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GIT a IC krvaceni pri antikoagulacni lécbe




GIT a IC krvaceni pfi antikoagulac¢ni lécbée

Krvaceni do CNS

pri trvalé antikoagulacni lecbe




GIT a IC krvaceni pfi antikoagulacni lécbée

Lécba ischemické CMP:

1. Trombolyticka |éCba (IVT) do 4.5 hodiny
2. Kontraindikace IVT pri ucinné antikoagulacni lecbe
3. U&inna antikoagulace = INR = 1.7 nebo u&inna Ié&ba NOAC
4. Pouziti antidot a nasledna trombolyza — nejiste
5. Intravaskularni trombektomie prfi OAC mozna

European Heart Journal (2016) 37, 2893-2962
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V 4

lécbe

Recommendations Class® | Level® Ref€

Anticoagulation with heparin or LMWH
immediately after an ischaemic stroke is
not recommended in AF patients.

In patients who suffer a TIA or stroke
while on anticoagulation, adherence
to therapy should be assessed and
optimized.

In patients who suffer a moderate-
to-severe ischaemic stroke while
on anticoagulation, anticoagulation
should be interrupted for 3—12
days based on a multidisciplinary
assessment of acute stroke and
bleeding risk.

In AF patients who suffer a stroke,
aspirin should be considered for
prevention of secondary stroke until
the initiation or resumption of oral
anticoagulation.

European Heart Journal (2016) 37, 2893-2962
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Patient with atrial fibrillation and acute TIA or ischaemic stroke
Exclusion of intracerebral bleeding by CT or MRI

Mild stroke
(NIHSS <8)

[ Factors favouring early initiation of OAC: ) Factors favouring delayed initiation of OAC:-‘

Severe stroke
(NIHSS =16)

Moderate stroke
(NIHSS 8-15)

Low NIHSS (<8)
Small/no brain infarction on imaging
High recurrence risk c thrombus on echo
No need for percutaneous endoscopic gastrostomy
No need for carotid surgery
No haemorrhagic transformation
Clinically stable
Young patient
| Blood pressure is controlled

High NIHSS (=8)
Large/moderate brain infarction on imaging
Needs gastrostomy or major surgical

id surgery
agic transformation
Neurologically unstable
Elderly patient

Uncontrolled hypertension

Evaluate haemorrhagic
transformation by
CT or MRI at day 12

Evaluate haemorrhagic
transformation by
CT or MRl at day 6

Start
OAC

) 37, 2893-2962

European Heart Journal (201
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Lécba krvacivé CMP:

1. Vysadit antikoagulacni léCbu
2. Postup pri zavaznem krvaceni
3. Kontrola pricCiny a rizik IC krvaceni
4. Znovunasazeni za 4-8 tydnu po krvaceni
5. Preferovat [éCbu s nizkym rizikem IC krvaceni (NOAC)

European Heart Journal (2016) 37, 2893-2962
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Consider further information to allow informed judgement

" Factors supporting withholding of OAC: | | Factors supporting reinitiation of OAC:

Bleeding occured on adequately dosed Bleeding occured on VKA or in setting of
NOAC or in setting of treatment interruption overdose

or underdosing Traumatic or treatable cause
Older age Younger age
Uncontrolled hypertension Well controlled hypertension
Cortical bleed Basal ganglia bleed
Severe intracranial bleed No or mild white matter lesions
Multiple microbleeds (e.g. >10) Surgical removal of subdural haematoma
Cause of bleed cannot be removed or treated Subarachnoid bleed: aneurysm clipped or
Chronic alcohol abuse coiled

Need for dual antiplatelet therapy after PCI High-risk of ischaemic stroke

European Heart Journal (2016) 37, 2893-2962
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Krvaceni do GIT pri trvalé antikoagulacni lecbe
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In patients at high-risk of
gastrointestinal bleeding, a VKA or
another NOAC preparation should
be preferred over dabigatran

150 mg twice daily, rivaroxaban

321, 396,
402,405,
490,492,
493,512

20 mg once daily, or edoxaban

60 mg once daily.

European Heart Journal (2016) 37, 2893-2962
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Obtain anticoagulation history (last NOAC / VKA dose)

NOAC

Delay VKA until INR <2 _ Delay NOAC for | dose or | day

Add symptomatic treatment: Add symptomatic treatment:
Fluid replacement Fluid replacement

Blood transfusion Blood transfusion
Treat bleeding cause M Treat bleeding cause
(e.g. gastroscopy) (e.g. gastroscopy)

Consider to add Consider to add oral charcoal
Vitamin K (1-10 mg) i.v. if recently ingested NOAC

. Consider specific antidote, or
Consider PCC and FFP )
Consider replacement of platelets Severe or PCC if no antidote available

; life-threatenin Consider replacement of platelets
where appropriate g whers spproprixte

European Heart Journal (2016) 37, 2893-2962



Idarucizumab'’
Target:
(ELIEIEY]

Andexanet
alfa!

Target:

FXa inhibitors

Ciraparantag
(PER9TT)?
Target:
universal

Studies in
healthy
volunteers

Studies in
healthy
velunteers

Studies
in healthy
volunteersi1.12

Study in
patients
requiring urgent
surgery/with
major bleeding;
completed Oct
201624

Study in
patients

with major
bleeding only;
started Jan 20157

Approval

FDA delays
approval
Aug 2016°

No accelerated
approval
granted'?

