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- Procainamide 15 mg/kg iv drip 60 min 500-750 mg 9N 6-8 fofm
- Quinidine 324648 mg N 812 F2la
- Disopyramide 150 mg %N 6-8 datua
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13199 2 Guidelines for Antithrombotic Therapy in Atrial Fibrillation.

Characteristic
Age

Therapy Recommended
by the ACC-AHA and ESC

Differences in ACCP Guidelines

< 60 yr, no heart disease

< 60 yr, with heart disease
but no risk factors*
> 60-75 yr, no risk factors*

2 60 yr, with diabetes mellitus
or coronary artery disease

> 75 yr, especially among
women

Heart failure, left ventricular
ejection fraction < 0.35,
thyrotoxicosis, and
hypertension

Rheumatic heart disease
(mitral stenosis)

Previous thromboembolism

Persistent atrial thrombus on
transesophageal
echocardiography

Prosthetic heart valves

Warfarin recommended but
contraindicated or refused

Aspirin at a dose of 325 mg per day,
or no therapy
Aspirin at a dose of 325 mg per day

Aspirin at a dose of 325 mg per day

Warfarin (INR, 2.0-3.0), aspirin
optional in addition (at a dose of
81-162 mg per day)

Warfarin (INR, approximately

2.0 ; target INR, 1.6-2.5)
Warfarin (INR, 2.0-3.0)

Warfarin (INR, 2.5-3.5 or higher)
may be appropriate

Warfarin (INR, 2.5-3.5 or higher)
may be appropriate

Warfarin (INR, 2.5-3.5 or higher)
may be appropriate

Warfarin (INR, 2.5-3.5 or higher)
may be appropriate

Aspirin at a dose of 325 mg per day

Aspirin at a dose of 325 mg fbr patients
< 65 yr of age with no risk factort

No divergence

Option of aspirin at a dose of 325 mg
per day or warfarin (INR, 2.0-3.0)
for patients 65-75 yr of age
Option of aspirin at a dose of 325 mg
per déy or warfarin (INR, 2.0-3.0)
- for patients with diabetes élone or coronary
artery disease alone who ére < 65 yr of age
Warfarin (INR, 2.0-3.0), but no
recommendation for INR value < 2.0
No divergence

Other than for patients with mechanical
valves, no INR recommended above
target, 2.5 (range, 2.0-3.0)

Other than for patients with mechanical
valves, no INR recommenbed above
target, 2.5 (range, 2.0-3.0)

Other than for patients with mechanical
valves, no INR recommended above
target, 2.5 (range, 2.0-3.0)

Depending on the type of prosthetic valve,
warfarin (INR, 2.5 [range, 2.0-3.0] or INR,
3.0 [range, 2.5 to 3.5]) with or without
additional aspirin, at a dose of 80 to 100 mg

No divergence

According to the guidelines of the American College of Cardiology and American Heart Association (ACC-AHA) Task
Force on Practice and the European Society of Cardiology (ESC) Committee for Practice, the risk factors for thrombo-
embolism include heart failure, a left ventricular ejection fraction of less than 35 percent, and a history of hypertension.
According to the American College of Chest Physicians' (ACCP), moderate risk factors include an age of 65 to 75 years,
diabetes mellitus, and coronary artery disease with preserved left ventricular function ; high risk factors include previous
stroke, transient ischemic attack, or systemic embolus ; a history of hypertension ; poor left ventricular systolic function ;
an age of 75 years or older ; rheumatic mitral valve disease ; and the presence of a prosthetic heart valve.
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