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I. Definice ,klasifikace a 
patofyziologie fibrilace 

síní



Elektrofyziologická klasifikace FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



Klinická klasifikace FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



Modifikovaná klasifikace symptomů FS 
(EHRA)

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



Kardiovaskulární morbidita a mortalita 
asociovaná s fibrilací síní

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



Inovovaný pohled na 
patofyziologii CMP

Kamel H. Stroke 2016; 47:895-900.



Studie demonstrující asociaci markerů 
abnorm. síňového substrátu a  vznik CMP

Kamel H. Stroke 2016; 47:895-900



II. Možnosti detekce 
fibrilace síní



Screening FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



AHRE (KS/ICD) + 7D Holterovská
monitorace

Biotronik + HM Loop recorder, Vitaphone, MDT



III. Korekce komorbidit FS 
jako potencionálních trigrů

komplikací AK terapie



Chlopenní vady

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines



Obezita: Důležitý faktor FS

European Heart Journal – doi:10.1093/eurheartj/ehw210

http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines
Pathak RK,  (LEGACY) study. J Am Coll Cardiol. 2015 May 26;65(20):2159-
69. 

http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines


Respirační onemocnění a FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines



Monitorace renálních funkcí

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines



NOAC a renální insuficience

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines

Není určeno  k přímému srovnání 





Jak antikoagulovat v těhotenství ?

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines



Trend: Integrovaný přístup k terapii FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines



IV. Zhodnocení 
tromboembolického rizika FS 

u akutních pacientů



TE x krvácivé komplikace FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines



APP Guidelines ESC: Efektivní nástroj nejen pro 
CHA2DS2-VASc skóre 

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



V.  Antikoagulace
u pacientů s FS



Algoritmus prevence TE komplikací

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



ESC 2012

Změna prahu vnímání indikace AK léčby 2016

Men 0 1 2 3 4

Women 1 2 3 4

ESC 2016

Consider for 

anticoagulation

Recommend for

anticoagulation

1. Camm AJ. Eur Heart J. 2012;33:2719-47. 2. Kirchhof P et al, Eur Heart J 2016; doi:10.1093/eurheartj/ehw210

Ž
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NAVIGATE-ESUS Trial

AHA Scientific Sessions 2016: 14.11.2016 – abstrakt 651. 

Švédská studie, 12694 pts NOAC, 36317 warfarin s TTR >70 %

Results: Results are given for NOACs and warfarin, respectively. 

Mean age was 72.2 vs. 72.3 years. Proportion of males was 58.2% and 57.0%. 

Mean follow-up time was 299 vs. 285 days. 

Distribution of NOACs was: dabigatran 40.3%, rivaroxaban 31.2%, and apixaban 28.5%. 

Mean TTR for warfarin treated patients was 70%.

Conclusion: NOACs should be the preferred choice of oral anticoagulation for stroke

prevention in patients with AF, even in a clinical setting with warfarin mean TTR ≥70%.

http://files.abstractsonline.com/CTRL/7d/4/f99/3f5/cb7/4e7/68a/629/0a6/ac0/b24/1b/g18795_1.jpg
http://files.abstractsonline.com/CTRL/7d/4/f99/3f5/cb7/4e7/68a/629/0a6/ac0/b24/1b/g18795_1.jpg






VI. Zvažuj alternativy  
AK terapie při KI



Okluze nebo exkluze ouška LS: 
Alternativa prevence TE komplikací FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines



Diskuse TCT 2016

http://www.crf.org/tct

• LAA Closure: TCT 2016: 

• Cardiology is on the brink of making a big mistake. Our embrace of percutaneous closure of 
the left atrial appendage as a means of reducing stroke in patients with nonvalvular atrial 
fibrillation (AF) could be one of the field's biggest reversals. 

• What's weird about this story is that the data are out in the open, if you do a little digging. The 
highest level of medical evidence comes from randomized controlled clinical trials. These trials 
were done for Watchman—and they showed that the device failed to reduce ischemic events. 
Yet we look away; or we let advocates distract us with complicated statistics. 

• I've avoided calling for a halt to LAA closure for as long as possible, but two recent events have 
changed my mind. 

