-0001
Gastrointestinal bleeding ~ 751/29287 591/29211 —@— 125 (1-01-1.55) 0-043

0{2 OI-S 1 5
+“— —>
Favours NOAC Favours warfarin

Figure 2: Secondary efficacy and safety outcomes

Data are n/N, unless otherwise indicated. Heterogeneity: ischaemic stroke I’=32%, p=0-22; haemorrhagic stroke I’=34%, p=0-21; myocardial infarction I’=48%,
p=0-13; all-cause mortality I’=0%, p=0-81; intracranial haemorrhage I’=32%, p=0-22; gastrointestinal bleeding I’=74%, p=0-009. NOAC=new oral anticoagulant.
RR=risk ratio.

Ruff CT et al. Lancet. 2014;383:955-62



PIONEER AF-PCI

« N=2,124, AF & PCI with stent

End of
treatment
12 months

Rivaroxaban 15 mg qd* WOEST
+ 2100 Clopidogrel 75 mg qdf

: Like
patients
with NVAF 1,6, or 12 months—

¢ Coro nary =72 Pre randomization MD Choice

stentin houts
+ No priﬁgr After Rivaroxaban 15mg QD

removal
Gl bleeding,

Hb<10 1,6, or 12 months—
CrCI':S;D Pre randomization MD Choice

VKA: (target INR 2.0-3.0) A
— Clopidogrel 75 mg qdt VKA (target INR 2.0-3.0)

Aspirin 75-100 mg qd Aspirin 75-100 mg qd

* Primary endpoint: TIMI major + minor + bleeding requiring medical
attention

* SECO“da End Oint: CV death, MI, and StI'Oke (Ischemic, Hemorrhagic, or Uncertain Origin)

N Engl J Med. 2016;375:2423-2434



PIONEER AF-PCI
Primary Safety End Point

A Primary Safety End Point

Cumulative Incidence of Clinically
Significant Bleeding (%)

No. at Risk
Group 1
Group 2
Group 3

100 304
Hazard ratio for group 1 vs. group 3, Group 3
0.59 (95% Cl, 0.47-0.76) 25
P<0.001
80—
Hazard ratio for group 2 vs. group 3, 204 Group 2
0.63 (95% Cl, 0.50-0.80)
P<0.001 5.
60— Group 1
104
5|
40+
0 T T T T T T
0 jo 60 90 180 270 360
204
rf_
0 I I I I I I
0 30 60 90 180 270 360
Day
696 628 606 585 543 510 383
706 636 600 579 543 509 409
697 593 555 521 461 426 320




PIONEER AF-PCI

Secondary Efficacy End Point

B Secondary Efficacy End Point
100

No. at Risk
Group 1
Group 2
Group 3

Cumulative Incidence of a Major Adverse

Cardiovascular Event (%)

Hazard ratio for group 1 vs. group 3,
ng Q5o N E0 £

Rivaroxaban 15mg qd + P2Y12
Rivaroxaban 2.5mg bid + DAPT

VS

VKA + DAPT

Group 1 -

0 T T T T T

0 30 60 90 270 360
20

e ——

0= T T T T T
0 30 60 90 180 270 360

Day

694 648 633 621 590 562 430
Jo4 662 640 628 596 570 457
695 635 607 579 543 514 408




RE-DUAL PCI

Ongoing randomized trials

Worldwide event-driven trial with 2840 patients per arm

(Total = 8520 patients)

Paroxysmal, persistent Dabigatran 150mg BID + P2Y12 inhibitor
or permanent NVAF

(PCl with stenting [BMS
- or DES] elective or ACS)

Dabigatran 110mg BID + P2Y12 inhibitor

Screening

Warfarin (INR 2.0-3.0) + P2Y12 inhibitor + ASA*

3am 6M 9M 12M 15M 18/24/30M
or EOT

1° End Point

Thrombotic
Event Rate
(Death + MI +
Stroke/SE)

Plus
Clinically Relevant

Bleeding Rate
(ISTH Major)

*ASA will be given for 1 month post BMS and 3 months post DES




Antithrombotic therapy in AF with NSTEMI
-2015 ESC guideline-

NSTE-ACS patients with non-valvular atrial fibrillation
Management strategy PCI [ Medically managed | CABG ]
.. Low to intermediate High
Bleeding risk (e.g. HAS-BLED = 0-2) [RCTAI.CX:T=1%))
! !
0 —
. Triple or dual
J"Ple therapy?
4] o OfA|lC]
I 4weeks
g BRNE
E 6 months — Dual
= Dual therapy®
e therapy®
= Dual o
therapy®
O]C or Al OJIC or Al OJIC or Al
12 months —
Lifelong [5] Monotherapy*
E Oral anticoagulation E Aspirin 75100 mg daily E Clopidogrel 75 mg daily
(VKA or NOACs)

2015 FSC Gruideline Fur Heart | 2016:37(2):267-315



Antithrombotic therapy in AF with AMI
EHRA/EAPCI/ACCA/HRS/APHRS

« When VKA is given in combination with clopidogrel and/or low-dose
aspirin, the dose intensity of VKA should be carefully regulated,
with a target INR range of 2.0 — 2.5 (Class 11a, level of evidence C).

« Novel P2Y12 receptor inhibitors (prasugrel and ticagrelor) should

not be part of a triple therapy regimen in patients with AF (Class I1],
level of evidence C).

« Where a NOAC is used in combination with clopidogrel and/or low-
dose aspirin, the lower tested dose for stroke prevention in AF (that
is, dabigatran 110 mqg b.i.d., rivaroxaban 15 mqg 0.d. or apixaban
2.5 mg b.i.d.) may be considered (Class IIb, level of evidence C).

Lip GY et al., Eur Heart J. 2014;35(45):3155-79.



I|||||||||?/"T'i'|||||||nl
KNUH *

S HS L)

n UNG P:)OKN H;utu vwwv w,vsmu

AN =MM ZFAFSHL|C

o




