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KLINIK HAL

67 yas qadin xosto

Arteria hipertenziya (+)

Yanas1 basqa xostolik yoxdur.

ExoKQ — LA 48mm, gapag pat. yoxdur, LVEF normal, LVH
Daorman 1stifado etmir.

GIS ganaxma olmayib.



INSULT PROFILAKTIKASI UCUN

A) Aspirin verardim

B) Rivaroksaban verordim 100%

C) Varfarin verordim



Konfransda pasient nimunosi Real hoyatda pasient nimunosi




KLINIK HAL 1

77 yas, gadin xosto

Skleroderma, intersitisial agciyar xostoliyi, steroid (+)
Pulmonar hipertenziya, agir doracali trikuspid ¢atismazligi
Arteria hipertenziya

Qulaqciq sayrimosi (+) — baglama vaxti bilinmir.

Kreatinin 0.95mg/dl

ProBNP 2500pg/ml



Atrial Fibrillation Prevalence (%)

AF — ISEMIK INSULT RISKI
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Alkhouli et al. JACC, 2018. pp 2790-2801



AF — ISEMIK INSULT - SOHIYYO YUKU
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\ AF — ISEMIK INSULT - PASIENT
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Effect of first ischemic stroke in patients with AF (n=597)
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Gladstone et al. Stroke. 2009 Jan;40(1):235-40. Dulli et al. Neuroepidemiology. 2003 Mar-Apr;22(2):118-23.
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AF XOSTOLORINDO INSULTDAN 90 GUN SONRA TOKRARI TE
\ HADISO RISKI YUKSOK OLARAQ QALIR!
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Isemik Intrakranial Ekstraserebral
insult/TIA/SE ganaxma ganaxma

Kumulyativ tezlik
%

At 90 days, 50% of the patientswere either deceased or disabled
(modified Rankin score =23), and 10.9% were deceased. Maurizio Paciaroni et al. Stroke. 2015;46:00-00.



wl.

B\

QF riski 6mur boyu
3 nafardan 1-inda

15-30 % xastalorda
simptomsuz “sassiz” QF-
yo rast galinir.

QULAQCIQ FIBRILYASIYASI (QF) V3
ONUN AGIRLASMALARI*

QF-nin fasadlan Rast galma tezliyi
Olim 1,5-3,5 dafa artir

insul BUtun isemik

el insultlarin 20-30%-
Hospitalizasiya 10-40% illik

hallari xastaxana yatisl
Sol madacik QF ila xastalarin
disfunksiyasi 20-30%-1

: Bltiln xastalarin
Depressiya 16-20%-i



m :
) AF — Isemik insult — Hokim

* Miitomadi fordi risk/fayda doyarlondirilmasi ehtiyaci

* SDM - ailo vo pasientlo uzun miizakirslor

* Dorman riayati ilo olagadar tokrari miiayinslor, dormanin monitoringi
* PINNACLE reyestri — gostaris olanlarin 50%-do OAK toyin olunmur.

* Dozalanma xotalar1 az deyil.



RISK FACTORS ‘ SCORE

Age 65-74

Diabetes mellitus 1
Stroke/TIA/thrombo-embolism 2
Vascular disease

CHA,DS,VASc PATIENTS ADJUSTED STROKE RATE (%
SCORE (n=73239) year)

1159 6.7%

Lef Friberg et al. European Heart Journal, 2012, vol 33, I ssue 12, 1500-1510



Annual Stroke Risk
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B Mo Treatment W Warfarin B Rivaroxaban Il LAAD

Compared with Aspirin, Warfann
Reduced Annual Stroke Risk by 45%
Comparad with Warfarin, Rivaroxaban
Reduced Anmual Stroke Risk by 21%*
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Annual Stroke Risk
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B Mo Treatment W Warfzrin B Rivaroxaban W LAAD

Compared with no Aspirin, Warfarin
Reduced Annual Stroke Risk by 3%
Compared with Warfarin, Rivaroxaban
Reduced Annual Stroka Risk by an additional 0.8%*
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CHA,DS,-VASE Score

