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roc hovorime o arterialni hypertenzi a fibrilaci sini?



Kardiovaskularni onemocnéni v CR: Prevalence pacienti
2013 2023 % zmena

Nemoci olloeh,ove soustziwy (100—-199; bez 5931295 9699 312 +21%
cévnich nemoci mozku 160-169)
Hypertenze (110) 1764690 2177982 +23%

Poruchy vedeni vzruchd, arytmie
(144, 145, 147—-149)

Ischemicka choroba srdecni (120-125) 510510 384 671
Srdecni selhani (150) 310 397* 374 837
Onemocnéni chlopni (105-108, 133—-139) 86 203 110 580

299170 411 828

Cévni mozkova prihoda (160-164) 32 293 25 067
Kardiomyopatie (142) 16 551 19 350
Akutni koronarni syndrom (121-122) 19987 15 795

ta z roku 2015 z dlivodu komplexni definice vyZadujici dostatecnou dobu sledovani pacient(
Celkova zatéz ceské populace kardiovaskularnimi onemocnénimi je extrémni a v ¢ase trvale narusta. @




Vyskyt léCené hypertenze u pacientu s jinym KV onemocnénim

odil [é¢ené hypertenze u pacientl s KV onemocnénim.

2015 2016 2017 2018 2019 2020 2021 2022 I

KV onemocnéni
N % N % N % N % N % N % N % N % N

Cévni mozkova prihoda (160-164) 23009 75% 22185 76% 21516 75% 20958 75% 20330 76% 19703 76% 19315 77% 19519 77% 191
utni korondarni syndrom (121-122) 13928 73% 13874 74% 13731 74% 13405 75% 13147 75% 12307 76% 12059 76% 12055 77% 114
emicka choroba srdeéni (120-125) 326 035 64 % 324063 65% 315627 66 % 305190 66 % 298350 66 % 304 740 68 % 282994 68 % 269221 68 % 262 &

Srdecni selhani (150) 219414 71% 229993 71% 237740 71% 244922 71% 253591 72% 266 077 74% 269370 74 % 269 820 74 % 280 C
ocnéni chlopni (105-108, 133—-139) 49043 52% 52071 54% 53788 54% 54621 54% 56974 54% 55053 56% 57087 56% 58777 55% 619

Kardiomyopatie (142) 9010 50% 9494 52% 9429 51% 9507 51% 9605 51% 9411 52% 9725 52% 9890 52% 101

':hy vedeni vzruchd, arytmie (144,

145. 147 |49) 191762 57 % 202552 58% 211012 58 % 217 605 59 % 226123 59 % 230244 61 % 236914 61% 242749 61 % 2554
R -

revalence arterialni hypertenze u nemocnych indikovanych ke katetrizacni ablaci pro fibrilaci sini ~ 80%.

Zdroj: NRHZS 2015-2023, Vnitfni registr pracovis



Pro¢ hovorime o fibrilaci sini a rizicich lécby?

all

Predpokladana prevalence FS v EU v letech
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Rok
Fibrilace sini je nejrozsirenéjsi

supraventrikularni arytmie v dospéelé populaci Prevzato z ESC AFIB guidelines.



Vyznam fibrilace sini

lita

HR1,5-3,5

20 - 30% ischem.
CMP spojeni s FS

nkce LK /

ni selhani

20 -30%

pacientl s FS

SYMPTOMY & PROGNOZA

Demence / HR16/1,4 Léze v bilé hmot
srdecni selhani kognitivni deficit Hypoperfize
Komorbidity Microembolizac
CMP /SE

Deprese 16 — 20% Symptomy
Kardioembolizace + ] QoL
Ateroskleroza o NU léka

Snizena kvalita >60% Symptomy
Rychla komorova Jivota Komorbidity
odpovéd ;;&"‘3 Medikace
Nepravidelna
kontrakce komor Hospitalize = 10 - 40 % ro¢né | LécbaFS

Komorbidity

nozkova pfihoda; SE, systémova embolizace; HR, pomér rizik; LK, leva
fibrilace sini; QoL, kvalita Zivota; NU, nezadouci U¢inek

Lécba komplik:

