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Antikoagulantien - Juni 2017

Post-OP | Int. VTE VTE ACS _ VH- Klappen-
VTE Proph| Proph. | Therapie Flimmern| ersatz
VKA* + - + + + +
UFH** - - - I - -
NMH*** + + + + + -
Fondaparinux - -+ -+ - - -
Dabigatran )= L .
Rivaroxaban = =
Apixaban = e

Edoxaban

*Vitamin K Antagonist, **unfraktioniertes Heparin, ***niedermolekulares Heparin
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Dabigatran - Pradaxa®
Rivaroxaban - Xarelto®

Apixaban - Eliquis®
Edoxaban - Lixiana®




Zulassungsstudien der NOAK bei VHF

Dabigatran

RE-LY

Rivaroxaban

NEJM 2009; 361: 1139

ROCKET-AF

NEJM 2011; 365: 883

Apixaban

ARISTOTLE

NEJM 2011; 365: 883

Edoxaban

ENGAGE-AF

NEJM 2013; 369: 2093
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»Signifikanzen” fur NOAK vs. Warfarin

Uberblick — qualitativ, Gesamtstudie

vs. Warfarin

Insult +SSE:

ischam.
Insult

schwere
Blutungen

Hirn-
blutungen

Dabigatran
2x110mg

Dabigatran
2 x 150mg

Rivaroxaban
1x20mg

Apixaban
2x5mg

Edoxaban
1 x30mg

Edoxaban
1 x60mg

H =11
b= §| =1

g | ] |

Gu m G - -
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MIXD]O Spezifische Antidota

Tt

* Prompter Wirkungseintritt
* Vollstandige Neutralisierung der NOAK Effekte
* Minimales Risiko flir prothrombotische Ereignisse

Hohere Therapiesicherheit
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schwerwiegende Blutungskomplikationen
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The Sweet Spot for Antithrombotics

Ischemic Events
Ischemic stroke
Myocardial infarction
Unstable angina

CV death
Revascularization

EAUEND

A GO S

TR Combinations /
Major bleeding .

Transfusion

Minor bleeding
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ES ICM Update on Consensus Statements
Internationales on Management of Atrial Fibrillation

European Heart Rhythm

201 2 f\:ﬁz?‘%;]ees: Sentes Association

Update of the ESC
Guidelines on
Medical Therapy

2012

John Camm
St. George’s University of London
United Kingdom
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Choice of [ Atrial fibriiation |
Anticoagulant

Rl TN AN

No (i.e. non-valvular AF)

< 65 years and lone AF (including females)
* Includes rheumatic valvular AF,

hypertrophic cardiomyopathy, etc. Assess risk of stroke
(CHA,DS,-VASCc score)

** Antiplatelet therapy with
aspirin plus clopidogrel, or —-
less effectively — aspirin only,
may be considered in patients
who refuse any OAC

Assess bleeding risk (HAS-BLED score)
Consider patient values and preferences

No antithrombotic therapy

European Heart Journal 2012 - doi:10.1093/eurheartj/ehs253
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ESC 2016 guidelines for prediction of stroke and bleeding risk

in atrial fibrillation

Recommendation Class Level
The CHA,DS,-VASc score is recommended for stroke risk prediction in |
patients with AF
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e
ESC 2016 guidelines for prediction of stroke and bleeding risk

in atrial fibrillation

Recommendation Class Level

Bleeding risk scores should be considered in AF patients on oral
anticoagulation to identify modifiable risk factors for major bleeding

lla B
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Which scores do you use regularly to assess
thromboembolic and bleeding risk in your patients?

CHA,DS,-VASc
CHADS,
HAS-BLED

ABC

ATRIA

ORBIT

| do not use any scores
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Adjusted

Der CHA,DS,VASc Score  Jrpseiae
9 152 |
CHF/LV dysfunction | ! 8 67 = H
Hypertension 1 7 9.6 i A
Age >=75y 2 6 9.8 g .
Diabetes mellitus 1 5 6.7 §
Stroke/TIA/Embolism| 2 ' - "
: 4 40 < .
Vascular Disease* 1 4 :
Age 65-74 y » 3.2 : E
< - 2.2
eX CAtegory gemes) 1 1 D
1.3 |
wa n 0 [S—
[

Blutungsrisiko : HAS-BLED Score

Score
Hypertension 1
abnormal renal or liver function Tor2
Stroke 1
Bleeding 1
labile INRs 1
Elderly (age > 65y) 1
Drugs or alcohol Tor2
=9

