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Focused Update on Primary Stroke Prevention in Patients with Atrial Fibrillation in
Korean Clinical Practice Guidelines for Stroke
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Pivotal clinical trials testing the efficacy of new antithrombotics for the prevention of stroke and systemic embolism in patients
with atrial fibrillation have been published since the release of the first edition of Korean clinical practice guidelines for primary
stroke prevention. From July 2007 to August 2012, 5 clinical studies and update of guidelines in Europe and North America
were identified through systematic search. In patients with atrial fibrillation who were unsuitable for warfarin, the combination
of clopidogrel and aspirin reduced the risk of stroke at the cost of increased major bleedings as compared to aspirin. In patients
with nonvalvular atrial fibrillation and risk factors for stroke, new oral anticoagulants, dabigatran, rivaroxaban and apixaban,
were as effective as or more effective than warfarin in preventing stroke or systemic embolism. The risks of major bleeding
with novel anticoagulants were similar to or lower than that of warfarin. Particularly, the risk of intracranial bleeding was sig-
nificantly lower with novel anticoagulants than with warfarin. In this report, we summarized the new evidences and updated our
recommendations for primary stroke prevention in patients with atrial fibrillation. (Korean J Stroke 2012;14:106-115)
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TABLE 1. Korean guideline for primary stroke prevention in patients with atrial fibrillation (May 2009)
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Anticoagulation of patients with atrial fibrillation (AF) who have valvular heart disease (particularly those with mechanical
heart valves) is recommended (ASA: Grade of Recommendation A, Level of Evidence la).

. Antithrombotic therapy (warfarin or aspirin) is recommmended to prevent stroke in patients with nonvalvular AF according

to assessment of their absolute stroke risk, estimated bleeding risk, patient preferences, and access to high-quality
anticoagulation monitoring (ASA: Grade of Recommendation A, Level of Evidence la).

. Warfarin (INR 2.0 fo 3.0) is recommended for high-risk (4% annual risk of stroke) patients (and most moderate-risk

patients according to an assessment of bleeding risk) with AF who have no clinically significant contfraindications to oral
anticoagulants (ASA: Grade of Recommendation A, Level of Evidence la).

. Long-term oral anticoagulation therapy (farget INR 2.5; range 2.0-3.0) should be considered for all AF patients at high risk

of embolism: age >75 years, or age >60 years plus risk factors such as high blood pressure, left ventricular dysfunction, and
diabetes mellitus (EUSI: Grade of Recommendation A, Level of Evidence la).

. Long-term aspirin (325 mg per day) or warfarin is recommended for patients with non-valvular AF at moderate risk of

embolism: age 60-75 years without additional risk factors (EUSI: Grade of Recommendation A, Level of Evidence la).

. Warfarin is recommended for AF patients aged 60-75 with diabetes or coronary heart disease (EUSI: Grade of

Recommendation A, Level of Evidence la).

. Although not yet established by randomised studies, in patients over 75 years, warfarin may be used with a lower INR (target

INR of 2.0; range 1.6-2.5) to decrease the risk of haemorrhage (EUSI: Grade of Recommendation C, Level of Evidence IV).

. Patients with AF unable to receive oral anticoagulants should be offered aspirin (EUSI: Grade of Recommendation A, Level

of Evidence la).

. Long-term aspirin (325 mg per day) or no therapy is recommended for patients with non-valvular AF at low risk of embolism:

age <60 years without additional risk factors (EUSI: Grade of Recommendation A, Level of Evidence la).

Patients with AF who have prosthetic heart valves should receive long-term anticoagulation with a target INR based on the
prosthesis type, but not less than INR 2-3 (EUSI: Grade of Recommendation B, Level of Evidence lla).

