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Patterns of atrial fibrillation

AF pattern Definition |

First diagnosed AF | AF that has not been diagnosed before, irrespective of the
duration of the arrhythmia or the presence and severity of AF-
related symptoms.

Paroxysmal AF Self-terminating, in most cases within 48 hours. Some AF
paroxysms may continue for up to 7 days.

AF episodes that are cardioverted within 7 days should be
considered paroxysmal.

Persistent AF AF that lasts longer than 7 days, including episodes that are
terminated by cardioversion, either with drugs or by direct
current cardioversion, after 7 days or more.

Long-standing Continuous AF lasting for 21 year when it is decided to adopt a
persistent AF rhythm control strategy.
Permanent AF AF that is accepted by the patient (and physician). Hence, rhythm |

control interventions are, by definition, not pursued in patients
with permanent AF. Should a rhythm control strategy be adopted,
the arrhythmia would be re-classified as ‘long-standing persistent

AF.
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Cardiovascular morbidity and mortality associated
with atrial fibrillation

Event Association with AF

Death Increased mortality, especially cardiovascular mortality
due to sudden death, heart failure or stroke.
Stroke 20-30% of all strokes are due to AF. A growing number

of patients with stroke are diagnosed with ‘silent’,
paroxysmal AF.

Hospitalizations

10-40% of AF patients are hospitalized every year.

Quality of life

Quality of life is impaired in AF patients independent of
other cardiovascular conditions.

Left ventricular dysfunction
and heart failure

Left ventricular dysfunction is found in 20-30% of all AF
patients. AF causes or aggravates LV dysfunction in
many AF patients, while others have completely
preserved LV function despite long-standing AF.

Cognitive decline and
vascular dementia

Cognitive decline and vascular dementia can develop
even in anticoagulated AF patients.

Brain white matter lesions are more common in

AF patients than in patients without AF.

www.escardio.org/guidelines
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The Percentage of Strokes
Attributable to AF Increases With Age

Framingham Study
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Atrial Fibrillation
Symptomatic vs Asymptomatic

Cardiovascular Health Study
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Furberg CD, et al. Am J Cardiol. 1994:74:236-241.[8



Subclinical Atrial Fibrillation
and the Risk of Strolke

JafF S, Healaey, R4, Stuark . Commnalby, A D, P dchas]l R Gaold, kA,
Carstamn W Israz=l, M., Isabaelle C. Wwan Geldar, A,
Aldessandro Capwoci, MO, .. Lau] M., Eric Fain, M.D ., Searn Yang, kA _Sc,
Chiristophe Bailleawl, 4D, Carlcs A BAMorillcs, A, PAark Carlsom, RAC,
Ellis—rn Thamales, M_.=c., Elizabeth =. Kaufrmeam, R,
amd Stefarn H. Hohnlosaer, MDD, for thhe ASSERT Inwvesti gators
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Years of Follow-up

Mo at Risk
Subclinical atrial tachyarrhythmias present  2E1 240 21§ I1E 17%
Subclinical atrial tachyarrhythmias absent 2319 2145 2070 1872 1556

AoUeveic >65eTwV UE UMEPTAON KOl UTOKALVIKA EMELCOOLA KOATUIKNG pHapuapuync >6min,
Exouv avénuévo kivéuvo yia toxoauutka AEE

NEJM 2012, 366: 120



Screening for atrial fibrillation

Recommendations

Opportunistic screening for AF is recommended by pulse taking or ECG
rhythm strip in patients >65 years of age.

In patients with TIA or ischaemic stroke, screening for AF is
recommended by short-term ECG recording followed by continuous ECG
monitoring for at least 72 hours.

It is recommended to interrogate pacemakers and ICDs on a regular
basis for atrial high rate episodes (AHRE). Patients with AHRE should
undergo further ECG monitoring to document AF before initiating AF
therapy.

In stroke patients, additional ECG monitoring by long-term non-invasive
ECG monitors or implanted loop recorders should be considered to
document silent atrial fibrillation.

Systematic ECG screening may be considered to detect AF in patients
aged >75 years, or those at high stroke risk.

