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Manazment FP v specifickych klinickych situaciach

P u pacienta po KCH vykone a nekardialnej OP

P u onkologického pacienta
P u pacienta po gastrointestinalnom krvacani
P u pacienta po iCMP a hemoragickej CMP

Lk wheE
i1

P u fragilného pacienta - \
Odporucania sa uvedenym

klinickym situaciam takmer/
vobec nevenuju...




FP u pacienta po KCH vykone a nekardialnej OP

Odporucania pre FP z r. 2020 Odportéania pre FP z r. 2024

Odporucania
Perioperacnad liecba amiodarénom alebo betablokatormi sa
odporuca na prevenciu pooperacnej FP po

kardiochirurgickom zakroku.

Odporucania
Perioperacna lieCba amiodarénom sa odporuca k
A zabraneniu POAF po KCH OP*

K zabraneniu POAF by sa mala pocas KCH vykonu

Dlhodoba OAK na prevenciu TE prihod by sa mala zvazit u vykonat sprievodnd zadn4 perikardiotémia

pacientov s pooperacnou FP s rizikom CMP po nekardialnej
chirurgii vzhladom na ocakdvany klinicky prinos OAK a pri lla B
preferencii pacienta.

lla B

Dlhodobu AKL je potrebné zvazit u pacientov s POAF
po KCH vykone a nekardialnej chirurgii pri zvySenom| lla B
E riziku

DIhodoba OAK na prevenciu TE prihod by sa mohla zvazit u
pacientov s pooperacnou FP s rizikom CMP po KCH operacii

Rutinné pouzivanie BB za (J“"tlom prevencie POAF po
nekardidlnej OP sa neodpag] [Ca

lib B
zhladom na ocakavany klinicky prinos OAK a pri preferencii - -
Pt * kumulativna davka\3000 mg
Odporuéania nezohladiuju: Odporducania
1. Dlzku trvania FP Skére CHA2DS2-VA 2 alebo viac sa odporuca ako indikator zvyseného
2. Dilataciu LP, Strukturdlne ochorenie srdca TE rizika pre rozhodnutie o zaéati peroralnej antikoaguldcie.
3. Typ KCH vykonu. Skére CHA2DS2-VA 1 by sa malo povaZovat za
 Zohladiuji len riziko tromboembolizmu. J indikator zvyseného TE rizika pre
rozhodnutie o zacati peroralnej antikoagulacie.

Upravené podla Hindricks G et al. 2020 ESC Guidelines for the diagnosis and management of atrial fibrillation. Eur Heart J. 2021 Feb 1;42(5):373-498
Upravené podla Gelder |.C.V. et al. 2024 ESC Guidelines for the management of atrial fibrillation. European Heart Journal, Volume 45, Issue 36, 21 September 2024, Pages 3314-3414



FP u pacienta po KCH vykone

AF
After Cardiac Surgery

v
Consider anticoagulation when
deemed safe from surgical bleeding
(28)

I T~

v
U pacientov, u ktorych sa po srdcovej chirurgii rozvinie
pooperacna AF je rozumné podavat antikoagulancia, ked' sa to
povazuje za bezpecné vzhladom na krvacanie po chirurgickom

Hemodynamically stable
zakroku, a to po dobu 60 dni po operdcii, pokial sa nevyvinu lla B

: 1
-
_ komplikacie, nasledne prehodnotenie potreby dlhodobého

uzivania AKL.
30- to 60-d postoperative
rhythm assessment &
cardioversion if AF does not
revert to sinus rhythm
(2a)

Joglat J.A. et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of Atrial Fibrillation, Circulation, 1/2024
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AKL u pacientov s POFP podla odporucani

Chatterjee S. et al. Anticoagulation for atrial fibrillation after cardiac surgery: Do guidelines reflect the evidence? J Thorac Cardiovasc Surg. 2024 Feb;1¢



FP u onkologického pacienta

pn ipade dobre tolerovanej FP vzniknutej v priebehu protinadorovej terapie by sa mala
. vaiit stratégia kontroly frekvencie, a to prevaine BB.

