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Case Presentation  

 75 year old man 

 Persistent AF 

 Echocardiogram reveals 6 cm LA diameter 

 Diabetes, Hypertension 

 On Eliquis 5 mg bid 

 Would like to stop anticoagulation 
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What Would You Recommend? 

 Continue Eliquis 

 Switch to xarelto for increased convenience 

 Percutaneous appendage occlusion  

 Surgical LAA occlusion 
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Anticoagulation 

 The gender neutral CHADSVasc score is now the 

metric supported by the 2019 ACC/AFA/HRS AF 

Guidelines.  

 Female gender has been removed from both the 

ESC and US guidelines. 

 Aspirin has been removed from the 2019 US 

Guidelines 

 AF burden is now recognized as a stroke risk factor 

but it is not incorporated into the guidelines 



Anticoagulation Recommendations 

A Gender Neutral CHADS Vasc is now 

employed 



Anticoagulation 

Recommendations (cont) 
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Autopsy and Echocardiographic Studies Have 

Implicated the Left Atrial Appendage as the Source 

of Thromboemboli in Most Patients with 

Nonvalvular AF.  
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PROTECT and PREVAIL Clinical trials  are both  

Prospective randomized clinical trials with patients randomized 

2:1 to LAAC or warfarin. 

 

1114 patients with 4343 years follow-up were enrolled. 

 

This study reports their five year outcomes.  
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Prospective randomized clinical trial of 400 pts (74yrs), CHADSVasc 4.2 

Undergoing implantation of Watchman FLX. 
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Our Preferred Anticoagulation at the 

Time of LAA Occlusion Implant 

• Eliquis, at least 2.5 mg bid, both before implant and for at 
least 6 weeks after implant.   
 

• At 6 weeks (after TEE), we give the option of switching from 
Eliquis to Plavix 75 mg + ASA 325 mg qd, but most patients 
choose to just stay on low dose Eliquis.   
 

• At 6 months, we drop to just ASA 81 mg qd.   
 

• Another alternative is Plavix + ASA from the start, rather 
than low dose Eliquis, but we  think DAPT causes more 
bleeding than Eliquis, particularly compared to low dose 
Eliquis. 



FDA Device Labeling 

In considering the use of the Watchman Device, the rationale 

for seeking an alternative to long term anticoagulation therapy  

and the safety and effectiveness of the device compared 

to anticoagulation should be taken into account. 

 

Specific factors to consider include: 

-   The presence of indications for anticoagulant therapy 

- A history of major bleeds while taking anticoagulant therapy 

- The patients prior experience with anticoagulation 

- A medical condition, occupation, or lifestyle which place the  

 patient at risk of major bleeding 
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Case Presentation  

 75 year old man 

 Persistent AF 

 Echocardiogram reveals 6 cm LA diameter 

 Diabetes, Hypertension 

 On Eliquis 5 mg bid 

 Would like to stop anticoagulation 
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Case Presentation  

What Would You Recommend? 

 Continue Eliquis 

 Switch to xarelto for increased convenience 

 Appendage occlusion with Watchman Device 

 Surgical LAA occlusion 
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Case Presentation  

What Would You Recommend? 

 Continue Eliquis 

 Switch to xarelto for increased convenience 

 Appendage occlusion with Watchman Device 

 Surgical LAA occlusion 
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Conclusion   
 

• Stroke prevention is the most important component of 

AF management. 

• Stroke prevention can be addressed with warfarin, a 

NOAC, or appendage occlusion. 

• The safety and efficacy of appendage occlusion devices 

continue to improve. 

• I predict in the years ahead that appendage occlusion 

devices will play a bigger role in stroke prevention in AF 

patients 
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Final Thoughts and Future Directions  

I suspect that the indications for and role of LAA Appendage  

Occlusion Devices will continue to grow. One could imagine a  

world where all pts with AF and an increased stroke risk profile  

receive an LAA appendage occlusion device at first onset of AF 

thereby eliminating the lifelong need for anticoagulation.  

 

But before this can occur we need: 

1) To show in randomized trials that  LAA occlusion is  

 equivalent or better than anticoagution with NOACS. 

2) The issue of device related thrombosis needs to be solved. 

3) We need data in low stroke risk patients 

4) The costs of the device and implantation need to fall.  



More Final Thoughts and Future Directions  

• Another disruptive anticoagulation strategy is “pill in the  

pocket anticoagulation”. 

 

• We now know that AF burden is related to stroke risk. 

 

• Can we avoid anticoagulation in AF patients except at a time  

they are having an AF episode? 

 

• The REACT-AF study will address this question.  

 

• If this is true than the potential value of appendage occlusion  

will fall except in those with permanent AF.  
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THANK YOU! 