EURQOPEAN
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The Five Domains of Integrated AF Management

Treatment Desired outcome Patient benefit

Acute rate =
and rhythm Haemodynamic

control (e.g., p-blockers, stability
cardioversion)

Manage X

ecpitatin Lifestyle changes, treatment Cardiovascular risk -

o fagors i of underlying cardiovascular reduction ‘;Improved life
— conditions '

expectancy

Assess
stroke risk

Oral anticoagulation in
patients at risk for stroke

Stroke prevention

Assess 2 ‘
heart rate Rate control therapy Sym::::s";r"':;:;::?ent' i

LV function

Improved quality
of life, autonomy,
social functioning
Antiarrhythmic drugs,

cardioversion, catheter Symptom
ablation, AF surgery

Assess
symptoms

improvement
ST
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Stroke in Europe

» 2 million strokes each year

» € 38 billion per annum
* will double by 2050

» 20% of all strokes attributable to AF

» 6 million Europeans have AF
» will double by 2050

» AF Increases the risk of stroke five fold
| > Stroke with AF is 50% fatal within one year

« others remain severely disabled




Stroke Prevention in AF
Warfarin vs Placebo

AFASAK-1
SPAF
BAATAF —§

CAFA
SPINAF HH——
EAFT

ALL Trials
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100=, 50+, 1174 50 1009

Favors Warfarin Favors Placebo or
Control

Ham B, et al. Ann Intern Med. 3007 1 46:857-867.



CHA,DS,-VASc: Risk Factors for Stroke

CHA,DS,-VASC

Risk factors Score

Congestive heart failure/LV dysfunction 1
Hypertension

@75 years

Diabetes
Stroke/TIA/TE

Vascular disease

Age 65-74 years

Sex category (ie, female sex)

L =L =2 =N RN

Maximum score

Lip GY, et al. Chest. 2010;137:263-272.



HAS-BLED Bleeding Risk Score

Hypertension
— SBP >160 mm Hg

* Abnormal renal function
— Chronic dialysis/renal transplantation

* Abnormal liver function
— Chronic hepatic disease/biochemical evidence of significant hepatic
derangement

* Bleeding tendency or predisposition

— History of bleedingand/or predispositionto bleeding (eg, bleeding diathesis,
anemia, etc)

* Labile INRs

— Unstable/high INRs or TTR <60%
* Age

— >b5 years

Drugs/alcohol

— + oral anticoagulants, antiplatelet agents, etc

PistersR, et al. Chest. 2012;138:1093-1100.



Modifiable risk factors for bleeding in
anticoagulated patients with atrial fibrillation

Modifiable bleeding risk factors:

Hypertension (especially when systolic blood pressure is >160
mmHg)

Labile INR or time in therapeutic range <60% in patients on
vitamin K antagonists

Medication predisposing to bleeding, such as antiplatelet drugs and
non-steroidal anti-inflammatory drugs

Excess alcohol (=8 drinks/week)

©
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NewTEPO AVTILITNKTIKA

» AvaotoAeic thc Bpopupivne
NTopmykatpavn

» AvaoToAeic Tou napayovta Xo
PiBapoéapmavn
Artiéapmavn
Evtoéapumavn



New Anticoagulants vs. Warfarin
Stroke (ischemic or hemorrhagic) or Systemic Embolism

Dabigatran (150 mg twice daily) —sim—

Dabigatran (110 mg twice daily)

el
Rivaroxaban (20 mg once daily) e e
Apixaban (5 mg twice daily) e s
—E—

Edoxaban (60/30 mg once daily)

Edoxaban (30/15 mg once daily) .

05 1 2

Connolly SJ, et al. N Engl J Med 2009;361:1139-51.
Patel MR, et al. N Engl J Med 2011;365:883-91.
Granger CB, et al. N Engl J Med 2011;365:981-92.
Giugliano RP, et al. N Engl J Med 2013;369:2093-104.



New Anticoagulants vs. Warfarin
Intracranial Hemorrhage

Dabigatran (150 mg twice daily) O
Dabigatran (110 mg twice daily) O —
Rivaroxaban (20 mg once daily) e e
Apixaban (5 mg twice daily) e
Edoxaban (60/30 mg once daily) S

Edoxaban (30/15 mg once daily) o

0.1 Ty 5

Connolly SJ, et al. N Engl J Med 2009;361:1139-51.
Patel MR, et al. N Engl J Med 2011;365:883-91.
Granger CB, et al. N Engl J Med 2011;365:981-92.
Giugliano RP, et al. N Engl J Med 2013;369:2093-104.



