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— Fibrilace sini

GLOBAL PREVALENCE OF AF
(globally, 43.6 million individuals had prevalent AF/AFL in 2016)

Age-standartized global
prevalence rates of atrial
fibrillation per 100000
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European Heart Journal (2020) 42, 373498
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___ Fibrilace sini
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Risk Profile®
—— Optimal  23.4% (12.8% to 34.5%)

- — = Borderline 33.4% (27.9% to 38.9%)
—-— Elevated 38.4% (35.5% to 41.4%)

European Heart Journal (2020) 42, 373498



Epidemiologie fibrilace sini v CR

- narustajici incidence, meziroc¢ni narust prevalence 7-10%
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Narodni zdravotnicky informacni systém - UZIS CR



https://www.uzis.cz/index.php?pg=nzis
https://www.uzis.cz/index.php?pg=nzis
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Fibrilace sini- rizikove faktory
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— Fibrilace sini

Relativni riziko nasledku u pacientu s fibrilaci sini
Srdec¢ni selhani - 4,6 X

Cévni mozkova prihoda- 2,3 x

ICHS -1,61 X

Kognitivni poruchy - 1,39 x

Demence - 1,6 x

Celkova mortalita - 1,95 x

Kardiovaskularni mortalita — 2,03 x

Eur Heart J, Volume 45, Issue 36, 21 September 2024, Pages 3314-
3414, https://doi.org/10.1093/eurheartj/ehael76



https://doi.org/10.1093/eurheartj/ehae176

Fibrilace sini

Relativni riziko nasledkl u pacientu s fibrilaci sini
Srdec¢ni selhani - 4,6 X

Cévni mozkova prihoda- 2,3 x Vysoké zbytkové riziko

ICHS - 1.61 x umrti i u antikoagulovanych
’ pacienttl

Kognitivni poruchy - 1,39 x _
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Celkova mortalita - 1,95 x

Kardiovaskularni mortalita - 2,03 x

Eur Heart J, Volume 45, Issue 36, 21 September 2024, Pages 3314
3414, https://doi.org/10.1093/eurheartj/ehael76
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@ ESC European Heart Journal (2024) 45, 3314-3414 ESC GUIDELINES

European Society httpsidoi.org 01093/ eurheartjiehae 176

Fibrilace sini

2024 ESC Guidelines for the management

of atrial fibrillation developed in collaboration
with the European Association

for Cardio-Thoracic Surgery (EACTYS)

Developed by the task force for the management of atrial fibrillation of the
European Society of Cardiology (ESC), with the special contribution of the
European Heart Rhythm Association (EHRA) of the ESC.

Endorsed by the European Stroke Organisation (ESO)

Authors/Task Force Members: Isabelle C. Van Gelder © *T, (Chairperson)
(Netherlands), Michiel Rienstra © *, (Task Force Co-ordinator) (Netherlands),
Karina V. Bunting & *, (Task Force Co-ordinator) (United Kingdom),

Ruben Casado-Arroyo @ (Belgium), Valeria Caso @ ' (Italy), Harry J.G.M. Crijns
(Netherlands), Tom ).R. De Potter ©© (Belgium), Jeremy Dwight (United Kingdom),
Luigina Guasti ® (ltaly), Thorsten Hanke 2 (Germany), Tiny Jaarsma © (Sweden),
Maddalena Lettino © (Italy), Maja-Lisa Loachen © (Norway), R. Thomas Lumbers
(United Kingdom), Bart Maesen © ? (Netherlands), Inge Mglgaard (Denmark),
Giuseppe M.C. Rosano (United Kingdom), Prashanthan Sanders © (Australia),
Renate B. Schnabel ® (Germany), Piotr Suwalski 2 (Poland), Emma Svennberg
(Sweden), Juan Tamargo @ (Spain), Otilia Tica ® (Romania), Vassil Traykov
(Bulgaria), Stylianos Tzeis (Greece), Dipak Kotecha ® *1, (Chairperson)

(United Kingdom), and ESC Scientific Document Group



Fibrilace sini

Casova klasifikace
Prvni diagnostikovana fibrilace sini

Paroxysmalni fibrilace sini

Perzistentni fibrilace sini

Permanentni fibrilace sini

Definice

FS, ktera nebyla dfive diagnostikovana, bez ohledu na stav
pfiznaku, ¢asovy vzorec nebo dobu trvani.

FS, ktera spontanné vymizi do 7 dnd nebo za pomoci
zakroku. Dukazy naznacuiji, Ze vétSina zachvatu, které se
samy ukonéuiji, trva <48 h.”

Epizody FS, které se samy neukoncuji. Mnoho
intervencnich studii pouzivalo 7 dni jako mezni hodnotu pro
definovani perzistentni FS.“%* Dlouhotrvajici perzistentni FS
je libovolné definovana jako kontinualni FS trvajici nejméné
12 mésicu, ale u vybranych pacientu je stale moznosti [éCby
kontrola rytmu, ¢imZ se odliSuje od trvalé FS.

FS, u které nejsou planovany zadné dalSi pokusy o
obnoveni sinusoveho rytmu, a to po spole€ném rozhodnuti
pacienta a |ékare.

