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The definition of valvular and non-valvular atrial
fibrillation: results of a physicians’ survey

Mauro Molteni'*, Hernan Polo Friz!, Laura Primitz!, Giuseppe Marano?,

Patrizia Boracchi?, and Claudio Cimminiello!

57,1% oT1 kapanono3ute n 67.9% OT MHTEPHUCTUTE CUUTAT, Ye
nedouHuumaTa Ha HeknanHo 1M e goctaTb4HO AcHa

[lonoBmMHaTa OT aHKeTUpaHUTE cYUTAT, Ye CbBMECTHOTO Hanuyne Ha
aHaMHe3a 3a rnpekapaH peBMaTu3bM U KIMHUYHK 6enesun 3a KnanHo
BbBfiM4YaHe o3HavaBa pesmaTtunydHo 1M

EnoHa TpeTa ca Ha MHeHue, Ye HarmMYMeTo Ha aopTeH KarneH Nopok
npu INM geduHunpa knanHo NM

[TogobHa e nonopumdaTa Ha OTrOBOPUNUTE, Ye NPU Hannyne Ha
mMuTpanHa peryprutauma INM tpabea ga 6bae aeduHUpaHo KaTo
KranHo

[lo-ronsiMa 4yacTt OT aHKETUPAHUTE cYUTAT, Ye CTENEHTa Ha KnanHus
NOPOK € C NOo-Marko 3Ha4YeHne 3a pasrpaHny4aBaHeTO
KnanHo/HeknanHo NM



DednHnuma Ha KnanHo u HexknanHo MM ceobpasHo
PLKOBOAHMUTE NPaBUAA

AHA/ACC/HRS AF ‘uctopuyeckms TepmuH HeknanHo NM TpsadBa
guidelines Aa ce U3nosf3Ba Korato pUTbMHOTO
HapyLweHue € HarIM4YHO NpPU NUnca Ha

peBMaTny4eH MUTpasieH KrnarneH nopok,
KnanHa nporte3a uiin MUuTpasiHa KrianHa

PEeKOHCTPYKLUS’
2008 ACCP KnanHo M - mitral stenosis nnun knanHa
Guidelines npoTtesa

The 2012 focused update of ‘TepmuHbT knanHo NM ce ynotpebsBa, korato

the ESC Guidelines on AF 1M e cBbp3aHO C peBMaTUYHO KnarHo
3abonsiBaHe (rnaBHO MUTpariHa CTEHO3a) UNnu
MMMNIaHTMpPaHa KnarnHa npotesa’



KomMmnoHeHTN Ha TpmagaTta Ha Virchow's B
TpomboreHesaTa npu MM

Atrium Atrial tissue
Haemoconcentration ] Wall motion abnormalities
! ! 1 Haematocrit
!’ Platelet activation \
! 1 p-thromboglobulin
!! Blood stasis
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|Thromboembolism and stroke |

Coagulation cascade activation

1 D-dimer

1 Prothrombin 1 and 2

1 Thrombin-antithrombin complex

Endothelial damage/dysfunction %

Atrial tissue changes .
e Myocytic hypertrophy Re-entry foci
o Sclerosis formation
e Fibroelastosis

e Extracellular matrix
abnormal changes

| Atrial fibrillation |

vWF = Von Willebrand factor
Watson T et al. Lancet 2009;373:155-66



OCHOBHMU W3KNIOUYBAWM KPUTEPUN B OCHOBHUTE
npoyusaHua SPAF

RE-LY trial ‘. .. history of heart valve disorders (i.e., prosthetic
valve or hemodynamically relevant valve disease) . . .’;

ROCKET-AF trial *. . . hemodynamically significant mitral valve stenosis.
Prosthetic heart valve (annuloplasty with or without
prosthetic ring, commissurotomy and/or valvuloplasty are
permitted) . . .’;

ARISTOTLE trial: ‘Key exclusion criteria were . . . moderate or severe
mitral stenosis, conditions other than atrial fibrillation that
required anticoagulation (e.g., a prosthetic heart valve) . . .’;

ENGAGE AF trial ‘Key exclusion criteria were . . . moderate-to
severe mitral stenosis . . ..



