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Fibrilhacao auricular
Indicacoes para terapéutica antitrombotica (Guidelines 2006)

CHADS,

Categoria de Risco Terapéutica recomendada
Sem factores de risco Aspirina: 100 mg/dia ou nada

1 factor de risco moderado Aspirina: 100 mg/dia ou

Varfarina INR alvo 2.5 (2.0 - 3.0)

> 1 factor de risco moderado ou
Qualquer factor de risco elevado

Varfarina INR alvo 2.5 (2.0 - 3.0)



Meta-analises de estudos que avaliaram a eficacia da
terapéutica antitrombotica na prevencao do AVC isquémico

Anticoagulacao versus nao tratamento 68 (50-79)

Aspirina versus nao tratamento 21 (0-38)

Anticoagulacao versus Aspirina 52 (37-63)




ESC GUIDELINES

European Heart Journal
EUROPEAN doi:10.1093/eurheartj/ehq278

SOCIETY O
CARDIOLOGY*

Guidelines for the management of atrial
fibrillation

The Task Force for the Management of Atrial Fibrillation of the
European Society of Cardiology (ESC)

Developed with the special contribution of the European Heart Rhythm Association

(EHRA)T
Endorsed by the European Association for Cardio-Thoracic Surgery (EACTS)

Authors/Task Force Members: A. John Camm (Chairperson) (UK)*, Paulus Kirchhof
(Germany), Gregory Y. H.Lip (UK), UlrichSchotten (The Netherlands), Irene Savelieva
(UK), Sabine Ernst (UK), Isabelle C. Van Gelder (The Netherlands), Nawwar Al-Attar
(France), Gerhard Hindricks (Germany), Bernard Prendergast (UK), Hein Heidbuchel
(Belgium), Ottavio Alfieri (Italy), Annalisa Angelini (Italy), Dan Atar (Norway),

Paolo Colonna (ltaly), Raffacle De Caterina (ltaly), Johan De Sutter (Belgium),
Andreas Goette (Germany), Bulent Gorenek (Turkey), Magnus Heldal (Norway),
Stefan H. Hohloser (Germany), Philippe Kolh (Belgium), Jean-Yves Le Heuzey (France),
Piotr Ponilcowski (Poland), Frans H. Rutten (The Netherlands).

ESC Committee for Practice Guidelines (CPG): Alec Vahanian (Chairperson) (France), Angelo Auricchio
(Switzerland), JeroenBax (The Netherlands), Claudio Ceconi (Italy), Veronica Dean (France), Gerasimos Filippatos
(Greece), Christian Funck-Brentano (France), Richard Hobbs (UK), Peter Kearney (Ireland), Theresa McDonagh
(UK), Bogdan A. Popescu (Romania), Zeljko Reiner (Croatia), Udo Sechtem (Germany), Per Anton Sirnes
(Norway), Michal Tendera (Poland), Panos E. Vardas (Greece), Petr Widimsky (Czech Republic).

Document Reviewers: Panos E.Vardas (CPG Review Coordinator) (Greece), Vazha Agladze (Georgia), Etienne Aliot
(France), ToshoBalabanski (Bulgaria), CarinaBlomstrom-Lundqvist (Sweden), Alessandro Capucci (Italy), HarryCrijns
(The Netherlands), Bjorn Dahlof (Sweden), Thierry Folliguet (France), Michael Glikson (Israel), Marnix Goethals
(Belgium), Dietrich C. Gulba (Germany), Siew YenHo (UK), Robert ]. M.Klautz (The Netherlands), Sedat Kose
(Turkey), JohnMcMurray (UK), Pasquale Perrone Filardi (Italy), PelkaRaatikainen (Finland), Maria Jesus Salvador
(Spain), Martin ). Schalij (The Netherlands), Alexander Shpektor (Russian Federation), Jodo Sousa (Portugal),

Janina Stepinska (Poland), Hasso Uuetoa (Estonia), Jose LuisZamorano (Spain), Igor Zupan (Slovenia).

