OKC, INKN n npeacvpaHO mbXKaeHe.
[naBobabcKaHMUATA C
aHTUKOAry1aHTU U aHTUArperaHT
MaKn € KbM Kpas CcU

[1-p KoctagnH Knyykos, a.m.

CUTn KnnHmk — Codus

OTaeneHne No Kapanmonorna, aHrMonorus,
eNekTPoPM3nN0N0rma u KapanoCcTMMmynaums



BbBeaoeHue

B eXXeagHeBHaTa HM NpaKTUKa Had 80% oT nauneHTuTe C
npeacbpaHo mbxKaeHe /MM/ umaTt HAMKaLUKA 3a
aHTUKoarynaHTHo nedyeHue /OAK/.

Mpu 30% OT TAX € Ha/INLLE N KOPOHapHa u/mnu nepmndepHa
atepocKkneposa. C nsumncneHa sabonesaemoct ot 1-2% 3a
MM n 20% pAan Ha HyXgaewmnTte ce OT NepKyTaHHA CbA0Ba
nHtepseHums /MKU/ moxKe ga ce npeanonoku, 4e okono 1-
2 MMAnoHa nauyumeHT B EC, KonTto ca Ha aHTUKOArynaHT
buxa npemuHanm npes MKW, obnyarMHO ¢ MNAaHTALKMA Ha
CTEHT.

OcobeHo npean3BUKATENCTBO OT M1e4Ha TOYKA Ha
aHTUTPOMbO3Ha Tepanua npeacTtaBaasaT naumeHTurte c MM
1 OCTbpP KopoHapeH cuHapom /OKC/, Tbi1 KaTo Npu Tasu
nonynauna cbpaevyHo-cbAoBaTa CMbPTHOCT € NO-BMCOKa.

Y.H.Lip et al. European Heart Journal doi:10.1093/eurheartj/ehu298



[Mpu Ta3um rpyna naumMeHTU HAMA JIECHU
pelleHus, 3al0To HAMA U ACHN OTTOBOPMW.

NauymeHTute ¢ OKC n NM obunKkHoBEHO ca:
NO-Bb3PACTHU, C NO-BMCOKA YECTOTa Ha AnaberT,
C NO-KOMMIEKCHA KOPOHapHa aHAaTOMMUSA.

KaKk aa 6anaHcupame mexay nonsu, PUCK OT KbpBEHE U
PUCK OT CTEHT Tpombo3a?

[lokasaTencTBeHUAT MaTepuan BCe Olle e MaJiKo.
[penopbKuTe ca C HUBO Ha AoKasaTencrseHocT B-C.

EKCnepTHM KOHCEHCYCU U MPENOPDHBKN?



OCHOBHU OTKPUTU BLNPOCKH

Kak aa npoueaupame C aHTUKOArynauuata u
aHTUarperauuaTa no speme Ha NKAU?

Kak pa nposegem NKW?

KakBo ga npaBum C LULMPOKO M3MNONA3BAHUTE BeYe
npasyrpen nam Tukarpenop?

KaKkbB cTeHT aa nogbepem?

Moxxem nan pa nsbupame csobogHo VKA unm
NOAC?

HyxXaaem nu ce ot ACNMMPUH BUHaru?

MoXem nn ga HamasaMm pUCKa OT KbpBeHe no
HAKAKbB AONb/IHUTENEH HAYNH?



2014 e bnarogaTtHa NOHEe NO OTHOLWWEHUe
Ha NPENOPHBKU N KOHCEHCYCU

European Heart Journal Advance Access published August 25, 2014

@ European Heart Journal CURRENT DPINION

) ™ doi:10.1093/eurhearti'ehu2 98

Management of antithrombotic therapy in atrial
fibrillation patients presenting with acute coronary
syndrome and/or undergoing percutaneous

coronary or valve interventior European Heart Journal Advance Access published August 29, 2014

document of the European So @ ... ESC/EACTS GUIDELINES o
- rurorEAY doi:10.1093/eurheartj/ehu278

Working Group on Thrombo: &=

Rhythm Association (EHRA), o .
Association of Percutaneous ¢ 2014 ESC/EACTS Guidelines on myocardial

Interventions (EAPCI) and Eu revascularization

of Acute Cardiac Care (ACCA The Task Force on Myocardial Revascularization of the European
Society of Cardiology (ESC) and the European Association

