ANTITROMBOTICKA LECBA
U FIBRILACE SIiNI A ICHS

Zuzana Motovska
I1l. Interni-kardiologicka klinika 3.LF UK a FNKV, Praha
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- (Uncorrectable) high bleeding risk
- Low atherothrombotic risk (by REACH or SYNTAX score if elective?; GRACE 2118 if ACS?)

- First-generation DES
- High atherothrombotic risk (scores as above ; stenting of the left main, proximal left
anterior descending, proximal bifurcation; recurrent Mls; etc.) and low bleeding risk

EHRA 2015, ESC NSTE AKS 2015



Pacienti s indikaci peroralni antikoagulacni lécby
podstupujici PCI*

Doba
od zahajeni
lécby
(o) o] O
1 m trojite &by 1 m trojité lach Dudin( lécba
1M eee. rida lla B Tiida lia B do12m
Trida lla A
Im ...
Trojitd lécha Dudlni l6éba
do6m do12m
Trida lla B Trida lfa A
ém ____
Dudini lé¢ba do 12 m
2m Trida il A
Déle nez 12 mésica Pouze OAC
h 4
|E| = :Eﬂgll- . = clopidogrel E = peroralni antikoagulaéni 1ééba

cylova ESC Focused Update on DAPT, 2017



Doporuceni Trida®= | Urovent

Implantace koronarniho stentu ma
byt zajiSténa periproceduralnim
podanim kyseliny acetylsalicylové
a clopidogrelu.

Podavani ticagreloru nebo prasugrelu

v ramci trojité protidestickové lécby zahr-
nujici také kyselinu acetylsalicylovou a OAC
neni doporucovano.

ESC Focused Update on DAPT, 2017



JACC Vol. 61, No. 20, 2013 Sarafoff et al.
May 21, 2013:2060-6 Triple Therapy With Aspirin, Prasugrel, and Vitamin K Antagonists

Triple Therapy With Aspirin, Prasugrel, and Vitamin K Antagonists in Patients With
Drug-Eluting Stent Implantation and an Indication for Oral Anticoagulation
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TIMI major and minor bleeding occurred significantly more often in the prasugrel compared with the
clopidogrel group 28.6% vs. 6.7%; HR: 4.6, 95% Cl: 1.9 to 11.4, p <0.001.
There was no significant difference regarding the combined ischemic secondary endpoint.




Doporuceni

Implantace koronarniho stentu ma
byt zajisténa periprocedurdinim
podanim kyseliny acetylsalicylové
a clopidogrelu.

U pacientd podstupujicich implantaci koro-
narniho stentu by méla byt zvézena trojita
protidestickova lé¢ba kombinaci kyseliny
acetylsalicylové, clopidogrelu a OAC po
dobu jednoho mésice, a to nezavisle na
typu pouzitého stentu.

Trida® | Uroven®

lla

Trojita protidestickova Iéba kombinaci
kyseliny acetylsalicylové, clopidogrelu

a OAC po dobu delsi nez jeden mésic

a nepfesahujici sest mésica by méla byt
zvazena u pacientl s vysokym rizikem
rozvoje ischemie v dlsledku AKS nebo
jinych anatomickych/proceduralnich
charakteristik, které pfevazi nad rizikem
krvaceni.

lla

ESC Focused Update on DAPT, 2017



Bleeding After Initiation of Multiple Antithrombotic Drugs,
Including Triple Therapy, in Atrial Fibrillation Patients
Following Myocardial Infarction and Coronary Intervention
A Nationwide Cohort Study
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Conclusions—High risk of bleeding is immediately evident with TT laﬂer myocardial ihfarctiﬁnfpercuﬁneuus coronary
intervention in patients with atrial fibrillation. A continually elevated nisk associated with TT indicates no safe therapeutic window,
and TT should only be prescribed after thorough bleeding risk assessment of patients. (Circulation. 2012;126:1185-1193.)



ertheless, it isimpErtant to realize that the g:::fd standard
of aspirin, clopidogrel, and warfarin was never validated
as such. This article may be one of those rare circum-

NEEXISTUIJE

Bhat D. Circulation 2016




Doporuceni Trida®= | Urovent®

Implantace koronarniho stentu ma
byt zajisténa periprocedurdinim
podanim kyseliny acetylsalicylové
a clopidogrelu.