Novel Anticoagulants (“NOACs”)

Dabigatran Rivaroxaban Apixaban Edoxaban
‘Mechanism of  Selective direct ~ Selective direct ~ Selective direct  Selective direct
et Alalllilaies Zelililoer e NDIIOr £ Do
Bioavailability Oral prodrug with Good oral Good oral Good oral
poor oral bioavailability bioavailability bioavailability
bioavailability
_______________________________________________ D O T e
T, 12 - 17 hours 6 - 9 hours 12 hours 9 - 11 hours
‘Dosing Twice daily ~ Onceortwice Twice daily ~ Once or twice
daily daily
Time action 1 - 4 hrs post- 1 -4 hrs post- 1 - 4 hrs post- 1 -4 hrs post-
dose for max. dose for max. dose for max. dose for max.
inhibition inhibition inhibition inhibition
Platelet No direct effect No direct effect No direct effect No direct effect
aggregation
Elimination 80% renal 35% renal 25% renal 35% renal

Eriksson B, et al. Clin Pharmacokinet.
2009;48:1-22.



Stroke prevention in atrial fibrillation

: Yes

! l !
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Oral anticoagulation indicated

may be considered in

ey _.1:'&. v
oa Assess for contra-indications
l OAC should be Correct reversible bleeding
considered (I1aB) : risk factors
‘/ 2 \.\ ;
LAA occluding devices

patients with clear contra-
indications for OAC (IIbC) | [RAISL{eNETVL ( VKA (IA)° ]

a Includes women without other stroke risk factors
bIIaB for women with only one additional stroke risk factor
cIB for patients with mechanical heart valves or mitral stenosis

b
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Idarucizumab for Dabigatran Reversal

REVERSE-AD: Idarucizumab Binds Dabigatran

Group A:
Uncontrolled bleeding Reverses up to the
+ dabigatran-treated . . .

. 5 gidarucizumab 99th percentile of

(2 separate dabigatranlevels
infusions of 2.5 g) measured in RE-LY
Group B: Emergency
* surgery or procedure

+ dabigatran-treated

0—15 minutes 90 days follow-up

0-24 hours ! !
A A A2 Aa4a 4 A A A Boo

HOSth‘?" Pre-1st vial Pre-2nd vial 1h 2h 4h 12h 24h 30d s0d samples
arrival

v H 15apouci1{OuduTTn avTIoTPEPEI ATTOAUTA EVTOG OAiyWV AETTITWYV TNV AVTITTNKTIKA
Opdon TNG VTAMNTTIYKATPAVNG, O aoBgvEig TTOU UTTEOTNOOV pEIfOVa alpoppayia I

TTPOKEITAI va UTTOBANBOUV o€ eTTEiyoUuTd XEIPOUPYIKN ETTENRAO.
Pollack CV Jr et al. N Engl J Med, 2015.



Long-term heart rate control in patients with atrial
fibrillation

5 A e SN S S S (S o P ¥ = AN e S - . f A=
=FIEy A RALE LA ALY Wit Ve Ve fa
S o Y e I e A S e A I T TONEL. SR g T EMe e

Perform echocardiogram (IC)
Choose initial rate control therapy (IB) and combination therapy if required (IIaC)
Target initial resting heart rate <110 bpm (IIaB), avoiding bradycardia

l

( LVEF 240% ]
¥ v v v v
i i " Diltiazem/ B
Sl iltiazem e
LBeta-blocker] { Digoxin | verapa il ] [Beta-blocker] { Digoxin
Consider early low-dose E i Add therapy to achieve target heart rate or k
combination therapy § if ongoing symptoms
Add Add diltiazem,
Add digoxin Add digoxin Add digoxin verapamil or

beta-blocker beta-blocker

www.escardio.org/guidelines European Heart Journal - doi:10.1093/eurheartj/ehw210 CARDIOLOGY*



Initiation of long term rhythm control therapy in
symptomatic patients with atrial fibrillation

( Initiation of long term rhythm control therapy to improve symptoms in AF ]

’ ' |

No or minimal signs
for structural heart
disease

Coronary artery disease,
significant valvular heart

Heart failure
disease, abnormal LVH

{ Patient choice ] [ Patient choice ] [ Patient choice ]

'
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Catheter AF radiofrequency ablation

Left Atrium Access Route PU ?NARY

LER
ATRIUM

Integrated circular
mapping catheter

Lesions

PULMONARY
VEIN

Irrigated
open-tip
catheter




Complications related to catheter ablation of atrial
fibrillation

Complication

Complication type

severity
Life-threatening Periprocedural death <0.2%
da s Oesophageal injury (perforation/fistula) <0.5%
Periprocedural stroke (including TIA/air embolism) <1%
Cardiac tamponade 1-2%
Severe complications Pulmonary vein stenosis <1%
Persistent phrenic nerve palsy 1-2%
Vascular complications 2-4%
Other severe complications ~1%
Other moderate or minor complications 1-2%
Unknown significance Asymptomatic cerebral embolism (silent stroke) 5-20%
Radiation exposure
@
www.escardio.org/guidelines European Heart Journal - doi: 10.1093/eurheartj/ehw210 i%é%i%?