RE-LY - Noarpynoe aHanus cumnromua CH

With sHF (n=4904) Without sHF (n=13 209) P value
Age, yrs, mean (SD) 68.3 (10.2) 72.7 (7.7) <0.001
Male gender, % 66.9 62.3 <0.001
Diabetes, % 26.5 22.1 <0.001
Hypertension, % 75.2 80.2 <0.001
Stroke, % 10.4 13.3 <0.001
Coronary artery disease, % 31.8 26.3 0.0003
Valvular heart disease, % 26.2 19.8 <0.001
LVEF <40% 43.5% 11.2%* <0.001
CrCl, mL/min, mean (SD) 76.3 (32.6) 71.7 (25.7) <0.001
Type of AF, % <0.001
Paroxysmal 21.6 37.0
Persistent 33.9 31.2
Permanent 44.5 31.7
Heart rate, bpm, mean (SD) 76.1 (15.2) 72.6 (14.6) <0.001

*Missing data in 2015 patients; **7205 patients; bpm = beats per minute; CrCl = creatinine clearance;
LVEF = left ventricular ejection fraction; SD = standard deviation; sHF = symptomatic heart failure

Ferreira J et al. Circulation 2011;124: A10956



YecToTa Ha MHUMACHTX NPU NALMECHTU CbC uan bes
cumntomHa CH 8 RELY

*  CumntomatuyHata CH noBullaBa pucka OT MO3bY€eH
NHCYNT/CUCTEMEH eMDONN3BbM N CbAOBa CMBPT

® Cbc CH
NHcynT/cnctemeH embonu3bm  CbaoBa CMbPT = be3 CH
55 HR 1.30 (95% CI 1.08-1.57) 6 HR 2.82 (95% CI 2.47-3.21)
P=0.005 P<0.001
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n=4904 n=13209 n=4904 n=13209

Cl = confidence interval; HR = hazard ratio; SE = systemic embolism; sHF = symptomatic heart failure
Ferreira J et al. Circulation 2011;124: A10956



Cybrpynos ananus cumnromua CH:
MO3BbYCH UHCYAT U cucTemeH embonuzvm

* Jlunca Ha npomsiHa B OCHOBHUS pe3ynTaT Ha npoy4ysaHeTo B 3aBucumocT oT 3CH

YecToTa
(% Ha rop) D110 vs. warfarin D150 vs. warfarin
D110 D150 W P (interaction) P (interaction)
Cbc3CH 190 1.44 1.92 o 1
0.51 0.39
be33CH 1.41 1.00 1.64 O ——
| | | L
0’5 | 1.0 ' 1’5 05 1.0 1.5
DabigatranWarfarin Dabigatran Warfarin
better better better better

Ferreira J et al. Circulation 2011;124: A10956



Cybrpynoe aHanus cumnromua CH:
YecrTota Ha KbpBeHe

fonsaMo KkbpBeHe D110 vs. warfarin
YectoTa (% Ha rog)
D110 D150 W P (interaction)
Cobc 3CH 3.26 3.10 3.90 -=}
0.20
.
be3s 3CH 2.73 3.39 3.45
T 1 I 1
0.5 1.0 1.5
MHTpaKkpaHMasIHO KbpBeHe
Cbc 3CH 0.22 0.26 0.65 -
0.91
bes3CH  0.23 0.34 0.80 il

T | 1 1
0 05 1.0 15 2.0
Dabigatran Warfarin
better better

Ferreira J et al. Circulation 2011;124: A10956

D150 vs. warfarin

P (interaction)

0.74
=
1 1 I 1
05 1.0 1.5
S E—
0.72

-

I 1 1 1
0 05 1.0 15 2.0
Dabigatran  Warfarin
better better



Clinical characteristics and outcomes with
rivaroxaban vs. warfarin in patients with
non-valvular atrial fibrillation but underlying
native mitral and aortic valve disease
participating in the ROCKET AF trial