Alkhouli et al. JACC, 2018. pp 2790-2801



Table 6—Stroke or Other TE at 1 Year Based on the 2009 Birmingham (CHA,DS,-VASc) Scoring System

TE Rate During 1 v, Adjusted for

CHA,DS,-VASec Score No. Number of TE Events TE Rate During 1 v (95% CI) Aspirin Prescription,* %
0 103 0 0% (0-0) 0

1 162 1 0.6% (0.0-3.4) 0.7
2 154 3 1.6% (0.3-4.7) 1.9
3 203 8 3.9% (1.7-7.6) 4.7
4 208 4 1.9% (0.5-4.9) 2.3
5 95 3 3.2% (0.7-9.0) 3.9
6 T 2 3.6% (0.4-12.3) 4.5
7y 25 2 8.0% (1.0-26.0) 10.1
8 9 1 11.1% (0.3-48.3) 14.2
9 1 | 100% (2.5-100) 100
Total 1,084 25 P Value for trend 0.003

See Tables 1 and 2 for expansion of abbreviations.

“Theoretical TE rates without therapy: corrected for the % nfpatients receiving aspirin within each group. assuming that aspirin provides a 22%

reduction in TE risk, based on Hart et al.2s

LipGetal. CHEST /137/2/FEB 2010



Shifting the whole population into a lower risk category benefits
more individuals than shifting high risk individuals into a lower risk

Risk reduction
approach:
Move high risk
individuals into
normal range

+
category
ae Population approach:
6 ..' R encourage everyone to
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Souwrce: Rose G, Sick Individuals and sick
populations, /nt J Epidemiol 1985; 12:32-38,

“Normal” “High”

Level of risk




Interu tioral Joura | of Epideminlagy Wol 96, M0, §
£ Interrationa! Epideminiogical fescciation 1985 Prisvtad in Grear Beizn

Sick Individuals and Sick Populations

GEOFFREY ROSE

Benefit is high for... The individual

The whole population

Subject motivation High Low

Doctor motivation High Low

Benefit-risk ratio “Favourable” “Worrisome”
Screening costs High No screening costs

Radical

Depth of solution

Palliative, temporary

Behaviour-Context fit

“Inappropriate”

“Appropriate”
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AF Tnals : Elements of Primary Endpoint:*

Annual Event Rates
Cross-trial comparisons must be interpreted with caution due to differing methodoelogies and patient populations.
3
b Systemic Embolism
2.5 A B Hemorrhagic Stroke
5 B Ischemic/Unspecified Stroke

0.10

0.10%

%lyear

0 Dabi 150 mg Warfarin Rivaroxaban Warfarin

RELY ARISTOTLE ROCKET AF

*Patients experiencing multiple endpoints are included in multiple categories.
+Systemic embolism result reported for RELY refers to pulmonary embolism.

Apixaban Warfarin

In recent trials, the majority of AF strokes were ischemic

Connolly N Eng! J Med 2010;363:1876; Patel N Eng! J Med 2011365883 Granger N Engl J Med 2011.365:9861



Kimlora YOAK?

Qulaqeiq fibrilyasiyal xaste;  Oral antikoaqulyasiya Ggun uygundur

v
Mexaniki protez gapag: va ya ciddi-orta ciddi  daracali mitral darhg: olan QF-I xastalar?
Xeyr | ¥ Bali
Addim 1 Asa riskli xastalari miayyan et Yiksok terapevtik arahgda VKA istifade
(hadaf INR gapaq lezyonundan va ya
Asagi insult riskli? ™ protezdan asilidir)
(CHA,DS-VASc score: kigilards 0 gadinlarda 1)
Xeyr ] Bali’
Addim 2 Antitrombotik
CHA2DS2-VASc 21 (kigl) ve ya 22 qadin) olan bltin QF -l mialice verma

xastalarda insultdan qorunmadi (yani OAK) tovsiyys et.