• One is that I'm feeling pressure from colleagues to get going with a left atrial appendage 
closure program. Other hospitals in my city are doing and promoting the procedure. The 
second reason is the irrational exuberance for this procedure. Witness the recent 
Transcatheter Cardiovascular Therapeutics (TCT) 2016 meeting in which a deeply flawed 
study was touted during a press conference and published in a leading cardiology journal. 
This nonrandomized, nonadjudicated series of nearly 4000 US patients implanted with the 
Watchman device, included as its primary end point safety data reported by device 

representatives present on the day of the procedure.[1]



VII. Jak postupovat               
s antikoagulací

v sekundární prevenci              
po CMP ?



Inciace/pokračování AK terapie po CMP/TIA: 
Pravidlo 1-3-6-12

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



AK terapie v sekundární prevenci po CMP

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines



VIII. Jak preventovat a 
řešit krvácivé komplikace 

AK terapie ?



Preventivní opatření k zábraně krvácivých komplikací

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-Guidelines



Management krvácení u antikoagulovaných pacientů

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines





IX. Antikogulační terapie 
pacientů s FS a ICHS



Akutní koronární syndrom u pacientů s FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines

ASA



Elektivní PCI

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



ESC x US Guidelines : NOAC x pouze VKA jako součást TT

1. Kirchhof P et al, Eur Heart J 2016; doi:10.1093/eurheartj/ehw210; 2. Heidbuchel H et al, Europace 2015;17:1467–1507;

3. Windecker S et al, Eur Heart J 2014;35:2541–2619; 4. Amsterdam EA et al, Circulation 2014;130:e344–e426; 

5. O’Gara PT et al, J Am Coll Cardiol 2013;61:e78–e140

• Guidelines recommend the following in patients with AF after PCI:

• In selected patients, dual therapy may be considered instead of triple therapy1

• European guidelines suggest that NOACs may be used in triple/dual therapy,1–3

• x US guidelines recommend a VKA4,5

Elective PCI 

with stent1,2

OAC

monotherapy

Urgent PCI 

after ACS1–3

OAC

monotherapy

0 months 1 month 6 months 12 months

Triple therapy

OAC+A+C

Dual therapy

OAC+A or C

Dual therapy

OAC+A or C

Triple 

therapy

OAC+A+C

High bleeding risk/low atherothrombotic risk: 

shorten triple therapy

High atherothrombotic risk/low bleeding risk: 

lengthen triple therapy

High bleeding risk/low atherothrombotic risk: 

shorten dual therapy



*CrCl 30–49 ml/min: 10 mg OD; #first dose 72–96 hours after sheath removal; ‡clopidogrel (75 mg daily)

(alternative use of prasugrel or ticagrelor allowed, but capped at 15%); §ASA (75–100 mg daily) plus clopidogrel (75 mg daily)

(alternative use of prasugrel or ticagrelor allowed, but capped at 15%); ¶first dose 12–72 hours after sheath removal

1. Janssen Scientific Affairs, LLC. 2016. https://clinicaltrials.gov/ct2/show/NCT01830543 [accessed 10 Oct 2016];

2. Gibson CM et al, Am Heart J 2015;169:472–478e5; 3. Gibson CM et al, New Engl J Med 2016; doi: 10.1056/NEJMoa1611594

Možná změna pohledu na TT: 
PIONEER-AF PCI Study

Design: An open-label, randomized, controlled phase IIIb safety study

Rivaroxaban 15 mg OD*# plus single antiplatelet‡

End of treatment 

(12 months)

Rivaroxaban 2.5 mg BID#

plus DAPT§

VKA (INR 2.0–3.0)¶

plus DAPT§

Rivaroxaban 15 mg OD*

plus low-dose ASA

VKA plus low-dose ASA

N=2,124

1:1:1

Population: 

patients with 

paroxysmal, 

persistent or 

permanent 

NVAF 

undergoing 

PCI (with stent 

placement)

R

Decision 

for DAPT 

duration: 

1, 6 or 12 

months

DAPT duration

(1 or 6 months)



Demografické charakteristiky 
Characteristic Group 1

Rivaroxaban 15 mg OD 

plus single antiplatelet 

(N=709)

Group 2

Rivaroxaban 2.5 mg BID 

plus DAPT

(N=709)

Group 3

VKA plus DAPT

(N=706)

Age, years, mean ± SD 70.4±9.1 70.0±9.1 69.9±8.7

Female sex, n (%) 181 (25.5) 174 (24.5) 188 (26.6)

CrCl, ml/min, mean ± SD 78.3±31.3 77.5±31.8 80.7±30.0

CHA2DS2-VASc score, mean ± SD* 3.73±1.69 3.78±1.62 3.82±1.55

HAS-BLED score, mean ± SD* 3.00±0.91 2.92±0.96 2.99±0.91

Urgency of revascularization, n (%)