lla C

Upravené podla yon A.R. et al. 2022 ESC Guidelines on cardio-oncology, European Heart Journal, Volume 43, Issue 41, 2022, p4229-4361
2021 EHRA Practical Guide on the use of NOACs, Europace (2021) 23, 1612-1676



FP u onkologického pacienta

* U pacientov po prekonani rakoviny v nedavnej dobe sa ma systéem TE
CHA2DS2 VASc pouzivat s opatrnostou

 CHA2DS2-VASc skore u onkologickych pacientov pravdepodobne
podhodnocuje ich tromboembolické riziko

* analyza suboru udajov danskeho systému zdravotnej starostlivosti
preukazala, ze u pacientov s FA po prekonani rakoviny v nedavnej
dobe (< 5 rokov) s rizikom TE podla CHA2DS2 VASc O — 1 bod sa pocas
2 rokov preukazalo vyssie riziko iCMP a TE, nez u pacientov bez
rakoviny

Hu YF et al. Incident thromboembolism and heart failure associated with new-onset atrial fibrillation in cancer patients. Int J Cardiol 2013;165:355-357
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CHA-,DS,-VASc score and risk T e e e

of thromboembolism and bleeding Aapriees e par rianicmne-

- - - - - - st ooy bipEaama b Perrrd e on s e
in patients with atrial fibrillation DOL 18| ITI4ET31 ST S5
and recent cancer ESAGE

Maria D'Souza', Micholas Carlson®, Emil Fosbasl®,
Mortemn Lamberﬂ’i Lo rboe Smedag:a.lrd', Dorte MNielsen®,
Christian Tﬂl“p—F‘EdEt‘!El‘h!,. Gunnar Gislason' %%

and Morten Schou'

Ahstract

Background: Cancer may influence the risk of thromboembolism and beeding sssociared wicth dhe CHAZDS - WASe
srare. Wie examined dthe rizk of thromboembalism and bleeding associaped with the CHAL DS -VWASs seore n aorial
fibrillagion patents with and withour Pecentc cancer

Methods and results: Uksing nationwide regisvers all pavients diagnosed wich acrial fibrillation from 2000 oo 2015 and noc
on oral anteosgulation or heparin therapy wers included and followed for 2 pears. Recent cancer was defined by & coneer
diagno=iz § pears or feswer earlier Rlisks af thromboembalism and bleeding were estimared in curmulative incidence curves
and Cox regression models. Wie included | 220053 padencs with incident arrial fibrillation, 12,004 {1 FE) had recents camncer
The 2-year cumulative incidence of chramboembolism and blesding in padencs with veroes wichowt recent cancer was .75
(95% confidence inversal (C1) 0.5—2.8) and 4 3% (955 Cl 2446 2) verses |35 (95% C1 009—1 5) and 1.7% (95% C1 1. .4—2.0)
far CHA&LDS-Wa5: seore O 3 2% (955CI 2.7-4.3) and 4.4% (F5%5CI 3.2-5.4) verswus | B3 (955C1 1.6-2 1 jand 3.0% {(95% C1
273 3) for CHAJDS-WASe score | and 7015 (95% O 6.6—7F.F) and &6.8% (P5% Ol 6.3—F.2) wersus |009% (95% O 10.7—
I 1) and & 2% (95% Ol 6. 1 —6.4) for CHALDS . -WASe score T ar gresver. Althoegh the CHA, DS, -WASe soore was associated
writh thramboembalisrm and Bleaeding in bodth parients with and withaue cancer, the azsaciation difered beosesen the groups
for chromboembolism (reze for ineracdon, p = 0001} and bleeding {vesz for inveracton, p = 0000

Conclusion: The association of the CHAL DS, -WASe seare and risk of thrormboermbolism and bleeding differed bersosen
avrial fibrillation patients with and withowr recent cancer. Therefare, the CHAL, DS, -VWASe scare showld be used with
cawthan in patients with recent canoer