Table2 Type of valvular disease in patients assessed as
having significant valvular disease

Characteristic N (%)

Valve locaticn/abnormality™

Aortic stenosis 215 (11.0%)
Aortic regurgitation 486 (24.8%)
Mitral regurgitation 1756 (89.6%)
Other (without any of preceding) 11 (0.6%)
Etiology”
Rheumatic 62 (3.23%)
Congenital 15 (0.8%)
Calcific/degenerative 791 (40.4%)
Post-infarction and/or ischaemic 253 (12.9%)
Other 307 (15.7%)
Unknown 312 (15.9%)
Mo data 268 (13.7%)
Prior cardiac valvular procedures 106 (5.3%)
Valvuloplasty 64 (60.4%)

Other cardiac valvular procedure 42 (39.6%)
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Table 5 Efficacy (intention-to-treat population) and safety (on-treatment population) outcomes in patients with and
without significant valvular disease in patients randomized to rivaroxaban and warfarin

SVvD No SVD P-value for
Rivaroxaban  Warfarin  Rivaroxaban Rivaroxaban  Warfarin  Rivaroxaban gyo o of
events/100 pt-yrs events/100 vs. Warfarin  events/100 pt-yrs events/100  vs. Warfarin treatment
(total events) pt-yrs (total HR(95% Cl) (total events) pt-yrs (total HR (95% ClI)
events) events)
Efficacy outcomes
Stroke or SE 2.01(38) 243 (50) 0.83 (0.55-1.27) 1.96 (231) 222(256)  0.89(0.75-1.07) 0.76
Stroke, SE, or 5.14 (94) 526(105)  0.99(0.75-1.31) 4.16 (478) 447 (504)  094(0.83-1.06) 0.72
vascular death
Stroke, SE, vascular ~ 6.09 (110) 6.62(130) 094 (0.73-121) 4.81(549) 517 (579)  094(0.83-1.05) 058
death, or Ml
All-cause death 548 (100) 560(112) 098 (0.75-1.29) 4.19 (482) 460(520) 091(0.80-1.03) 0.60
Safety outcomes
Majoror NMCR  19.81 (253) 16.83(240)  1.25(1.05-149) 1419 (1222) 1414 (1209) 1.01(094-1.10) 0.034
bleeding
Major bleeding 6.14 (88) 4.20(68) 1.56 (1.14-2.14)  3.22 (307) 333(318)  098(0.84-1.15) 0.010
ICH 0.88 (13) 0.73(12) 1.27 (0.58-2.79) 0.43 (42) 0.74 (72) 0.59 (0.40-0.86) 0.084



ARISTOTLE

* 4808 (26.4%) — ymepeHo KrarnHo 3acsaraHe — MuTparHa
UNn TpUKycnugarnHa peryprutayms, aoptHa CTeHo3a nnm

peryprutaums

* 251 nauneHTn — KnanHa Xupyprus
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What is ‘valvular’ atrial fibrillation? A reappraisal

Raffaele De Caterina' and A. John Camm2*

® the risk of thrombo-embolism is particularly high in AF accom-
panying moderate-to-severe mitral stenosis and mechanical
prosthetic valves. Since mitral stenosis, with or without other
associated valvular disease, is virtually always rheumatic, the
terms ‘AF with mitral stenosis’ and ‘rheumatic AF° may be used
interchangeably. It is not clear, however, whether the patho-
genesis of thrombosis in AF accompanying mitral stenosis is
qualitatively different from those of most common forms of
‘non-valvular’ AF. This, together with the notion that—at
variance with most cases of AF in the presence of a mech-
anical heart valve—anticoagulation intensity with VKA can
be kept at the same target INR levels as in ‘non-valvular’ AF,
may justify properly conducted trials of NOACs in such a

condition:
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What is ‘valvular’ atrial fibrillation? A reappraisal

Raffaele De Caterina' and A. John Camm2*

e valvular heart diseases,such as mitral regurgitation, aortic stenosis,
or aorticinsufficiency, do not resultin conditions of low flow in the
left atrium, and do not apparently increase the risk of thrombo-

embolism compared with that entailed by AF per se, and probably
do not make thrombo-embolic risk less responsive to NOACs
compared with most forms of ‘non-valvular’ AF;

