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Fibrilace sini a riziko kardioembolizacni prihody

* FS zvysuje riziko kardioembolizacni prihody na 4-5 nasobek

 CMP pri FS jsou spojeny vetsinou s vetsim neurologickym deficitem, vyssim
rizikem recidivy CMP a vyssi 30denni mortalitou

- Framinghamska studie, 30denni mortalita 25% u CMP pfri FS vs. 14% pri CMP
bez FS (1)

- Dulli et. al: 41% po CMP pripoutany trvale na luzko vs. 23% u CMP bez FS (2)

* Metaanalyza klinickych studii s OAK: |écba warfarinem snizuje riziko CMP o 62%
(3)

1. Lin HJ. Stroke severity in atrial fibrillation. The Framingham study. Stroke 1996
2. Dulli DA. Atrial fibrillation is associated with severe acute ischemic stroke. Neuroepidemiology 2003

3. Hart RG. Antitrombotic therapy to prevent stroke in patients with atrial fibrillation: A metaanalysis. Ann Intern Med 1999



Riziko krvaceni pri antikoagulacni lecbé
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Rivaroxaban

Variable (N=7111)
Events Event Rate
no./100

no. (%) patient-yr
Intracranial hemorrhage 55 (0.8)

Cohﬁolly sl Dabig.a.tran.versus warfarin in patients with atrial fibrillation.
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Warfarin
(N=7125)

Events Event Rate
no./100

no. (%) patient-yr
84 (1.2)

N Eng J Med 2009

Patel MR. Rivaroxaban versus warfarin in nonvalvular atrial fibrillation. N Eng J Med 2011



* snizuje riziko kardioembolizacni (KA) prihody
o asi 2/3 (1)

Antikoagulacni
|éCba u FS

e Zvysuje riziko krvaceni (2)

1. Sinder DE. Antithrombotic therapy in atrial fibrillation. Chest 2008

2. Lip GYH. Bleeding risk assessment and management of atrial fibrillation patients.
Europace 2011



Mame néjaké moznosti dokonalé predikce?

It’s difficult to make prediction, especially about the future
Niels Bohr

Vitr vane, kam chce, jeho zvuk slysis, ale nevis, odkud prichazi

a kam jde Jan 3:8






Rizikova stratifikace obecné

* Presnost

Naroky na rizikovy
stratifikaCni systém > » Jednoduchost, prakticka pouzitelnost

 \Vérohodnost (validace vice zdroji)

* Klinicka pouzitelnost (tj. definuje
skupinu pacientu, kde riziko 1écby je
mensi nez jeji potencialni benefit)



Rizikova stratifikace nahlé smrti u HKMP

The HCM Risk-SCD formula is as follows:

Probabilityscp a5 years = 1 — 0.9985P(Frognostic index)

where Prognostic index = [0.15939858 x maximal wall thickness
(mm)] — [0.00294271 x maximal wall thickness® (mm?)]+
[0.0259082 x left atrial diameter (mm)] + [0.00446131 x maximal
(rest/Valsalva) left ventricular outflow tract gradient (mm Hg)] +
[04583082 x family history SCD] -+ [0.82639195 x NSVT] +
[0.71650361 x unexplained syncope] — [0.01799934 x age atclinical

evaluation (years)].
2014 ESC Guidelines on diagnosis and

management of hypertrophic cardiomyopathy



Skdrovaci systémy pro stanoveni rizika
kardioembolizacni prihody u FS

* Framinghamsky skérovaci systém

» Stroke Prevention in Atrial Fibrillation (SPAF) 1995, 1999
* ACC/AHA/ESC 2006

* Birmingham 2009, NICE

* Van Walraven (low-high risk)

e Atrial Fibrillation Investigators (AFl) score 1994, 1998

* American College of Chest Physisican (ACCP) 2001, 2004
e ATRIA

* CHADS,

* CHA,DS,VASc (od 2010)




CHADS, rizikovy stratifikacni systém

* vytvoren na zakladé analyzy 1733 pacientll Medicare (2122 pacient/rok() a
srovnanim s tehdy existujicimi stratifikacnimi systemy (1)

e vychazi z parametru stratifikacnich systému Atrial Fibrillation Investigators —