U pacientd podstupujicich implantaci koro-
ndrniho stentu by méla byt zvdzena trojitd
protidestickova lécba kombinaci kyseliny
acetylsalicylové, clopidogrelu a OAC po
dobu jednoho mésice, a to nezavisle na
typu pouzitého stentu.

lla

Trojita protidestickova léba kombinaci
kyseliny acetylsalicylové, clopidogrelu

a OAC po dobu deldi nez jeden mésic

a nepfesahujici sest mésict by méla byt
zvdzena u pacientl s vysokym rizikem lla
rozvoje ischemie v disledku AKS nebo
jinych anatomickych/proceduralnich
charakteristik, které pfevazi nad rizikem
krvaceni.

Dualni lécba kombinaci clopidogrelu
v davce 75 mg/den a OAC by méla
byt zvazena jako alternativa jeden
mésic trvajici trojité protidestickové lla
lécby u pacientd, u kterych riziko
krvaceni pfevazi nad rizikem rozvoje
ischemie.

ESC Focused Update on DAPT, 2017



Safety: Major and Minor Bleeding Events

Relative
Trial Dual Therapy Triple Therapy Odds Ratio (95% Cl) z Score  Weight P Value
no. of events/total no.
WOEST 34/279 126/284 4 0.30 (0.21-0.44) —6.22 20.1 <0.001
PIOMNEER AF-PCI 109/6%6 1677697 . 0.59 (0.45-0.77) -3.86 341 <0.001
RE-DUAL PCI 305/1744 196/764 [ | 0.61 (0.50-0.75) —4.68 36.8 <0.001
Overall " 0.49 (0.34-0.72) -3.70 <0.001
| I l I |
17~82.06 0.01 0.1 1 10 100
Dual Therapy Triple Therapy
Better Better
Efficacy: Major Adverse Cardiovascular Events
Relative
Trial Dual Therapy Triple Therapy Odds Ratio (95% Cl) zScore  Weight P Value
no. of events/total no.
WOEST 31/279 50/284 0.58 (0.36-0.95) -2.18 255 0.03
PIOMEER AF-PCI 41/694 36/695 1.15 (0.72-1.82) 0.59 27.0 0.55
RE-DUAL PCI 239/1744 131/764 0.77 (0.61-0.97) —2.23 4747 0.03
Overall 0.80 (0.58-1.09) -1.40 0.16
2 | I | I |
%=51.17 0.01 0.1 1 10 100
Dual Therapy Triple Therapy
Better Better

major and clinically relevant nonmajor bleeding events in the RE-DUAL PClI trial. Panel B shows the meta-analysis of results for/combined

major adverse cardiovascular events: death, myocardial infarction, stroke, revascularization, or stent thrombosis in the WOEST trial; death,
myocardial infarction, stroke, or stent thrombosis in the PIONEER AF-PClI trial; and death, myocardial infarction, stroke, systemic embo-
lism, or unplanned percutaneous or surgical revascularization in the RE-DUAL PCI trial. The meta-analyses were performed with the use

N EnglJ Med 2017; 377:1580-1582



EDITORIALS

Triple Therapy for Atrial Fibrillation after PCI

Jonathan P. Piccini, M.D., M.H.S., and W. Schuyler Jones, M.D.

However, the consistency across these three ma-
jor trials and the significantly lower risk of bleed-
ing with dual therapy make it hard to argue that
triple therapy should be used routinely. The ag-

triple therapy should be used routinely. The ag-
gregate evidence suggests that the net clinical
benefit of dual therapy should give cardiologists
confidence to drop aspirin when they are using a
r:t::nnt-:a'nlpr::lrarj.r PCI strategy with drug eluting

stents. Mmrmg forward, the key questmns will be:
What combination of drugs should be included in
dual therapy, and how will we test this strategy?