1. [abEso] sHtE - E5| 7|AITE} X|Btes ARl B2 - MYAIS0| Qe SXtofAlE &S| UXtoles flo ESTXIRE sio} StoHEDT 2
&= A, 2752 1a)

2. H[Ealy MNEIMES B0l 7] HES0US 2ol SETRZ (2! Ee= otALIZI)E aof SH=H, Ol= 171l B =, E87HsY, Xt Ms
= 2 a8 nent BUEZS SAMNE T2{ot0] IHSICHATSZE A, 2742 1a)

3. SSIAIRO| A2E HXNSZ0| Gl DB (11 HESUBIE 4% 014) ALMIS SXI0IA ATIZI(INR 2.0-3.0) ALZ0| ZHECHEDAE A,
7442 la)

4. 75M| 0|4 THo| MEtME SXUME LSS0 UXo|L=SX o2 Qmt2l(INR 2.0-3.0) AFR0| FHEECHHEDSE A, 2 o).

www.stroke.or.kr 107



Focused Update on Primary Stroke Prevention in Patients with Atrial Fibrillation

Stroke Initiative (EUSI) H&A]3" 3} 20061 ] 3% vl
2] American Stroke Association (ASA) &A1 2
5o} A4E Flolch, WukFo] FukE AMPAE Aol
AE FETARE Ansiach, websto] FuEA] ke
IS BRI HEFalS 919 BRAARA Ba
B3, &% AUES Bl CHADS, 4ol we 2
A olel meF TN skl HIARE 2N
. %FH Birmingham Atrial Fibrillation Treatment of
the Aged Study (BAFTA) Zx}o] wjet 754 o}/<] 1159
AYAIE SR &S] At 202 ehutelo]
A= A

o

AN T
2

20073 78 142 E] 20123 8 31 Atojof] L& E
FQ AP ZTKTable 2)

20079 7Y 195H 20124 8 31 Afolof vlubg Al
WAls SRt A HEF H NS oS Q1T =2
FEHLRE A 5719 A AAIEEY At
7F QT =8 e ofAuRy SRa%
2 ggaw’ 9 ouiivie Zgr|do| o2 AR 4

PSS AR A e aAERE AH E
A A (direct thrombin inhibitor)¢] dabigatrand} &
o112} Xad A A (Factor Xa inhibitor)?! rivaroxaban
pixaban?] YA Axp7F HRE

I YR
— ool

H

e 12 d
o
Rl 12

© O

1. Effect of Clopidogrel Added to Aspirin in Patients with
Atrial Fibrillation (The Atrial Fibrillation Clopidogrel Trial with
Irbesartan for Prevention of Vascular Events, ACTIVE A)°
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2. Dabigatran versus Warfarin in Patients with Atrial
Fibrillation (Randomized Evaluation of Long-Term
Anticoagulation Therapy, RE-LY)®
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oAl 0.12% (RR, 0.31; 95% CI, 0.17 to 0.56; P<0.001),
dabigatran 150 mg w4 0.10% (RR, 0.26; 95% CI, 0.14
to 0.49; P<0.00)Z T 822 dabigatran & ®FollA] <}
gt Hsl f-oshA Wtk a8 S92 efupdo
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A FAATHRR,0.80; 95% CI, 0.69 to 0.93; P=0,003),
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gatran 150 mg oA+ 0.30% (RR, 0.40; 95% CI, 0.27
to 0.60; P<0.00D)& F &<t oA eluleddthct &
oA ASict. =S euRtollA 1.02%, dabiga—
tran 110 mg wol|A] 1.12% (RR, 1.10; 95% CI, 0.86—1.42;
P=0.430)%2 §-2J3F 2fo]7} 21221} dabigatran 150 mg
A= 1.51% (RR, 1.50; 95% CI, 1,19 to 1.89; P<0,001)
2 FootA Eakth A2AA WAEES dabigatran 150
mg wollA 0.74%=2 eFakizto] 0.53%1 Hlsh E=UTHRR,
1.38; 95% CI, 1.00 to 1.91; P=0,048), 3HH, APgE2 ¢}
gt oA 4.13%, dabigatran 110 mg wollA= 3.75%
(RR, 0.91; 95% CI, 0.80—1.03; P=0.13)°]%1.2.H, dabiga—
tran 150 mg o= 3.64% (RR, 0.88; 95% CI, 0.77—
1.00; P=0.051)& dabigatran oA o W2 43S B
o}, dapdy Haeot =8 E9 B AN %t ol 4
THnet clinical benefit outcome)o| A 2FaHL2] 7.64%°]
H]3 dabigatran 110 mg w2 7.09% (RR, 0.98: 95% CI,
0.89 to 1.08; P=0.10)2 st z}o|7} {IA|9t dabiga—
tran 150 mg w2 6.91% (RR, 0.91; 95% CI, 0.82 to 1.00;
P=0.04)% 943t H3S Hlck aofshd CHADS, 34
18 oo vy AAlE sAtelA ehatrltol H]sf
dabigatran 110 mg w2 &% 9 AANHZo] dhage
HIS5HHA =8 90| WS F-oJsHA| 2191aL, dabiga—
tran 150 mg w2 HE&F E HANEZO] WYL {05}
A Aflem Fa 92 vlssidinh FUEES F &
Fe] dabigatran - RFol|lA] efubedgtol Bl f-2l5kA 2
Aon HFEE 9 AEA2 dabigatran 150 mg o]l
A ehbedstol| Blsl folsHAl Wkt