¢ similarly,hypertrophic cardiomyopathy, even if possibly increasing
the risk of thrombo-embolism in AF, may not make thrombo-
embolic risk less susceptible to NOACs compared with most
forms of ‘non-valvular’ AF (but no data on this are available yet);




Indications for antithrombotic therapy
after valvular surgery

Class | Level -
Oral anticoagulation is recommended lifelong for all patients with a mechanical I
prosthesis. :
Oral anticoagulation is recommended lifelong for patients with bioprostheses who I
have other indications for anticoagulation.
The addition of low-dose aspinn should be considered in patients with a mechanical lla
prosthesis and concomitant atherosclerotic disease.
The addition of low-dose aspirin should be considered in patients with a mechanical lla
prosthesis after thromboembolism despite adequate INR.
Oral anticoagulation should be considered for the first 3 months after implantation of i
a mitral or tricuspid bioprosthesis. -
Oral anticoagulation should be considered for the first 3 months after mitral valve Il
repair. -
Low-dose aspirin should be considered for the first 3 months after implantation of lla
an aortic bioprosthesis.
Oral anticoagulation may be considered for the first 3 months after implantation of m
an aortic bioprosthesis.
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Risk factors for thromboembolism

e Prosthesis thrombogenicity

— Low

- Carbomedics (aortic position), Medtronic Hall, St.Jude Medical, ON-X.
— Medium

+ Other bileaflet valves.
— High

« Lillehei-Kaster, Omniscience, Starr-Edwards, Bjork-Shiley,

other tilting-disc valves.

o Patient-related risk factors
— Mitral, tricuspid, or pulmonary valve replacement.
— Previous thromboembolism.
— Atrial fibrillation.
— Mitral stenosis of any degree.
— Left ventricular ejection fraction < 35%.

©
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Without risk

With risk factors

factors

SR AF

LA <50 mm LA >50 mm

MVgr0 MV gr +

LV normal EF <35%

SECO SEC +

AVR MVR, TVR, PVR
PROSTHESIS THROMBOGENICITY low 2.5 3.0
(as determined by valve thrombosis rates)* medium 3.0 35

high 3.5 4.0**

*Prosthesis thrombogenicity: Low = Medtronic Hall, St. Jude Medical (without Silzone), Carbomedics AVR,
bioprostheses; Medium = Bileaflet valves with insufficient data, Bjork-Shiley valves; High = Lillehei
Kaster, Omniscience, Starr Edwards. SR, sinus rhythm; AF, atrial fibrillation; LA, left atrium; MVgr, mitral
valve gradient; LV, left ventricle; EF, ejection fraction; SEC, spontaneous echo contrast; AVR, MVR, TVR,
PVR, aortic, mitral tricuspid and pulmonary valve replacement, respectively. * *There is considerable un-




Dabigatran effective in animal models

Aortic valves (high flow, high pressure, shear stress conditions)

« Thrombus deposition was adequately controlled with dabigatran
20 mg/kg bid over 30 days in the pig model

Aortic valve: No anticoagulant LMWH Dabigatran

Mitral valves (low flow, low pressure conditions)

« Although thrombus deposition was not fully prevented with dabigatran
20 mg/kg bid over 90 days, survival overall was prolonged with
dabigatran

11




RE-ALIGN™: study design
C supvemem

Start |
warfarin up | | Warfarin
today7 |l (INR according to guidelines)

CrCl <70 mL/min:
DE 150 mg BID

Population A
|
|
|
|

[ .
. CrCl 70-<110 mL/min:

Population B [ DE 220 mg BID /

I . | =
I
| L CrCl 2110 mL/min:
| | I DE 300 mg BID
| : || Start DE I -
| day 3—7
. T }
B: S(urgery A: Surgery T 12 weeks
>
months)
21