Mnvipuorta

* ‘EAeyxoc (screening) pe ynAadpnon tov odpuyuou N HKT yia
TNV avixvevon kM oe mtAnBuopouc vpnAou kwvduvou,
KUPLWE NALKLWUEVOUC (> 65 eTwv)

e AlooTpwHATWON KvdUVOU TwV aacBevwyv pe pn BaABLowkn
KOATiKN pappapuyn pe to CHA,DS,-VASc score. Xopriynon
QVTLUTNKTLKAC aywyn¢ otoucg acBeveic upniov kivdbuvou
LLE score = 2.

e Agv ouvLloTATOL N XOPNYNON OVTLOLLLOTIETAALOKWY
(aomipivn) oe acBeveic pe kKM yua tnv poAndn Twv
QYVELOLKWV EYKEPAALKWY ETTELCOO LWV



Mnvipuorta

* OLaoBeveig xapnAou kwwduvou yia AEE (CHA,DS,VASc score =0)
dev €xouv €vOELEN yLa avTlOpoUBwWTIKA aywyn). 2€ a.oBevelg pe
score > 1 ocuvioTATAL QVTLTNKTLIKA OyWYN LE KOUUOPLVLKA I
VEWTEPO OVTUTNKTLKA.

e AV KOL TO VEWTEPO AVIUTNKTIKA OEV armaltouV EAgyx0
TINKTLKOTNTOC, TA EMUTESA TOUC OTO TAACUA ETtnpealovTal amo
TNV VEDPLKN KoL NTTATLKN AEltovpyia, KaBwc Kat armo tnv
ouyxopnynon OpLOMEVWY GaPUAKWY. ZUVLIOTATOL TTEPLOOLKOC
g\eyxoc vedpplknC / nmatiknc Aettovpylac tdlaitepa oe
NALKLWUEVOUC AoBEVELC LE OUVVOONPOTNTEC.



Mnvipuorta

* ‘EAeyyoc kapdLlaknc cuxvotnToc UE GAPUOKEVTLKN aywyn
KOl 0TOXO cuxvotnta o€ npepia < 110bpm.

e AvTLappUBLLKA dapUOKa YLOL TOV EAEYXO TOU puBOuoUL LOVOo
O€ CUUMTWHOTLKOUC a0BEVELC LE MAPOEUOULKN N ETTiOVN
KM. Ta avTlappuBO LKA EXOUV LETPLO ATTOTEAECLLOTLKOTNTAL
Kol Kivobuvo mpoappuBuiac. H emthoyn tou KataAAnAou
avTLOPPLOULKOU YIVETAL UE YVWHOVA TNV aohaAELQ.

e Eni amotuxlog Twv avTloppuOULKWY GE GUUTTTWUOTLKOUC
aoBevelg, ouviotatal kataAlvon e kabetnpa n

XELPOUPYLKN KaTtaAuon thc appubuiog.









RE-LY®1

N>18 000
B Warfarin
D150 BID

MEDICARE™

N>134 000
B Warfarin
D150 & D75 BID combined

Real-world
data

INCIDENCE PER
100 PERSON-YEARS
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RR: 0.41
P<0.001

HR: 0.80
P=0.02

HR: 0.34
P<0.001

RR: 1.48 RR: 1.27 RR: 0.88
P=0.001 P=0.12 P=0.051

HR: 1.28 HR: 0.92 HR: 0.86
P<0.001 P=0.29 P=0.006




Adoeig NOACs avaloya pe TtV nAwkia, vedpikn Aettovpyia Kot BAPOG CWUOTOG

DapUAKEVUTIKI ouoia

NTapmnykatpavn

PiBapofaumnavn

Aru§aumnavn

Evto§aurmnavn

HAwia

<75 etwv: 150mgx2.
75-80 etwv:150mgx2

(110mgx2 otav o aloppaytlkog Kivéuvog

elvat uPnAog).
>80 eTwv: 110mgx2.