3. Rivaroxaban versus Warfarin in Nonvalvular Atrial
Fibrillation (Rivaroxaban Once Daily Oral Direct Factor
Xa Inhibition Compared with Vitamin K Antagonism for

Prevention of Stroke and Embolism Trial in Atrial Fibrillation,
ROCKET AF)*

ROCKET AF YAAES S55= ol $d=sE 714
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B A AHEAE SR} 14,2648 A O & rivaroxaban
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=5, YIS EUR T AANHTO] A=) 9l%le
™, 62%°] SA7F LhlS B85kl itk A7 &
FE 707Uolem efubitolA TTRO| et 55%%
o}, Per—protocol ool thgt PxjEAof|A] LapAxt =2
AZF RS olulElt 2.2%, rivaroxaban o 1.7% (hazard
ratio [HR], 0.79; 95% CI, 0.66—0.96; P<0,001 for non—
inferiority) 2 H|EE4 71& RHESHAATh ol o
5l YA BAoA = el 2.2%, rivaroxaban 1.7%
(HR, 0.79; 95% CI, 0.65—0.95; P=0.01 for superiority)
2 ehupgof H|s| rivaroxabano] o514 S-HsH3AT
ITT 9] A0 A= & 2.4%, rivaroxaban o+
2.1% (HR, 0.88; 95% CI, 0.74 to 1,03; P<0.001 for non—
inferiority and P=0.12 for superiority)2 B|ES4L ¢
Forelont e FofskA| Aokt dubia 7F 3=
| BERgo] oS SPRS o AWt
A7t ST WA ES el rivaroxaban o
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95% CI 0,75—1.17; P=0.581), £8%|&%52 217} 0.44%%}
0.26%% rivaroxaban ol F-2J8HA] A ATHHR, 0.59;
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o7} SIITHHR, 0.81; 95% CI 0.63—1.06; P=0.121). Y=}
oA W<l oAFA o 7 © 08 =3 (major and nonmajor
clinically relevant bleeding)®] 917t WA &2 Lufel )
rivaroxaban oA 212} 14, 5%2} 14.9% =2 F o] S-AFsH
A OM(HRI1.03; 95% CI, 0.96—1.11; P=0.44), T/ U=
(0.7% vs. 0.5%; HR, 0.67; 95% CI 0,47—0.93; P=0,02)3}
WA Z£4(0.5% vs. 0.2%; HR, 0.50; 95% CI 0.31-0.79;
P=0,003)2 rivaroxaban ol FostAl ATk, A 7]
T AEEE 5 HAES rivaroxaban Wit eftE o]
A Z¥Zr 3.3%L} 2.2%= rivaroxaban oA FelslA| =
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2EEE TINEE W 9 2B folskl Ao

4. Apixaban in Patients with Atrial Fibrillation (Apixaban
versus Acetylsalicylic Acid to Prevent Stroke in Atrial
Fibrillation Patients Who Have Failed or Are Unsuitable for
Vitamin K Antagonist Treatment, AVERROES)5