Bitiin QF - xestalards dayise bilan qanaxma risk faktorlarina y6nal
HAS-BLED hesablamas: et. 9gar HAS-BLED 23olarsa, dayiga bilan
ganaxma risk faktorlanna, mintazem olaraq tagibe yonal.
Yiksek ganaxma riski hesablamalannin OAK istifadasinin

dayandinimasina.
v
CHA.DS.-VASc
=1 (kigi) 22 (kigl)
va ya =2 (gadin) va ya >3 (qadin)
OAK tdvsiya edilir

OAK tatbigi magsadauygundur |
By l![' . 3 = m— B oY
* (Sinif lla)

>

Yy sparhsiney ¢

Addim 3 YOAK basla (v ya yiksek terapeviik araligda VKAa)
YOAK-lar adaten ilkin segim kimi tovsiyye edilir.

2020 ESC qulaqciq fibrilyasiyasinin diagnostikasi
vo idars olunmasina dair rahbar tovsiyo

OF = quiaqaq Strilyasiyas: CHA2DS2 -VASc = Durfuniuq (rek catismaziy, Hpentoniya, Yag 275,
Sekarli dabet, Insult, Damar xastaliklari, Yagin 65-74 arabfinda oimasi, Cinsiyyat (qadin), HAS-
BLED = Hipertoniya, Anormal bayrek/garaciyer funksiyalan, Insult, Anamnezda ganaxma va ya
ganaxmaya meyliik olmas: DayigkanINR, Yag (>65), Parslel olaraq narkotivspirth gk istfadast,
INR = beynalxaig normaliagdinirmig nisbat. YOAK = geyri vitamin K antagonisti olan oral
antikoaqulant; OAK = oral antikoaquiant; SAMe-TT2R2 = cinsiyyst (qadn),Yas (<60 oimasi),
méveud anamnez, Mialica (qargphgh tasir gbsteran damman(lar)), Tutdn istifadest, Irq (qeyn-Oafqaz)
(hesablama); TTR = terapeviik araliqdaks vaxt; VKA = vitamin K antagonisti.

WKA tovsiyye ediarss SAMe-TT2R2 hesabla: 0-2 arasi bal clarsa, VKA 10vslyys eda bilerk (mas.
varfarin) ve ya YOAX; ager >2 bal olarsa requiyar olarag yenidan baxg/six INR taqibl yaxg
antikoaquiyastya Ugun VKA istifadecilarindan masiahat almag va ya bunun avazing YOAK qedulunu
tovsiyyo etmak; TTR ideal olaraq >70%



VKA TERAPIYASININ MOHDUDIYYOTLORI

Bir ¢ox qida vasitalori

Gozloanilmaz cavab Varfarin ilo goxsayli qarsiligh

terapiyasi bir tosirlor
sSira
- mahdUdiyyatlara Digar derman vasitalori

Dar terapevtik pancara malikdir, bu da "i el

(BNN diapazonu 2-3) onlarin klinik tosirlor
praktikada
o affokt tatbiqini Vartan
i?\r:(igai? eilrr:lagseic Qatl 4 |6$d I re;staerrllrtllei)k
Antikoaqulyant effekta Davaml doza

davamli nazarat korreksiyasi



YOAK USTUNLUKLORI

Rutin nazarat talab etmir

e Xasta vo hakim lcln daha
rahatdir

Tasirin tez baslamasi

Qisa yarimc¢ixarilma miiddati

e Antikoqulyasiya effekti tez azalir

Darman va qgida maddalari ila az
garsihigh tasir

e Tahlukasizlik
* Dietik mahdudiyyatlar yoxdur

Malliya caohatdan az xarc

e MUtomadi nazarat xarclori
yoxdur

e Hemostaza daha effektiv nazarat
Yiiksok effektivlik

e Klinik tadqgigatlarin naticasi
varfarindan daha Ustun
naticalarin alds olunacagini
demaya asas verir

Farmakoloji tasirin daha yiiksak

prognozlasdirilmasi




Informative

DOCTOR

Paternalistic

“Doctor’'s
orders”