Eur Heart J, Volume 45, Issue 36, 21 September 2024, Pages 3314-3414,



— Fibrilace sini - u vSech pacientu:

- anamnéza ke stanoveni FS, RA, komorbidity, posouzeni rizikovych faktoru
tromboembolie a krvaceni

- 12-svodove EKG
- zhodnotte priznaky a funkéni poskozeni
- shromazdovat obecna mérfeni vysledku hlasena pacientem nebo konkrétni AF

- krevni testy (krevni obraz, funkce ledvin, elektrolyty v séru, funkce jater,
glukéza/HbA1c a funkce stitné zlazy)

- transtorakalni echokardiografie — voditko pro rozhodovani o 1é€be AF-CARE

Eur Heart J, Volume 45, Issue 36, 21 September 2024, Pages 3314-3414, https://doi.org/10.1093/eurheartj/ehael76
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Fibrilace sini
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Fibrilace sini
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Fibrilace sini ve stari
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Navrhovany pfristup k prizpusobeni klinické lécby fibrilace u starSich

Older adults with atrial fibrillation

i ! )

%{ Fit and functional x’w Multimorbid or frail ’“‘ End of life
® Few comorbidities ® Geriatric syndromes (eg, falls) ® Advanced or end stage
® >10 year life expectancy ® 1-10 year life expectancy disease (dementia, cancer, etc)
l l ® <1 year life expectancy
Disease based care Individualized care Symptom and palliative care
® Benefits and harms well ® Heterogeneity in benefits ® De-escalation of treatments
described and harms not directed at patient's
® | ittle variation in treatment ® Variable treatment goals comfort
goals or burden ® | imited life expectancy
® Treatment often follows atrial effects on benefit or harm

fibrillation guidelines

Anna L Parks et al. BMJ 2024;386:bmj-2023-076246

©2024 by British Medical Journal Publishing Group



Navrhovany pfristup k prizpusobeni klinické lécby fibrilace u starSich

Older adults with atrial fibrillation

(

3{ Fit and functional

® Few comorbidities
® >10 year life expectancy

Disease based care
® Benefits and harms well
described
® | ittle variation in treatment
goals or burden
® Treatment often follows atrial
fibrillation guidelines

Anna L Parks et al. BMJ 2024;386:bmj-2023-076246

©2024 by British Medical Journal Publishing Group
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KRITERIA FRAILTY DLE FRIEDOVE
(FRIED FRAILTY PHENOTYPE CRITERIA)

5 komponent:

1. Neumyslna ztrata télesné hmotnosti
Neumyslna ztrata télesné hmotnosti vétsi nez definovana za posledni rok

2. Subjektivné vnimana unava, vyCerpanost
hodnoceni odpovédi na dvé otazky skaly CES-D

3. Svalova slabost, nizka hodnota sily stisku ruky (méfeno dynamometrem, vztazeno k BMI a pohlavi)
4. Pomala chlze (definovano v m/s, vztazeno k pohlavi a télesné vysce)

5. Nizka uroven pohybové aktivity (<383kcal/tyden pro muze, <270kcal/tyden pro Zeny)

Hodnoceni vysledku vysetreni frailty: KATEGORIE FRAILTY
s Frailty (kfehky pacient): splnéno 3 a vice kritérii
» Pre-frailty (rizikovy stav pfedchazejici kiehkosti): splnéno 1 az 2 kritéria

* Non-frailty (nepfitomnost kfehkosti): 0 kritérii splnéno



Fibrilace sini ve stari - pacientovy priority

Osobni cile pacientu v oblasti zdravi:

funkce (napriklad ujit dva bloky bez dusnosti)

prodlouzeni zivota (napriklad videt mého vnuka promovat za pét let)

pohoda (napfriklad snizit uzkost z rozvoje mrtvice nebo velkého
krvaceni)

pracovni role (napriklad pracovat dalsi tri roky)

BMJ 2024; 386:E076246



Fibrilace sini ve stari - pacientovy priority
Preference péce o pacienty z hlediska moznosti pacieta:
- finanéni naklady
- €as (napfiklad navstévy v ordinaci a odsouhlaseni protichudnych doporucenti)

- Fizeni medikace (napfiklad dodrzovani slozitého schématu podavani pred zakroky a feSeni
interakci mezi Iéky a léky)

- ukoly sebefrizeni (napriklad dodrzovani konzistentniho stravovaciho rezimu pfi uzivani
antagonisty vitaminu K)

- diagnostické a laboratorni testy (napfiklad sledovani mezinarodniho normalizovaného
pomeéru a funkce ledvin)

nepohodli, komplikace a opozdéné zotaveni z invazivnich zakroka.

prioritou jsou léCebné a pecujici aktivity, které nabizeji vysokou hodnotu pro pacienta

BMJ 2024; 386:E076246



Fibrilace sini ve stari - skrining

LOOP
6205 pac. bez FiS ve veéku 70-90 let s alespon 1 dalSim RF
CMP (tj. hypertenze, cukrovka, predchozi CMP nebo srdecni
selhani). Ucastnici byli nahodné rozdéleni v poméru 1:3 k
monitorovani ILR nebo obvyklé péci (kontrole)
Ve skupiné s ILR byla antikoagulace doporucena, pokud
epizody fibrilace sini trvaly 6 minut nebo déle.

U jedinct s rizikovymi faktory CMP vedl screening ILR k
3nasobnému zvyseni detekce FiS a zahajeni
antikoagulace, ale k zadnému vyznamnému snizeni
rizika CMP nebo systémové arterialni embolie
(HR 0,80 [95% CI 0,61-1,05]; p=0- 11)

BMJ 2024, 386:E076246

STROKESTOPIII
28712 pac. , 75-76 let, jednosvodove EKG,
NT pro BNP (<125, >125 pg/ml)
Pokud byla zjisténa fibrilace sini 30 a vice vtefrin, byla
zahajena antikoagulacni lécba
V této populacéni screeningove studii fibrilace sini s
pouzitim NT-proBNP pro zvySeni screeningu nebyl
zadny rozdil v riziku cévni mozkové prihody nebo
systémové embolie u intervencni skupiny ve
srovnani s kontrolami. Pouziti NT-proBNP pro
zvysSeni screeningu bylo bezpecné pri identifikaci
ucastnikl s nizkym rizikem
K malému snizeni primarniho kombinovaného
cilového parametru mortality ze vsech pricin, cévni
mozkové prihody, systematické embolie a zavazného
krvaceni doslo ve prospéch prodlouzeného screeningu
(HR, 0,96; 95% CI, 0,92-1,00; P = 0,045




y Ny

Fibrilace sini ve stari - skrining

MNEW ENGLAND JOURNAL ¢f MED

RESEARCH SUMMARY

“ RESEARCH SUMMARY ”

