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-ibrilace sini a ischemicka choroba srdecni



Jak se viastne ICHS a fibrilace sini ovlivauji?

»  Akutni koronarni syndrom
— Komplikovan fibrilaci sini u 2 - 23%
— Trigger primomanifestace fibrilace sini

»  Fibrilace sini
— Asociovana s rizikem vzniku STEMI i non-STEMI
— 10-15% nemocnych s fibrilaci sini podstoupi PCI pro ICHS
— Fibrilace sini je Castym triggerem IM 2. typu

*  Nemocni s fibrilaci sini a ICHS
— Méne casto uzivaji adekvatni antitrombotickou lecbu
— Vzajemne ovliviuji prognézu nemocnych



CHA,DS,-VA component

Chronic heart failure

Hypertension

CHA,DS,VA

Definition and comments Points
awarded
Symptoms and signs of heart failure (irrespective of LVEF, thus including HFpEF, HFmrEF, and 1

HFrEF), or the presence of asymptomatic LVEF <40%.2¢"2¢3

Resting blood pressure >140/90 mmHg on at least two occasions, or current antihypertensive 1
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However, implementation has varied in terms of gender. Female sex
is an age-dependent stroke risk modifier rather than a risk factor per|?
se.'1#%°%2>" The inclusion of gender complicates clinical practice both|
for healthcare professionals and patients.>® It also omits individuals
who identify as non-binary, transgender, or are undergoing sex hor-
mone therapy. Previous guidelines from the ESC (and globally) have‘

Age 65—74 years

imaging. ™’

OR

Peripheral vascular disease, including: intermittent claudication, previous revascularization for PVD,
percutaneous or surgical intervention on the abdominal aorta, and complex aortic plague on

imaging (defined as features of mobility, ulceration, pedunculation, or thickness >4 mm).%g’269

1 point is given for age between 65 and 74 years. 1
ESC guidelines for AFIB 2024. EHJ 2024



Riziko krvaceni

Hypertension Antiplatelet drugs Alcohol intake Unstable/variable INR

; andTTR >70%
(Class ) (Class lla)

NSAIDs Other factors

Offer alternative analgesia
or disease-modifying therapy

» Consider drug interactions

* Reduce corticosteroid use
if possible

« Offer proton pump inhibitors
if high Gl bleeding risk

» Advise restricting hazardous
hobbies/occupations

Minimize duration of
heparin-bridging therapy

)

ESC guidelines for AFIB 2024. EHJ 2024. O(



Riziko krvaceni

ACS,PClor CCS  Up to | week | month 6 months |2 months
DM
ACS
undergoing OAC + P2Y i (Class I) OAC only (Class I)
PCI : STEMI

ACS high OAC + P2Y . Trobodza
ischaemic + aspirin OAC + P2Y i (Class I) OAC only (Class I)

risk® (Class lla) Komplexni
vykony

ACS
medically OAC + P2Y i l( OAC only
managed )\ Prolongov:

g
CCS OAC + P2Y nestabilni
uncomplicated + aspirin OAC + P2Y i (Class ) OAC only (Class )
PCI (Class 1)

CCS high OAC + P2Y i
ischaemic + aspirin OAC + P2Y i (Class I) OAC only (Class 1)
risk® (Class lla)
Stable CCS [ Ry >

dogrel preferovany. ESC guidelines for AFIB 2024. EHJ 2024. 0(




ntrola srdecni frekvence

control therapy is recommended in patients

AF, as initial therapy in the acute setting, an

ct to rhythm control therapies, or as a sole

ment strategy to control heart rate and reduce

»toms.458_460

blockers, diltiazem, verapamil, or digoxin are

mmended as first-choice drugs in patients with
d LVEF >40% to control heart rate and reduce

»toms.48'461 462

I-bIockers and/or digoxin are recommended in
nts with AF and LVEF <40% to control heart

and reduce symptoms, *0:185:463-465

venous amiodarone, digoxin, esmolol, or

blol may be considered in patients with AF who

haemodynamic instability or severely depressed

‘to achieve acute control of heart rate.

472,473

Combination rate control therapy should be

considered if a single drug does not control

symptoms or heart rate in patients with AF, lla
providing that bradycardia can be avoided, to control

heart rate and reduce symptoms.