Pfevzato z ESC AFIB guidelines. E



Comorbidity
and risk factor
management

« Lifestyle help

* Primary care

+ Cardiology

* Internal medicine
» Nursing care

» Other

ient-ce
Qe Mgy

Avoid stroke and

thromboembolism

« Primary care

+ Cardiology

+ Neurology

+ Nursing care

+ Anticoagulation
services

+ e-Health

Reduce symptoms
by rate and

rhythm control |

+ Primary care

+ Cardiology

» Electrophysiology
« Cardiac surgeons
* e-Health

Evaluation and
dynamic
reassessment

« Primary care
+ Cardiology

+ Pharmacy

* Nursing

» Family/carers
+ e-Health

Schéma péce o nemocného v riziku a s fibrilaci sini

ESC guidelines for AFIB 2024. EHJ 2024.



atofyziologie fibrilace sini a jeji management



Fibrilace sini

Zdroj: Archiv




Postup leCby u nemocnych s FS

C — ovlivnéni kardiovaskularnich rizikovych faktorti a komorbidit

A — prevence tromboembolickych komplikaci: ANTIKOAGULACE

R — Kontrola srdecni frekvence (RATE CONTROL)

o R — Antiarytmika R — Antiarytmika =
olt e
= : > X
S R - kardioverze T =

! Z
N m O
A 3
S\ R — Ablace R — Ablace R-Ablace K
o

E — Pravidelné sledovani a pfehodnocovani (EVALUATION)

Néma FS Paroxysmalni FS Perzistentni FS Permanentni FS

Upraveno dle ESC guidelines for AFIB 2024. EHJ 2024



AF

\\”‘ﬁ‘ (e paene amies snd hethesre professionas (Cass ) )

Patient-centred AF management with a multidisciplinary approach (Class lla)

Comorbidity and risk factor management

Overweight Obstructive sleep
or obese apnoea

Hypertension Heart failure Alcohol

Diabetes
mellitus

Exercise Other risk facto
capacity comorbidities

ESC guidelines for AFIB 2024. EHJ 2024



Cilové body lecby komorbidit u fibrilace sini

Integrated
management

Hypertension

Heart
failure

Diabetes

Obesity

Sleep
apnoea

Physical
activity

Alcohol
intake

ESC guidelines for AFIB 2024. EHJ 2024



Systolicky TK a riziko fibrilace sini

Intenzivnéjsi kontrola TK snizuje riziko vyskytu fibrilace sini

4,678 randomized to intensive treatment 4,683 randomized to standard treatment
(target SBP < 120 mmHg) (target SBP < 140 mmHg)

sroup Intensive Treatment Standard Treatment Hazard Ratio p-va
events/participants events/participants (95% Confidence Interval)  Inter
BP
mm Hg 23/1366 43/1319 . 0.48(0.29, 0.82)
to <145 mm Hg 29/1281 31/1353 - 0.93(0.55, 1.58)
mm Hg 36/1356 44/1347 —_ 0.80(0.50, 1.28)
O.Il OI.S 1.0 2I.0

- >
Intensive Treatment Better Standard Treatment Better

Soliman EZ. Hypertension 2020.7



Systolicky TK a kardiovaskularni prihody a fibrilace sini
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Pinho-Gomes AC. PLOS Medicine 2021. https:// doi.org/10.1371/journal.pmec



Volba lécby arterialni hypertenze u fibrilace sini

Vypis z guidelines pro fibrilaci sini z roku 2024
— LIFE (Losartan Intervention for End point reduction in hypertension) trial

— sizeni systolického TK o 10mmHg — 17% snizeni vyskytu fibrilace sini
— ACE inhibitory or ARBs jsou superiorni oproti beta-blokatoram, kalciovym blokatoram nebo

diuretikim v prevenci vzniku fibrilace sini.
— Nepodporuji jednoznaéné ACE inhibitory nebo ARBSs.
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256 nemocnych po ablaci

paroxysmaini fibrilace sini.
Perindopril 8mg denné vs.
placebo.

Sledovani 1 rok.