The disclosure forms of the authors and reviewers are available on the ESC website www.escardio.org/guidelines

* Corresponding author. A. John Camm, 5t George's University of London, Cranmer Terrace, London SW17 ORE, UK. Tel: +44 20 8725 3414, Fax: +44 20 8725 3416, Email
jeamm@sgulac.uk

The content of these European Society of Cardiology (ESC) Guidelines has been published for personal and educational use only. No commerdial use is authorized. No part of the
ESC Guidelines may be translated or reproduced in any form without written permission from the ESC. Permission can be obtained upon submission of a written request to Oxford
University Press, the publisher of the European Heart joumal and the party authorized to handle such permissions on behalf of the ESC.

t Other ESC entities having participated in the development of this document:

Assodations: European Assodiation of Echocardiography (EAE), Eurapean Association for Cardiovascular Prevention & Rehabilitation (EACPR), Heart Failure Association (HFA)
Working Groups: Cardiovascular Surgery, Developmental Anatomy and Pathology, Cardiovascular Pharmacology and Drug Therapy, Thrombosis, Acute Cardiac Care, Valvular
Heart Disease.

Councils: Cardiovascular Imaging, Cardiology Practice, Cardiovascular Primary Care.

Disclaimer. The ESC Guidelines represent the views of the ESC and were arrived at after careful consideration of the available evidence at the time they were written. Health
professionals are encouraged to take them fully into account when exercising their clinical judgement. The guidelines do not, however, override the individual responsibility of health
professionals to make appropriate dedisions in the circumstances of the individual patients, in consultation with that patient, and where appropriate and necessary the patient’s
guardian or carer. It is also the health professional’s responsibility to verify the rules and regulations applicable to drugs and devices at the time of prescription.

© The European Society of Cardiclogy 2010. Al rights reserved. For Permissions please email: journals.permissions@oxfordjournals.org




CHADS,

AVC/AIT/Trom boembolismo

‘biabetes

A

idade > 75 anos

A

i-lipertensa'?io

Insuf. Cardiaca / Fej<40%



CHA.DS, - VASc

Sexo Fem.
Idade 65-74 anos
Doenca Vascular

V

l\VC/AIT/TromboemboIismo

‘biabetes

‘idade > 75 anos

A

i-lipertenséio

Insuf. Cardiaca / Fej<40% Score maximo=9



CHA,DS, - VASc

Insuficiencia Cardiaca

Reduced
Yolume

Dilated
Ventricle




CHA,DS, - VASc

Influéncia da disfungao ventricular esquerda
no risco de AVC
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CHA,DS, - VASc

Hipertensao

HTA nao tratada ou uso de HTA b i
anti-hipertensores em controlada

PA>160/95 mmHg
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AVC (Stroke), AIT ou tromboembolismo
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Doenca Vascular

Enfarte do miocardio D. Arterial Periférica Placas complexas na aorta
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Ponderar o risco hemorragico nos doentes com
indicagao para anticoagulagao

BMJ 1998;317:703-13



Score de risco hemorragico
HAS-BLED

Clinical characteristic® Points awarded

Abnormal renal and liver
function (| point each)

i
_ Maximum 9 points
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Dabigatran versus Warfarin in Patients with Atrial Fibrillation

John

Ellison Themeles
arus, 1
RE-LY Steering

BACKGROUND
Warfarin reduces the risk of stroke in patients with atrial fibrillation but increases
the risk of hemorrhage and is difficult to use. Dabigatran is a new oral direct throm-
bin inhibitor.

METHODS

In this noninferiority trial, we randomly assigned 18,113 patients who had atrial fi-
brillation and a risk of stroke to receive, in a blinded fashion, fixed doses of dab-
igatran — 110 mg or 150 mg twice daily — or, in an unblinded fashion, adjusted-dose
warfarin. The median duration of the follow-up period was 2.0 years. The primary
outcome was stroke or systemic embolism.