Score >= 3 = High Risk

Risiko: Vorhofflimmern
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Risk factors for thromboembolic events in AF patients:

multivariate hazard ratio estimates

Risk factors Hazard ratio estimates

Age 275 years
(reference <65 years)

Age 65-74 years ‘
(reference <65 years)
o
®
o
®
®
®

Previous ischaemic stroke

Female gender
Vascular disease

Hypertension
Diabetes mellitus
History of heart failure

History of intracranial bleeding

Reference

Argulian E et al. Am J Med 2015

CHA,DS,-Vasc points
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European Heart Journal Advance Access published February 4, 2016
REVIEW

European Heart Journal
SUROPEAN doi10.1093/eurhearty/ehw069

JCCIHTY OF
CARDIOLOGY *

Prevention

Choosing a particular oral anticoagulant and dose
for stroke prevention in individual patients with
non-valvular atrial fibrillation: part 2

Hans-Christoph Diener'*, James Aisenberg?, Jack Ansell?, Dan Atar?,

Giinter Breithardt®, John Eikelboom®, Michael D. Ezekowitz”%7,

Christopher B. Granger'?, Jonathan L. Halperin'!, Stefan H. Hohnloser'?,

Elaine M. Hylek', Paulus Kirchhof'%15, Deirdre A. Lane'®, Freek W.A. Verheugt'’,
Roland Veltkamp'®, and Gregory Y.H. Lip'%20

'Department of Neurclogy, University Hospital Essen, Essen, Germany; *lahn School of Medicine at Mount Sinai, New York, USA; “Hofstra North Shore/LlJ School of Medidne,
Hempstead, USA; “Division of Mediine, Oslo University Hospital, Ullevil and University of Oslo, Norway; "Division of Riythmology, Department of Cardiovascudar Medidne, Hospital of
the University Miinster, Minster, Germany: “Population Health Ressarch Institute, McMaster University, Hamilton, ON, Canady: "Cardiovasaular Research Foundation, New York, NY,
USA; *Thomas Jefferson University Sidney Kimmel Medical College, Philadelphia, PA, USA; ?Lankenau Medical Center, Wynnewood, PA, USA: ""Department of Medicine, Duke Universty,
Durham, NC, USA: "'lcahn School of Medicine at Mount Sinai, Mount Sinai Medical Center, New York, NY, USA; ""Division of Clinical Electrophysiology, Department of Cardiclogy,
. W. Goethe University, Frankfiurt, Germany, ""Boston Medical Center, Boston University School of Medicine, Boston, MA, USA; Institute of Cardiovascular Sciences, University of
Birmingham, SWBH and UHB NIHS Trusts, Birmingham, UK: “Department of Cardiovascular Medicine, Hospital of the University of Minster, Minster, Germany, "“University of
Birmingham, Institute of Cardiovasauar Sciences, City Hospital, Bimingham, UK: 7 Afdeling Cardiologie, Hartcentrum OLVG, Amsterdam, The Netherbinds; "Imperial College London,
London, UK: ""University of Birmingham, Birmingham, UK; and *Aalborg Thrombasis Research Unit, Department of Clinical Medicine, Aalborg University, Aalborg, Denmark
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Patients with a high risk of
gastrointestinal bleeding

First choice
For patients with a high risk of gastrointestinal
bleeding, apixaban 5 mg twice daily or dabigatran 110 mg
twice daily may be used

Second choice
Dabigatran 150 mg twice daily, edoxaban 60 mg once daily,
or rivaroxaban 20 mg once daily

Comments
Gastrointestinal bleeding, even in the setting of
anticoagulation, does usually not cause death or permanent
major disability. Thus, the choice of OAC should be driven
mainly by stroke prevention considerations
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Patients with renal
impairment and on dialysis

First choice
Patients with AF and stage Ill CKD (creatinine clearance
30-49 mL/min) may be treated with apixaban 5 mg twice
daily (apixaban 2.5 mg twice a day if =1 additional
criteria: age >80 years, body weight <60 kg, serum
creatinine > 1.5 mg/dL (133 mmol/L are present),
rivaroxaban 15 mg daily, or edoxaban 30 mg once daily

Second choice
Dabigatran 110 mg twice daily

Not recommended
Dabigatran 150 mg twice daily, rivaroxaban 20 mg once

daily, or edoxaban 60 mg once daily
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Non-vitamin K oral
anticoagulants and age