Heart RhYthm SOCiEtY (H RS) ' for Cardio-Thoracic Surgery (EACTS)

Heart Rhythm Society (APHR
Developed with the special contribution of the European Association of

Task Force Members: Gregory Y.H. Lip* (UK, Chaii Percutaneous Cardiovascular Interventions (EAPCI)
(Switzerland)’, Kurt Huber (Austria)!, Paulus Kirchl
Authors/Task Force members: Stephan Windecker* (ESC Chairperson) (Switzerland),

Philippe Kolh* (EACTS Chairperson) (Belgium), Fernando Alfonso (Spain),



AKLUEeHTbT Ha npenopbKuUTe e:

[1loy cbyeTaHa HyXAda OT
peBacKynapusaumna n nepopasaHa
aHTUKoarynauma aa ce MUCAn BUHArM 3a
KAMHUYHUA CLEHAPWUWN; 33 PUCK OT KbpBEHE
cpeLlly pUcK ot Tpombo3a

NI
CHA,DS,-VASC  CrabunHa UBC

VS ; ; OVI:C

HAS-BLED




MauuneHT, Npuemally aHTUKOArynaHT u HyXXaa ot MKW
/MpoueaypHu ocobeHocTu npu ctabunHa UBC/

* [lpn enektneHa [NKN He e HYXHa AONBAHUTENIHA
aHTUKoarynauua, korato INR >2.5.

 PapguanHumar gocron e U36op ¢ uen peaykums Ha
nepunpoLeaypHOTO KbpBEHE.

* [IKWN 6e3 npekbceBaHe Ha VKA uenun nsbaresaHe Ha

“bridging “, KoUTO moXKe ga poseae KakTo A0
KbpBEHE, TaKa U A0 NCXEMUYHU CHOUTUS.

* YnoTtpebarta Ha GP llb/llla uuxnbutopu Tpabsa Aa
6bae cBeaeHa eanHcTeeHo ao bail-out cutyauun.



MauueHT, npuemall aHTUKOArynaHT U HyXXaa ot NKU
/MpouenypHu ocobeHoctn npu OKC/

* [MbpsBuyHa MKW npm naymeHT Ha aHTUKoarynauma Tpabea
Aa ce npoeeXxaa c pagmaneH cbaos agoctobn C YITOTPEBA HA
NAPEHTEPANTHA AHTUKOAIYTAUNA HESABUCUMO OT
NOCNEAHATA AO3A HA TNMEPOPAJTHUA AHTUKOATY/TAHT.

* [penBua KpaTKoTpanHoTo Aenctene /25 mmHyTn/ n no-
HUCKUA PUCK OT KbpBeHE BUBaNNPYAUHDBT NPUNOXKEH NO
Bpeme Ha npoueaypaTta 1 CnpaH BegHara caeg Hea moxe bum
e 3a npenopbyBaHe npeg HOX nnm eHokcanapuH.

* ToBa olLe noBeye BaXKu 3a NauMeHTN Ha [laburaTtpaH.

* EHOKcanapuHbT TpsbBa Aa e npeanoYnTaHUAT
aHTUKOArynaHT, ocobeHo npu naunMeHTU Ha NpeaxoxaaLlo
NieyeHme ¢ gnpekTHu anti-Xa nHxnbutopu (rivaroxaban nam
apixaban)

* Ynotpebarta Ha GP llb/Illa nHxnbutopun Tpsbsa na 6bae
cBeaeHa egnHcTBeHo Ao bail-out cutyaumnm



[Mlonbop Ha CTEHT?

Recommendations

In patients with a firm indication for oral anticoagulation (e.g. atrial fibrillation with CHA:DS:-VASC score =2,
venous thromboembolism, LY thrombus, or mechanical valve prosthesis), oral anticoagulation is
recaommended in addition to antiplatelet therapy.