N EnglJ Med 2017; 377:1580-1582
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Pacienti indikovani k OAK (69% FS) podstupuijici PCI

N =279

Double therapy group:
VKA + 75mg Clopidogrel qd

1 month minimum after BMS

1 year after DES

N =284

Triple therapy group

VKA + 75mg Clopidogrel gd + 80mg Aspirin qd

1 month minimum after BMS

1 year after DES

Lancet 2013



PIONEER AF-PCI

Rivaroxaban 15 mg OD** plus single antiplatelet?

-

(P_npulation: patients

with paroxysmal,
persistent or permanent
NVAF undergoing PCI
with stent placement

\ P >,

Rivaroxaban 2.5 mg BID* Rivaroxaban 15 mg OD*
plus DAPT?® plus low-dose ASA
h—

VKA (INR 2.0-3.0)f
plus DAPTS VKA plus low-dose ASA
> >

Intended DAPT duration End of treatment
of 1, 6 or 12 months (12 months)

*CrCl 30-49 ml/min: 10 mg OD

alternative use of prasugrel or ticagrelor allowed, but
capped at 15%



RE-DUAL PCI tests the safety of dual therapy with dabigatran vs
triple therapy with VKA

Multicentre, randomized, open-label trial following a PROBE design
Dabigatran 150 mqg BID + P2Y12 inhibitor

Patients

with AF Dabigatran 110 mg BID + P2Y12 inhibitor Primary endpoint:
undergc?lng R major or CRNM

PCI \«*:flth bleeding

stenting

100% of outcome events
were independently
adjudicated by blinded
external committee

Warfarin (INR 2.0-3.0) + P2Y12 inhibitor + ASA

6-month minimum treatment duration with visits every 3 months for the first year, then visits
and telephone contact alternating every 3 months and a 1-month post-treatment visit

Randomization
=120 hours

N=2725 : post-PCI*

Dabigatran (110 or 150 mg)
P2Y 12 inhibitor

Warfarin
P2Y12 inhibitor
1 month of ASA (BMS)
3 months of ASA (DES)

*Study drug should be administered 6 hours after sheath removal and no later than =120 hrs post-PCl (=72 hrs is preferable). ASA, acetylsalicylic acid; CRNM, clinically relevant non-
major; PROBE, prospective, randomized, open, blinded end-point; R, randomization; BMS, bare metal stent; DES, drug-eluting stent. ClinicalTrials.gov: NCT02164864; Cannon et al. Clin Cardiol
2016; Cannon et al. ESC 2017




There are relevant design differences between RE-DUAL PCI and
PIONEER AF-PCI

] RE-DUAL PCI PIONEER AF-PCI

Mul!ioentre, randomized, open-label trial following a PROBE
Trial design design
Fomal hypothesis testing

Multicentre, randomized, open-label trial
No formal hypothesis were tested

( Ivaroxaban 2.5 mg as not been tested or approved for
stroke prevention in AF
NOAC dose Both doses of dabigatran approved for stroke prevention Rivaroxaban 15 mg OD regimen has been tested in 1474 in
in AF patients with moderate renal dysfunction (ROCKET-AF)

Rivaroxaban 15/10 mg OD regimen has been tested in 639
Japanese patients for stroke prevention in AF (J-ROCKET)

) ) Excluded if major bleeding episode or ICH in past month . . . L
Bleeding risk . o . Excluded if any history of ICH or if Gl bleeding in past year
Gl bleeding within 1 month, unless cause has been eliminated

Stroke risk Excluded if stroke in past month Excluded if any prior stroke/TIA

; . - - omposite ol major Ing or minor bleeding a Ing
e e to TIMI criteria, or bleeding requiring medical attention

Planned follow-up >12 months 12 months

Primary safety endpoint not fully adjudicated
Adjudication Primary safety endpoint fully adjudicated Bleeding requiring medical attention: 15% of events were

adjudicated, remainder classified by algorithm

DAPT duration DAPT duration predefined in protocol DAPT duration defined by investigator

OO, VA PR L0 eS| CHALENE =rapy,

Hori et al. Circ J 2012

Ch. Cannon, ESC 2017



To, ze je DAPT spojena s nizSim rizikem krvaceni
ve srovnani s TT neni prekvapive

ProcC redukce poctu antitrombotik nezvysuje
ischemickeé riziko?