ESC guidelines for AFIB 2024. EHJ 2024:
Wang Q, et al. Heart Rhythm2016;13:204



Avoid stroke and thromboembolism

Risk of Use locally-validated '
thrombo- —»  riskscore — C.h0|ce of AS!::GSS . R Prthe:ni
embolism or CHA DS -VA anticoagulant bleeding risk bleedin;
2 2

OAC if CHAZDsz-VA
score = |
(Class lla)

>70%“I_ range;
(Class lla)

ESC guidelines for AFIB 2024. EHJ 2024



CHA,DS,-VA component

. Chronic heart failure

H  Hypertension

A Age 75 years or above
D Diabetes mellitus
S Prior stroke, TIA, or arterial

thromboembolism

V Vascular disease

A Age 65-74 years

CHA,DS,VA

Definition and comments

Symptoms and signs of heart failure (irrespective of LVEF, thus including HFpEF, HFmrEF, and

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
treatment. The optimal BP target associated with lowest risk of major cardiovascular events is

120-129/70-79 mmHg (or keep as low as reasonably achievable),'®*2¢%

Age is an independent determinant of ischaemic stroke risk.*®> Age-related risk is a continuum,
but for reasons of practicality, two points are given for age >75 years.

Diabetes mellitus (type 1 or type 2), as defined by currently accepted criteria,”*® or treatment
with glucose lowering therapy.

Previous thromboembolism is associated with highly elevated risk of recurrence and therefore

weighted 2 points.

Coronary artery disease, including prior myocardial infarction, angina, history of coronary
revascularization (surgical or percutaneous), and significant CAD on angiography or cardiac
imaging.267

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.

Points

awardecd

1

1

ESC guidelines for AFIB 2024. EHJ 2024.



Shnizeni rizika krvaceni

Hypertension Antiplatelet drugs Alcohol intake Unstable/variable INR

and TTR >70%
(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

4

ESC guidelines for AFIB 2024. EHJ 2024. O(



Snizeni rizika krvaceni
Address all potentially modifiable bleeding risk factors with shared decision-making

Work with multidisciplinary team on each element

« Anaemia o
- Reduced platelet count or Ensure correct OAC dose and monitoring
function : . ‘
- Renal impairment Manage heart failure and achieve euvolaemia
: Class |
* Risk of falls ( )

« Diabetes mellitus ] : : —
. . Effective glycaemic control for patients with diabetes
« Congestive heart failure (Class 1)

Consider the impact of non-modifiable bleeding risk factors with shared decision-making

s Age
* Previous major bleeding Review patient more regularly
Work with multidisciplinary team

« Severe renal impairment, dialysis or renal transplant
to monitor risk factors

« Severe hepatic dysfunction or cirrhosis

* Malignancy

» Genetic factors (e.g. CYP2C9 polymorphisms)
* Previous stroke

If clear contraindications for OAC?, consider

left atrial appendage occlusion
» Cognitive impairment or dementia (Class I1b)

* Intracerebral pathology

ESC guidelines for AFIB 2024. EHJ 2024. O(



See patient pathways for:

First-diagnosed AF Paroxysmal AF Persistent AF Permanent AF

Consider:

ntrol drugs Cardioversion Antiarrhythmic drugs Catheter ablation Endoscopic/hybrid ablation  Surgical ablation Ablate ar

ESC guidelines for AFIB 2024. EHJ 2024.



Kontrola srdecni frekvence
{ i ! }

First choice therapy
in patients with no restoring SR
or minor symptoms outweigh benefits

:

* Lenient rate control
* Heart rate <110 bpm (12 lead ECG)

.

* Symptoms or deterioration of
LV function or CRT (CRT-P or CRT-D)

.

* Lower heart rate: aim heart rate <80 bpm (12 lead ECG)

* Lower heart rate in CRT aimed at continuous biventricular pacing

* Assess heart rate during exercise: gradual increase of heart rate: heart rate <110 bpm at
25% duration of maximal exercise time

* In CRT patients: assess continuous biventricular pacing during exercise

* Perform 24 hour Holter monitoring for safety

v

Consider rhythm control or atrioventricular node ablation if symptoms
or deterioration of LV function / tachycardiomyopathy persist or
when continuous biventricular pacing in CRT is not achieved

Background therapy Therapy when risks

in all AF patients

Therapy after failure of
rhythm control

ESC AFIB guidelines. European Heart Journal (2020)
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Rozdily mezi beta-blokatory

Vliv na systolicky krevni tlak

Atenolol
(n =1227)

Rozdily mezi skupinami: P = 0,002

Bisoprolol
(n=921)

Carvedilol
(n=518)

Nebivolol
(n=418)
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Vliv na tepovou frekvenci

BISOPROLOL NEBIVOLOL

STK = systolicky

De la Sierra A. et al. J Clin Hypertens. 2015;17%1
Stoschitzky K, et al. Cardiology 2006;106:



Katetrizacni ablace

Paroxysmal AF Persistent AF

|
y $ v 4

Symptomatic

|

v

esistance or
rance to AAD(s)

.

theter ablation

is beneficial

v

First-line
treatment

.