Maria D’Souza, et al., CHA,DS,-VASc score and risk of thromboembolism and bleeding in patients with atrial fibrillation and recent cancer,
European Journal of Preventive Cardiology, Volume 25, Issue 6, 1 April 2018, Pages 651—658



Metodika studie a vysledky

4 A @
Patients with incident -
atrial fibrillation /’ \ 2
1.1.2000-31.12.2015 _ E ».
(n=244,010) Exclusion: % ?_4
\ p Age < 18 (n=125) £ v
/ or >100 Years (n=441) § %
7 % Emigration (n=22,278) E i<
¥ Valvular afrial _?___ ~
(" Inclusion: Non-vakvular fibrillation (n=10,497) 5
atrial fibrillation oral anticoagulation ¥ R
patients, not on oral or heparin therapy S
anticoagulation or from 6 months to !
heparin therapy baseline (n=88,616)
(n=122,053) e
k— J \ -/ o I 1 | 1] 1
0.0 0.5 1.0 1.5 2.0
Y Years since diagnosis of atrial fibrillation
No. at risk
CHA,DS,-VASc 0, no recent cancer:  gsas 7227 6571 6053 1368
Recent cancer (<5 No recent cancer (<5 CHA,DS,-VASc 0 and recent cancer: 513 203 523 185 36
ars before inclusion) years before inclusion) XU, Mo 1, e moeek encer: . G a725 8690 7890 1674
" 12,014 (10%) (n=110,039 (90%) SR e, e s B > - b4

CHA,DS,-VASc 2-8 and recent cancer: 10082

Maria D’Souza, et al., CHA,DS,-VASc score and risk of thromboembolism and bleeding in patients with atrial fibrillation and recent cancer
European Journal of Preventive Cardiology, Volume 25, Issue 6, 1 April 2018, Pages 651—658



FP u pacienta po gastrointestinalnom krvacani
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Management dilemmas in restarting anticoagulation after
gastrointestinal bleeding

Hanish Jain, MD, Garima Singh, MD, Viren Kaul, MD, and Harvir Singh Gambhir, MD
Department of Internal Medicine, SUNY Upstate Medical University, Syracuse, Mew York

ABSTRACT

Systemic anticoagulants are widely prescribed to prevent and treat thromboembolism, among other indications. A common com-
plication of using these agents is gastrointestinal bleeding. While early resumption of anticoagulants after the bleeding has
resolved can increase the risk of rebleeding, delayed resumption puts the patient at increased risk of thromboembolic events and
mortality. There is limited data on this topic to guide clinicians on resuming anticoagulation after hospitalization for gastrointes-
tinal bleeding and to educate patients regarding the subsequent risks of recurrent gastrointestinal bleeding, thromboembolism,
and maortality. The optimal time to resume anticoagulation is also unknown. This review summarizes the existing literature and
available data on the commonly encountered dilemma of restarting anticoagulation therapy after hospitalization for gastrointes-
tinal bleeding.

Jain H, Singh G, Kaul V, Gambhir HS. Management dilemmas in restarting anticoagulation after gastrointestinal bleeding. Proc (Bayl Univ Med Cent). 2022 Mar 9;35(3)



Resumed anticoagulation (n)

Study Design Indication Anticoagulant Yes No Follow-up months
Qureshi 20147 Retrospective cohort  Nonvalvular AF Warfarin 653 676 24
Witt 20127 Retrospective cohort ~ AF, VTE, PV Warfarin 260 182 3
Chen 2014% Retrospective cohort PV, AF, DVT, PE Warfarin 22 12 nfa
Majeed 2017* Retrospective cohort  AF, valvular heart disease, VIE ~ Warfarin 121 86 31
Sengupta 2018**  Retrospective cohort  Nonvalvular AF DOAC 586 752 3

AF indicates afrial fibrillation; DOAC, direct oral anticoagulant; DVT, deep vein thrombosis; PE, pulmonary embolism; PV, prosthetic heart valves; VTE, venous thromboembolism.
e