The New England
Journal of Medicine
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WARFARIN, ASPIRIN, OR BOTH AFTER MYOCARDIAL INFARCTION

MEeTTE HURLEN, M.D., MicHAEL ABDELNOOR, M.P.H., PH.D., PAL SmitH, M.D., PH.D., Jan ERrikssen, M.D., PH.D.,
AND HARALD ARNESEN, M.D., PH.D.*
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o — Conclusions \Warfarin, in combination with aspirin

0 plus aspirin or given alone, was superior to aspirin alone in reduc-

S P ing the incidence of composite events after an acute

0 myocardial infarction but was associated with a high-
Aspirin er risk of bleeding. (N Engl J Med 2002;347:969-74.)

0.7 T T 1
0 1000 2000 3000

Days of Follow-up

Figure 1. Event-free Survival Curves for the Composite End Point
of Death, Nonfatal Reinfarction, and Thromboembolic Stroke.



Event rates with vitamin K antagonists or aspirin
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TROMBIN = KLICOVY V ARTERIALNI | VENOZNI
TROMBOZE

TF-Vlla > Xa e
TAFI PAI-1

TNF-a
Interleukin-1 Monocyte

Atherosclerotic plaque

per gram (wet weight) of thrombus.* Although there
is firm evidence that thrombin is the primary proco-
agulant enzyme in both physiologic hemostasis and
pathologic thrombosis, its mechanism of generation
and regulatory functions represent critical consider-

ations 1n the development of effective therapies for

cardiovascular thrombotic disorders.? N Engl J Med 2002; 347:1019-1022



IMPLANTACE STENTU NEMUZE BYT BEZ INHIBITORU
P2Y12!

A CLINICAL TRIAL COMPARING THREE ANTITHROMBOTIC-DRUG REGIMENS
AFTER CORONARY-ARTERY STENTING

MaRrTIN B. LEon, M.D., DonaLlp S. Baim, M.D., Jerrrey J. Popma, M.D., PauL C. Gorpon, M.D.,
DonaLp E. Cutur, M.D., KaLon K.L. Ho, M.D., ALex GiamsarToLomEel, M.D., DanieL J. Diver, M.D.,
Davip M. Lasorpa, D.O., Davip O. WiLLiams, M.D., StuarT J. Pocock, PH.D., anp RicHarD E. KunTz, M.D.,
FOR THE STENT ANTICOAGULATION RESTENOSIS STUDY INVESTIGATORS®
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o — Aspirin and warfarin
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S & Conclusions As compared with aspirin alone and

;E a combination of aspirin and warfarin, treatment with

% > aspirin and ticlopidine resulted in a lower rate of stent

E = thrombosis, although there were more hemorrhagic

3 complications than with aspirin alone. After coronary
5 stenting, aspirin and ticlopidine should be considered

Aspirin and ticlopidine

----------------------------------------------------- for the prevention of the serious complication of
stent thrombosis. (N Engl J Med 1998;339:1665-71.)
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8 10 12 14 16 18 20 22 24 26 28 30
Days after Stenting

Figure 1. Cumulative Incidence of the Primary End Point in the Three Treatment Groups.




O PIONEERS!
The Beginning of the End of Full-Dose Triple Therapy with Warfarin?

For the time being, In patients not in clinical trials, full-
dose oral triple therapy with dual antiplatelet agents and
fulldose anticoagulation should be avoided as a routine
practice.

Deepak L. Bhatt,
MD, MPH

Circulation. 2016;134:00



Omezeni rizika krvacivych komplikaci u pacientu
vyzadujicich kombinovanou antitrombotickou |écbu

* VVzdy podavejte PPl

» Podavejte nizkou davku kysliny acetylsalicylove (< 100 mg
denné).