Lenient rate control with a resting heart rate of

< 110 b.p.m. should be considered as the initial

target for patients with AF, with stricter control lla
reserved for those with continuing AF-related

symptoms. 59460466

Atrioventricular node ablation in combination with
pacemaker implantation should be considered in

patients unresponsive to, or ineligible for, intensive lla
rate and rhythm control therapy to control heart

rate and reduce symptoms.*¢’~*?

Atrioventricular node ablation combined with
cardiac resynchronization therapy should be

considered in severely symptomatic patients with "
a
permanent AF and at least one hospitalization for HF

to reduce symptoms, physical limitations, recurrent

HF hospitalization, and mortality.*/%*""

ESC guidelines for AFIB 2024. EHJ 2024.



Nestabilni pacient s rychlou FS



Rate control strategie nové FS u pacientu na JIP
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kutni stav, nestabilni pacient — reseni dle ESC guideline

1

2

3

Problémem jsou Casté a Casné recidivy

. Elektricka kardioverze
Vyhoda — rychla a ucinna

Nevyhoda — vysoké procento ¢asnych relapsu

. Amiodarone

Nevyhoda — mirné oddaleny ucinek

. Landiolol
Nevyhoda — pouze rate control

Landiolol

i.v. betablokator

Snizuje komorovou odpoveéd, nizke rizil
prohloubeni hypotenze

Ultra-kratky BB (polo€as 4 minuty)
Vysoka 31 selektivita (31/ 32 = 250)

Spontanni terminace FS u nestabilnich pacientt ~ 83% v prubéhu 48h

ESC guidelines for AFIB 2024. EHJ 2024. 00:1-101. Shiga T. Eeur Heart J St



Léky pro rate control strategii |

Intravenous administration

lockers®

olol 2.5-5 mg bolus over 2 mins; up to 15 mg
maximal cumulative dose

olol XL N/A

te)

ol N/A

I N/A
500 pg/kg i.v. bolus over 1 min; followed by
50-300 pg/kg/min

] 100 pg/kg i.v. bolus over 1 min; followed by
10—40 pg/kg/min

ol N/A

ol N/A

Usual range for oral maintenance
dose

25-100 mg twice daily

50-200 mg once daily

1.25-20 mg once daily
25-100 mg once daily
N/A

N/A

2.5-10 mg once daily
3.125-50 mg twice daily

Contraindicated

In case of asthma, non-selective
beta-blockers should be avoided.
Contraindicated in acute HF and hi
severe bronchospasm.

ESC guidelines for AFIB 2024. EHJ 2024.



Treatment group

Treatment group

Rate control strategie nové FS u pacienti na JIP

Electrical |
Cardioversion

Calcium channel |
blocker IV

Beta blocker IV -

Digoxin A

Beta blocker 1V 1

Rate control Rhythm control Hospital mortality
: : \
1 1 1
i : :
1 1 1
1 1 1
1 1 1
: : :
— —— —
1 1 1
: : :
1 1 1
1 1 1
1 1 1
—i— —o— ——
1 1 1
1 1 1
1 1 1
1 2 3456 1 2 3456 1 2 3456

Adjusted hazard ratio vs amiodarone

Rate control Rhythm control Hospital mortality
: : :
1 1 1
——, —— —
: : :
1 1 1
1 1 1
—— —— o
: : :
1 2 3456 1 2 3456 1 2 3456

Adjusted hazard ratio vs amiodarone

Bedford JP, et al. Journal of Critical Car



Rate control a B1 selektivita u FS

Which is better?
Control € —> Beta-blocker

More adverse events?
Control < = Beta-blocker

% Non-selective
beta-blocker

Control Beta-1
of heart selective
rate

Beta-1

super selective

& Non-selective
beta-blocker

Conversion
to sinus elad
selective
rhythm
Beta-1

super selective

|
no data

¢

“

Non-selective
beta-blocker

Hypotension . .

selective

Beta-1
super selective

-4-4-4-4 Non-selective

beta-blocker

Bradycardia
Beta-1
selective

Beta-1
super selective

-
U

Perrett M, et al. Clin Res Cardic



rate at 2 hours or less

Rate control a B1 selektivita u FS

Number, mean (SD)