AVERROES QAMAEL 3} 717 0]AFe] 93 e1x}E 714
AHAE Bx) F R ErF BAeeE 5599 that
O = apixabani} ofAu|R19 HEF B AANHZS oA
= Hlawskeict, TR olF w7 S & apixaban (5
mg 1% 23]) Ei= ofAuR(81-324 mg 19 13])& Fofa}
AT} H}] HEF D AANHZO] o avte] of
3 of2u]glof| th3} apixaban®] $-YAS Hrskgich Sfuf
g 2|27} HA7SE 0]8-9] 21%= CHADS, A47t 1408
ANA=T} =A] ghrhar Ik 990, 37%= SR ot
9 585 A g Aeon, YmR|= INRe| A =19
B2 2 fAER] gAY A 287RA80] AdE HS 5
o|Qlt}, Wyt CHADS, 4= 2.080103L, 14%2] Ao
A HET B dadsEEe] dpA o] 9l o] dt
= APHe| AlEE S7HLA oA apixaban?] e 994
o] golxlo] oA QY3 (data and safety monitoring
board)e] Ao x7] FEECH HEF 9D AN
S A7PAYEL apixaban ol ofATESLE L (25}
Al Fk31(1.6% vs. 3.7%; HR, 0.45; 95% CI, 0.32 to 0.62;
P<0.001), 8 =¥ F3 zfol7F ¢ldth1.4% vs.
1.2%; HR, 1.13; 95% CI, 0.74 to 1.75; P=0.57). A% Ax}
Ho] tigt EAof| M (apixaban vs, otAu|R) FELEF
2 apixaban oA §-ol8bA WokiL(1.1% vs. 3.0%; HR,
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0.37; 95% CI, 0.25-0.55; P<0.001), Z&%|%%(0.2%
vs. 0.3%; HR, 0.67; 95% CI, 0.24—1.88; P=0.45) 9 =
MPZE(0.4% vs, 0.4%; HR, 0.85; 95% CI, 0,38-1.90;
P=0.69)> -2t xfo]7} §oith. AFd-E-2 apixaban o
A o G A3 BATHS.5% vs, 4.4%; HR, 0.79; 95%
CI, 0.62 to 1.02; P=0,07). 8.oFshd els |27} 2gs|
2] 92 ARAlE SRl A ofAm]>of| HIF] apixaban-
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2% 90 AANAZ, SEHEF WYL Rl U0
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5. Apixaban versus Warfarin in Patients with Atrial
Fibrillation (Apixaban for Reduction in Stroke and Other
Thromboembolic Events in Atrial Fibrillation, ARISTOTLE)6
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S % 3zl 4294 A3H(net clinical outcomes)® 2}k
H(7.20%)°ll B]3l apixaban w-(6.13%)°llA F-2J5HA] &
SITHHR, 0.85; 95% CI, 0.78—0.92; P<0.001). Q°oFshd
CHADS, #4= 13 o]/4te] vty AibAls SxfEolA

hal O
efulglof Hls] apixaban 83t HEF B A4S o
Havs Hlow Fo5d, FEHES, TiHEE &

e o vk

ol HEE FRXE £ #

20104 European Society of Cardiology (ESC),” 2011
American Heart Association/American Stroke Associa—
tion (AHA/ASA)," 20114 American College of Cardi—
ology Foundation/American Heart Association/Heart
Rhythm Society (ACCF/AHA/HRS) oA ACTIVE A”
ALATIE wrodsto] AMME 3Rjo] HEE W HAINA
A fARt FEaTA A=of it MEAF 7H7Eet

AR E}(Table 3) o2 7} HASE ARRAE
Shtoll A SRu| =Y} of Al MR AW HES 01]
Wl ofaujd et fHsh £8 ES SN &
Qo] & AN AT = k= 7=l ?—7@
2k, 20119 ACCF/AHA/HRS 4= RE-LY® d7+27
= HPO*(‘?}O% dabigatran ARgof gt =7} Aok ¥