* Z inhibitora P2Y; je v kombinnaci s OAC lékem volby
clopidogrel.

» Zvazte podavani NOAC misto VKA.

+ Jvarte cilové INR blize dolni hranici doporucovaného cilového
rozmezi a maximalizujte dobu stravenou v terapeutickém
rozmezi (tj. > 65-70 %), jestlize podavate VKA.

¢ [varzte rezim s nizsimi davkami NOAC testovany ve
schvalovacich studiich a uplatnéte jiné rezimy podavani NOAC
zohlednujici u jednotlivych Iéciv specificka kritéria pro jejich
akumulaci.?

ESC Focused update on DAPT, 2017



Apixaban 2 x 5 mg
Apixaban 2 x 2,5 mg

pti splnéni > 2: vék > 80 let, m< 60 kg, s-kreatinin = 133 pmol/I
Dabigatran 2x110 mg

Edoxaban 1 x 60 mg

Edoxaban 1 x 30 mg
pfi splnéni > 1: CrCl 30-50 ml/min, m < 60 kg, tp

verapamil/chinidin/dronedaron;

Rivaroxaban 1 x 20 mg jednou

Rivaroxaban 1 x 15 mg

pfi CrCl 30-49 ml/min
ESC Focused update on DAPT, 2017



Dovolim si koncit fakty, kterymi se obvykle zacina

“V roce 2010 cinil celosvétovy odhad poctu muzu s FS
20,9 milionu, odhad poctu zen s FS pak 12,6 milionu,
pricemz incidence i prevalence FS je vyssi v rozvinutych
zemich.

Asi u 15 % pacientt s FS v aktudlnich studiich a
registrech ma v anamnéze infarkt myokardu. U 5-15 %
pacientld s FS bude zapotrebi nékdy v prubéhu jejich
Zivota provest PCI.”

ESC Guidelines AF 2016



Tridy Definice Doporucena
doporuceni formulace

Uroven dikazd A

Uroven diikazi B

Uroven dikazd C

Data pochazeji z vice randomizovanych
klinickych studii nebo metaanalyz.

Data pochazeji z jedné randomizované
klinické studie nebo velkych
nerandomizovanych studii.

Shoda nazord odbornikd a/nebo malé
studie, retrospektivni studie, registry.




Double terapie je u pacientl s FS a implantovanym
stentem

Vewvyse

Krvaceni u pacienti po PCl zvySuje mortalitu

Compliance k [écbé se sniZuje se vzrustajicim poctem lékQ,
Neexistuje zadna relevantni evidence, ktera by odlivodriovala
pausalni triple terapii (efektivni antikoagulacni I1éSba + DAPT)
u pacientu s FS a PCl. Tato mUlze byt rezervovana

pro co nejkratsSi dobu u pacientu s vysokym trombotickym rizikem



BUDOUCNOST

DUALNI TP

U pp s FS a PCl pro AKS:
Ticagrelor/Prasugrel + OAK

U pp s FS a elektivni PCI
Clopidogrel + OAK






Zkracena informace o pripravku Pradaxa 150 mg tvrdé
tobolky, Pradaxa 110 mg tvrdé tobolky:

*VSimnéte si prosim zmény v informacich o l1é¢ivém pfipravku.
Zkracena informace o ptipravku Pradaxa 150 mg tvrdé tobolky, Pradaxa 110 mg tvrdé tobolky:

SloZeni: Jedna tvrdd tobolka obsahuje 110/150mg dabigatranum etexilatum. Indikace: Prevence cévni mozkové pfihody a systémové embolie u dospélych pacientl s
nevalvularni fibrilaci sini s jednim nebo vice rizikovymi faktory jako je cévni mozkova pfihoda nebo tranzitorni ischemicka ataka (TIA) v anamnéze; vék > 75 let; srdecni
selhani (NYHA tfida > Il); diabetes mellitus; hypertenze (SPAF). Lécba hluboké Zilni trombdzy (DVT) a plicni embolie (PE) a prevence rekurence DVT a PE u dospélych
pacientl. Davkovani a zplsob podani: SPAF: Doporucend denni davka je 300 mg (1 tob. po 150 mg 2 x denné). Lé¢ba musi byt dlouhodoba. DVT/PE: Doporucend denni
davka je 300 mg (1 tob. po 150 mg 2 x denné) po Iécbé parenterdinim antikoagulanciem > 5dni. Délka léCby je individualni po posouzeni pfinosu vs rizika |é¢by. Tobolku
polykat celou, neotvirat, protoze tim muZe byt zvyseno riziko krvaceni. Davka 220 mg (1 tob. po 110 mg 2x denné) - vék 80 let a vyssi, soucasné uzivani verapamilu. Pro
nasledujici pacienty by méla byt zvolena denni davka pripravku 300 mg nebo 220 mg dle individualniho posouzeni rizika tromboembolie nebo rizika krvaceni: vék 75-80
let; stf. tézka porucha funkce ledvin; gastritida, ezofagitida nebo gastroezofageadlni reflux; ostatni se zvySenym rizikem krvaceni. Funkce ledvin by méla byt zhodnocena
vypocétem CrCl pred zahajenim lécby, aby byli vylouéeni pacienti s téZzkou poruchou funkce ledvin (tj. CrCl < 30 ml/min). U pacientl léCenych pfipravkem Pradaxa by
méla byt funkce ledvin posouzena nejméné 1x rocné nebo Castéji podle potreby. *Kontraindikace: Hypersenzitivita na IéCivou nebo pomocnou latku pripravku; tézka
porucha funkce ledvin (CrCl< 30 ml/min); klinicky vyznamné aktivni krvaceni; organické léze nebo stavy, jestliZze jsou povaZzovany za vyznamné rizikové faktory zavazného
krvaceni. Mohou to byt nedavné gastrointestinalni ulcerace, pfitomnost malignich nddor( s vysokym rizikem krvaceni, nedavné poranéni mozku nebo patere, nedavny
chirurgicky vykon v oblasti mozku, patere nebo oka, nedavné intrakranidlni krvadceni, zndma pritomnost nebo podezieni na jicnové varixy, arteriovendzni malformace,
cévni aneurysmata nebo zavazné intraspinalni ¢i intracerebralni cévni anomalie; soubézna |écba jinymi antikoagulancii napf. nefrakcionovany heparin, nizkomolekularni
hepariny, derivaty heparinu, peroralni antikoagulancia kromé zvlastnich situaci, kdy dochazi ke zméné antikoagulacni |é¢by nebo je nefrakcionovany heparin podavan v
davkach nutnych k udrZeni prichodnosti centrélnich Zilnich nebo arteridlnich katetr(; porucha funkce jater nebo jaterni onemocnéni ovliviiujici preZiti; soubézna lécba
systémové podavanym ketokonazolem, cyklosporinem, itrakonazolem a dronedaronem, *uméla nahrada srdecni chlopné vyzadujici antikoagulacni 1écbu. Zvlastni
upozornéni: Nedoporucuje se poddvat pacientdim s dvojnasobnym zvySenim hodnot jaternich testl nad horni hranici normy. Dabigatran 150 mg 2x denné byl spojen
s vys$im vyskytem zdvainych gastrointestindlnich krvaceni. Pozorovdno u pacientl 75 let a starSich. K prevenci mozno podat PPl. Opatrné podavat u pacientl se
zvySenym rizikem krvaceni. Faktory zvySujici riziko krvaceni: vék 275 I., CrCl 30-50ml/min., soucasné podavani inhibitord glykoproteinu P (nap¥. amiodaronu, chinidinu,
verapamilu), hmotnost < 50 kg, ASA, klopidogrel, *tikagrelor, NSAID, SSRI, SNRI, jiné léky ovliviiujici hemostazu, poruchy koagulace, trombocytopenie, poruchy funkce
trombocytl, nedavna biopsie, zdvazné zranéni, bakteridlni endokarditida. Akutni chirurgicky a jiny vykon: |éébu docasné prerusit; pokud je to mozné, vykon odloZit
nejméné o 12 hod. Nedoporuduje se poddvat u pacientll podstupujicich anestezii s pooperacnim ponechdanim epidurdlné zavedeného katetru. Interakce:
Nefrakcionovany heparin, nizkomolekularni heparin a derivaty heparinu, (fondaparinux, desirudin), trombolytika, antagonisté vitaminu K, rivaroxaban nebo jina
peroralni antikoagulancia, latky ovlivriujici agregaci krevnich desti¢ek (GPIIb/llla, tiklopidin, prasugrel, tikagrelor, dextran a sulfinpyrazon) — Zadné nebo omezené
zkuSenosti a mlze byt zvysené riziko krvaceni. Soudasné poddavani ASA, klopidogrelu, NSAID zvySuje riziko krvaceni. Dabigatran etexilat a dabigatran nejsou
metabolizovdny v systému cytochromu P450, proto nejsou predpokladany souvisejici |ékové interakce. Inhibitory glykoproteinu P: amiodaron, verapamil, chinidin,
ketokonazol, dronedaron, klarithromycin a tikagrelor — peclivé sledovani, k identifikaci zvySeného rizika krvaceni mozno pouzit aPTT a dTT testy. Vyhnout se sou¢asnému
podavani se silnymi induktory glykoproteinu P (tfezalka teckovana, karbamazepin, rifampicin). Nezadouci ucinky: Nejcastéji hlasenym je krvaceni. Hlaseny jako Casté:
anémie, bolest bficha, prijem, nauzea (SPAF); epistaxe, dyspepsie, gastrointestinalni krvaceni, koZni krvaceni, urogenitalni krvaceni (SPAF, DVT/PE); rektalni krvaceni
(DVT/PE). Zvlastni opatieni pro uchovavani: Uchovavat v plvodnim obalu, chranit pfed vihkosti. Datum posledni revize textu: 1/2018 DrzZitel rozhodnuti o registraci:
Boehringer Ingelheim International GmbH, Ingelheim am Rhein, Némecko Registraéni ¢.: Pradaxa 110mg EU/1/08/442/005-007; Pradaxa 150mg EU/1/08/442/011.
Pripravek schvalen i v indikaci Primarni prevence Zilnich tromboembolii u dospélych pacientl po elektivni nahradé kycelniho nebo kolenniho kloubu. Vydej pouze na
lékafFsky predpis. PFipravek je ¢asteéné hrazen z prostiedkt vefejného zdravotniho pojisténi. Pfed podanim se seznamte s uplnou informaci o pfipravku.