Catheter ablation
is beneficial

Asymptomatic

Catheter ablation may

be reasonable in
selected patients

intolerance to AAD(S)

Catheter ablation

Symptomatic

|
v v

Resistance or

First-line
treatment

E ;

Catheter ablation

be reasonable |
selected patien

is beneficial

Stand-alone surgical
or hybrid ablation

is reasonable™

Expert consensus. Europace 2024; 2



Evaluation and dynamic reassessment

Re-evaluate when AF episodes or non-AF admissions

Regular re-evaluation: 6 months after presentation, and then at least annually or based on clinical ne

 blood tests,
iac imaging,
llatory ECG,
er imaging

s needed

ESC guidelines for AFIB 2024. EHJ 2024



Compliance s léeCbou u arterialni hypertenze

Adherence s antinypertenzni léCbou klesa v zavislosti na délce leCby
a lisi se dle strategie

110%

100%
90% 1§
\

80%

70% L

60% h —8—
50% e e .

40% ey,
30% B B
20%
10%

UO/O||||||||||
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Years from first prescription

—— ACEi

Percentage of continuous users

Percentage of continuous users in each of the 10 intervals by first
antihypertensive drug. —e— More than one antihypertensive drug;
—m— angiotensin-converting enzyme inhibitors; dihydropyridine
calcium antagonists; alpha-blockers; —¥— diuretics; =—g=—
beta-blockers.

Van Wijk et al., Journal of Hypertension 2005, 23:21



COMPLIANCE PACIENTU

Lécba symptomui nemusi byt problém
- Limitace nezadouci ucinky antiarytmik

Motivace pacientu
Adherence k lé€bé rizikovych faktort a komorbidit

- ,Coneboli, to se nelédi” (hypertenze, dyslipidémie...) Vysvétleni problematiky
- Polypragmazie o ’ .
- VétsSi mnozstvi uzivanych tablet Programy pro rizikové paciel

Adherence k rezimovym opatfenim Optimalizace lécby

- Udrzeni abstinence alkoholu
- Redukce hmotnosti a jeji udrzeni

Fixni kombinace léku

Adherence k antikoagula¢ni lécbé u NOAC
- Neékteré dvé davky denné

Nazor prez



Cim vice 1€kl pacient uziva, tim je vyssi riziko horsi adherence

,Spatna adherence je spojena se zvy$enym KV rizikem”

3 tablety

2 table
1 tableta : V

Velmi nizka Non-adherence 20 %
non-adherence <10 %

Velmi vysoka/npina
non-adherence

Casta kombinace léktl u pacienta s fibrilaci sini:
Antikoagulancia
Antiarytmika

Rate control lé&ba (BB) Nejcasteji:

- Antikoagulace
Antihypertenziva (BB, ACEi, Sartany, BKK) - Beta-blokator
DalSi leCba srdecCniho selhani (diuretika, SGLT2i...) - ACEi

Hypolipidemika (statiny)
ICHS (ASA+/-)
LécCba diabetu mellitu

+ antiarytmikum

2024 ESC/ESH Guidelines for the management of arterial hypertension + nazor preze



Zaverem




Arterialni hypertenze a fibrilace sini

Vyskytuji se v kombinaci

- Vzajemné zvysuji riziko

Dlsledna Ié€éba arterialni hypertenze ve vztahu k fibrilaci sini

- Zabranuje vzniku a rekurenci fibrilace sini

- Snizuje celkové kardiovaskularni riziko, vice pokud ma pacient arytmie
- Rozdilné vlastnosti ruznych ACEi i BB ve vztahu kK fibrilaci sini

- Nutna systematicka reevaluace IéCby

- Problematicka compliance pacienta
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