Recurrent GIB Thromboembolism Mortality

Study Resumed Did not resume Resumed Did not resume Resumed Did not resume
Qureshi 20147 61/653 29/676 90/653 131/676 187/653 276/676
Witt 20127 26/260 10/182 1/260 10/182 15/260 37182
Chen 2014% 6/22 012 o022 212 Mot available

Majeed 2017* 39121 17/86 aM21 16/86 51121 52/86
Sengupta 2018°* 21/586 28/752 16/586 17/752 Mot available

GIB indicates gastrointestinal bleeding.
I R A A ———————————————————™—

Jain H, Singh G, Kaul V, Gambhir HS. Management dilemmas in restarting anticoagulation after gastrointestinal bleeding. Proc (Bayl Univ Med Cent). 2022 Mar 9;35(3)



Endoscopic diagnosis and management of nonvariceal upper
gastrointestinal hemorrhage (NVUGIH): European Society
of Gastrointestinal Endoscopy (ESGE) Guideline - Update 2021

©

ESGE

Endoscopy in patients on antiplatelet or
Author anticoagulant therapy: British Society of

lan M. Gralnek'-2, Adrian . Stanley?, A. John

Franco Radaeli®, loannis s papanikoieon’, 1 @@STro@Nterology (BSG) and European Society of
Georg Braun'®, Nicolette de Groot'®, Marian

Hooft? Gastrointestinal Endoscopy (ESGE) guideline update

Andrew M Veitch @, Franco Radaelli @ ,% Raza Alikhan,? Jean Marc Dumonceau,”
Diane Eaton,” Jo Jerrome,® Will Lester,” David Nylander,® Mo Thoufeeg,?
Geoffroy Vanbiervliet," James R Wilkinson,"" Jeanin E Van Hooft"

Gralnek IM et al. Endoscopic diagnosis and management of nonvariceal upper gastrointestinal hemorrhage (NVUGIH): European Society of Gastrointestinal Endoscopy (ESGE) Guideline - Update 2021. Endoscopy.

2021 Mar;53(3):300-332.
Veitch AM et al. Endoscopy in patients on antiplatelet or anticoagulant therapy: British Society of Gastroenterology (BSG) and European Society of Gastrointestinal Endoscopy (ESGE) guideline update. Gut. 2021

Sep;70(9):1611-1628.



| Hemodynamically unstable Gl bleed |

I

Hemodynamically stable Gl bleed

Hemodynamically unstable Gl bleed

|

l

I Hemodynamically stable Gl bleed

l

+ Hold anficoagulation

o Use of reversal agenis: idarucizumabin
dabigalran-realed palients and
andexanet in anti-factor-Xa-trealed
palients

* Intravenous four-factor PCC if andexanet

* Hold anticoagulation

» Correct coagulopathy according to the
severity of hemarrhage and the patient's
thrombatic risk in coordination with 2
consultant cardiologisthemalologist

» Hold anticoagulation

» |Jsa of reversal agents: vitamin K and
weight-based four-faclor PCC or fresh
frozen plasma if PCC is not available

« Repaat INR 30 min after PCC infusion

+ Hold anficoagulation

» Correct coagulopathy according lo the
severity of hemorrhage and the patient's
thrombobic risk in coordination with a
consuliant cardiologisthemalologist

|

is not available

Urgent EGD as endoscopic therapy should
not be delayed in patients with serious G
bleeding

EGD

Urgent EGD as endoscopic therapy should
not be delayed in patients with sericus Gl

I

EGD

blesding

+ Restart DOAC as soon as possible afier
7 days of anticoagulant interruption

|

o Restart DOAC as soon as possible after
1 daye of anlicoagulant interruplion

» Restart VKA as soon as possible after
{ days of anficoaguiant interrupfion in
pabients at low thrombolic nsk

s Earlier resumption of anticoagulation with
hieparin bridging, preferably within 3 days
in patients at high thrombobi nsk (e.g.,
mechanical heart valve)

|

» Hestart VKA a5 soon as possible after
7 days of anticoagulant interrupfion in
patienis at low thrombaotic risk

o Earlier resumption of anbooagulation with
heparin bridging, preferably within 3 days
in patients at high thrombofic risk (e.g.,
mechanical heart valve)

Gralnek IM et al. Endoscopic diagnosis and management of nonvariceal upper gastrointestinal hemorrhage (NVUGIH): European Society of Gastrointestinal Endoscopy (ESGE) Guideline - Update 2021. Endoscopy.