Anticoagulation with Edoxaban in Patients =2 3 3 6
with Atrial High-Rate Episodes n= Apixaban for Stroke Prevention in Subclinical Atrial Fibrillation

Kirchhof P etal. DOI: 10.1056/NEJMoa2303062 P o g k 78' Healey |Setal. DOI: 10.1056/NE|Moa2310234
rum.ve

A CLINICAL PROBLEM

Ofal am.uma_gu!amg reduce the risk of st.mhc in patients |-nplan‘ll:iE|1c:ard ac HREs P o AH R E 2 h Subelinical arial fibelllation is common among
with atrial fibrillation. Implantable cardiac devices can / ru m - ) ) persons with implanted cardiac devices and is asso-
detect subelinical atrial high-rate episodes (AHRES) in ciated with an increased risk of stroke. Whether

- - -
minim.6 minut

patients without arrial fibrillation. Whether the treatment - oral anticoagulation can lower this risk is unclear,
CLINICAL TRIAL
C HA2 DSZVASC 4 Design: An international, double-blind, double-dummy,

CLINICAL PROBLEM

of such patients with oral anticoagulants would be bene-
ficial is unknown.

CLINICAL TRIAL Cardiovascular Death, Stroke, or Systemic Embolism randomized trial assessed the efficacy and safety of
Design: An event-driven, double-blind, double-dummy, - Median Follow-up, 21 Mo apixaban, a direct-acting oral anticoagulant, among
randomized trial was conducted to assess the efficacy : ] adults with episades of subclinical atrial fibrillation Stroke or Systemic Embalism (| lon-to-Treat Population)
and safety of oral anticoagulation among patients . 3 asting 6 minutes to ours who risk factors HR, 063 €1, 0.45-0.98); P-0.007
d safety of oral anti lati i 265 lasting 6 mi 24 h ho had risk f:
vears of age who had AHREs lasting for 26 minutes and I o for stroke. Subclinical atrial fibrillation was detected 100 10
whao had ar least one risk factor for stroke and no history 2 C1, 0.60 to LOB); P=0.15 by implanted devices, 20 3
of atrial fibrillation. £ " 1.245¢ per patient.yr
5 4l 4.0 Intervention: 4012 patients were randomly assigned . - (86 patients)
Intervention: 2608 patients received either the oral antico- a X 3.2 101/2435 to _n:n:ivc a;_u'xa_han (5 mg twi;:_ daily (25 mg twic\r £ Aapirin
agulant edoxaban (60 mg) or placebo once daily. The pri- g - 832557 patientyr daily when indicated]) or aspirin (81 mg daily). If b N [N=1957)
mary efficacy outcome was a first occurrence of a com- E 2] patient-yr subelinical avrial fibrillaion lasting »24 hours or 5 @ s
posite of cardiovascular death, stroke, or systemic & clinical atrial fibrillation developed, the trial medi- £ s ‘
embolism; the safety outcome was a composite of death ) foewE.ﬁﬁi,?ti?ﬁii'é“fuﬂ'f&We -,.-;.E:Tom:ﬁ?ff‘ £ o : I{l.:a~-. pervalbeion
d 4 i - s - Aplxaban il !
from any cause or major bleeding. Edaxaban Placebo stroke or systemic embolism; the primary safety E o N [N=2015)
cutcome was major bleeding. = o . _ _
- 1 2 3 H 5 6
RESULTS
Death from Any Cause or Major Bleeding 10
Efficacy: After a median follow-up of 21 months, the in- Median Follewup, 21 Mo RSt o o
cidence of a primary outcome event did not differ signifi- Cid o icacy: After a mean (4509 follow-up of 3.541.8 a 2 3 4 5 6
2 i HR, 131 (95% CI, 1.02 to 167); P=0.03 X " N ) e
cantly between the groups. The incidence of stroke was o — 4 1 2 s, stroke or systemic embolism occurred in fewer Years since Randomization
approximately 1% per patientyear in both groups. ol n — ts in the apixaban group than in the aspirin

Safety: The safety outcome favored the placebo group be-
cause of a higher incidence of major bleeding or death
with edoxaban than with placeba.

Percentage per Patient-¥r

LIMITATIONS ANMD REMAINING QUESTIONS D REMAINING QUESTIONS

59
148/2534 ) : . .
5| patientyr 4.5 P o 4 k 76' sjor bleeding events oocurred move fre- Major Bleeding (On-Treatment Population)
1 1142508 ru m -Ve e apixaban group than in the aspirin o HR, 180 (955 CI. 1.26-2.57); P-0.001
patiant-yr o
| ]
AHRE 6 min-24h

fin implanted device.

CHA2DS2VASc 4

Among patients with AHREs but without atrial fibrillation, Whether the stroke events prevented outweigh the
the incidence of a composite of cardiovascular death, :::g‘;ﬂ::ﬁ::‘f.x:'; 1’:;;‘[‘“‘:&:;1;";::‘:;15
stroke, or systemic embolism with edoxaban was not — B

significantly different from that with placebo, but treat-

ment with edoxaban led to a higher incidence of a compos-
ite of death or major bleeding. Links: Full Article | NEJM Quick Take | Editorial

fts of the reial apply only to patients
already at increased risk for stroke and
e subclinical atrial fibrillation is detected

» The trial was stopped early, so it did not have sufficient
power to detect or rule out a small beneficial effect of
oral anticoagulation on the prevention of stroke,

Percant per Patiant-Yr

Edoxaban Placebo

Most of the patients were White and from Europe, so CONCLUSIONS
the findings may not be generalizable to other racial
and ethnic groups.

Whether other non—vitamin K antagonist oral antico-
agulants would lead to resules similar to those of chis
trial is unknown,

but increased the risk of major bleeding.