FtHTable 3). Dabigatran AAlS 3kx}e] HHdMA

rl?i mlo ol

F7H=| o E}J JE’EW'J*”P s _‘,j_xﬂ7} Sl
o A %ﬁﬁ %‘i(ﬂﬂﬂo}‘il‘4 ;‘45:% <15 mL/
A 2]
sk3ict. 2012 AHA/ASAlZQ} ESC*Oﬂ/\i Huc} VRS
= M= s Aol oigh Hargto] EgkE|e] St
AHA/ASA 7§7Qtoll A= mlsald AWAls gxb=olA st
L o]Ake] 93R1AE 714l 7% dabigatran (150 mg 1Y 2
3]) % apixaban (5 mg 1¢ 23])- 2putg1o] auH2Ql thA|
A (efficacious alternative)o|] 2t Algo] K255 7
<L apixaban (5 mg 1Y 23))-& aspirin®] &3}l A A
2}al 7|ssigint, = 7HA] oo fRIAE Tl e
9] 79 rivaroxaban (20 mg 1% 13))& ofaf o gte] 2ol
4|2l (reasonable alternative)2til 7]<sHlet, ok 41
715 Aok, 18, AAS T A5 2 o= IAIE W
29 183} dabigatran 75 mg 19 23], rivaroxaban 15
mg 1 13] F= apixaban 2.5 mg 19 23] A2 I3}

L 2y QPN Ae)7]zol sidste S5 A7 s &
ofje] Zg-olli= AR I 21 FsklT). ESC /19
ATES A ALgo] Wast uzhuaby AHAE $ixjo] A
¢ SN Ae ATFSIAVL A Tefsolol 3

o2

¢

ThiL 718t o, INR §47F ofel: B9l A28 2
FYLIA AL Ausht A A, 1 L 5
B 9170] 2 Aol AHA/ASASE SARE 7S sk

TABLE 3. New guidelines for preventing stroke in patients with atrial fibrillation (May 2009-Aug 2012)

2010 ESC Guidelines for
Management of Atrial Fibrillation”

Combination therapy with aspirin 75-100 mg plus clopidogrel 75 mg daily, should be considered for stroke
prevention in patients for whom there is patient refusal fo take OAC therapy or a clear contraindication

to OAC therapy (e.g. inability to cope or continue with anticoagulation monitoring), where there is a
low risk of bleeding (Class lla, LOE B).

2011 AHA/ASA Guidelines for
Primary Prevention of Stroke '

For high-risk patients with atrial fibrillation deemed unsuitable for anticoagulation, dual antiplatelet
therapy with clopidogrel and aspirin offers more protection against stroke than aspirin alone but with

increased risk of major bleeding and might be reasonable (Class lib; LOE B).

2011 ACCF/AHA/HRS Focused
Update on the Management of
Patients with Afrial Fibrillation'®

2011 ACCF/AHA/HRS Focused
Update on the Management
of Patients with Afrial Fibrillation
(Update on Dabigatran)’

2012 AHA/ASA Oral 1.
Antithrombotic Agents for
the Prevention of Stroke in
Nonvalvular Atrial Fibrillation'

The addition of clopidogrel to ASA to reduce the risk of major vascular events, including stroke, might
be considered in patients with AF in whom oral anticoagulation with warfarin is considered unsuitable
due to patient preference or the physician’s assessment of the patient’s ability to safely sustain
anticoagulation (Class lib, LOE B).

Dabigatran is useful as an alternative to warfarin for the prevention of stroke and systemic
thromboembolism in patients with paroxysmal to permanent AF and risk factors for stroke or systemic
embolization who do not have a prosthetic heart valve or hemodynamically significant valve disease,
severe renal failure (creatinine clearance <15 mL/min), or advanced liver disease (impaired baseline
clotting function) (Class I, LOE B).