Widespread
availability
following local
approval

Mild bleeding

Delay or discontinue next dose
Reconsider concomitant
medication, Cause

1 4

GIT a IC krvaceni pri antikoagulacni IéCbe

Bleeding while using a NOAC

+ Inquire about last NOAC intake
+ Blood sample to determine CrCl, haemoglobin
* Inquire with lab about possibility of rapid coagulation assessment

Moderate/severe bleeding

Supportive measures
Mechanical compression
Endoscopic haemostasis if Gl bleed
Surgical haemostasis
Fluid replacement (colloids if needed)
RBC transfusion if needed
FFP (as plasma expander)
Platelet transfusion
(if platelet count <60x109/L)

Dabigatran-treated patients

« Idarucizumab 5 g IV

« Maintain adequate diuresis
»  Consider haemodialysis

Life-threatening bleeding

Consider

For dabigatran-treated
patients, idarucizumab 5 g IV
PCC 50 U/kg + 25 U/kg if
indicated

aPCC 50 U/kg;

max 200 U/kg/day

rFVlla 90 pg/kg
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Zavazneé krvaceni (GIT,CNS) nebo nutnost urgentni operace:
1. Specificka andidota (idarucizumab / dabigatran; andexanet / antiXa)
2. Cerstvé zmraZzena plazma pravdépodobné neudinna
3. Koncentraty protrombinovéeho komplexu (Beriplex®) ucinné

4. Antifibrinolytika (Exacyl®) lze zvazit

Europace (2018) 00, 1-12

doi:10.1093/europace/euy054
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Krvaceni po PCI
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9.6 Patients who develop bleeding while
on treatment

Patients who develop bleeding complications while on DAPT repre-

sent a challenging patient population for whomfrc:m
RCTs is available.
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Time from PCl (days)

Circ Cardiovasc Interv. 2016 June ; 9(6): . do1:10.1161/CIRCINTERVENTIONS.115.003519
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Predictors of Definite Stent Thrombosis: The Dutch Stent Thrombosis Registry*
- HR 95% CI P value

> 36.53 7.96-167.77 P<0.0001

13.39 5.27-34.04 P<0.0001
5.87 1.74-19.80  P=0.0043
4.63 1.40-15.35 P=0.0122
4.50 214949  P<0.0001

Clop stop<30d

Undersizing

Clop stop 180-365 days
Clop stop 30-180 days

Malignancy

|
CAD>50% proximal of culprit ~ —H— i 440 271716  P<0.0001
TIMI flow post-PCl <3 —+— | 377 209680 P<0.0001
Dissection +— | I 2.88 1.67-5.00  P=0.0002
Bifurcation stenting + i i 227 148347  P=0.0002
LVEF < 30% + i 227 143360  P=0.0005
PAD + | i 213 101451  P=0.0482
CAD>50% distal of culprit T | i 198 132295  P=0.0009
No ASA + i i 1.91 1.01-3.88  P=0.0487
Any DES L | 1.88 121294  P=0.0052
DM + | | 1.66 102270  P=0.0432
Age (per 10 yrs) I l : 0.80 0.68-0.94  P=0.0072

0 4 8 12 16 20 24 28 32 36 40 HR
*n= 437 21,009 total patients (2.1%) definite ST (62% BMS) Van Werkum et al. JACC 2009;53:1399
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Overall Hazard Ratio for

Death/MI
(95% Confidence Interval)

By time interval from
Bleeding-related
Hospitalization:

0-60 days

61-120

121-180

181-365

FIGURE 4.
Risk of Death or Myocardial Infarction following Bleeding-Related Hospitalization.

Circ Cardiovasc Interv. 2016 June ; 9(6): . do1:10.1161/CIRCINTERVENTIONS.115.0035
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MODERATE BLEEDING SEVERE BLEEDING LIFE-THREATENING BLEEDING

Any severe active bleeding putting patient’s life
immediately at risk

Any bleeding associated with a significant Any bleeding requiring hospitalisation, associated with a severe
blood loss (>3 g/dL HB) and/or requiring blood loss (>5 g/dL HB) which is haemodynamically stable and
hospitalization, which is haemodynamically not rapidly evolving
stable and not rapidly evolving

e.g. genitourinary, respiratory or upper/lower
gastrointestinal bleeding with significant blood
loss or requiring transfusion

e.g. severe genitourinary, respiratory e.g. massive overt genitourinary, respiratory
or upper/lower gastrointestinal bleeding or upper/lower gastrointestinal bleeding,
active intracranial, spinal or intraocular
haemorrhage, or any bleeding causing
haemodynamic instability
Consider stopping DAPT and continue with SAPT, preferably with

the P2Y), inhibitor especially in case of upper Gl bleeding
Consider stopping DAPT and continue with bleeding persists despite treatment or treatment is not possible,

SAPT, preferably with the P2Y,, inhibitor consider stopping all antithrombotic medications |mmediately discontinue all antithrombotic
especially in case of upper Gl bleeding * Once bleeding has ceased, re-evaluate the need for DAPT or SAPT, medications
* Reinitiate DAPT as soon as deemed safe preferably with the P2Y), inhibitor especially in case of upper Gl « Once bleeding has ceased, re-evaluate the

* Consider shortening DAPT duration or bleeding X .
switching to less potent P2Y), inhibitor * If DAPT is re-started, consider shortening DAPT duration or need fjor PAPT of SépT'_PFEferably with the
(i.e. from ticagrelor/prasugrel to clopidogrel), switching to less potent P2Y), inhibitor (i.e. from ticagrelor/ P2Y), inhibitor especially in case of upper Gl

especially if recurrent bleeding occurs prasugrel to clopidogrel), especially if recurrent bleeding occurs bleeding
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KRVACI — LI PACIENT S IMPLANTOVANYM KORONARNIM STENTEM:

KONZULTUJTE VZDY PROSIM INTERVENCNIHO KARDIOLOGA



Zavazné krvaceni pfi (jakékoliv) antitrombotické lecbeé:

Vzdy zavazny stav

Vzdy individualni pristup podle rizika

krvaceni a ischémie