Passive

MUSTOROK QORARVERMO

Shared
Decision

Making

PATIENT

Active

Hokimin
klinik
tacriibasi

SDM

Pasientin
dayarlari, arzusu

Elmi
subutlar



YOAK - numayandoalari /\

Dabiqatran / Rivaroksaban\ Apiksaban Edoksaban
Tosir mexanizmi Trombinin birbasa Xa faktorunun Xa faktorunun Xa faktorunun
inhibitoru inhibitoru inhibitoru inhibitoru
T max 0,5 — 2 saat 2-4 saat 3 saat 1-2 saat
Giinliik gabul say1 2 dafa/giin 2 dafa/glin 1 dafa/gin 1 dafa/giin
5-9 saat gancler
- - -11
T1/2 12-14 saat 11-13 saat yaslilar 9-14 saat 9-11 saat
i . 2/3 — garaciyar 25% - boyraklar .
— o o)
Ekskresiya Boyraklar — 80% 1/3 — biyraklor 5% MBT 50% boyraklar
Koaqulyasiya
monitoringi yox yoX yox yOX
Qidails qabl{l Dayismir 39 % -a qadar artir Dayismir 6-22% artir
zamanl adsorbsiyasi
Doarmanonu
Ha yOX yOX yOX

(prodrug)




TOSDIQLONMIS YOAK GOSTORISLORI

Gostarislar Dabiqatran Apiksaban Rivaroksaban Edoksaban

AF zamani insult profilaktikasi

v’ v’ v’
v’

DVT voa PE miialica va prof.

DVT va PE-nin residivlarinin
uzunmiiddatli prof. (6 aydan sonra)

Boyiik ortopedik amaliyyatlardan
sonra VTE-nin prof.

NI BRNER

v’ v~

v’ v’

v’ v’
AF-li xastalarda PKM sonrasi insultun v v~
prof.

KKS sonrasi1 UD xastaliklarindin .
oliimiin va MI -1n azaldilmasi

Stabil UIX -li xastalords UD v’
hadisalarinin ikincili prof.

Steffel J.Verhamme P, Potpara T. S. et al. European Heart Journal. Volume 39, Issue 16, 21 april 2018.



Renal disfunksiyalar zamam Y OAK -larin dozalanmasi

CrCl Dabigatran Rivaroxaban Edoxaban Apixaban

—

60 mg
95 ml/min
2x 150 mg 20 mg
60 mg *
2x5 mg /
: 2%x2.5mg *
G50 mifmin: —§-oosmsnsirresirnriniarst oo sngiEe ne dre se s i e s s e S Rl e e e s
§ 2x150 mg or
40 mli/min 2x110 mg * 15mg 30 mg

Bﬂm”mjn ..................................... ........................................................... ¥

Dialysis @ ® @ @ EVO%Y R

RIVARDKSABA




Qaraciyor disfunksiyasinda Y OAK -larin dozalanmasi

Baseline assessment:

* H/othromboembolism or bleeding?

* Relevant co-medications and over-the-counter drugs? Highest risk

*  CBC, liver function test, PT/INR, aPTT, renal function patients

* High bleeding risk (e.g., H/o major bleeding (varices),
uncontrolled alcohol intake, etc.)?

All other patients l

Parameter 1 point 2 points 3 points MNOAC Use recommendations in liver disease
I
Encaphialo: No Grade 1-2 Grade 3-4 A B c
pathy
Ascites | ____Ne ________. Mild __ zModerate |
s < 2 mg/dL 2-3 mg/dL > 3 mg/dL Dabigatran
! Apixaban with

.............. E?:l_u_r&ﬂ_l{l._____%-‘i ?_U_u_l"flf-'ilf_'L______?;Ef_’hl:lr_'l‘!_.ﬂj;‘r_l-____ P i recommended
o >3.5g/dL 2.8-35g/dL <2.8g/dL Edoxaban caution
---------------- >3/t 28358t _<288/dt I Rivaroxaban Not recommended
INR <1.7 1.71-2.30 >2.30

wl« Close follow-up (see also Fig. 3)
v Assess Child-Pugh score — Signs of (occult) bleeding?
v" Check NOAC use recommendations in — Adherence? Side effects?