Links: Full Article | NEJM Quick Take | Editorial



— Subklinicka fibrilace sini

6.4.1. Pe'rorélnl antikoagulace pro vysoce Casté epizody sini detekované piistrojem u
pacientu bez predchozi diagnézy FS

S ohledem na kompromis mezi potencialnim prinosem a rizikem
pracovni skupina k zavéru, ze lécba DOAC miuze byt zvazena u
asymptomatickou subklinickou FS detekovanou zarizenim, kt
cévni mozkové prihody a absenci zavaznych rizikovych krvac

Doba trvani a zatéz subklinickou FS, ktera by mohla naznacova
nejista

Bez ohledu na pocatecni rozhodnuti o OAC by pacienti se subkli
sledovani vsech aspektl AF-CARE, protoze riziko rozvoje klinick

Eur Heart J, Volume 45, Issue 36, 21 September 2024, Pages

Recommendations for Oral Anticoagulation for Device-Detected Atrial
High-Rate Episodes Among Patients Without a Previous Diagnosis of AF
Referenced studies that support the recommendations are

summarized in the

. For patients with a device-detected atrial high-rate

episode (AHRE) lasting >24 hours' and with a
CHA,DS,-VASc score >2 or equivalent stroke risk?
it is reasonable to initiate oral anticoagulation®
within a SDM framework that considers episode
duration and individual patient risk.

. For patients with a device-detected AHRE last-

ing between 5 minutes and 24 hours and with a
CHA,DS,-VASc score >3 or equivalent stroke risk,?
it may be reasonable to initiate anticoagulation
within a SDM framework that considers episode
duration and individual patient risk.

. Patients with a device-detected AHRE lasting

<5 minutes and without another indication for
oral anticoagulation should not receive oral
anticoagulation.*®




Souhrn doporuceni pro skrining fibrilace sini u starsich pacient

2]
%“ Fit and functional

Engage in shared decision making around
screening; recommended by ESC and found to
have insufficient evidence by USPSTF

[
m Multimorbid or frail

Limited data; may not be beneficial

[ )
&\ End of life

By definition, screening detects asymptomatic
AF; thus, screening is not concordant with goal
of palliation

Anna L Parks et al. BMJ 2024;386:bmj-2023-076246

©2024 by British Medical Journal Publishing Group



Skrining fibrilace sini

Screening Population Setting for Type of Follow
approach example AF detection screening AF-CARE
Invasive or
After Patients with Iitiatad afé non-invasive ECG
thromboembolic - & embolic stroke of ep r'wltlate i Prolonged >
event unknown source [ndex event monitoring Comorbidity and risk
(Class I) factor management
radent Any rhythm check
informed g : Avoid stroke and
e about Age >65 years, At the time of confirmed by ECG thromboembolism
catch AF > implications > or risk of ‘ op routine healthcare op Routine heart op
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(CTATR[E ] Patient-centred AF management with a multidisciplinary approach (Class Ila)

Comorbidity and risk factor management

Overweight Obstructive sleep
or obese apnoea

Hypertension Heart failure

(Class IIb)

Alcohol

Diabetes
mellitus

Exercise Other risk factors/
capacity

comorbidities
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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
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Fibrilace sini ve stari - souhrn doporuceni v zivotosprave+

@
z” Fit and functional

Recommend obesity prevention, weight loss,
moderate physical activity, normotension, and
avoidance of alcohol

[ J
m Multimorbid or frail

Shared decision making, as likely to have
benefits beyond AF

@
h End of life

Recommend only if it brings comfort/palliates
symptoms

Anna L Parks et al. BMJ 2024;386:bmj-2023-076246

©2024 by British Medical Journal Publishing Group
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Riziko fibrilace sini/sinoveho flutteru

Riziko fibrilace sini/sinového flutteru u jednotlivych podskupin

First Atrial Fibrillation/Atrial Flutter Event

5% —
DAPA PBO HR DAPA  PBO HR
HR 95% Cl p-Va|ue Podskupiny n(%)  n(%) (95% CI) P Interaction Podskupiny ni{%) n{% (95% CI) P Interaction
4% - 0.81 (0.68, 0.95) 0.009 17%3 Placebo Celi populace 264 (3,1) 225 (2,8 —— 0,81 (0,62; 0,95) Hx of AFIAFL ! 0,89
U - i
Vik; roky | 0,66 Hee of AFIAFL BB (12,4) 26(15.2) I—i——l 0,70 {0.58; 1,00)
| I
DAPA 10 mg Vi <70 102 (2.8) 228 (3.3 — — 0,23 (0.88; 1,00 Bez Hx AFIAFL 108 2.4) 230(3.0) —a— 0,21 {0.67; 0,98)
3% — I Wk =70 72(43) o7 (58) I—l—%—-l 0.78 {0.56: 1,02) I STK; mm Hg i 0,20
Pohlavi i 1,00 STK <135 1232.8) 135(3.3) R 0.81 (0.71:1.98)
| I
Mui 186 (3.4) 226 (42) —a— 0,20 (0.66; 0,98) STK 2135 141(3.2) 120 (4.4) —a— 0,73 (0.58; 0.81)
00 |
2% Zeny 75(2.5) 0O(30) )—i‘——| 0.30 (0.80: 1.08) HbAde i 0,54
ASKVO vs. MRF | 072 HbAle <3% 135(3.3) 174(4.3) i 0,77 (0.61; 0.98)
| I
1% ASKVO 141 (4,1) 170 (4,8) —a— 0,83 (0.66: 1.04) Hoatc 28% 120(2,8) 151 (3.4) —— 0,85 (0.67: 1,07
MRF 123 (2,4) 155 (3.1) |—I%— 0,78 (0.62; 0,90) EMI; kgim? i 0,75
55 ] 088 BMI 230 100 (3.8) 246 (4,88) — 0.78 (0.85: 0,04
| I
0% — | ‘ I ‘ 35 55085 7080 ——B— 0,78 (0.55: 1,11) BMI <20 B84(18) 78(224) [ — 0,23 (0.80; 1,15)
. 1
0 360 720 1080 1440 Bez 55 200(2.7) 255(3.3) —— 0,81 (0.68: 0.97) eGFR; | 058
Ti d ischemicki CMP i 0,88 Ll I—i.——|
No. at Risk ime (days) | 2GFR 200 85(2,3) 107 (27) 1 0,35 (0.85: 1,12)
Fredchozi ischemickd p — -
cup 2138) 2748 ! 0.84 {D.47: 1.48) &GFR 60-80 138 (3.5) 176 (4.5) ' 0.78 (0,62 0,98)
DAPA10mg 8582 8373 8163 7901 5380 R —— S A .. B 002052 130
Z pi ozl p e < X 4] X .52:1.
o o 243(3,0) 208 (37) ml—r‘__jl . ‘—[L 108108 0.95) m]—r‘__jl . |—|‘j‘j
v oV = Vi 2V 3
“REAPA hPEO. “RORPR hPEG