2021 Mar;53(3):300-332.
Veitch AM et al. Endoscopy in patients on antiplatelet or anticoagulant therapy: British Society of Gastroenterology (BSG) and European Society of Gastrointestinal Endoscopy (ESGE) guideline update. Gut. 2021

Sep:70(9):1611-1628.



FP u pacienta po iCMP a hemoragickej CMP

Odportéania pre sekundarnu prevenciu iCMP u pacientov s FP po prekonani akitnej iCMP [Trieda |Uroveri

U pacientov s FP s iCMP alebo TIA sa odporuca dlhodoba sekundarna prevencia CMP

pomocou OAL, ak neexistuje prisna kontraindikacia pouzitia OAL s preferenciou NOAK pred A
VKA (u pacientov vhodnych pre NOAK).
U pacientov s FP s akutnou iCMP sa skora antikoagulacia (< 48 h) pomocou UFH, LMWH alebo B

VKA neodporuca.
Odporucania pre prevenciu CMP u pacientov s AF po intrakranialnom krvacani

U pacientov s FP s vysokym rizikom iCMP (opatovné) zacatie OAL s preferenciou NOAK pred
VKA v pripade vhodnych pacientov na NOAK je potrebné zvazit po konzultacii s neurolégom
e ICH v suvislosti s traumou lla C
e AkuUtna spontanna ICH (ktord zahfna subdurdlne, subarachnoiddlne alebo intracerebralne
krvacanie) po starostlivom zvazeni rizika a benefitu

Upravené podla Hindricks G et al. 2020 ESC Guidelines for the diagnosis and management of atrial fibrillation. Eur Heart J. 2021 Feb 1;42(5):373-498



Acute ischemic stroke

v E

No hemorrhagic transformation Hemorrhagic transformation
TIA without TIA with Persisting Persisting Persisting
Clinical improvement or
acute ischemic | | acute ischemic mild moderate severe no clinical worsening
lesion on brain | | lesion on brain | | neurological neurological neurological
imaging imaging deficit deficit deficit |
& + } l * Document significant
Ciinical reduction of hemorrhagic
; Exclude hemorrhagic transformation transformation by brain
No dlm.w No clinl;al imptovemenr ' lt or by brain CT or MRI CT or MRI £ 1 day before
W e s f:s < 1 day before (re-)starting a NOAC (re-)starting a NOAC
| 1 I | |
Consider (re-) starting NOAC therapy after:

v . v R v v

1 day 1-3 days 23 days 26-8 days 212-14 days 23-28 days
Consider ASA until initiation of NOAC

IBased on expert opinion! No RCT data available yet I

2021 EHRA Practical Guide on the use of NOACs, Europace (2021) 23, 1612-1676



FP u pacienta po iCMP a hemoragickej CMP

ANTICOAGULATION INDICATIONS, PREFERRED TYPE OF DOAC, AND RESUMPTION OR
INITIATION TIMING

. o 7 Vvv/
Arrial fibrillaton DOAC (Eliquis) for norwalvalar 0 po 7 days for srall ischermnic stroke o J e d n O Z n aJ t a ZS I C h

AR WEA for valeular AF 8 o 14 days for large chemic soroke . . e ,
Adrer 2 weelks for ischemic stroke with parenchymal hematoma k I ky h h d t

2 60 6 weeks for ICH INICKYCN roznodnuti

Consider LAAC for CAM

Cardiac thromibus WELA, Withir 1 week after ischemic stroke
Within 2 weeks for KH