First choice
In patients older than 75 years, we suggest apixaban 5 mg
twice daily [2.5 mg if =2 of the following: age =80 years,
body weight <60 kg, or creatinine >=1.5 mg/dL (133 mmol/

L)]

Second choice
Dabigatran 110 mg twice daily, rivaroxaban 20 mg once

daily, or edoxaban 60 mg once daily
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Vergleich der Resultate von
RE-LY, ROCKET AF und ARISTOTLE
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Versorgunsdaten - Evidenz

Randomisiert ‘ RCT (randomisiert, kontrolliert)

Versorgungsdaten

Nicht randomisiert Kohortenstudien

Nicht randomisiert Fall-Kontroll Studien
Fallserien

Expertenmeinungen
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REAL-WORLD-DATEN:
Mayo Clinic Analyse

]
4

ORIGINAL RESEARCH 6
— . o

Effectiveness and Safety of Dabigatran, Rivaroxaban, and Apixaban

Versus Warfarin in Nonvalvular Atrial Fibrillation
Xiaox Yao, PhD; Neena S. Abraham, MD, MSCE; Lindsey R. Sangaralingham, MPH; M. Fernanda Bellolio, MD, MS; Robert D. McBane, MD;
Nilay D. Shah, PhD; Peter A. Noseworthy, MD

3 Bristol-Myers Squibb G2
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Studienpopulation

Patients who filled OACs between October 1, 2010, to June 30, 2015

and had at least 12-month continuous enrollment in medical and pharmacy
insurance plans at baseline 3 3 9 ° 606

n=339 606

Patients with AF diagnosis at baseline
n=176 723

Patients without dialysis, kidney transplant, ESRD, or valvular heart disease
n=146 734

Patients without VTE at baseline
or joint replacement within 6 weeks prior to the index date
n=126178

Adult patients who had valid demographic data,
were not admitted for primary outcomes or died on the index date, |
and the index medication was not edoxaban

n=125 243

(7698 apixaban; 14 881 dabigatran; 16 795 rivaroxaban, 85 869 warfarin)

& Bristol-Myers Squibb @

4
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Propensity Score Matching: Prinzip

’ 4 g®

.9 9.
X




Ergebnisse: Schlaganfall

Event Rate per 100 personyears Hazard Ratio (95% CI) p value

Apixaban  vs. Warfarin

n=7,695 n=7,695
S/SE 133 166 ro—1 0.67 (0.46-0.98) 0.04
Ischemic 103 105 —r 0.83(0.53~1.29) D40
Hemorrhagic 019 0.46 ro—i 0.35(0.14~0.88) 003

Dabigatran vs.  Warfarin

n=14,307 n=14,307
S/SE 118 122 re— 0.98 (0.76-1.26) 0.88
Ischemic 0.92 088 —— 1.05(0.79-1.42) 0.70
Hemorrhagic 0.16 0.29 e o | 0.56 (0.30-1.04) 0.07

Rivaroxaban ws. Warfarin

n=16,175 n=16,175
S/SE 1.26 129 —— 052 (0.72~-1.19) 0.5
Ischemic 0.95 0.88 =t 1.01 (0.75-1.36) 095
Hemorrhagic 021 032 —e—4 061 (0.35-1.07) 008
Favor NOAC 10 Favor Warfarin

oéX}o Bl’iS.Ol'M)m Squlbb w
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Ergebnisse: Schwere Blutung

Major Bleeding
Intracranial

Gastrointestinal

Major Bleeding
Intracranial

Gastrointestinal

Major Bleeding
Intracranial

Gastrointestina!

Event Rate per 100 person-years

Apixaban  vs, Warfarin

n=7,695 n=7,695

233 446 -

0.29 106 1o

178 104 1o

Dabigatran vs. Warfarin

n=14,307 n=14307

237 308 re

028 079 .