RESULTS

Rates of the primary outcome were 1.69% per year in the warfarin group, as compared
with 1.53% per year in the group that received 110 mg of dabigatran (relative risk with
dabigatran, 0.91; 95% confidence interval (CI], 0.74 to 1.11; P<0.001 for noninferiority)
and 1.11% per year in the group that received 150 mg of dabigatran (relative risk, 0.66;
95% CI, 0.53 to 0.82; P<0.001 for superiority). The rate of major bleeding was 3.36% per
year in the warfarin group, as compared with 2.71% per year in the group receiving
110 mg of dabigatran (P=0.003) and 3.11% per year in the group receiving 150 mg of
dabigatran (P=0.31). The rate of hemorrhagic stroke was 0.38% per year in the warfarin
group, as compared with 0.12% per year with 110 mg of dabigatran (P<0.001) and
0.10% per year with 150 mg of dabigatran (P<0.001). The mortality rate was 4.13% per
year in the warfarin group, as compared with 3.75% per year with 110 mg of dab-
igatran (P=0.13) and 3.64% per year with 150 mg of dabigatran (P=0.051).

CONCLUSIONS
In patients with atrial fibrillation, dabigatran given at a dose of 110 mg was associ-
ated with rates of stroke and systemic embolism that were similar to those associ-
ated with warfarin, as well as lower rates of major hemorrhage. Dabigatran admin-
istered at a dose of 150 mg, as compared with warfarin, was associated with lower
rates of stroke and systemic embolism but similar rates of major hemorrhage.
(ClinicalTrials.gov number, NCT00262600.)
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RE-LY - Hemorragia intracraniana

Dabigatran 110 mg 2xdia vs Varfarina RR 0.29; p<0.001
Dabigatran 150 mg 2xdia vs varfarina RR 0.41; p<0.001
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Varfarina - Intervalo terapéutico estreito

— AVC isquémico
Hemorragia intracraniana

Odds ratio
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ion. However, many patlems are not suitable candidates for or are unwilling
therapy, and these patients have a high risk of stroke.
Apixaban, a novel factor Xa inhibitor, may be an alternative treatment for such patients.

METHODS

In a double-blind study, we randomly assigned 5599 patients with atrial fibrillation who
were at increased risk for stroke and for whom vitamin K antagonist therapy was
unsuitable to receive apixaban (at a dose of 5 mg twice daily) or aspirin (81 to 324 mg
per day), to determine whether apixaban was superior. The mean follow up period was
1.1years. The primary outcome was the occurrence of stroke or systemic embolism.

RESULTS

Before enrollment, 40% of the patients had used a vitamin K antagonist. The data
and safety meonitoring board recommended early termination of the study because of
a clear benefit in favor of apixaban. There were 51 primary outcome events (1.6% per
year) among patients assigned to apixaban and 113 (3.7% per year) among those
assigned to aspirin (hazard ratio with apixaban, 0.45; 95% confidence interval [CI],
0.32 to 0.62; P<0.001). The rates of death were 3.5% per year in the apixaban group and
4.4% per year in the aspirin group (hazard ratio, 0.79; 95% ClI, 0.62 to 1.02; P=0.07).
There were 44 cases of major bleeding (1.4% per year) in the apixaban group and
39 (1.2% per )fear] in the aspirin group (hazard ratio with apixaban, 1.13; 95% CI,
0.74 to 1.75; P=0.57); there were 11 cases of intracranial bleeding with apixaban
and 13 with aspirin. The risk of a first hospitalization for cardiovascular causes was
reduced with apixaban as compared with aspirin (12.6% peryear vs. 15.9% per year,
P<0.001). The treatment effects were consistent among important subgroups.
CONCLUSIONS

In patients with atrial fibrillation for whom vitamin K antagonist therapy was un-
suitable, apixaban reduced the risk of stroke or systemic embolism without signifi-
cantly increasing the risk of major bleeding or intracranial hemorrhage. (Funded by
Eristol-Myers Squibb and Pfizer; ClinicalTrials.gov number, NCT00496769.)
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