12 of atrial fibrillation/atrial flutter events
.64 to 0.92; p=0.005)

(IRR, 0.77; 95% CI,

DAPA = dapagliflozin; HR = hazard ratio; IRR = incidence rate ratio. T Zelniker TA et al. Online ahead of print. Girculation. 2020 o © AstraZeneca 202
6 Zelniker TA et al. Girculation. 2020;141:1227-1234 © AstraZeneca
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I No atrial fibrillation Atrial fibrillation

European

A Cardiovascular death

Placebo AF vs no AF: HR (95% Cl) = 2.65 (1.66, 4.26); p < 0.0001
Empaglifiozin AF vs no AF: HR (95% CI) = 2.18 (1.37, 3.48); p = 0.0010

= 30 No AF Empagliflozin vs Placebo: 30 AF Empagliflozin vs Placebo:

% 25 HR (95% CI) = 0.64 (0.50, 0.81); p = 0.0003 25 HR (95% CI) = 0.52 (0.29, 0.96); p = 0.0371

= 20 20

= 15 15

8 10 10

<

8 s T 5

=

o r T .2 T T T T T 1 0 r T T T T T T T 1

No. at risk: ) 180 360 540 720 900 1080 1260 1440 o 180 360 540 720 900 1080 1260 1440
Placebo 2191 2166 2145 2117 1905 1431 1221 792 167 142 137 135 126 107 72 60 33 10
Empaglifiozin 4440 4405 4367 4323 3917 2944 2511 1657 392 247 246 241 233 211 135 106 65 22

B Heart failure hospitalisation
Placebo AF vs no AF: HR (95% CI) = 3.43 (2.03, 5.79); p < 0.0001
Empagliflozin AF vs no AF: HR (95% CI) = 3.06 (1.90, 4.95); p < 0.0001

= 30 No AF Empagliflozin vs Placebo: 30 AF Empagliflozin vs Placebo:

g 25 HR (95% CI) = 0.67 (0.50, 0.90); p = 0.0071 25 HR (95% CI) = 0.60 (0.32, 1.12); p = 0.1086

= 20 20

= 15 Placebo 15

= 10 ——— Empaglifiozin 10

E=]

=] 5 —_— 5

a-

0 T T T T T T T T 1 o r T T T T T T T 1

No. at risk: ) 180 360 540 720 900 1080 1260 1440 o] 180 360 540 720 900 1080 1260 1440
Placebo 2191 2142 2102 2056 1835 1363 1154 749 159 142 129 124 117 97 61 48 26
Empaglifiozin 4440 4373 4294 4210 3792 2828 2392 1580 376 247 241 229 217 196 122 95 54 1

C Cardiovascular death or heart failure hospitalisation
Placebo AF vs no AF: HR (95% CI) = 3.09 (2.11, 4.53); p < 0.0001
Empaglifiozin AF vs no AF: HR (95% Cl) = 2.66 (1.87, 3.78); p < 0.0001

= 30 No AF Empagliflozin vs Placebo: 30 AF Empaglifiozin vs Placebo:

L 25 HR (95% CI) = 0.67 (0.55, 0.82); p < 0.0001 25 HR (95% CI) = 0.58 (0.36, 0.92)

2 2 20 o p=0.0214

= 15 15

g e e, D

=3 5 5

(=

0 T T T T T T T T 1 o r T T T T T T T

No. at risk: 0 180 360 540 720 900 1080 1260 1440 o 180 360 540 720 900 1080 1260 1<
Placebo 2191 2142 2102 2056 1835 1363 1154 749 159 142 129 124 117 97 61 48 26
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Research article (3 Free Access

Efficacy of empagliflozin on heart failure and renal outcomes
in patients with atrial fibrillation: data from the EMPA-REG
OUTCOME trial

Michael Bohm i, Jonathan Slawik, Martina Brueckmann, Michaela Mattheus, Jyothis T. George,
Anne Pernille Ofstad, Silvio E. Inzucchi, David Fitchett, Stefan D. Anker, Nikolaus Marx ... See all authors v

First published: 09 December 2019 | https://doi.org/10.1002/ejhf.1663 | Citations: 74

Atrial  Empaglifiozin Placebo HR p for
fibrillation ~ n /N (%) n/N (%) 95 % Cl) interaction

AF na zakladni drovni P-
hodnota

Ne Ano

Empaglifiozin 4440 4373 4294 4210 3792 2828 2392 1580 376 247 241 229 217 196 122 95 54 1 Pacienti (n) 6631 (1000) 389 ("| OOO)

D All-cause death
Placebo AF vs no AF: HR (95% Cl) = 2.64 (1.79, 3.91); p < 0.0001
Empagliflozin AF vs no AF: HR (95% CI) = 1.85 (1.25, 2.72); p = 0.0019

= 30 No AF Empaglifiozin vs Placebo: 30 AF Empagliflozin vs Placebo:

£ 25 o HR(95% CI) = 0.72 (0.59, 0.88); p = 0.0011 25 -{ HR (95% CI) = 0.50 (0.30, 0.83)