liver disease ——> — (New) co-medications, incl. NSAIDs, aspirin, OTC?
v Check for drug-drug interactions —~ (CBC, liver function, PT/INR, aPTT, renal function
v Discuss in multidisciplinary team — Continue bleeding risk minimization strategies
— Re-enforce education, incl. alcohol abstinence




RIVAROKSABAN (EVOXYR) - DOZALANMA

Insultun va sistem embolizmin profilaktikasi

e Tovsiya olunan doza glnda bir dofa 20 mg-dir, bu doza hamcinin tovsiya
olunan maksimal dozadir. Rivaroksabanla mualica, insult va sistem
embolizmin profilaktikasinin faydasi ganaxma riskindan ustin olmasi il
sortile uzun muddat arzinda aparilmalidir.

Darin venalarin trombozu (DVT) va pulmonar emboliyanin (PE) mdualicasi,
hamcinin DVT va PE profilaktikasi

e Kaskin DVT va ya PE-nin ilkin mUalicasi Gcun tdvsiya olunan doza ilk G¢ hafta
arzinda 15 mq glnda iki dafs, daha sonra ise davamli mualica vae DVT va PE-
nin profilaktikasi Gcun gunda bir dafa 20 mag-dir.

RIVARDKSABA



VKA-DAN RIVAROKSABANA KECID

* Insult va sistem embolizimin garsisinin alinmasi magsadile mualica alan
xastalarda: VKA-nin istifadasi dayandiriimali va BNN < 3,0 olduqgda
Evoksirla mialica baslanmalidir.

* DVT, PE GcuUn va onlarin residivlarinin garsisinin alinmasi tG¢cun mualica
alan xastalarda VKA-nin istifadasi dayandiriimali va BNN < 2,5 oldugda
Evoksirla mualice baslanmalidir.

e Xastalorda VKA ilo mualicadan Evoksirla mialicaya kecid zamani Evoksirin
gabulundan sonra BNN gostaricilari yanlli olaraq arta bilar. BNN Evoksirin
a?tikoaqul %nt faaliyyatini 6lcmak Gclin etibarl deyil ve buna géra da istifads
olunmamaldir.

AAAAAAAAAAA



KOSKIN ISEMIK INSULTDAN SONRA
YOAK (TOKRARI) TOYINATI

Empirik tayinat qaydasi 1-3-6-12

Beyin qan dovraninin Hadisadan sonra mialicanin
pozulma agirhgi baslangic glinu
TiH 1

dliliya yol agmayan kigcik olciilii

insult (NIHSS< 8) 3
Orta ol¢uli insult 6
(NIHSS 8-16)
Boyiik olgulii insult 12 ( 2-3 hafta sonra)
(NIHSS >16)

EVOXYR



Insult sonrasi tovsiyalar

Kaskin isemik insult sonrasi QF xastalarinda ikincili insult profilaktikasi
liciin tovsiyalar

Tovsiyaler Sinif* Saviyya®

Isemik insult va ya TiH kecirmis QF olan xastalards insultun
uzunmuddstli ikincili profilaktikas: baximindan OAK istifadasi
ucun ciddi aks goOstaris yoxdursa OAK istifadasi tovsiya
olunurva bu zaman YOAK tayin edila bilan xastalarda YOAK

VKA-dan ustun hesab olunur.