Mechanical heart vabve WEA, Within 1 to 2 weeks after ischermic stroloe o mUItidiSCipIina, rny

wWithin 2 weeks for KCH

m Zm : kardiold
Werious thramboemibolisrm DOAC, WA, or LWYWYH Withir O to 7 days for small ischermic stroke a n a Z e nt ° a r I g +
Wichin & o 14 days for large isches ke 4

W:t}:::: 2 ‘.E =] wr_fta ?I'J.' ﬂ'ICElI: e n e u ro I Og

W filter if immediate anticoagulaton contraindicated

Antiphaspholipid syndrome | WEA Within 0 to 7 days for small ischemic strokoe
Within & to 14 days for large ischemic stroke
Within 2 to & weeks for ”H

AV /
* ak byt
Carmcer-relared stroke DA, LAWYH Wichin 0 to 7 days for small ischemic stroke a n e m Oze y
Within & to 14 days for larpe wches croke J4 7 . . . 7
e e e e el navratend/iniciovana AKL
Intraluminal thrombus Heparin, DOAC, warfarin Wichin 0 to 7 days for srmall ischemic stroke % Zva, ze n i e LAAO

Within & to 14 days for large ischemic stroke

Ceracal artery dissecton DOAC, warfarin, antiplatelet Within 0 o 7 days for small ischemic stroke
Within & to 14 days for large schemic scroke

Abbreviations: DOAC, direct oral anticoagulation: ICH, intracranial hermosrhage; WC, inferior vena cava; LAAC, beft atrial appendage Ligi Shu et al Resumptlon' of Antlcoagu!an't TherapY FoIIowmg Ischemic and )
closure; LMWH, low-molecular-weight heparing VA, vitamin K antagonist Hemorrhagic Strokes: Indications and Timing. Practical Neurology, 2023 janudr,
44 — 58.




FP u fragilného pacienta

Net Clinical Benefit of Oral Anticoagulation
Among Frail Patients With Atrial Fibrillation:
Nationwide Cohort Study

Mette Segaard®, PhD; Martin Jensen®, M5c; Anette Arbjerg Hejen, PhD; Torben Bjerregaard Larsen, MD, PhD;
Gregory Y.H. Lip2, MD; Anne Gulbech Ording™®, PhD; Peter Brennum Mielsen™, PhD

Study population of frail patients with AF
N =36,223

e vek: medidn 79 rokov

* 50,5 % zZien

No treatment e median CHA2DS2 VASc: 4

e * median HAS BLED: 4

 median skdre krehkosti: 9,6
vs 8,5 (lieCeni vs nelieceni)

Warfarin 18%

Sogard M. et al. Net Clinical Benefit of Oral Anticoagulation Among Frail Patients With Atrial Fibrillation: Nationwide Cohort Study. AHA/ASA Journals. Stroke. Jan 2024,55(2)
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Propontion of patients within score levels

Propoetion of patients of iodal study population
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* Hospital Frailty Risk Score

Sogard M. et al. Net Clinical Benefit of Oral Anticoagulation Among Frail Patients With Atrial Fibrillation: Nationwide Cohort Study. AHA/ASA Journals. Stroke. Jan 2024,55(2)



Number 13848 22374 eGFR, mean (SD) 63.9 (22.6) 66.1 (21.6)
Age, y (IC 79.0 (71.0=-86.0 789.0 {(72.0-86.0
ge. y IOR) ‘ ﬁ { ; oGFR 50-90 38.4 (5316) 37.7 (B446)