Boehringer Ingelheim, spol. s r.o., Na Pofi¢i 1079/3a, 110 00 Praha 1; www.boehringer-ingelheim.cz; MEDInfo.CZ@boehringer-ingelheim.com
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** Warfarin = antikoagulacni |ék, jeho hlavni ucinek je
WV syntézy trombinu,
¢ Trombin je nejsilnéjsSim induktorem aktivace desticek,
* Warfarin je soucasné potentnim ANTIAGREGACNIM LEKEM,

¢ Prednosti ASA v sekundarni prevenci neni jeho vyssi efektivita nez

efektivita Warfarinu, ale jeho vyssi bezpecnost!
¢ Inhibitor P2Y12 je esencidlni po implantaci i.c. stentu

* Vyznam aspirinu v této komibinaci je HISTORICKY (nikto se

neodvazil ho z kombinace vysadit (az studie WOEST)




Oral Anticoagulation and Antiplatelets
in Atrial Fibrillation Patients After
Myocardial Infarction and Coronary Intervention

UCINNOST A BEZPECNOST DUALNI VS. TRIPLE TERAPIE
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--------- Reference: Triple therapy

In real-life AF patients with indication for multiple antithrombotic drugs after MI/PCI, OAC and clopidogrel was equal
or better on both benefit and safety outcomes compared to triple therapy. (J Am Coll Cardiol 2013;62:981—9)