Kaskin isemik insult kegiren QF xastalarinda UFH, LMWH

va ya VKA ila cox erken zamanda antikoaqulyasiya (<48

saat ) tévsiya olunmur. ﬁ
i

RIVARDKSABA




Figure 20 (1) Post-procedural management of patients with AF and ACS/PCI (full-

outlined arrows represent a default strategy; graded/dashed arrows show treatment
modifications depending on individual patient’s ischaemic and bleeding risks)

@ESC

European Society

www.escardio.org/guidelines

of Cardiology
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Fibrinolysis only if
OAC is below
therapeutic reference MEd'tH"f {munc |\ .
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2020 ESC Guidelines for the diagnosis and management of atrial fibrillation
(European Heart Journal 2020-doi/10.1093/eurheartj/ehaa612)



Recommendations for patients with AF and an ACS, PCl,
or CCS (3)

@ESC

uropean Society
of Cardiology

Recommendations Class Level

Recommendations for AF patients with ACS

In AF patients with ACS undergoing an uncomplicated PCI, early cessation (<1
week) of aspirin and continuation of dual therapy with an OAC and a P2Y,,
inhibitor (preferably clopidogrel) for up to 12 months is recommended if the I
risk of stent thrombosis® is low or if concerns about bleeding risk¢ prevail over
concerns about risk of stent thrombosis®, irrespective of the type of stent used.
Triple therapy with aspirin, clopidogrel, and an OACH for longer than 1 week

after an ACS should be considered when risk of stent thrombosis® outweighs

the bleeding risk,¢ with the total duration (€1 month) decided according to lla C
assessment of these risks, and the treatment plan should be clearly specified

at hospital discharge.

bRisk of stent thrombosis encompasses: (i) risk of thrombosis occurring and (ii) risk of death should stent thrombosis occur, both of which relate to anatomical, procedural, and clinical characteristics. Risk factors for CCS
patients include stenting of left main stem or last remaining patent artery; suboptimal stent deployment; stent length >60 mm; diabetes mellitus; CKD; bifurcation with two stents implanted; treatment of chronic total
occlusion; and previous stent thrombosis on adequate antithrombotic therapy. “Bleeding risk in AF patients may be assessed using the HAS-BLED score, which draws attention to modifiable bleeding risk factors; those at
high risk (score =3) can have more frequent or early review and follow-up. Bleeding risk is highly dynamic and does not remain static, and relying on modifiable bleeding risk factors alone is an inferior strategy to
evaluate bleeding risk. ®When dabigatran is used in triple therapy, dabigatran 110 mg b.i.d may be used instead of 150 mg b.i.d, but the evidence is insufficient.

©ESC

www.escardio.org/guidelines 2020 ESC Guidelines for the diagnosis and management of atrial fibrillation
(European Heart Journal 2020-doi/10.1093/eurheartj/ehaa612)



KLINIK HAL 2

70 yas, kis1 xosto

QQ/stabil stenokardiya ilo miiraciot edir.

CABG*3 (2019-cu il)

PAX — sag femoral art. Okkluziya — medikamentoz

PAX — karotis 90% - endarterektomiya

Sokorli diabet, arterial hipertenziya, siqaret (ke¢misdo)

KAQ — nativ damarlarda diffuz stenozlar, graftler aciq

Aspirin, metformin, kandesartan, rosuvastatin, amlodipin, bisoprolol

Qanaxma riski ytksok deyil



UIX vo PAX-ilo xastalorde Rivaroksaban 2,5 mq 2 d/g AST-ils
kombinasiyada insult, infarkt vo UD 6ltim tezliyini azaltmisdir

1.0 —
AST 100 mq 1 d/g
Rivaroksaban 2,5 mq 2 d/gin + AST 100 mq 1 d/gin -
0.8 —
3 :\O\
Y~
~N E
Uix § :3 0.6 —
22
O =
S5 04—
£ @
PAX o Y
NS
=
0.2 —
0 —
M T T 1
0 1 illar 2 3
Xasto sayi
AST 100 mq 1 d/giin 9126 7808 3860 669
Riva 2,5 mq 2 d/gin + AST 100 mq 1 d/gin 9152 7904 3912

Eikelboom JW et al. New Engl J Med 2017;DOI: 10.1056/NEJMoal1709118 . RTAROKSABA



Kumulyativ tezlik (%)