Mew-generation DES are preferred over BMS among patients requiring oral anticeagulation if bleeding risk is
lowe (HAS-BLED =2,
In patients with SCAD and atrial fibrillation with CHAZDS:-VASC score 22 at low bleeding risk (HAS-BLED
=2), initial triple therapy of (M)YOAC and ASA (75-100 mglday) and clopidogrel 75 mg/day should be
considered for a duration of at least one month after BMS or new-generation DES followed by dual therapy
with (MICOAC and aspirin 75100 mglday or clopidogrel (75 mg/day) continued up to |2 months.

la

DAPFT should be considered as alternative to inital triple therapy for patients with SCAD and atrial fibrillation
with a CHA:DS:-VASe score =1,

la

In patients with ACS and atrial fibrillation at low bleeding risk (HAS-BLED=2), initial triple therapy of
(MN)OAC and ASA (75-100 mgfday) and clopidogrel 75 mgfday should be considered for a duration of
& months irrespective of stent type followed by (MyOAC and aspirin 75—100 mg'day or clopidogrel
(75 mg/day) continued up to 12 months.

la

In patients requiring oral anticoagulation at high bleeding risk (HAS BLED =3), triple therapy of (MN)OAC and
ASA (75100 mglday) and clopidogrel 75 mg'day should be considered for a duration of one month follewed
by (M)OAC and aspirin 75—100 mg/day or clopidogrel (75 mglday) irrespective of clinical setting (3CAD or
ACSE) and stent type (BMS5 or new-generation DES).

la

Dual therapy of (MYOWAC and clopidogrel 75 mg/day may be considered as an alternative to initial triple
therapy in selected patients.

The use of ticagrelor and prasugrel as part of initial triple therapy is not recommended

Anticoagulation therapy after PCI in ACS patient

In selected patients who receive ASA and clopidegrel, low-dose rivaroxaban (1.5 mg twice daily) may be
considered in the setting of PCI for ACS if the patient is at low bleeding risk.

Anticoagulation during PCI in patients on oral anticoagulation

It is recommended to use additional parenteral anticoagulation, regardless of the timing of the last dose of
(MNICAC,

Periprocedural parenteral anticoagulants (bivalirudin, enaxaparin ar UFH) should be discontinued
immediately after primary PCIL

la

255,870

855

Npu HAS-BLED<2 — HoBa reHepauua DES, npu 23 —

BMS. 3awo? MNpu BMS obnuaniHuaT npuem Ha DAPT e
1 meceu,. lNpn HoBO NnoKoneHue DES — 3-6.

10.1093/eurheartj/ehu278

European Heart Journal doi



KakBO Aa npaBum C TUKarpenop u
[Mpa3yrpen?

flceH oTroBOpP — HAMA HUTO eHO NPOy4YBaHe, KOeTo Aa AaBa

NoNOXKUTENEeH OTrOBOP MO BbMpoca. ToBa, KOETO 3HAEM e,
PUCKBT OT KbpBeHe Nnpu TPoMHa Tepanms C TAX € eKCLLeCUBEH.

He ce npenopbyBaT U ABaTa MegUKaMeHTa.

Recommendations

In patients with a firm indication for oral anticoagulation (e.g. atrial fibrillation with CTHA:DS:-VWALSc score =2,
wenous thromboembolism, LV thrombus, or mechanical valve prosthesis), oral anticoagulation is
recommended in addition to antiplatelet therapy.

Mew-generation DES are preferred over BMS among patients requiring oral anticoagulation if bleeding risk is
lovwe (HAS-BLED =23).

In patients with SCAD and atrial fibrillation with CTHAZDS:-WASe score =1 at low bleeding risk (HAS-BLED
=2), initial triple therapy of (N}OAC and ASA (75—100 mglday) and clopidogrel 75 mg'day should be
considered for a duration of at least one month after BMS or new-generation DES followed by dual therapy
with (MNIOAC and aspirin 75— 100 mgiday or clopidogrel (75 mg/day) continued up to 12 months.

DAPT should be considered as alternative to initial triple therapy for patients with 3CAD and atrial fibrillation
with a CHA:DS:-WASe scare =1.

In patients with ACS and atrial fibrillation at low bleeding risk (HAS-BLED=2), initial triple therapy of
(MYOAC and ASA (75100 megfday) and clopidogrel 75 mg/day should be considered for a duration of

& manths irrespective of stent type followed by (PYOAC and aspirin 75—100 mg/day or clopidogrel

(75 mglday) continued up to 12 months.

In patients requiring oral anticoagulation at high bleeding risk (HAS BLED =3), triple therapy of (MNYOAC and
ASA (75—100 mglday) and clopidogrel 75 mg/day should be considered for a duration of one month followed
by (M)IOAC and aspirin 75—100 mg/day or clopidogrel (75 mglday) irrespective of clinical setting (3CAD or
ACS) and stent type (BMS or new-generation DES).