197 195 P

Rivarcxaban vs. Warfarin

n=16,175 n=16,175

404 364 -

0.44 0.7% ro—

326 253 re—
Favor NOAC 1.0

Mazard Ratio (95% C1) p value
0.45 (0.34-0.%9) <0.001
0.24 (0.12~0.50) <0.001
051 (0.37-0.70) <0.001
0.79 (067 = 0.94) <0.01
0.36 (0.23 - 0.56) <0.001
1.03(0.84-126) 0.78
1.04 (0.90~ 1.20) 0.60
0.51(035-0.7%) <0.001
1.21(102~-143) 0.03

Favor Warfarin

oéX}o Bl’iS.Ol'M)m Squlbb w
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Mortalitat

nach antikoagulanzienassoziierten schweren Blutungen

NOAK VKA:NMH Odds Ratio Odds Ratio

Studie/Subgruppe Ereignisse Summe Ereignisse Summe Gewichtung MW [SEM, 95%-Kl] MW [SEM, 95%-KI]
ARISTOTLE 1,2 - k
ENGAGE-AF 2
e T 104 — Warfarin
ROCKET-AF S r—l_[
Zwischensumme (95%-KI) | < [
Gesamtzahl Ereignisse _,_?-’ 0,8 1

v
Heterogenitat: 1'=0 ; : T :
Test auf Gesamteffekt: =58 & (g - HR: 0,50; 95%-KI: 0,33-0,74

v
AMPLIEY [ Apixaban
EINSTEIN-DVT ; 0,4 | =
EINSTEIN-PE . F
Hokusai-VTE % F
RE-COVER w 0,2 1
RE-MEDY "; | T E—
Zwischensumme (95%-KI) O:U | —
Gesamtzahl Ereignisse 0,0 L ' 1 ' '
Heterogenitat: I'=0 0 6 12 18 24 30
Test auf Gesamteffekt: Z=2.3 Monate seit erster Dosis des Studienmedikaments

Test auf Subgruppendifferenzen: p=0,38; I'=0% | + + t i
0.01 0.1 ] 10 0

Favorisiert NOAK Favorisiert VKA=NMH

Heart 101:1204-1211
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Akuter

Thoraxschmerz




Noal Name: Unbekannt 18032016 14:25:42  Geburtsdatum Gaschiecht KM hl
Pasertername

Pasertennumemer. Busdruck Tol:
Aufradredatern:  18.00.2016 142542

P PQ QRS 98ms QT: 4286ms QTc: 407Tms QTrek 104%  Herzrequenz: S4min
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Notall Name: Unbekannt 15002016 14:25:42  Geburtsdaturn Geschiecht KH Schw
Pasactencame
Paertenrummer: Bluadnck: Tel:
Auratmadatus  18.03.2016 14:25:42

P PQ: QRS: %ms QT 428ms QTc: 407Tms QTrel: 104%  Herzfrequenz: 54/min

i vV\/

"

Mot P |} 4 ]

Smes
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VORHOFFLIMMERN & ACS & STENT

Patientin

71 Jahre

 Hypertonie

Z.n. Magenblutung

e Chronisches Vorhofflimmern

NSTEMI ACS

GFR 68 ml/min
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VORHOFFLIMMERN & ACS & STENT
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DES on Endothelialisation - “stent-coverage”
32}-525 ghoheies | P P

En face SEM analysis of 14-day comparator stents En face SEM analysis of 28 -day comparato: stents

A P<0.0001 P=NS B P=NS |
00,0 1 1 11 . 100 - M|
& tiind 80 - | §
60 - 60 - N
40 - vy e I 40 - I n|
20 - .l 20 -

0 | mm 0]

Above struts Between struts Above struts Between struts

“At pathology, CoCr-EES revealed less inflammation and greater strut coverage when compared to 1st Gen
DES, while maintaining similar efficacy in reducing neointimal growth. Specifically, in small vessel disease,

CoCr-EES have been shown to be less thrombogenic compared to 1st Gen DES.”
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Stent Thrombose

i

Frihe <1 Mo Spate >1 Mo <1Jahr  Sehr spate > 1Jahr

Tag 0 JEMET Akute Stentthrombose
>Tag 1 bis 1 Monat Subakute Stentthrombose (SAT)

>1 Monat to 1 Jahr Spate Stentthrombose (LST)
(VLST) > 1 year Sehr spate Stentthrombose (VLST)
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Stent Thrombose

10 Early | Late
1.2% | 0.4%
8 (N=71)  (N=24)
| Study population 1995-2002
N 61 -6058 patients undergoing PCI
4 with bare metal stents
] mn
i i | | L0
0 30 60 12 600
Days after PCI