HFRS score, median (IQR) 9.6 (6.9-14.0) B.5 (B.4=-11.9)

oGFR >80 98.9 (4008) 30.7 (6861)
EI—IH.EDEE-?AEG eCcore, median 4.0 (3.0=-5.0) 4.0 (3.0=5.0)
(I0R) Missing 276 (3817) 28.9 (6460)
HAS-BLED score, median (IQR) | 3.0 (2.0-4.0) 3.0 (2.0-4.0) Medication
Charson score, madian (IQR) 3.0(1.0-4.0) 2.0 (1.0-4.0) Warfarin 0.0 (0) 28.4 (B355)
Prior stroke/SE 29.5 (4087) 31.1 (6951) DOAC standard dose 0.0 (0) 40.5 (9053)
Hearl falu 320 {4431) 864 {7582) Statins 436 (6045) 50.7 (11 343)

rtenai 66.9 (9269 73.4 (16 425

Fypertension (9268) { : NSAID 20.4 (2824) 10.9 (4449)
Diabetes 21.8 (3038) 21.6 (4823)

p-Blockers 49.2 (6B17) 67.1 (15 021)
Vascular disease 229 (3169) 20.4 (4575)
lschemic heart diseasa 33.0 (4889) 32.2 (7203) Calcium 324 (4862) 36.6 (8183)
COPD 21.2 (2935) 19.1 (4265) Loop diuretics 40.1 (5559) 44.6 (9976)
Alcohol-related disease 8.5 (1315) 6.9 (1541) Vasodilators 5.4 (744) 5.5 (1228)
Dementia 9.6 (1331) 6.4 (1429) ACE inhibitor/ARB 48.5 (6720) 55.4 (12 388)

Sogard M. et al. Net Clinical Benefit of Oral Anticoagulation Among Frail Patients With Atrial Fibrillation: Nationwide Cohort Study. AHA/ASA Journals. Stroke. Jan 2024,55(2)




Vysledky

Thromboembolism, % (95% CI) Major bleeding, % (95% CI)

Strata Non-userst OAC users Non-userst OAC users Net clinical benefit; % (95% CI)
Overall 2.1% (1.8% to 2.3%) | 1.5% (1.4% to 1.7%) | 3.2% (2.9% to 3.5%) | 3.5% (3.2% to 3.8%) | 0.70% (0.32% to 1.08%)
Age, y

<75 1.9% (1.4% to 2.4%) | 1.29% (0.9% to 1.4%) | 3.7% (3.0% to 4.3%) | 2.8% (2.5% to 3.2%) | 1.16% (0.57% to 1.73%)

=75 2.2%% (1.9% to 2.5%) | 1.7% (1.5% to 1.9%) | 3.0% (2.6% to 3.4%) | 3.8% (3.5% to 4.1%) | 0.43% (—0.09% to 0.90%)
Frailty

Intermediate (HFRS<15) | 2.0% (1.8% to 2.3%) | 1.5% (1.3% to 1.6%) | 3.1% (2.8% to 2.5%) | 3.3% (3.1% to 3.6%) | 0.76% (0.36% to 1.18%)

High (HFRS>15) 2.2% (1.7% to 2.8%) | 1.9% (1.4% to 2.4%) | 3.4% (2.7% to 4.1%) | 4.3% (3.6% to 5.1%) | 0.25% (—0.79% to 1.30%)

* Riziko TE prihod a velkého krvacania sa zvysovalo s vekom a fragilitou pacienta.
e Zaver: Danska kohortova studia preukazala jednoznacny klinicky benefit v prospech
AKL, avsak ten klesal so zvysujucim sa vekom a krehkostou pacienta.

» Aj fragilnych pacientov je potrebné antikoagulovat, ich manaZment si vsak vyzaduje vac¢siu opatrnost.

Sogard M. et al. Net Clinical Benefit of Oral Anticoagulation Among Frail Patients With Atrial Fibrillation: Nationwide Cohort Study. AHA/ASA Journals. Stroke. Jan 2024,55(2)




Zaver

* v uvedenej problematike su odporucania ,,skupe” a nejasné - problematicky manazment
v klinickej praxi

* manazment FP v Specifickych klinickych situaciach si vyzaduje multidisciplinarny pristup

» kazdého pacienta je dolezité manaZovat s opatrnostou, individudlne, s kladenim dérazu
na klinicky usudok kazdého Specialistu

Dakujem za pozornost.