= 20 20 -| p=0.0072

= 15 15

= 10 /" 10

g 5 5

o r T T T T T T T 1 o r T T T T T T T
No. at risk: ) 180 360 540 720 900 1080 1260 1440 o] 180 360 540 720 900 1080 1260 1<
Placebo 2191 2166 2145 2117 1905 1431 1221 792 167 142 137 135 126 107 72 60 33 1
Empaglifiozin 4440 4405 4367 4323 3917 2944 2511 1657 392 247 246 241 233 211 135 106 65 H
Days since randomisation Days since randomisation

Sex

Muz 4712 (71.1) 304 (78.1) 0.0026

ZEHSK)? 1919 (28.9) 85(21.9)

VEk (roky) 62,8+86| 68.4 + 7.1 VySkové <0,0001

prostory
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SGLT21 effect on atrial fibrillation: A network meta-
analysis of randomized controlled trials

Marco Valerio Mariani 1, Giovanna Manzi

1

, Nicola Pierucci 1, Domenico Laviola T, Agostino Piro

1

Andrea D'Amato ', Domenico Filomena 1, Andrea Matteucci 2, Paolo Severino 1, Fabio Miraldi 3,
Carmine Dario Vizza 1, Carlo Lavalle

MARIANI eT AL

Treatment

Canagliflozin
Dapagliflozin
Empagliflozin
Ertugliflozin
Placebo
Sotagliflozin
Tofogliflozin

Comparison: other vs 'Placebo’

(Random Effects Model)

—_—

RR 95%-ClI

0.84 [0.63; 1.12]
0.84 [0.72; 0.99]
0.94 [0.80; 1.09]
0.85 [0.57; 1.27]
1.00

1.01 [0.67: 1.51]
0.50 [0.05; 5.42]

59 studii - 108 026 pacientu, z nichz 60 097 dostavalo
glifloziny a 47 929 placebo.

Glifloziny poskytly statisticky vyznamné snizeni vyskytu
FS ve srovnani se standardni lé€bou v celkové
populaci (relativni rizika [RR]: 0,8880, 95% CI: [0,8059;
0,9784], p = 0,0164) a u pacientt s diabetem a
kardiorenalnim onemocnénim (RR: 0,8352, 95% CI:
[0,7219; 0,9663], p = 0,0155

Nebyly nalezeny zadné vyznamné rozdily z hlediska

ochrany FS mezi riznymi glifloziny.
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Avoid stroke and thromboembolism

Risk of Use locally-validated
thrombo- —»  riskscore —
embolism

Choice of Assess o Prevent
or CHADS.VA  anticoagulant bleeding risk bleeding
2 2

>70% INR range;
(Class lla)

OAC if CHAZDS -VA
score = |
(Class Ila)

Eur Heart J, Volume 45, Issue 36, 21 September 2024, Pages 3314-3414, https://doi.org/10.1093/eurheartj/ehae176
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Komponenta CHA,DS, , Definice a komentare Udélené

body? Initiating oral anticoagulation=Section 6.
C Chronické erdecnt symptomy a zndmky srdeéniho selhdni (bez ohleduna 1 Oral anticoagulation is recommended in patients with clinical AF at elevated thromboembolic ik to prevent ischaemic stroke and
selhani LVEF, tedy véetné HFpEF, HFmrEF a HFrEF), nebo thromboembolism,

pfitomnost asymptomatického LVEF S40 %).”

A CHA,DS,VA score of 2 or more is recommended s an indicator of elevated thromboembolic risk for decisions on iitating oral

H Hypertenze Klidovy krevni tlak >140/90 mmHg alespor dvakrat 1 anticoagulation.
nebo soucasna antihypertenzni lécba. Optimalni
cilovy TK spojeny s nejnizsim rizikem zavaznych A CHA,DS,-VA score of 1 should be considered an indicator of elevated thromboembolic rik for decisions on initiating oral
kardiovaskularnich pfihod je 120-129/70-79 mmHg coamtiod
(nebo ponechat tak nizkou, jak je rozumné Agueion.
dosaZitelna). Oral anticoagulation is recommended in al patients with AF and hypertrophic cardiomyopathy or cardiac amyloidosis, regardless of
A VEKTS let nebo vice VEk je nezavislym determ |'5na ntem rizika ischemické 2 CHA,DS VA score,to prevent ichaemicstroke and tromboembolm.
cévni mozkové prihody. — Riziko souvisejici s vékem Indvidualized reassessment of thromboembolic risk s recommended at periodic intrvals n ptients with AF to ensure anicoagulaton s
je kontinuum, ale z praktickych ddvodi jsou pro vék
275 let uvedeny dva body. started in appropriate patients.
Direct oral anticoagulant therapy may be considered in patients with asymptomatic device-detected subclinical AF and elevated
D Cukrovka Diabetes mellitus (typ 1 neboztgﬁp 2), jak je definovan 1 i Py Ty b e pate mp ¢ o
aktudln& uznavanymi kritérii,” nebo |é¢ba terapii thromboembolic isk to prevent ischaemic stroke and thromboembolism, excluding patients at high risk of bleeding

snizujici hladinu glukozy.

S  Predchozi cévni Predchozi tromboembolie je spojena s vysoce 2
mozkova pfihoda, TIA  zvySenym rizikem recidivy, a proto ma vahu 2 body.
nebo arterialni
tromboembolie

V  Cévni onemocnéni Ischemicka choroba srdeéni, véetné predchoziho 1 Periferni vaskuldrni onemocnéni, véetné:
infarktu myokardu, anginy pectoris, koronarni intermitentni klaudikace, pfedchozi revaskularizace
revaskularizace (chirurgické nebo perkutanni) v pro PVD, perkutanni nebo chirurgicka intervence na
anamnéze a vyznamné CAD na angiografii nebo bfigni aorté a komplexni aortalni plat pfi zobrazovani
srdeénim zobrazovéni.”® (definovany jako rysy pohyblivosti, ulcerace,
OR stopunkulace nebo tloustky 24 mm).”™™
A VEk65-74 let 1 bod se udéluje za vék od 65 do 74 let. 1

Eur Heart J, Volume 45, Issue 36, 21 September 2024, Pages 3314-3414,



> J Clin Med. 2022 Mar 25;11(7):1823. doi: 10.3390/jcm11071823. > Lancet Reg Health Eur. 2024 Jun 10:43:100967. doi: 10.1016/j.lanepe.2024.100967.
eCollection 2024 Aug.