Elective 428 (60.4) 430 (60.6) 449 (63.6)

Urgent 281 (39.6) 279 (39.4) 257 (36.4)

Type of index event, n (%)

NSTEMI 130 (18.5) 129 (18.4) 123 (17.8)

STEMI 86 (12.3) 97 (13.8) 74 (10.7)

UA 145 (20.7) 148 (21.1) 164 (23.7)

P2Y12 inhibitor at baseline, n (%)

Clopidogrel 660 (93.1) 664 (93.7) 680 (96.3)

Prasugrel 12 (1.7) 11 (1.6) 5 (0.7)

Ticagrelor 37 (5.2) 34 (4.8) 21 (3.0)

*Values calculated from data in published manuscript (not explicitly stated)

Gibson CM et al, New Engl J Med 2016; doi: 10.1056/NEJMoa1611594



Obě strategie léčby s rivaroxabanem byly 
spojeny s vyšší bezpečností

Gibson CM et al, New Engl J Med 2016; doi: 10.1056/NEJMoa1611594
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Rivaroxaban 15 mg OD plus single antiplatelet vs VKA plus DAPT: HR=0.59; (95% CI 0.47–0.76); p<0.001

Rivaroxaban 2.5 mg BID plus DAPT vs VKA plus DAPT: HR=0.63 (95% CI 0.50–0.80); p<0.001
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26.7%

18.0%
16.8%

Group 2 (Rivaroxaban 

2.5 mg BID plus DAPT)

Group 1 (Rivaroxaban 

15 mg OD plus single 

antiplatelet)

Group 3 (VKA plus DAPT)

ARR

8.7%

ARR

9.9%

NNT=

12

NNT=

11



Efektivita terapie byla srovnatelná u všech 
3 skupin/strategií*

*Trial not powered to definitively demonstrate either superiority or non-inferiority for efficacy endpoints

Gibson CM et al, New Engl J Med 2016; doi: 10.1056/NEJMoa1611594
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5.6%

6.5%

Rivaroxaban 15 mg OD plus single antiplatelet vs VKA plus DAPT: HR=1.08; (95% CI 0.69–1.68); p=0.750

Rivaroxaban 2.5 mg BID plus DAPT vs VKA plus DAPT: HR=0.93 (95% CI 0.59–1.48); p=0.765



Clopidogrel 75 mg

Rivaroxaban 15 mg OD

Rivaroxaban 

20 mg OD

Rivaroxaban 

20 mg OD

ASA 75–100 mg

Rivaroxaban 15 mg OD

 Rivaroxaban Dose

Remove 1 Antiplatelet

Change to OD

 Rivaroxaban Dose

Add 2 Antiplatelet

Change to BID

PCI

 Rivaroxaban Dose

Add 1 Antiplatelet

Jak by to mohlo být interpretováno                 
v příštích guidelines ???

Illustrative example of practical implications for an AF patient

PCI

*The tested dosing regimens with rivaroxaban in PIONEER AF-PCI are currently not approved

Clopidogrel 75 mg

ASA 75–100 mg

Rivaroxaban 2.5 mg BID
ASA

ASA
Rivaroxaban 

20 mg OD

Rivaroxaban

20 mg OD

 Rivaroxaban Dose

Remove 1 Antiplatelet

 Rivaroxaban Dose

Remove 1 Antiplatelet



X. Strategie kontroly 
frekvence a kontroly 

rytmu u FS



Základní pravidlo: Pacient s FS má mít 
co nejrychleji echokardiografické 

vyšetření (alespoň orientační)



Akutní kardiologie: Kontrola frekvence FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



Dlouhodobá kontrola frekvence u FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



Iniciace a dlouhodobá kontrola rytmu u FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



Kardioverze FS: Kritérium hemodynamické
instability

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



Katetrizační ablace je superiorní proti AA léčbě a EKV : 
Rekurence FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines
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Registr KATAB ČASR



Chirurgická léčba FS

European Heart Journal – doi:10.1093/eurheartj/ehw210
http://www.escardio.org/Guidelines/Clinical-Practice-
Guidelines



XI. Kde správně léčit pacienty s fibrilací 
síní ? 

Zaměřeno na praktické lékaře a každodenní klinickou praxi



Projekt vyhledávání ambulancí a center pro léčbu FS

• AVI LŠ



Děkuji vám za pozornost