Wenaweser P et al. Eur Heart J 2005;26:1180-7
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Nofad e Unbehasnt 06052013 13:35:M  Geburtsdstum Gascvocht
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Afrobmecatemt 06052013 13904
T WY W LA Nasse. AK W
GKX.5t 52/ Zent

g O REN RN B RO N

«J\’\—'\J\/\—*\J’\’\,\f\’\,\_/{

HWWMWW*LWW

Foer WO
-y
ma-ﬂﬂ#m!aw.—p rm-w AR u!"“uoel ." "‘

Donnerstag, 22. Juni 2017




NoTal Name Unbekanat 06.052013 133834  Geburtsdatum Geschiocht Kardinal Schwarzentery sches Krankenhaws
Pasermomare:
Pateriornummer Schetyrachie-Typ Tel Fax
Aufrabmedaten 06052013 13004
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(

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

Time from PCI
0=
I month =

3 months —

6 months =

12 months =
lifelong

v

v

Bleeding risk low
compared to risk for ACS
or stent thrombosis

:

v

Triple therapy* (11aB) I

OAC mono.d\erapy‘ (1B)

OAC monidnrapy‘ (I1B)

B oac B Aspirin 75-100 mg daily [l Clopidogrel 75 mg daily

ACS = acute coronary syndrome; AF = atrial fibrillation; OAC = oral anticoagulation (using vitamin K antagonists or non-vitamin K antagonist oral anticoagulants); PCl =

percutaneous coronary intervention.

*Dual therapy with OAC and aspirin or clopidogrel may be considered in selected patients.

*OAC plus single antiplatelec.

“Dual therapy with OAC and an antiplatelet agent (aspirin or clopidogrel) may be considered in patients at high risk of coronary events.

Figure 13 Antithrombotic therapy after elective percutaneous intervention in atrial fibrillation patients requiring anticoagulation.
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( AF patient in need of OAC after an ACS )

|
. .

Bleeding risk low
compared to risk for ACS
or stent thrombosis
Time from ACS l
] ) (Triple therapy* (11B) NI
month
g Triple therapy* (11aB)
mon y
=] |

6 months ™

lifelon OAC monotherapy“ (IB) OAC monotherapy“ (IB)
: O O

B oac W Aspirin 75-100 mg daily [l Clopidogrel 75 mg daily

ACS = acute coronary syndrome; AF = atrial fibrillation; OAC = oral anticcagulation (using vitamin K antagonists or non-vitamin K antagonist oral anticoagulants);
PCl = percutaneous coronary intervention,

*‘Oual therapy with OAC and aspirin or clopidogrel may be considered in selected patients, especially those not receiving a stent or patients at a longer time from the index event,
*OAC plus single antiplatelet.

‘Dual therapy with OAC and an antiplatelet agent (aspirin or clopidogrel) may be considered in patients at high risk of coronary events.

Figure 12 Antithrombotic therapy after an acute coronary syndrome in atrial fibrillation patients requiring anticoagulation.
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VORHOFFLIMMERN & ACS & STENT

Patientin

71 Jahre

 Hypertonie

Z.n. Magenblutung

e Chronisches Vorhofflimmern

NSTEMI ACS

GFR 68 ml/min
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VORHOFFLIMMERN & ACS & STENT

ANTWORT!

/1\‘




VORHOFFLIMMERN & ACS & STENT

* Woche |-4
« ASS I100mgo0/1/0
* Clopidogrel 75 mg 1/0/0

* Eliquis 2.5 mg 1/0/1

e Monat 2-12
- Clopidogrel 75 mg 1/0/0

* Eliquis 2.5 mg 1/0/1

* Nach einem Jahr

 Eliquis 5 mg 1/0/1
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DOAK: Niereninsuffizienz
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DOAK: Niereninsuffizienz

Thrombose- und Blutungsrisiko allgemein hoher

DOAK werden renal ausgeschieden

> Pradaxa® — 80%

> Eliquis®, Xarelto®, Lixiana® — 25 - 35%
Kl (GFR, ml.Min)

> Pradaxa®: < 30

> Xarelto®: <15

> Eliquis®: < 15

> Lixiana®: <15
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Pradaxa®: Welche Dosis soll verwendet werden?

Vorhofflimmern

2 x 110 mg/Tag ist empfohlen

» Patienten > 80 Jahre
> Verapamil (Isoptin ®) als Begleitmedikation

2 x 110 mg/Tag ist zu erwagen

> Patienten zwischen 75 und 80 Jahren mit erhdhtem Blutungs- und niedrigem
Thromboembolierisiko

» Patienten mit hohem Blutungsrisiko und beeintrachtigter Nierenfunktion
(CrCl 30-50 ml/Min)

> Patienten mit Gastritis, Osophagitis oder gastro-6sophagealem Reflux

Fachinformation PRADAXAsin der aktuellen Fassung
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Xarelto®: Welche Dosis soll verwendet werden?