Dwal therapy of (MMOWC and clopidogrel 75 mg'day may be considered as an alternative to initial criple

therapy in selected patients.

The use of ticagrelor and prasugrel as part of initial triple therapy is not recommended
On therapy r m pa

In selected patients who receive ASA and clapldqg_ﬂ!l. loww-dose rivaroxaban (2.5 mg twice daily) may be b

cansidered in the setting of PCI for ACS if the patient is at low bleeding risk.

Anticoagulation during PCI in patients on oral anticoagulation

It is recommended to use additional parenteral anticoagulation, regardless of the timing of the last dose of
(POAIC

Periprocedural parenoeral anticoagulants (bivalirudin, enoxaparcin or UFH) should be discontinued
immediately after primary PCIL

865,870

855

European Heart Journal doi:10.1093/eurheartj/ehu278




A nocne?
KoHceHcycbT Ha EHRA/EAPCI Ka3Ba:

* [MbpBO M3umncum ckoposete!!l (HAS-BLED,
CHADS-VASC). Mucnam 3a KAMHUYHUA
cueHapum!

* ASA e 3aabnXKuUTeNeH KOMMNOHEHT Ha TPOMHATA
aHTUTPOMbDO3Ha Tepanma — HeotTmeHHa npu
peBackynapusauuma 3a OKC.



ESC, Hotline lll, Munchen, August 28th, 2012

The WOEST Trial: First randomised trial
comparing two regimens with and without
aspirin in patients on oral anticoagulant therapy
undergoing coronary stenting

Willem Dewilde, Tom Oirbans, Freek Verheugt, Johannes Kelder, Bart
De Smet, Jean-Paul Herrman, Tom Adriaenssens, Mathias VVrolix,
Antonius Heestermans, Marije Vis, Saman Rasoul, Kaioum
Sheikjoesoef, Tom Vandendriessche, Kristoff Cornelis, Jeroen Vos,

Guus Brueren, Nicolien Breet, Jurrién ten Berg

e Camo Npn HUCKOPUCKOBUTE BOJTHN MOXKeM Aa CU
NO3BO/IMM Aa He aaBame ASA.

* Ta3u npenopbKa e basmnpaHa Ha WOEST, kbaeto >60%
OT NauneHTuTe ca bunm cwve ctabunHa UBC!

* TpoMHa aHTUTPOMOO3HA TEPANMA 33 KONKOTO CE MOXKe
no-KpaTtKo!



Mpenopbkute Ha ESC/EACTS 1 KOHCEHCYCHT Ha
EHRA/EAPCI ca eanHHMU:

* I pBaTa AOKYMeHTa NpupaBHABAT BUTaAaMUH K

aHTaroHuctute ¢ NOAC /sbnpeku, ye 3a nocneanute
AIMNCBAT PaHAOMMU3MPAHU NPOYYBaHUA NPU

peBackynapusauma/, HO NP HAKOU YCNIOBUA:

— OAK c npuueneH INR 2,0-2,5 u TTR>70% e
cbnoctaBum ¢ NOAC B HUCKA A03a

Dabigatran — 2x110mg, Rivaroxaban — 15mg;
Apixaban — 2x2,5mg

* [1pn TOBa NOJIOXKEHME HellaTa U3rexKaaT no-
NNEeCHM.



CxemaTa, KOATO MCKamM Aa MMam B axKoba cu

Haemorrhagic risk

Stroke risk

Clinical

Recommendations

Lo ar moderate

{HAS-BLED 0—2)

High (HAS-BLED = 3)

Moderate (CHA;DS;-WASC =
1 in males)

High (CHALDS,-VASC =>32)

Moderate (CHA;DS,-WASC =
1 in males)

High (CHALDS,-VASC =2)

Moderate (CHA;DS;-WASC = 1
in males)

High (CHALDS,-VASC =2)

Maoderate (CHAZDS-WASC = 1
in males)

High (CHACDS,-VASC =32)

Stable CAD

ACS

AICS

Stable CAL

Stable CAL

AICS

ALCS

At leagst 4 weeks (no longer than & months): triple therapy of OAC +
aspirin 75—-100 mgfday + clopidegrel 75 mg'day”®