Warfarin (Class I; LOE A), dabigatran(Class I; LOE B), apixaban (Class I; LOE B), and rivaroxatan (Class
llo; LOE B) are all indicated for the preventionof first and recurrent stroke in patients with nonvalvular
AF. The selection of an antithrombotic agent should be individualized on the basis of risk factors,
cost, tolerability, patient preference, potential for drug interactions, and other clinical characteristics,

including time in INR therapeutic range if the patient has been taking warfarin.
2. Dabigatran 150 mg twice daily is an efficacious alterative to warfarin for the prevention of first and
recurrent stroke in patients with nonvalvular AF and at least 1 additional risk factor who have CrCl>30

mL/min (Class I; LOE B).

3. On the basis of pharmacokinetic data, the use of dabigatran 75 mg twice daily in patients with AF
and at least 1 additional risk factor who have a low CrCl (15-30 mL/min) may be considered, but its
safety and efficacy have not been established (Classllo; LOE C).
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TABLE 3. Continued

4. Because there are no data to support the use of dabigatran in patients with more severe renal
failure, dabigatran is not recommended in patients with a CrCl <15 mL/min (Class lll; LOE C).

5. Apixaban 5 mg twice daily is an efficacious altermative to aspirin in patients with nonvalvular AF
deemed unsuitable for vitamin K antagonist therapy who have at least 1 additional risk factor and
no more than 1 of the following characteristics: Age =80 years, weight <60 kg, or serum creatinine
>1.5mg/dL (Class I; LOEB).

6. Although its safety and efficacy have not been established, apixaban 2.5 mg twice daily may be
considered as an altemative to aspirin in patients with nonvalvular AF deemed unsuitable for vitamin
K antagonist therapy who have at least 1 additional risk factor and >2 of the following criteria: Age
>80 years, weight <60 kg, or serum creatinine 1.5 mg/dL (Class llo; LOE C).

7. Apixaban 5 mg twice daily is a relatfively safe and efficacious altemative to warfarin in patients with
nonvalvular AF deemed appropriate for vitamin K antagonist therapy who have at least 1 additional
risk factor and no more than 1 of the following characteristics: Age 280 years, weight <40 kg, or serum
creatinine 1.5 mg/dL (Class I; LOE B).

8. Although its safety and efficacy have not been established, apixaban 2.5 mg twice daily may be
considered as an alternative to warfarin in patients with nonvalvular AF deemed appropriate for
vitamin K antagonist therapy who have at least 1 additional risk factor and >2 of the following criteriar:
Age 280 years, weight <60 kg, or serum creatinine 21.5 mg/dL (Class llb; LOE C).

9. Apixaban should not be used if the CrClis <25 mL/min (Class Ill; LOE C).

10. In patients with nonvalvular AF who are at moderate to high risk of stroke (prior history of TIA, stroke,
or systemic embolization or >2 additional risk factors), rivaroxaban 20 mg/dL is reasonable as an
alfemative to warfarin (Class lla; LOE B).

11. In patients with renal impairment and nonvalvular AF who are at moderate to high risk of stroke (prior
history of TIA, stroke, or systemic embolization or 22 additional risk factors), with a CrCl of 15 to 50 mL/
min, 15 mg of rivaroxaban daily may be considered; however, its safety and efficacy have not been
established (Class lib; LOE C).

12. Rivaroxaban should not be used if the CrClis <15 mL/min (Class Ill; LOE C).

13. The safety and efficacy of combining dabigatran, rivaroxaban, or apixaban with an antiplatelet
agent have not been established (Class llo;LOE C).

2012 Focused Update of the ESC ~ When adjusted-dose VKA (INR 2-3) cannot be used in a patient with AF where an OAC is recommended,
Guidelines for the Management due to difficulties in keeping within therapeutic anticoagulation, experiencing side effects of VKAs, or
of Atrial Fibrilation® inability to affend or undertake INR monitoring, one of the NOAC:S, either a direct thrombin inhibitor

(dabigatran) or an oral factor Xa inhibitor (e.g. ivaroxaban, apixaban) is recommended (Class I; LOE B).

Where OAC is recommended, one of the NOAC:sS, either a direct thrombin inhibitor (dabigatran) or an
oral factor Xa inhibitor (e.g. rivaroxaban, apixaban) should be considered rather than adjusted-dose
VKA (INR 2-3) for most patients with non-valvular AF, based on their net clinical benefit (Class lla; LOE A).