SMD (95% C1)

Beta-blocker

ective beta-blocker
| vs diltiazem

| vs diltiazem

yer of patients with Hypotension

-0.54(~1.17,0.09) 20,108(17)
~1.30 (-1.90, —0.69) 28,116(23)
RR (95% 1)

tive beta-blockers :

digoxin ; - > 35.00 (2.25, 544.92)
flecainide * + 1.04(0.32,3.38)
ibutilide * . = > 17.83(0.97,327.97)
= &
lective beta-blockers :

ol vs diltiazem — = 4.29 (0.54,34.19)

s diltiazem : = 8.33(0.47,147.07)
s diltiazem * — 1.75(0.64, 4.75)

s verapamil * ‘_ 1.04 (0.56, 1.94)

ol vs diltiazem

2cts; 12=29%)

per selective beta-blockers
vs digoxin —
vs diltiazem *

cts; 12 = 77%)

-effects; 12=63%)

1 (no events)

1.68 (1.01, 2.80)
, p=0.048

2.01(0.61, 6.66)
: 0.37(0.13, 1.06)
~. 0.79 (0.38, 1.63)
: p=0.53
I

1.85 (0.87, 3.93)
p=0.11

T

0.25 i 4 16

<— more events with control

more events with beta-blockers —

. . Number / total
Control (onversmn to sinus rhythm RR (95% Cl) Beta-blocker Control
Non-selective beta-blockers :
sotalol vs digoxin r 0.94 (0.71, 1.25) 16/20 17/20
20,100 (10) sotalol vs placebo € L : 0.82(0.17, 3.99) 4/34 2/14
timolol vs placebo * . > 3.59(0.79, 16.24) 7/40 2/41
24,90 (14) Subtotal <> 1.17 (0.82, 1.67) 27/94  21/75
(fixed-effects; I2 = 55%) 1 p=0.40
Number / total . |
Beta-blocker Control Beta-1 selective beta-blockers -
Number of patients with bradycardia Pnien e
17/20 RR (95% Cl) Beta-blocker Cont
5/52 . |
Non-selective beta-blocker :
4/103 i
26/175 sotalol vs digoxin ; = 5.00 (0.26, 98.00) 2/20 0/2(
sotalol vs flecainide * i 2.08(0.19,22.22) 2/52 1/5¢
sotalol vs ibutilide * : > 29.71(1.71,515.18) 7/103 0/2(
5/28 1
46  Subtotal = 7.98(2.03,31.45)  11/175 1/2
(fixed-effects; 1> = 7%) ] =0.003
715 1 p=C.
1021 Beta-1 selective beta-blocker :
0/20 1
o metoprolol vs diltiazem B - 0.29(0.01, 6.74) 0/28 1/24
esmolol vs diltiazem * ¥ ] I 0.33(0.01, 7.58) 0/15 1/1°
1
Subtotal _ = 0.31(0.03,2.85)  0/43 23
7/93 (fixed-effects; 12 = 0%) ] p=0.30
4/35 :
H 1
11128  Beta-1super selective beta-blocker :
1
landiolol vs diltiazem * B " 0.11(0.01, 2.05) 0/35  4/3¢
1
63/413 | subtotal <>_—_;.__. 0.11(0.01, 2.05) 0/35  4/3
! p=0.14
1
Overall > 1.29(0.25,6.82) 11/253 7/3!
X : .25, 6. !
(random-effects; I7 = 50%) < p=0.76