Kumulyativ tezlik (%)

insult/Mi/UD 6limii
7 AsST100mq 1 dig

Rivaroksaban 2,5 mq 2 d/gin + AST 100 mq 1 d/gun

oo
|

UIX ila xastalar

. . Uix

0
1 Pk 2 3

insult/Mi/UD 6limii
0.145— AST 100 mq 1d/g

Rivaroksaban 2,5 mq 2 d/gin + AST 100 mq 1 d/gin

0.10 —

PAX ilo xastalar

0.05

L T I R L T T T e R o R T o A ) R U T P e L LI T VO
“ ' ) ' pax E
RIVARDKSABA
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Rivaroksaban 2,5 mq 2 d/g AST-ile kombinasiyada insult, infarkt ve
UD olim tezliyini azaltmisdir
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“REVIVE®””
COMPASS ENROLMENT: SIMPLIFIED

v' Revascularization
v EVent

v Ischaemia of multiple

v Vascular beds

v Elderly (>65 years)
Extra atherosclerosis

Extra risk factors

History of revascularization (e.g. stent, bypass)
History of significant event (e.g. Ml or amputation)

Symptoms plus 250% stenosis supplying ischaemic
vascular bed*

*PAD: 21 artery; CAD: 22 coronary arteries
+ Exception: asymplomatic 250% carotid stenosis

CAD and <65 years old: higher risk profile with
atherosclerosis anywhere else or another risk factor

* Heart failure, diabetes, eGFR <60 mi/min, smoker,
non-lacunar stroke




-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

1. Adherence

2. Thromboembolism

3. Bleeding

4. Other side effects

5. Co-medications

6. Blood sampling

7. Be-assess stroke risk

8. A:&E!.si:rﬁ arad] rninlmi.z'rng
modifiable risk factors
far bleeding

2. Assessing for optimal NOAC

and correct dosing'

Each wvisit

Each visit

Each visit

Each visit

Each visit

Yearly
6-monthly
x-monthly
On indication

Each wisit

Each wisn

Each wisit

Instruct patient to bring NOAC card and remaining medication: make note and assess
average adherence

Re-educate on importance of strict intake schedule

Inform about adherence aids (special boxes, smartphone applications, etc.)

Systemic circulation (TIA, stroke, and peripheral)

Pulmonary circulation

‘Nuisance’ bleeding: preventive measures possible? (PPl, haemorrhoidectomy, etc.).
Motivate patient to diligently continue anticoagulation

Bleeding with impact on quality of life or with risk: prevention possible? Need for revision of
anticoagulation indication or dose?

Carefully assess relation with NOAC: decide for continuation (and motivate), temporary
cessation (with bridging), or change of anticoagulant drug

Prescription drugs: over-the-counter drugs, especially aspirin and NSAID (see ‘Drug—drug
interactions and pharmacokinetics of non-vitamin K antagonist anticoagulants’ section)

Careful interval history: also temporary use can be risky!

Haemoglobin, renal and liver function

>75—80 years (especially if on dabigatran or edoxaban), or frail®

if renal function =60 mlL/min: recheck interval = CrCl/10

If intercurrent condition that may impact renal or hepatic function

CHALDS;-VASe scare, as recammended by current guidelin e

A recommended by currert g_l_lir:l!l=‘|.iru=:‘I

Particularly:

Uncontrolled hypertension (systolic = 160 mmHg)
Medication predisposing for bleeding (e.g. aspirin, MH5AI0s)
Labile IMRE (i on YIEA)

Excessive alcabol intaks

Fallz

Especially based on the above, re-assess whether

The chosen PROME is the best for the patient
The chosen dose s correct



Condition Eligibility for NOAC Comment

Mechanical prosthetic valve Contraindicated Fxcluded from pivotal RCTs

e
I:-".‘l'ln II'I[‘II[ at II'=_;~__:,. wWolse outcome ™'

Moderate to severe mitral stenosis {usually rheumatic) Contraindicated Excluded from pivotal RCTs

Little rationale for less efficacy and safety vs. VKA,
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