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mu ﬁymm etexllat
Rivaroxaban
Aplixaban
Edoxaban

Acetyisalicyisyre

Clopidogrel
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Ticagrelor

* TT oftest = warfarin + ASA + clopidogrel

ASA/clopidogrel — oftest dog: clop. monoterapi)

.a. indiceret ved:

» Akut koronart syndrom og/eller PCI hos patient mjed
indikation for AK-beh., fx mekanisk hjerteklap eljer

Kan vi droppe
magnyl ?

Flere og flere ptt med AFLI...
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Mivasaka Y et al. Circulation 2006




Mange ptt har bade AFLI og IHD

Udfordring: at finde den bedste beh. mhp at

AF
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IHD

IHD

20-30%

Coexistence of AF and IHD increases the risk of CV events*.

undga bade ST, stroke og blgdning!

VKA

Aspirin Dabigatran

Clopidogrel
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Edoxaban

TIA/Stroke
OAC > DAPT

Stent Thrombosis
DAPT > OAC

*Bang et al. JAHA 2014.

Effekten af magnyl pa vaskulaere events

(nonfatalt Ml, stroke, vaskulzer ded)
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Warfarin, ASA eller begge ved AMI?

Magnyl vs. Placebo til ptt med:
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Magnyl vs. Warfarin til ptt med:

Blodningsrisiko ved flerstof antitrombotisk

beh: Myokardieinfarkt

Non-fatal & fatal bleeding bleeding

Hazard ratio (95% Cl) HR 95%Cl
Aspirin alone 1-00 Reference
Clopidogrel alone 23l 133 111-159
Vitamin K antagonist alone e 123 0.94-1.61
Aspirin plus clopidogrel 3 2] 147 128-169
Aspirin plus vitamin K antagonist [ 184 151-223
Clopidogrel plus vitamin K antagonist —e— 352 242-511
Triple therapy —e—i 405 3.08-5-33
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Hart RG et al. Ann Intern Med 2007.

Blodningsrisiko ved flerstof

antitrombotisk beh: Atrieflimren

HR (95% Cl)
Warfarin monotherapy L] 1 [Reference]

Blodningsrisiko:
Mono-terapi < 2-stof < triple terapi

Warfarin + clopidogrel (=] 308 (232-397)
Triple therapy [ 370 (2.89-4.76)

01 1.0 10.0
Hazard Ratio (95% Cl)

Hazard ratios (HRs) for the risk of nonfatal (n=12 191) and fatal
(n=1381) bleeding associated with the use of warfarin, aspirin, clopidogrel,
and combinations of these drugs. Cl indicates confidence interval.

Sprensen et al. The Lancet. 2009,

Iskaamisk stroke ved flerstof

antitrombotisk beh: Atrieflimren

HR (95% CI)
Warfarin monotherapy [ 1 [Reference]

Aspirin monotherapy ] 1.83 (1.73-1.94)
Clonidoarel monotherany i bed 1.86 (1.52-2.27)

Risiko for iskaemiske events:
Flerstof-behandling ikke altid bedre
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Hansen et al, Arch Intem Med. 2010

Registerdata (n=8700): TT til ptt med

AFLI & stabil CAD

1 Treatment regimen HR [95% CI]
Bleeding |
VKA plus aspirin plus clopidogrel : 2,81 [1.82-4.33]

Conclusions—In atrial fibrillation patients with stable coronary artery disease, the addition of antiplatelet therapy to VKA
{hefﬂp)l‘ o b o PRSIy g = : g : v ook o “
15 increased significantly. The common practice of adding antiplatelet therapy to oral VKA anticoagulation in patients
with atrial fibrillation and stable coronary artery disease warrants reassessment. (Circulation. 2014;129:1577-1385.)

Death Treatment regimen HR [95% CI|

VKA plus aspirin plus clopidogrel

0

1.85 [1.29-2.65]
VKA plus clopidogrel 1.39 [0.94-2.06]
VKA plus aspirin 0.99 [0.86-1.13]

VKA

T

1.00 (reference)

Triple Terapi i registerstudier

e Begraenset (ingen?) gavnh mht KV events.

@ger blgdningsrisikoen!

Optimal (sikker?) varighed?

2 vs. 3-stof antitrombotisk beh??

Lamberts et al. Circulation 2014.




udy Design

1:1 Randomisation (n = 573, 69% = atrial fibrillation):

Double therapy group: Triple therapy group

OAC + 75mg Clopidogrel qd ‘ OAC + 75mg Clopidogrel qd + 80mg Aspirin qd

1 month minimum after BMS
1 year after DES

1 month minimum after BMS
1 year after DES

Follow up: 1 year
Primary Endpoint: The occurence of all bleeding events (TIMI criteria)
Secondary Endpoints:

- Combination of stroke, death, myocardial infarction, stent thrombosis and
target vessel revascularisation

WOEST

Primary Endpoint: Total number of TIMI bleeding events
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Secondary Endpoint (Death, MI,TVR, Stroke, ST)
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TE events: stroke, ST, revask., Ml eller dod.

Double terapi var sml. m. TT associeret med /avere
mortalitet.

Secondary Endpoint

p=0.876

H Double
therapy group

M Triple therapy
group

TVR

Stroke

Mi=any myocartial infarction; TVR= target vessel revascularisation (PCI + CABG): ST= stent thrombosis

Time from
treatment
initiation

175

[A] = Aspirin . = Clopidogrel ﬂ = Oral anticoagulation




Blpdning

Vigtige overvejelser

= Behandlingsvarighed (epikrise)
= Seponér trombocytheemmere (seponeringsdato)
= PPl (afh af risiko, ikke blot symptomer)

= Teet kontrol (INR, eGFR)

= Komorbiditet (Gl gener, alkol, hypertension)

= Komedicinering (NSAID, prednisolon etc)

= Undga ticagrelor og prasugrel sammen med AK-

behandling.

* Triple (og double) antitrombotisk behandling er
associeret med gget blgdningsrisiko.

* OAC + clopidogrel formentlig OK i stedet for TT til
udvalgte AFLI ptt efter PCI.

g pavej)-

CAVE ticagrelor / prasugrel i komb. med (N)OAK.

Ved kombination af trombocythaammere med OAK
1) VKA: INR 2-2.5 og 2) NOAK: veelg den lave dosis