Up to 1.2th month: OAC and clopidogrel 75 mgfday (or alternatively,
aspirin 75—100 mg/day)®

Lifelong: CuACE

At legst 4 weeks (no longer than & manths): triple therapy of OAC +
aspirin 75—100 mgiday + clopidogrel 75 mg/day®

Up o 1.2th month: OAC and clopidogrel 75 mgfday (or alternatively,
aspirin 73—100 mgfday)

Lifelong: QA

& months: triple therapy of OAC + aspirin 75—100 mg'day +
clopidogrel 75 mgfday

Up to 12th month: OAC and clopidogrel 75 mgfday (or alternatively,
aspirin 75—100 mgfday)

Lifelong: ©AC"

& months: triple therapy of QAC + aspirin 75—100 mg'
day + clopidogrel 75 mg/day

Up o 1.2th month: OAC and clopidogrel 75 mgfday (or alternatively,
aspirin 75—100 rmgfday)

Lifelong: CQACT

12 months: OAC and clopidogrel 75 mg'day™

Lifelong: QACE

4 weeks: triple therapy of OAC 4+ aspirin 75—100 mg/day + clopidogrel
75 mgiday”®

Up to 1.2th month: OAC and clopidogrel 75 mgfday (or alternatively,
aspirin 75—100 mgfday)

Lifelong: OAC"

4 weeks: triple therapy of OAC + aspirin 75— 100 mg'day + clopidogrel
75 mg/day”

Up to 1.2th month: OAC and clopidogrel 75 mgfday (or alternatively,
aspirin 75—100 mgfday)

Lifelong: QACT

4 weeks: triple therapy of OAC + aspirin 75—100 mgfday + clopidogrel
75 mg/day”

Up to 12th month: OAC and clopidogrel 75 mgfday (or alternatively,
aspirin 75—100 mg'day)

Lifelong: OAC"

Y.H.Lip et al. European Heart Journal doi:10.1093/eurheartj/ehu298



Tpn KAMHUYHU cueHapUs B KPaMHOCTU

* Hucvk oo ymepeH HAS-BLED, Hucvk CHADS-VASC
npu ctabunHa NBC:

— 4 ceamunum TporHa Tepanma (OAK+ASA+Clopidogrel),
no 12tn meceuy, asonHa — OAK+Clopidogrel, chep 121un
mecel, - OAK.

* Bucok HAS-BLED npu Hucvk CHADS-VASC npwu
ctabunHa UBC:
— BownHa Tepanua: OAK+Clopidogrel.

* Bucok HAS-BLED, sucok CHADS-VASC + OKC:

— 4 ceamnum TponHa Tepanua (OAK+ASA+Clopidogrel),
0o 1211 meceu, aponiHa — OAK+Clopidogrel, cnen 1211
mecelr, - OAK.



BCMYKM NnOoTeHUMaTHN Bb3MOXKHOCTU Ca
Pa3UrpaHu

STEP 1 — Stroke risk

STEP 2 — Bleeding risk

STEP 3 — Clinical setting

B orviantconguiaton [ Aspicn 75100 mg caiy Clopidogrel 75 mg daily

Y.H.Lip et al. European Heart Journal doi:10.1093/eurheartj/ehu298



[locnaHMA 33 B Kbl

MwucneTte B cKopoBe npeau Aa Aagere
onpeaeneHa aHTUKoary/laHTHa 1 ocobeHa
aHTUarperaHTHa Tepanms.

TponHaTta aHTUTPOMOO3Ha Tepanusa e
3aavmKutenHa npu OKC, Ho TpAbBa Aa e
Bb3MOXHO HaU-KpaTKa!

Kak ga ce noacurypute? N3bupaunte npaBuIHUA
CTEHT — HOBO NoKosneHune DES, BRS. AauTte PPI.

NOAC moraT ga ca antepHatmea Ha VKA — Beye ce
npenopbyBaT, HO Yakame TBbPAM AOKa3aTeNCTBa.

[1BonHa Tepanma ¢ OAK 1 egmnH aHTUarperaHT
MOXe Aa e n3bop npm 60aHU cbe cTabunHa UBC u
BUCOK PUCK OT KbPBEHE.



!




bnharogapAa 3a BHUMaHUETO