Where dabigatran is prescribed, a dose of 150 mg b.i.d. should be considered for most patients
in preference to 110 mg b.i.d., with the latter dose recommended in elderly patients, age >80,
concomitant use of interacting drugs (e.g. verapamil), high bleeding risk (HAS-BLED score 23) or
moderate renalimpairment (CrCl 30-49 mL/min) (Class lla; LOE B).

Where rivaroxaban is being considered, a dose of 20 mg o.d. should be considered for most patients in
preference to 15 mg o.d., with the latter dose recommended in high bleeding risk (HAS-BLED score >3)
or moderate renalimpairment (CrCl 30-49 mL/min) (Class lla; LOE C).

Baseline and subsequent regular assessment of renal function (by CrCl) is recommended in patients
following initiation of any NOAC, which should be done annually but more frequently in those with
moderate renalimpairment where CrCl should be assessed 2-3 times per year (Class lla; LOE B).

NOAC:s (dabigatran, rivaroxaban, and apixaban) are nhot recommended in patients with severe renal
impaiment (CrCl <30 mL/min) (Class lll; LOE A).

ESC, European Society of Cardiology; OAC, oral anticoagulant; LOE, level of evidence; AHA, American Heart Association; ASA,
American Stroke Association; AF, Afrial fibrillation; ACCF, American College of Cardiology Foundation; HRS, Heart Rhythm Society; CrCl,
creatinine clearance; NOAC, novel oral anticoagulant; NSAID, non-steroidal anti-inflammatory drug; VKA, vitamin K antagonist; HAS-BLED
= hypertension, abnormal renal/liver function (1 point each), stroke, bleeding tendency or predisposition, labile INR if on warfarin, elderly
(e.g., age >65), drugs (aspirin, NSAIDs, etc.)/alcohol concomitantly (1 point each).

1o} dabigatran®] - 110 mg 1Y 29 AMg-& dals) ZMW ofAu Y T Y SR =) ofAu| ] Het
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3% AS B glo] AHA/ASA ANSHCH o 9 48 27H9ekTuble 4), olsnlel PRzt vadl
3 7128 AN olavelst ZRurd YEewe Ao 2 4
6:]1}—/&]—7—] o] o,]‘sﬂﬂ _,] tﬂ-}\ﬂo ZOC] 01/]_ HX]— =4, _T%.
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TABLE 4. 2012 Updated Korean guideline for primary stroke prevention in patients with atrial fibrillation

1. Bloraslo] SHiE-S5 7|t X1gs

SieE-=
PEN=VEEIRN

2. BT IS
Holo] PlEls, EEIISN

3. o*gﬂxlioﬂ 2t

Xl HESHS floll TSR = (@At
SO Me e gl sl

4. D<:1big<:1tror1E st
&= A, 2HEE ).
5. Rivaroxabang AI2st A2 20 mg 12 15| AF2
0| FHECHEDSZE A, Z2HSZ D).
6. AplxctbcmE Al2st 8L
5 ItXl ole] sliE Afets 7HEl 2 2.5 mg 1Y 23] AR

7. %*8L =7t Heoh d|Hatd MUMS et &&= 042

2 Al E2-HLMS0| U= SXtolA= =E

M =

21, dabigatran, rivaroxaban, apixaban E=
ot 2LE EIO| SANE Dot WHSICHAEDSF A, 225 1a).

StEMSE0| glz nRE=(1d HES T E 4% 0[4) HITory MEtMlE
= A, 272 1a). 0] A2 etf2l el thA|XH2 dabigatran, rivaroxaban &l apixabang A& 4~ QICHE
AE

150 mg 1 23| ARZ0| HEECH =29

2 5Smg 19 23| Ag0| HEELt MgV s Héf S 320

3
= 4
£l
i
[l

=0 LxoILS @lof ehrtel SSTXZES ofof SHrH D

otAm[R!) 7} LRstoi, ol i

SEXOf| A I (INR 2.0-3.0) AF20| HA=ICHH
F A 2HAE D).