CrCl = creatinine clearance; DE = dabigatran etexilate; INR = international normalized ratio
Eikelboom JW et al. N Engl J Med 2013;369:1206—-14



RE-ALIGN ™: baseline characteristics (1)

Dabigatran Warfarin
(n=168) (n=84)

Male, n (%) 107 (64) 56 (67)
Age, mean (SD), years 56.0 (9.4) 55.7 (10.4)
CrCl, mean (SD), mL/min 107.8 (39.9) 106.4 (34.4)
Type of valve replacement (n, %)

Aortic 113 (67) 59 (70)

Mitral 49 (29) 22 (26)

Aortic and mitral 6 (4) 3 (4)
Thromboembolic risk, n (%)

Low (aortic valve, no additional 51 (30) 23 (27)

risk factors)

Intermediate or high (aortic valve with 117 (70) 61 (73)

additional risk factors, or mitral valve)
Population A or B (n, %)

A (current surgery) 133 (79) 66 (79)

B (surgery 23 months previously) 35 (21) 18 (21)

CrCl = creatinine clearance; SD = standard deviation
Fikelboom IW et al N Fnal .| Med 2013:360:-1206—14

22



RE-ALIGN™: adjudicated efficacy outcomes

Population A Population B All patients
Dabigatran Warfarin Dabigatran Warfarin Dabigatran Warfarin
(n=133) (n=66) (n=35) (n=18) (n=168) (n=84)
Death, n (%) 1(1) 2 (3) 0 0 1(1) 2(2)
Stroke, n (%) 9 (7) 0 0 0 9 (5) 0
SE, n (%) 0 0 0 0 0 0
TIA, n (%) 2(2) 2 (3) 1(3) 0 3(2) 2 (2)
MI, n (%) 1(1) 0 2 (6) 0 3(2) 0
Death/stroke/SE/ 11 (8) 2 (3) 2 (6) 0 13 (8) 2(2)
Mi, n (%)
Death/stroke/TIA/SE/ 12 (9) 4 (6) 3(9) 0 15 (9) 4 (5)
MI, n (%)
23

MI = myocardial infarction; SE = systemic embolism; TIA = transient ischaemic attack
Eikelboom JW et al. N Engl J Med 2013;369:1206-14



RE-ALIGN™: adjudicated safety outcomes

Population A Population B All patients
Dabigatran Warfarin Dabigatran Warfarin Dabigatran Warfarin
(n=133) (n=66) (n=35) (n=18) (n=168) (n=84)
Major bleeding, 7 (5) 2 (3) 0 0 7 (4) 2(2)
n (%)
Major bleeding 7 (5) 2 (3) 0 0 7 (4) 2(2)
with pericardial
location, n (%)
Any bleeding, 35 (26) 8 (12) 10 (29) 2(11) 45 (27) 10 (12)
n (%)
24

Eikelboom JW et al. N Engl J Med 2013;369:1206-14
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Indications for antithrombotic therapy
after valvular surgery

Class | Level -
Oral anticoagulation is recommended lifelong for all patients with a mechanical I
prosthesis. :
Oral anticoagulation is recommended lifelong for patients with bioprostheses who I
have other indications for anticoagulation.
The addition of low-dose aspinn should be considered in patients with a mechanical lla
prosthesis and concomitant atherosclerotic disease.
The addition of low-dose aspirin should be considered in patients with a mechanical lla
prosthesis after thromboembolism despite adequate INR.
Oral anticoagulation should be considered for the first 3 months after implantation of i
a mitral or tricuspid bioprosthesis. -
Oral anticoagulation should be considered for the first 3 months after mitral valve Il
repair. -
Low-dose aspirin should be considered for the first 3 months after implantation of lla
an aortic bioprosthesis.
Oral anticoagulation may be considered for the first 3 months after implantation of m
an aortic bioprosthesis.
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What is ‘valvular’ atrial fibrillation? A reappraisal

Raffaele De Caterina' and A. John Camm2*

¢ AF in the presence of a bioprosthetic heart valve or after valve

repair appears to be at a risk of thrombo-embolism not substan-
tially different from more common forms of ‘non-valvular’ AF,

and in any case, on the basis of preliminary evidence accrued
from trials with NOACs there is no evidence of different efficacy

or safety compared with warfarin.