Vorhofflimmern

» 20 mg/Tag (Standarddosis)

» 15 mg/Tag (Kreatininclearance 15-49 ml/Min)

Fachinformation XARELTOsin der aktuellen Fassung
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Eliquis®: Welche Dosis soll verwendet werden?

Vorhofflimmern

» 2 x 5 mg/Tag (Standarddosis)

» 2 x2,5mg/Tag:
» Kreatininclearance 15-29 ml/Min oder
> mindestens 2 von folgenden Kriterien
> <60 kg und/oder
> >80 Jahre
> >1,5 mg/dl Serumkreatinin

Fachinformation ELIQUISsin der aktuellen Fassung
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Lixiana®: Welche Dosis soll verwendet werden?

Vorhofflimmern

» 60 mg/Tag (Standarddosis)

» 30 mg/Tag:
» Kreatininclearance 15-50 ml/Min und/oder
> <60 kg und/oder
> Komedikation mit Cyclosporin, Dronedaron,
Erythromycin, Ketoconazol

Fachinformation LIXIANAein der aktuellen Fassung
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Direkte orale Antikoagulantien

Behandlung der VTE

. Dabi 150 mg
PRADAXA® Heparin .
Dabi 150 mg
LIXIANA®  Heparin Edo 60 mg
XARELTO® Riva 20 mg
Api 10 mg Api 5 mg Api 2.5 mg
ELIQUIS®
Api10mg Api 5 mg Api 2.5 mg
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Distribution of ischaemic stroke subtypes

Ischaemic Stroke

35%
Large Artery

Atherosclerosis

20%
Small Artery
Disease
“lacunes”

25%
Cryptogenic

15%

N

Recognized
Cardiogenic

Embolism

5%
Unusual
(e.g. dissections,
arteritis)
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Distribution of ischaemic stroke subtypes

Ischaemic Stroke

A N
35% 20% 2 . 15%
Large Artery Small Artery Cryptogenic Recognized
Atherosclerosis Diseqse Cardiogenic
“lacunes” Embolism

5%
Unusual
(e.g. dissections,
arteritis)
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What is ESUS?

A Case for a New Clinical Construct

Panel 2: Criteria for diagnosis of embolic stroke of
undetermined source*

» Stroke detected by CT or MRI that is not lacunart

« Absence of extracranial or intracranial atherosclerosis
causing =50% luminal stenosis in arteries supplying the
area of ischaemia

« No major-risk cardioembolic source of embolism#
« Noother specific cause of stroke identified (eg, arteritis,
dissection, migraine/vasospasm, drug misuse)

*Requires minimum diagnostic assessment (panel 3). fLacunar defined as a subcortical
Infarct smaller than or equal to 1.5 cm (2-0 cm on MRI diffusion Images) in largest
dimension, including on MRI diffusion-weighted images, and in the distribution of the
small, penetrating cerebral arteries; visualisation by CT usually needs delayed imaging
greater than 24-48 h after stroke onset. $Permanent or paroxysmal atrial fibrillation,
sustained atrial flutter, intracardiac thrombus, prosthetic cardiac valve, atrial myxoma
or other cardiac tumours, mitral stenosls, recent (<4 weeks) myocardial infarction, left
ventricular ejection fraction less than 30%, valvular vegetations, or infective
endocarditis.

Hart RG et al, Lancet Neurol 2014;13:429-438
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embolic stroke of unknown source

Cancer

associated =
A A s
-
Arteriogenic emboli e.g. ac;ﬂ"arch
plaques | embolism e.g. PFO
~
Potential causes of ESUS

/'

Paroxysmal AF

~ e

Minor-risk potential cardioembolic

E “ ' h ' i.V'VJW‘r.M.mlM sources
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the more you look

the more you find
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CRYSTAL AF study

AF detection after cryptogenic stroke

Detection of Atrial Fibrillation by 36 months 8.8X

Hazard ratio, 8.8 (95% Cl, 3.5 - 22.2)

30 P <0.001 by log-rank test N 0%
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Months since randomization
# atrisk
Control 220 194 167 114 72 36 7
ICM 221 191 173 102 57 29 8

Sanna T et al. N Engl J Med 2014
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CRYSTAL AF study

AF detection after cryptogenic stroke

Sanna T et al. N Engl J Med 2014
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