Agv amnatteltol mpooapuoyn Tng

doong.

Juviotwpevn 66on: 5mgx2.

2.5mgx2 O0Tov CUVUTIAPXOUV dUo

artd ta okoAouBa:
HAwia = 80 sTtwv
SB<60kg

Kpeatwvivn opol >1.5mg/dl.

Aev amalteital mpooapuoyn Tng

6o0ong.

Nedpwkni Aettovpyia

CrCI>50ml/min: 150mg x2.
CrCl:30-50ml/min:110mgx2.

CrCl<30ml/min:avtevéeikvutal.

CrCI>50ml/min: 20mg x1.
CrCl:15-49ml/min: 15mg x1.
CrCl<15ml/min: avteveikvutot

JuviloTwpevn 6060n: 5mgx2.

2.5mgx2 6tav cuvumapyxouv Suo
amno ta akoAouba:

HAwkio 280 gTwv

2B<60kg

Kpeatwvivn opol =1.5mg/dl.

CrCl:15-29ml/min: 2.5mg x2.
CrCl<15ml/min A atpodialuon:
avtevoeikvuTal.
CrCI=50ml/min: 60mg x1.
CrCl:15-49ml/min:30mg x1.

CrCl<15ml/min:avtevdeikvutat.

BApog cwHaTog

Agv ammalTelToL TIPOCOPUOYH TG 500NG

avaloya e to 2B.

Agv amnatteltol mpooapuoyn tng 66ong

avaloya e to 2B.

Juviotwuevn 66on: 5mgx2.

2.5mgx2 O0ToV CUVUTIAPXOUV SUo
Qo Ta aKOAouBa:

HAwio 280 gTtwv

2B<60kg

Kpeartwvivn opou 21.5mg/dl.

$B>60kg: 60mgx1.
2B<60kg: 30mgx1.



NOACS Kot aLpoppoyiol oo To TEMTIKO

Auénuévoc Kivouvoc atlpoppayilag armo To EMTLIKO o€ aoBeveic nALkiog >
75 €TWV KOTA TN XOPNyNon VIQUITLYKATPAVNC Kol pLBapoéapmavng

OL OLHOPPAYLEC ATIO TO TIETTLKO AVEAVOUV UE TN CUYXOPAYNON
QVTLOLLLOTIETAALOKWVY TIOPOLYOVTWV

EAeyxoc Tou memtikov (KoAovookomnon) avéavel tn mpwipn dtayvwon Ca
TOU TIAXEOC EVIEPOU KOl LTTOPEL VAL LLELWOEL TLG ALLOPPAYLEC TTOU
oXetilovtol e KoKoNOELEC

Ertavevapén twv NOACs LOALC ExeL eAeyxBOel n alpoppayia os aoBeveic
vnAou BpopPouBoAikov kKivduvou



AAyOpLOpOL AVTLITNKTIKAG YWYNCS 0€ N BaABLdikn KOATKA

papuopuyn - NOACs

Stable coronary ACS, PCl and ) . Ablati Mechanical valves and
heart disease stenting Cardioversion SUOn rheumatic valve disease
N ,b ,b
Monotherapy Continue VKA (TTR >70%) Continue VKA Uninterupted warfarin
with NOAC Reduced dose of NOAC with NOACS can be used Uninterupted NOAC
No preference triple therapy No preference for a Interupted warfarin VKA
for a particular No preference for a particular particular NOAC with bridging
NOAC NOAC
R Ta "
TTR >70% on CHAzDSZ\_/ASC =1in Single first epi- Anti-arrhythmic Prior TIA or
warfarin males, 2 in females sode of AF drugs stroke
¥ . 4 - )
:‘Of:"‘fue with VKA ‘ No preference for Patient on verapamil: reduced of dabigatran NOACSs superior
OAC: Dabigatran VKA or a particu- or edoxaban to VKA
Th licati Apixaban lar NOAC Patient on dronedarone: reduced dose of Avoid combina-
a) erapycomplications edoxban, contraindicated with dabigatran, tion with aspirin
b) SAMe-TT;R; >2 taken with care on rivaroxban and apixa-
ban
i )
- i " N K
Wb
acute ischemic ; " 2
| -
e e bleeding Renal impairment Advanced age Hypertension
N .
¥ ¥ \’ ol o
VKA and INR<1.7 No data on efficacy and Apixaban 5 mg
Dabigatran and safety of early antico- Dabigatran 110 mg Apixaban 5 mg Apixaban 2.5 mg No preference
normal aPTT agulation with NOACs Apixaban 2.5 mg in age>80 Dabigtran 110 mg for a particular
25 years, weight <60 kg or NOAC
creatinine >1.5 mg/dl
Rivaroxaban 15 mg
Edoxaban 30 mg

Diener HC et al Europace, 2016.