0.125 05 1

-<— more events with control

2 4 16

more events with beta-blockers —

Perrett M, et al. Clin Res Cardic



Landiolol a hemodynamika

Landiolol uptitration | Komplikace
Z{ zts I RHC| [2% RHC Univariate Multivariate
Biochenica E3 Landiolol Age 1.023 0.988-1.059 0.194 1.024 0.98-1.072
: — Gender 1.35 0.589-3.175 0.478
(2800 Mean BP 0.954 0.927-0.976 <0.0001 0.957 0.929-0.981
MAE during hospitalization: LVEDVI 1.016 1.001-1.034 0.039 1.022 1.001.043
RS P s fes fan LAOBpm ‘ * Cardiac death Log BNP 1.284 0.343-4.954 0.71
th a 20% decrease in basal HR * HF prolongation
« WRF
Efekt na hemodynamiku
Baseline initial dos_e Maximum dose FAalis!
(1 1g/kg-'/min-") PCWP (mmHg)
- BP (mmH 127+21 120+17 116+17 0.06 :f,
c BP (mmHg) 83+23 73+15 7115 0.04 s ol /
P (mmHg) 9622 88+15 86+15 005 1 I~ A
ats/min) 143+17 113+22 97+19 <0.0001 ;5) =
mHg) 13.2+6.7 11.9+6.0 10.1+4.5 0.21 o
PA (mmHg) 41.5+10.1 38.3+9.8 35.1+8.7 0.03 10
c PA (mmHg) 24.5+7.4 22.2+6.8 19.2+5.2 0.004 Z
A (mmHg) 31.1+8.2 28.2+7.6 25.0+5.3 0.004 50 100 150 20
(mmHg) 23.6+7.8 21.1+7.5 17.3+6.3 0.0008
nin) 3.1x1.2 3.2+1.2 3.2+1.0 0.89
in/m2) 1.8+0.6 1.9+0.6 1.9+0.6 0.84

Iwahashi N, et al. Circ Re



Landiolol a esmolol

Vlastnost
Selektivita
Nastup ucinku
Polocas rozpadu
Vedlej§i ucinky

Landiolol Esmolol
Vyssi selektivita pro beta-1 receptory  Nizsi selektivita pro beta-1 receptory
Priblizné 1 minuta Priblizné 2 minuty
Priblizné 4 minuty Priblizné 9 minut

NiZsi riziko hypotenze a bradykardie Vyssi riziko hypotenze a bradykardie

Shiga T. Eur Heart J Suppl 2022. Nasrollahi-Shirazi N, et al. J of Pharmacolog



Propafenone vs amiodarone

Screened 458 1.001
5 == Amiodarone
o -+ Propafenone
249 excluded 0
o
Absence of septic shock (n=140) T 0.751
LV severe systolic dysfunction (n=87) 8
Chronic persisten AF (n=84) ‘g
> Norepinephrine >1.0 ug/kg.min (n=61) £
More than 18t degree AV block (n=32) 2
After MAZE procedure (n=30) 2 0501 o ;
Dependence on pacemake (n=24) 2 i
Another trail (n=22) o4 .
Intolerance of either amiodarone or propafenone (n=16) ke )
I
S 0.251 p =0.022 -
m I
c |
h 4 Y S :
[}] 1
o '
Propafenone n=104 Amiodarone n=105 0004 :
A B
1.00 1.00
== Amiodarone
Y Y g -+ Propafenone 8
& 4
@
3 3
ceived n=97 Received n=101 T 9:(5 ? 0.7
t received due to spontaneous cardioversion n=6 Not received due to spontan: j_; _‘_;
t received due to death n=1 Not received due to death n= 2 p=0.052 8
plinded due to haemodynamic instability: Unblinded due to haemodyn: 2 050 E 050
F w 0. w 0.
nout change n=4 without change n=2 = €
ss over to amiodarone n=3 cross over to propafenone n: E "é
5 s
()] 1]
go2s 8025
[ [
g 8
) 4 Yy & &
Propafenone n=103 Amiodarone 000 0.00
0 6 12 18 24 30 36 42 48 0 6 12 18 24 30 36 :

Balik M, et al

. Intensive Care Mec



Corici zaverem?

Fibrilace sini a ICHS

— Patofyziologické vazby a spoleCny vyskyt

— Jedna komplikuje druhou a druha prvni

— Problém antitromboticke leCby

— Volba dlouhodobé rate control IéCby dle EF LK

Nestabilni pacient s rychlou FS

— Elektricka kardioverze vs. farmakologické postupy
— Antiarytmika s limitacemi

— Vyhoda ultrakratkych a vysoce selektivnich BB

— Katetriza€ni ablace AV junkce (pace and ablate) a selektivni ablace fibrilace sini Ize
v akutnim stavu a na mechanické srdec¢ni podpofre



Dekuji za pozornost!