Position Paper 1

Vitamin K antagonists in heart disease: Current status and perspectives
(Section Ill)

Position Paper of the ESC Working Group on Thrombosis — Task Force on Anticoagulants in
Heart Disease

Raffaele De Caterina'*,**; Steen Husted?*,**; Lars Wallentin®**,**; Felicita Andreotti***; Harald Arnesen®**; Fedor Bachmann®**;
Colin Baigent’**; Kurt Huber®**; Jorgen Jespersen®* *; Steen Dalby Kristensen!'®**; Gregory Y. H. Lip''**; Jodo Morais!'2**;
Lars Hvilsted Rasmussen'***; Agneta Siegbahn'**; Freek W. A. Verheugt'>**; Jeffrey |. Weitz!®**

patients with rheumatic mitral valve disease complicated by the

presence of left atrial thrombus [l — A].

o We suggest VKA therapy (target INR 2.5; range, 2.0-3.0) in
patients with rheumatic mitral valve disease and normal sinus
rhythm with a left atrial diameter > 55 mm [lla — C].

o We recommend VKA therapy (target INR, 2.5; range, 2.0-3.0) for
patients with rheumatic mitral valve disease complicated by atrial
fibrillation, previous systemic embolism, or both [I — C]

o We recommend anticoagulation with a VKAs in all patients with a
mechanical heart valve [| — A]

» We recommend adjusting the intensity of anticoagulation in such
cases according to three features, namely the thrombogenicity of
the prosthesis, the position (aortic vs mitral/tricuspid/pulmonary),
and associated thromboembolic risk factors [| — B]

o We recommend that antiplatelet drugs are not routinely

prescribed for all patients with mechanical valves [lIb — B]
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-

e We recommend that the addition of antiplatelet drugs to antico-
agulation is individualised, balancing risk and benefit, restricted
to specific indications, and only combined with relatively low-
intensity anticoagulation (INR <3.0) [lla — B]

o We specifically recommend against the routine addition of aspirin
to VKAs in patients with a mechanical prosthetic valve in cases of
co-existent coronary heart disease [lIb — B]

o We recommend avoiding drug-eluting stents in patients with
mechanical valves to shorten the duration of dual or triple therapy
with one or two antiplatelet agents plus a VKAs [Ill — A]

» We recommend that patients with bioprosthetic valves in the
mitral position are treated with VKAs during the first three
months after valve insertion [lla — B]




NOACSs npu 0b0peuna nuc yHKIus

[IpakTUdecKu MPEenOPHKH 3a J03UpaHe MPU XPOHUTHA OBOpeuHa Oostect

Mpu CrCl 30—49 ml/min e eb3mosHa go3a oT Mpwu CrCl 1529 ml/min: BbamowHa go3a  Jlunceart gaHHM 15 mg BegHbXK AHEBHO NpH
150 mg gea nbTH gHesHo (KXT1), HO Npu oT 2.5 mg gea MbTW OHEBHO CrCI 1549 ml/min

“BMCOK pUCK oT KbpbeHe (KX gosaTa e
110 mg gga NbTH AHEBHO UMK "NMpenopbd-
BaHaTa” (akTyanu3aupadu WM gaHHu)!

CepymeH kpeaTuHuH 21.5 mg/dl

B KOMBWHAUMA ¢ Bb3pacT = 80 rognHm
mnu Terno =60 kg (KXIT) mnu gpyr
Jabenexka: [loaupoBka oT 75 mg ABa MbTH “¥benT" chakTop: 2.5 mg ABa MbTH AHEBHO
nHeBHo e onobpexa camo B CALLL#

-Mpwu CrCl 15-30 ml/min
-Mpwu CrCl 30—49 ml/min

-W npyr “opanxes” dpakTop (Hanp. verapamil)

*Bce ome Be & ogobpen 2a ynotpeba or EMA. Heofxommia AKTYA3AIMNA HA JAHENTE c1e] duEammsapane B3 KXIL "Bes moxasamme or EMA.
IIpenopsra or FDA FB3 ocHOBA HA dapMAROEHEETHIHH JAHHE. BHAMATETHA MpeneHTa Ha IOMSHTE H PHCEA IPH TOSH MOMXNON.