20| ChD WEHEHs BiXje] 29 110 mg 19 28] Afg0| FHECHRTA

2(=0tE| HAE 30-49 mL/min) 15 mg 12 15| Al

B2 15 mg/dL), T2 (80M| 04l

27442 Io).

2 (ZHotElH HAE 30 mL/min 0|2H dabigatran,

f) = AMIE 60 kg 05t

rivaroxaban, 2! apixaban A2 EEEX| t=CHHDSEB, 2HSF lla).

8. 22l X227t XIS N E(1E HES T E 4% 014) HITOFY AEMES 2iXte] 4 OtA LR (HIFE A, 242 ), OtAIZIn 22
o0 H2H (HuAZE B, 2H44Z lla) = apixaban (HO4&E A, 27443 Ib) AF=20| HEEICE 0] & apixaban AF20| 24 HAE|H
£ 21210] =] 912 22 0|A NI DS ECt OLAIRID S20)5 03 HERWS SAHo2 1ajsl 4 Qlrt.

e B ¢ ol50] glvke Ae 18 o 8w oS A o Jloer Vsl E aefste] ARgst

7t BAMsI T et vjEuby AMIE SREA =5 Aweisith T 7k §3ol tis) A7E dabigatran

Mol ol A BEANNY SUSNTT AT 4 o] B9 HIERE T £ Aol ﬂxu

Aok, wheba ehakel ARgo] RAGRE gtolA 89l AS- 150 mgH = 110 mg ARS-E A ALEshs A

7%0] THslo] Wganiel ALg- A%
s & 4 Qo) ol R AT AkAlE 3k}
ofA] ofAu|Y = Q o H|| apixaban®] $-¥4dE Ho
& AVERROES 9] A7E Edj& f2& 7]sS 57t
3l tHTable 4). Apixaband ofAu|go] H|a) HES 2
ANNASTE oo AAZL 50| WAL ]
Z=okeict, whebA] efbel ARgo] FLARSE Hluby AA|
& SOl A of ARl et apixaban Fo{7F A A
Aelstd etubR| w7t SRR vy Al et
o] A9 ACTIVE A9} AVERROES &1t Axto]| 7|5}
apixaban (5 mg 14 23]) AFgo] A4 AAEY, &3 ¢
Aol A 92 Aol ofAv7] TS ofAuRN &
2yea8 Pg e o g giAste AS 4A150] LT
AT

ohels Al 4= ole MEE F3aAlEel tigt dx
IEL F7FFATHTable 4), k] X w7k Qg vt
u}/\ﬁ /\ml—/\ﬂE g}z}ﬁ_l _,_ RE—- LY ROCKET—-AF Ul
ARISTOTLE $1++ Aatof] ZASI] A2 &F-3-atAl=el
gt Hareke 718k9ict. Dabigatran, rivaroxaban %
apixaban W @prlat vlalste] {807} Ao s
ZEESlU 2U3t AnlE B} ohulk Zb olArel o] o
T, AEA 2 FARRA 5ol &)t qlof ofH ofA|
7} o SUSPAL obe Ao meE AL gick g
Al Bt 7}A](dabigatran, apixaban) &2 &+ 7}A|(rivarox—
ool IARIARE 7H1 vty AAlE SEAtol|A]

aban)
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1319tk RE-LY, ROCKET-AF, AVERROES % ARIS—
TOTLE @A+ 2% Al7)%50] A8k 4-9-& A,
Z}7ko] A|9) 7|2 AdotEd A4Eol w2k RE-LY9}
ROCKET-AF Ao A% 30 mL/min 1|9k, AVERROES
9} ARISTOTLE AollA% 25 mL/min u|gEO& 2}o)7}
ATt SHATE A7) Aoffel] mHE 22 3&-aLA] A
& Ale)71Fe] TUA E A T1efate] AlL)7|=S 30
mL/min H|TFC & FYUste] 7]&s1)

B Tof: HEF,
R E

A=A, Aoy, A8AlE
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