Validation of the CHA2DS2-VA Score (Excluding Comparing CHA,DS,-VA and CHA,DS,-VASc scores
Female Sex) in Nonvalvular Atrial Fibrillation for stroke risk stratification in patients with atrial

Patients: A Nationwide Population-Based Study fibrillation: a temporal trends analysis from the

retrospective Finnish AntiCoagulation in Atrial
Fibrillation (FinACAF) cohort

Sun Young Choi T2 Moo Hyun Kim T Hyo Bin Kim T Savul Kang 1 Kwang Min Lee 1
Kyung-Yae Hyun 3, Sung-Cheol Yun 4

Affiliations + expand Konsta Teppo ', Gregory Yoke Hong Lip ¢ 3, Kari Eino Juhani Airaksinen ', Olli Halminen 4,

PMID: 35407433 PMCID: PMC8999893 DOI: 10.3390/jcm 11071823 Jari Haukka °, Jukka Putaala ®, Pirjo Mustonen 1, Miika Linna # 7 &, Juha Hartikainen °,
‘ ) T Mika Lehto 10 11

Validation of Risk Scoring System Excluding Fem Clnical Tial > Circulation. 2018 Feb 20;137(8)832-840.
1 . doi: 10. 117. ‘
Sex From CHA2DS2-VASc in Japanese Patientg W o 10116/CRCULATIONAHA117.02906

Nonvalvular Atrial Fibrillation — Subanalysis of t] Female Sex Is a Risk Modifier Rather Than a Risk
RHYTHM Registry Factor for Stroke in Atrial Fibrillation: Should We Use

a CHA,DS,-VA Score Rather Than CHA,DS,-VASc:

Hirofumi Tomita ', Ken Okumura, Hiroshi Inoue, Hirotsugu Atarashi, Takeshi Yamashita,

Hideki Origasa, Eiki Tsushima; J-RHYTHM Registry Investigators Peter Brennum Nielsen ' 2, Flemming Skjeth 3 2, Thure Filskov Overvad 2,

o Torben Bjerregaard Larsen # 2, Gregory Y H Lip 2 °
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Hypertension Antiplatelet drugs

Alcohol intake Unstable/variable INR

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

« Amaemia

* Reduced platelet count or
function

Renal impairment
Risk of falis

Work with multidisciplinary team on each element
Ensure correct OAC dose and monitoring

+ Diabetes mellitus
« Congestive heart failure

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

Age

Previous major bieeding

« Severe renal impairment, dialysis or renal transplant
» Severe hepatic dysfunction or cirrhosis

» Malgnancy

« Genetic factors (e.g. CYP2CY polymorphisms)

+ Previous stroke

+ Cognitive impairment or dementia

» Intracerebral pathology

Review patient more regularly
Work with multidiscipinary team
to monitor risk factors
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See patient pathways for:

First-diagnosed AF Paroxysmal AF Persistent AF Permanent AF

Consider:

Rate control drugs Cardioversion Antiarrhythmic drugs ~ Catheter ablation Endoscopic/hybrid ablation  Surgical ablation ~ Ablate and pace

Eur Heart J, Volume 45, Issue 36, 21 September 2024, Pages 3314-3414, https://doi.org/10.1093/eurheartj/ehael76 4, OXFORD

UNIVERSITY PRESS



https://doi.org/10.1093/eurheartj/ehae176

Rate and Rhryvythm Control Treatment
in the Eiderly and Very Elderly
Patients With Atrial Fibrillation: An
Observational Cohort Study of 1.497
Patients

Thomas A. Klamer®*, Sophie H. an'sb'#, Jolien Neefs“,

rate and reduce symptoms, 0185463465

Probl Cardiol 2022;47:100996

Favors rhythm control

. e ” wviir s = - p <0.001
Po korekci na relevantni zavadéjici faktory bylo riziko u e

r . . o v 7 Vs ’ 751

umrtnosti u pacientu uzivajicich kontrolu rytmu a #

pacientl uzivajicich kontrolu frekvence podobné 80

(HR: 0,89; 95% CI: 0,70-1,12, p = 0,31). 2
Liberalnéjsi pristup k predepisovani strategie & 251
kontroly rytmu starSim pacientiim s FS muze byt
opravnény a zda se byt bezpecny. b N e
OR 95% ClI P-value
Recommendations Class® Level® Age>85 years 228 151 344 0.000 —
Rate control therapy is recommended in patients Persistent AF 1.83 0.99 3.37 0.054 -
with AF, as initial therapy in the acute setting, an Paroxysmal AF 0.42 0.32 0.56 0.000 ——
adjunct to rhythm control therapies, or as a sole I B Permanest AF 574 - o S [
treatment strategy to control heart rate and reduce )
SO 458460 Hypertension 112 0.84 1.49 0.457 —il—
Beta-blockers, diltiazem, verapamil, or digoxin are SISIES MESKGS 4 095 219 0089 T
recommended as first-choice drugs in patients with i B Valvular heart disease 1,28 088 169 0.075 i
AF and LVEF >40% to control heart rate and reduce Heart failure 1.19 0.83 1.71 0.335 —
symptoms, 18461462 Dyspnea symptoms 2.14 117 3.92 0.013 ——
Beta-blockers and/or digoxin are recommended in Polypharmacy 146 064 3,35 0.573 =
patients with AF and LVEF <40% to control heart I B " . : : .
0.25 050 1.0 25 50 10.0

Favors rate control

Odds Ratio

). Forest plot multivariable cox regression analyses. *: Polypharmacy is defined as the use of =5 medications. Cl, confidence interval; OR, odds ratio.