Initiation or continuation of anticoagulation in atrial fibrillation
patients after a stroke or transient ischaemic attack

Patient with atrial fibrillation and acute TIA or ischaemic stroke
Exclusion of intracerebral bleeding by CT or MRI

v v

Mild stroke
{ i ] { (NIHSS <8) ]

Low NIHSS (<8):
Small/no brain infarction on imaging

No need for carotid surgery

No haemorrhagic transformation
Clinically stable

Young patient

Blood pressure is controlled

v 4

Start ( 1 day after ][ 3 days after ]

OAC acute event acute event

NIHSS = National Institutes of Health Stroke Scale

v v

Moderate stroke Severe stroke
(NIHSS 8-15) (NIHSS >16)

Consider additional clinical factors favouring early / delayed initiation of OAC

Factors favouring early initiation of OAC: Factors favouring delayed initiation of OAC:

High NIHSS (28):
Large/moderate brain infarction on imaging

High recurrence risk, e.g. cardiac thrombus Needs gastrostomy or major surgical intervention

No need for percutaneous endoscopic gastrostomy Needs carotid surgery

Haemorrhagic transformation
Neurologically unstable
Elderly patient

Uncontrolled hypertension

Evaluate haemorrhagic| {Evaluate haemorrhagic
transformation by transformation by
CT or MRI at day 6 CT or MRI at day 12

6 days after 12 days after
acute event acute event

This approach is based on consensus within the Task Force, not on evidence.

WWW.EsCararo.orgy7guarmagennes European Heart Journal - doi:1U.1095/eurhearg/enhwll10 CARDIOLOGY*




Antithrombotic therapy after an acute coronary syndrome
in atrial fibrillation patients requiring anticoagulation

Time from ACS

3 months—

6 months—

12 months—

lifelong

[ AF patient in need of OAC after an ACS

compared to risk for ACS

Bleeding risk low
or stent thrombosis

]

l

Triple therapy (IIaB)

OAC monotherapy (IB)
i@

Triple therapy (IIaB) HHEN

OAC monotherapy (IB)
||

B oAc [P Aspirin 75-100 mg daily [} Clopidogrel 75 mg daily

www.escardio.org/guidelines
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Antithrombotic therapy after elective percutaneous intervention
in atrial fibrillation patients requiring anticoagulation

[ AF patient in need of OAC after elective PCI with stent

Bleeding risk low
compared to risk for ACS
or stent thrombosis

Time from PCI

l

0—
1 month—

3 months—

6 months—

12 months—

lifelong

OAC monotherapy (IB)
i@

Triple therapy (I1aB) HEME

OAC monotherapy (IB)
|

B oAc [P Aspirin 75-100 mg daily [} Clopidogrel 75 mg daily

www.escardio.org/guidelines

European Heart Journal - doi:10.1093/eurheart/ehw210

SOCIETY OF
CARDIOLOGY



Modifiable and non-modifiable risk factors for
bleeding in anticoagulated patients with AF

Modifiable bleeding risk factors:

Hypertension (especially when systolic
blood pressure is >160 mmHg)

Labile INR or time in therapeutic range
<60% in patients on vitamin K antagonists

Medication predisposing to bleeding, such
as antiplatelet drugs and non-steroidal anti-
inflammatory drugs

Excess alcohol (=28 drinks/week)

Potentially modifiable bleeding risk
factors:

Anaemia

Impaired renal function

Impaired liver function

Non-modifiable bleeding risk factors:

Age (>65 years) (275 years)

History of major bleeding

Previous stroke

Dialysis-dependent kidney disease or renal
transplant

Cirrhotic liver disease

Malignancy

Genetic factors

Biomarker-based bleeding risk factors:

High-sensitivity troponin

Growth differentiation factor-15

Reduced platelet count or function

Serum creatinine/estimated CrCl

www.escardio.org/qguidelines
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