E Eepona Be ce npenmarat Eancyms 5 mg 33 mokazagme [IM ;; ApcTpamsficyka HEGOpMATHA 23 OpeIHCEARS

Jacrnefnep Bermm NOACS tpatea ga OB0aT DpATATAHE B CHOTESTCTEHE © MECTHATA HEQOPMAITEA 33 DpeINHCEAHE, KOATO MOXE I3 He OBIe
eIMHAKEA 34 CTpaERTe oT Espoma B CATIL

1. Camum et al, Evr Heart J2012;33:2719-47; Heidbuch el et al, Evropace 2013;15:625-651; Heidbuchel et al Eur Heart J 2013;34:2094-106
www.escardio.org/EHRA



Antithrombotic treatment in patients
undergoing PCI who require oral anticoagulation

‘ Recommendations | Class® | Level® ‘

New-generation DES are preferred over BMS among patients requiring oral anticoagulation if bleeding risk is I
low (HAS-BLED <2). 4

DAPT should be considered as alternative to initial triple therapy for patients with SCAD and atrial fibrillation| ™ .
with a CHA2DS2-VASc score <1.

In patients requiring oral anticoagulation at high bleeding risk (HAS BLED 23), triple therapy of (N)OAC and
ASA (75-100 mg/day) and clopidogrel 75 mg/day should be considered for a duration of one month followed
by (N)OAC and aspirin 75—-100 mg/day or clopidogrel (75 mg/day) irrespective of clinical setting (SCAD or
ACS) and stent type (BMS or new-generation DES).

lla

Dual therapy of (N)OAC and clopidogrel 75 mg/day may be considered as an alternative to initial triple

therapy in selected patients. b

The use of ticagrelor and prasugrel as part of initial triple therapy is not recommended




Puck ot KbpeeHe npu nauveHts ¢ MM, npuemawim
CLNBLTCTBALLA AHTUATPETAHTHA U AHTUKOATYNAHTHA Tepanua

| KOM6I/IHV|paHeTO Ha aHTUarperaHTHn n aHTuKkoaryJiaHTHu cpeacrea 3Ha4nMMmo
nosBumlaBa pUCKa OT KbpBeHE, HE3aBUCUMO OT TOBaA KOA Bb3MOXHa KOM6I/IHaLI,I/IF| ce
n3Mnosi3ea
o 0 TpoiHaTa Tepanus AONMbIHWUTENHO NOBMLLABA TO3U PUCK
3
s
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> | 6 5.5
3 4.6
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= MaumeHTH, npuemalLy MaumeHTH, npuemawm MauuneHTH, npuemawm
warfarin dabigatran 150 mg BID dabigatran 110 mg BID
[l Be3 aHTunarp. Tepanusi (n=3478) M Be3 aHTnarp. Tepanusa (n=3613) Il Be3 anTuarp. tepanus (n=3510)
B EavHnyna aHtrarp. T-ua (n=2312) g EavHnyna aHTtuarp. T-usa (n=2251)  EAvHnyHa aHTUarp. T-us (n=2288)
ABoiiHa aHTnarp. Tepanna(n=232) g [BoitHa aHTuarp. Tepanus (n=212) AgoiiHa aHTuarp. Tepanuns (n=217)

Dans AL et al. Circulation 2013;127:634-40
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RE-DUAL PCI™: Uean

d RE-DUAL PCI™ we nscnensa gBa HoBM noaxoaa 3a nogoodpsiBaHe
Ha Nne4yeHuneTo Ha nauneHTun c NM, noanoxenHun Ha KA