Elderly > 65-year-old

80%
16,6%
-25
30
10%

Freedom from AF
Persistent AF
Quality of Life

Mini Mental Score

Complications

65%
32,3%
-20
30
20%

Pulmonary Vein Isolation 2 Yenr Follomrin Antiarrhythmic Drugs
PVAC Gold Amiod., Propaf., Sotalol, BB

uJ

| Arq Bras Cardiol. 2024; 121(6):e20230684



Table 1. Demographic and Clinical Characteristics of the Patients at Baseline.*

— Fibri

- strategie kontre
vyznamne snizi
hospitalizace p

- kontrola rytmu

pacientu v intel

- vSichni pacienti
rizikove faktory
% bylo na zaca
asymptomatick

- Eur Heart J, V¢
3314-3414, N |

Characteristic

Age —yr
Female sex — no. (%)
Body-mass indexf
Type of atrial fibrillation — no.jtotal no. (%)

First episode

Paroxysmal

Persistent
Sinus rhythm at baseline — no./total no. (%)
Median days since atrial fibrillation diagnosis (IQR):
Absence of atrial fibrillation symptoms — no. /total no. (%)
Previous cardioversion — no./total no. (%)
Concomitant cardiovascular conditions
Previous stroke or transient ischemic attack — no. (%)
At least mild cognitive impairment — no. /total no. (%)
Arterial hypertension — no. (%)

Blood pressure — mm Hg|

Systolic

Diastolic
Stable heart failure — no. (%) **
CHA;DS,-VASC scoref

Valvular heart disease — no.ftotal no. (%)
Chronic kidney disease of MDRD stage 3 or 4 — no. (%)%
Medication at discharge — no.ftotal no. (%)
Oral anticoagulation with NOAC or VKA
Digoxin or digitoxin
Beta-blocker
ACE inhibitors or angiotensin Il receptor blocker
Mineralocorticoid-receptor antagonist
Diuretic
Statin
Platelet inhibitor

Early Rhythm Control

(N=1395)

70.2+8.4
645 (46.2)
29.2+5.4

528/1391 (38.0)
501/1391 (36.0)
362/1391 (26.0)
762/1389 (54.9)

36.0 (6.0-114.0)
395/1305 (30.3)
546/1364 (40.0)

175 (12.5)
582/1326 (43.9)
1230 (88.2)

136.5+19.4
80.9+12.1
396 (28.4)
3.4x13
609/1389 (43.8)
172 (12.3)

1267/1389 (91.2)
46/1389 (3.3)
1058/1389 (76.2)
953/1389 (68.6)
90/1389 (6.5)
559/1389 (40.2)
628/1389 (45.2)
229/1389 (16.5)

Usual Care
(N=1394)

70.4:8.2
648 (46.5)
29.3+5.4

520/1394 (37.3)
493/1394 (35.4)
38171394 (27.3)
743/1393 (53.3)

36.0 (6.0-112.0)
406/1328 (30.6)
543/1389 (39.1)

153 (11.0)
584/1341 (43.5)
1220 (87.5)

137.519.3
81.3£12.0
402 (28.8)

3.3:13

642/1391 (46.2)

179 (12.8)

1250/1393 (39.7)
85/1393 (6.1)
1191/1393 (35.5)
979/1393 (70.3)
92/1393 (6.6)
561/1393 (40.3)
568/1393 (40.8)
226/1393 (16.2)

Usual care

Early rhythm control

T T T
2 4 & 8

Years since Randomization

1169 888 405 34
1193 913 404 26

mulative-Incidence Curves for the First

as a composite of death from cardiovascular
tion with worsening of heart failure or acute
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Amiodarone is recommended in patients with AF
and HFrEF requiring long-term antiarrhythmic drug
therapy to prevent recurrence and progression of
AF, with careful consideration and monitoring for
extracardiac toxicity.577'585'587

Dronedarone is recommended in patients with AF
requiring long-term rhythm control, including those
with HFmrEF, HFpEF, ischaemic heart disease, or
valvular disease to prevent recurrence and
progression of AF.51%577.568.569

Flecainide or propafenone is recommended in
patients with AF requiring long-term rhythm control
to prevent recurrence and progression of AF,
excluding those with impaired left ventricular systolic
function, severe left ventricular hypertrophy, or
coronary artery disease.”2%*77585:5%0

Concomitant use of a beta-blocker, diltiazem, or
verapamil should be considered in AF patients
treated with flecainide or propafenone, to prevent
1:1 conduction if their rhythm is transformed to atrial
flutter.

Sotalol may be considered in patients with AF
requiring long-term rhythm control with normal
LVEF or coronary artery disease to prevent
recurrence and progression of AF, but requires close
monitoring of QT interval, serum potassium levels,
renal function, and other proarrhythmia risk

factors 585,587
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— Fibrilace sini

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 need

ECG, blood tests,
cardiac imaging,
ambulatory ECG,
other imaging
as needed

@ESCJ
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Zaver

- lécba fibrilace sini u starSich pacientll musi zohlednovat pritomnost geriatrickych
syndromU (kfehkost) , komorbidity, polypragmazii , ocekavanou délku preziti

- i ve stari klademe duraz na lé¢bu pridruzenych komorbidit , pokud ji pacient toleruje

- |é¢ba rizikovych faktor(

- kontrola rytmu i kontrola frekvence se ukazuiji jako bezpecny postup

- antitromboticka léCba

- pravidelné prehodnocovani a update dosavadni strategie

- kontrola adherence k Iécbé



____ Fibrilace sini

(5 https://afibguide.com/steps/1

Stanfordsky
privodcs prevenci mozkové mitvice fibrilace sini
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fibrilace sini
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https://afibguide.com/clinician/leads-to-stroke?wvideo=pn5rb3k02b