AF| (DM, anam. CMP/TIA, hypertenze) a Stroke Prevention and Atrial Fibrillation -SPAF
(hypertenze > 160 mm Hg, srdecni selhani, anam. CMP/TIA, vék, pohlavi)

* nasledné validovan na souboru 13559 pac. s FS (66000 pacient/rokt) (2)

1. Gage BF. Validation of clinical classification schemes for predicting strokes. JAMA 2001

2. Singer DE. The net clinical benefit of warfarin anticoagulation in atrial fibrillation. Ann Intern Med 2009



CHADS, rizikovy stratifikacni systém

e C = congestive heart failure
* H = hypertenze

e A=veknad 75 let

* D = diabetes

* S, =anamnéza CMP/TIA

* V\yhoda = jednoduchost
* Nevyhody:

* neobsahoval nékteré zdsadni rizikové faktory CMP/TIA
* pacienti s CHADS2 = 0 méli velmi Siroky rozptyl rizika kardioemboliza¢ni pfihody (0,6 — 3,2%)



CHA,DS,VASc stratifikacni systém

(Note: maximum score is 9 since age may contribute 0, |, or 2 points)

Risk factor Score

Congestive heart failure/LV dysfunction I

Hypertension |

Age >75

Diabetes mellitus

Stroke/T1A/thrombo-embolism

Maximum score

Doporucena prevence TE:
CHA,DS,VASc = 0 (nizké riziko)
=> bez terapie (trida |A)

CHA,DS,VASc = 1 (stfedni riziko)
=> OAK (tfida IlaA)

(dle rizika krvaceni a
preference pacienta)

CHA,DS,VASc > 2
=> QOAK (trida IA)



ProC zmeéna z CHADS, na CHA,DS,VASC ?

Rocni incidence kardioembolizacni pfihody u pacientu CHADS, 0 neni
mala a ma pomeérné Siroké rozpéti (0,2 — 3,2%)

= snaha o vytvoreni noveéjsiho a presnejsiho skorovaciho schématu

CHADS, CHA,DS,VASc Rocni riziko KA prihody
0 0 0,84%
0 1 1,75%
0 2 2,69%
0 3 3,2%

Olesen JB. The Value of the CHA2DS2-VASc score for refining stroke risk stratification in patients with atrial fibrillation with a CHADS2 score 0-1: a nationwide cohort
study



The value of the CHA,DS,-VASc score for refining stroke
risk stratification in patients with a CHADS, score 0-1

Olesen et al Thromb Haemost. 2012 Jun;107$62:1172-9
0

1 year follow-up
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In patients with a CHADS,=0, c-statistic was 0.573 (0.539-0.608) and
increased to 0.641 (0.610-0.671) when CHA,DS.- was included. @

www.escardio.org/guidelines nal 2012 - doi:10.1093/eurheartj/ehs253 S :




Validace CHA,DS,VASc v prospektivnich
klinickych studiich

* Potpara TS. Circ AE 2012 = 345 pac.

* Olesen JB. Thromb Haemost 2012 = 47576 pac. CHADS, 0 -1
* Van Staa TP. ] Thromb Haemost 2011 = 79844 pac.

* Abu-Assi E. Int J Cardiol 2013 = 1860 pac.

* Lip G. Chest 2010 = 1084 pac.

 Taillandier S. J Cardiovasc Eletrophysiol 2012 = 8962 pac.

* Poli D. J Cardiovasc Eletrophysiol 2011 = 662 pac.



Riziko kardioembolizacni prihody dle CHA,DS,VASc

CHA,DS,-VASc Score HTE TE Rate During 1 yr
Events (95% Cl)

0 103 0 0%
/ 1 162 1 / 0.7%

2 184 3 1.9%

3 203 8 4.7%

4 208 4 2.3%

5 95 3 3.9%

6 57 2 4.5%

7 25 2 10.1%

8 9 1 14.2%

9 1 1 100%

Total 1,084 25

Lip GY Refining clinical risk stratification for predicting stroke and thromboembolism in atrial fibrillation using a novel risk factor-based approach: the euro heart
survey on atrial fibrillation. Chest 2010



Riziko kardioembolizacni prihody dle CHA,DS,VASc

CHA,DS,-VASc score Patients (n=73538) Stroke and thromboembolism event
rate at 1 year follow-up (%)