ABe HOoBM cxeMu c dabigatran: ,flogobpeHo” neueHune:
150 unm 110 mg BID nntoc eguHmnyHa ABK nntoc ABOMHa aHTUarperaHTHa

aHTUarperaHTHa Tepanus Tepanns (HO C NO-paHHO
(P2Y12 nHxmnbutop) npekpaTtsiBaHe Ha ACK)

HKIM = HeknanHo npeacbpaHO MbXOEHe
Boehringer Ingelheim lNMpeccbobluenune, 19 Hoemepn 2013 r.; Moxe aa ce
Hamepwn Ha http://www.boehringer-ingelheim.com/
33 news/news_releases/press_releases/2013/19_november_ 2013 _dabigatranetexilate1.html
, noceteH aHyapu 2014 r.; u Boehringer Ingelheim, gaHHn Ha dhann


http://www.boehringer-ingelheim.com/news/news_releases/press_releases/2013/19_november_2013_dabigatranetexilate1.html
http://www.boehringer-ingelheim.com/news/news_releases/press_releases/2013/19_november_2013_dabigatranetexilate1.html

RE-DUAL PCI™: AinzaiH

OueHka Ha XapakTepuctnkmuTe, CBbp3aHn C

BMCOK PUCK CNPSIMO HEBUCOK pUCK (NpexoaHa

Tepanus No npeueHKa Ha nekaps) Dabigatran 150 mg BID
+ P2Y12 nuxubutop

Dabigatran 110 mg BID
+ P2Y12 uHxnbuto

N=2840 manuenTn B pamo

[loarorBurenexn
MIEPUOL Warfarin (INR 2.0-3.0)

+ P2Y12 nuxuburtop + ACK

Pangomusauusita moxe ga ce HanpaBu <72 BuanTtu 3a npocneassaHe Ha Meceu 1, 3, 6, 9,
Yyaca cneq MK 12 n 15; n 18, 24 v 30 cnen paHgoMmnsaumaTa
UK B Kpasl Ha U3NUTBAHETO

JlekapcTBOTO NO MU3NUTBaHeTO TpsibBa fa ce
npunara 6 4Yaca cref oTCTpaHsBaHETO Ha MuHMManHa NpoAb/HKUTENHOCT HA JIEYEHNETO:
MHTpoarcepa, <72 yaca cneg MKU 6 meceua

34 . .
OAT = gBorHa aHTuTpoMboTunyHa Tepanus; KL, = kpanHa uen; INR = mexayHapoaHO HOpManusmpaHo CbOTHOLLEHWE;

ApanTtupaHo ot Cannon C. AHA 2013 and Boehringer Ingelheim, gaHHn Ha dhann



RE-DUAL PCI™: AinzaiH

Dabigatran 150 mg BID
+ P2Y12 nuxubutop

Dabigatran 110 mg BID
+ P2Y12 uHxnbuto

N=2840 manuenTn B pamo

MoaroTBuTENEH
nepvoa

Warfarin (INR 2.0-3.0)
+ P2Y12 nHxubutop + ASA

[MpekpaTtaBaHe Ha npuema Ha ACK: Bu3utu 3a npocneassaHe Ha mecel 1, 3, 6, 9, 12
*Pamena c dabigatran: BegHara crnep ycnetiHa 15,118, 24KMa?;loH;nﬁgn?/le']r:g:Z?gauMﬂTa Wwin B
npoueaypa (HesabasHO 3ano4yBaHe Ha [AT) P

*Pamo ¢ warfarin: 1 mecey cneg BMS mnnun 3 MUHMMasHa NPOABLIKUTENHOCT Ha NIeYeHNeTo: 6
meceua cneg DES Meceua

MpunoxeHnneto Ha P2Y12-uHxndbmntop moxe aa
6bae npekpateHo cneq 12-na mecew nNo npeueHka
Ha nekaps

35 [AT = gBoriHa aHTuTpoMboTunyHa Tepanus; KL, = kpanHa uen; INR = mexxgyHapogHO HOpManuanpaHo CbOTHOLLUEHUE;
ApantupaHo ot Cannon C. AHA 2013 and Boehringer Ingelheim, gaHHun Ha dbann
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