Co Coro>
/

/ 1 8203 2.01
2 12771 3.71
3 17371 5.92
4 13887 9.27
5 8942 15.26
6 4244 19.74
7 1420 21.50
8 285 22.38
9 46 23.64

Van Staa TP. A comparison of risk stratification schemes for stroke in 73538 atrial fibrillation patients in general practice. ] Thromb Hemost 2011



Progndza pacientu s CHA,DS,-VASc skore O

Taillandier S., 2012

* prospektivné sledovani vsichni pacienti v letech 2010 2012, kteri meéli v
diagndzach FS (sledovani v priuméru 876 dnu)

* Celkem 8962 pac., z toho 616 (7%) meélo CHA,DS,VASc =0

* Incidence CMP/TIA = 0,64%/rok

Taillandier S., et al. Prognosis in patients with atrial fibrillation and CHA2DS2VASc Score=0 in a community-based cohort study.
J Cardiovasc Eletrophysiol 2012



Podil nizce a stfedné rizikovych pacientu pfi stratifikaci
pomoci CHA,DS,VASc, CHADS, a ATRIA

B0

>

#ATRIA =CHADS,

70
CHAZDS,-VASc

(1))

Proportion of person-years (%)

d

Low risk Moderate High risk
risk
Risk categories

Asperg S. Comparison of the ATRIA, CHADS, and CHA,DS,VASc stroke risk scores in predicting ischemic stroke in a large Swedish cohort of patients with atrial
fibrillation. Eur Heart J 2016



Srovnani stratifikace pomoci CHA,DS,-VASc s

dalsimi stratifikacnimi schématy
Abu-Assi E., Int J Cardiol 2011

Srovnani stratifikace pacientu ¢ rozdilnymi skérovacimi schématy
(ACCC/AHA/ESC, ACCP, Framingham, CHA,DS,VASc)

Framingham — rozdéleni do skupin dle rizik 32,8 % 54,8 % 12,4 %

Framingham — realny vyskyt TE prihody 0% 5,9 % 17,4 %
ACC/AHA/ESC 2006 — rozdéleni do skupin dle rizika 15,6 % 31,7 % 52,7 %
ACC/AHA/ESC 2006 — realny vyskyt TE prihody 0% 3,4 % 8,2%
8th ACCP — rozdéleni do skupin dle rizika 14,5 % 34,4 % 51,1 %
8th ACCP — realny vyskyt TE prihody 0% 3,2% 8,4 %
CHA2DS2VASc — rozdélni do skupin dle rizik 83,9 %
CHA2DS2VASc — realny vyskyt TE —_— 0% —p 0% 6,4 %

VvV /

OAK) neprodélal behem 2 letého sledovani kardioembolizacni prihodu



Vyznam CHA,DS,VASC v rizikove stratifikaci
kardioembolizacni prihody u fibrilace sini

* Pfesna stratifikace rizika kardioemboliza¢ni prihody u konkrétniho
individualniho pacienta mozna neni zadnym skorovacim systémem

CHA,DS,VASc
 Jednoduchy
e validovany na velkych kohortach pacientu
* dokaze vyselektovat pacienty s velmi nizkym rizikem KA prihody
= pacienty, kde riziko krvaceni pri nasazeni OAK by bylo vyssi nez
jejich potencialni benefit

e optimalni (vzhledem k faktu, ze moznosti soucasné lécby predstavuji bud
OAK (LAAO) Ci zadna lécba



Recommendations for prevention of thromboembolism in non-valvular AF—general

Antithrombotic therapy to prevent thromboembolism is recommended for all patients with AF, except in those
patients (both male and female) who are at low risk (aged <65 years and lone AF), or with contraindications.

The choice of antithrombotic therapy should be based upon the absolute risks of stroke/thromboembolism and |
bleeding and the net clinical benefit for a given patient.

The CHA_DS.-VASc score is recommended as a means of assessing stroke risk in non-valvular AF

2012 focused update of the ESC Guidelines
for the management of atrial fibrillation

European Heart Journal (2012) 33, 2719-2747

,Citat je lepSi nez argument. Lze jim vyhrat spor, aniz byste museli odpurce
presvedcit.” Gabriel Laub



