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Considerazione

I1 problema della FA nell’ultraottantenne

nella pratica clinica
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207 Projected Number of Adults with Atrial Fibrillation

o
2

&

Acluits With Atrial Fibrillation, in milions
F
&

U.S. between 1995 and 2050

RTERIA S
‘| I;Jfl _JCL

dy

Median age: 75 y

in the

Proportion Aged

G/J.:'Z"" . >80 Yr
20| s . @ %
9% y
20 o
0
1‘0- 2000 2025 2050
Year
0 i x ¥ ] | T | | T T | l
199G 1995 2000 2006 2010 2015 2020 2025 2030 2035 2040 2045 2060

Go AS et al. JAMA 2001; 285: 2370-75

Year



Domanda

|l trattamento della FA nei paz. ultraottantennt

e cosa dicono le LG a proposito



Aspetti principali del trattamento della FA
Terapia anticoagulante

Terapia controllo frequenza

Terapia controllo ritmo
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Figure 15. Stroke rates in relation to age among patients
with atrial fibrillation in the Framingham Heart Study.

Wolf PA et al. Arch Intern Med 1987:;147:1561-4



CHA,DS,-VASC score system

Risk Factor

Congestive HF( EF<40%)
Hypertension
Age =75 years
Diabetes mellitus
Stroke/TIA/TE
Vascular disease*

A Age 65-74 years

Sc  Sex category (female sex)

*prior MI, peripheral artery disease,
or aortic plaque

Points

VASc score

0
1
2
3
4
)
6
4
8
9

Patients
(n=7329)

Annualized
stroke rate
(Y%lyear)*

*Lip et al. Stroke 2010; 41: 2731-2738; **Olesen JB et al. 2011; 342: d124

Annualized
stroke rate
(Y%lyear)**




HAS-BLED score system

Risk factor Points

Hypertension (SBP >160 mm HQ)
Abnormal renal and liver function
Stroke

Bleeding tendency/predisposition
Labile INRs (TTR <60%)

Elderly (age >65 vy, frail condition)

Drugs or alcohol excess
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Pisters et al. Chest 2010; 138: 1093-1100.

Annualized bleeding
rate  (Ylyear)

1.13
1.02
1.88
3.74
8.70
12.50
16.48 for 26 points




Considerazione

Nella maggioranza dei casil, tuttavia,

1l che giustifica 1’uso della terapia

anticoagulante negli anziani ultraottantenni.



2016 ESC Guidelines for the management of atrial
fibrillation developed in collaboration with EACTS

Authors/Task Force Members: Paulu(Chairperson) (UK/Germany),

Stefano Benussi*' (Co-Chairperson) (Switzertand), Dipak Kotecha (UK),

Anders Ahlsson’ (Sweden), Dan Atar (Norway), Barbara Casadei (UK),

Manuel Castella’ (Spain), Hans-Christoph Diener? (Germany), Hein Heidbuchel
(Belgium), Jeroen Hendriks (The Netherlands), Gerhard Hindricks (Germany),
Antonis S. Manolis (Greece), Jonas Oldgren (Sweden), Bogdan Alexandru Popescu
(Romania), Ulrich Schotten (The Netherlands), Bart Van Putte' (The Netherlands),
and Panagiotis Vardas (Greece)

Eur Heart J 2016; 37: 2893-2962



12.2 Combining antiarrhythmic drugs
and pacemakers

In selected patients with sick sinus syndrome and fast ventricular re-
sponse during AF paroxysms requiring rate control therapy, the add-
ition of a pacemaker not only optimizes rate control but may also help
to control rhyT.hm.—m]12 Moreover, when antiarrhythmic drug treat-
ment leads to sinus node dysfunction and bradycardia, pacing may per-
mit uptitration of the antiarrhythmic drug dose. Such strategies have
never been prospectively investigated and the existing populations
studied are highly selected.””®*° Some patients with AF-induced
bradycardia may benefit from catheter ablation of AF, obviating the
need for antiarrhythmic drugs and pacemaker implantation,?**#%

12. Specific situations

13.1 Frail and ‘elderly’ patients

Many AF patients present at older age (e.g. > 75 or >80 years). There
are no studies suggesting that cardiovascular risk reduction is less ef-
fective in these ‘elderly’ AF patients than in younger patients. Rather,
age is one of the strongest predictors/risk factors for ischaemic stroke
in AF.*®2 Good data are available to support the use of anticoagulants

in older patients from BAFTA (Birmingham Atrial Fibrillation Treat-
ment of the Aged Study).362 the NOAC trials,’? and from analyses
in elderly Americans (Medicare).’® Elderly AF patients are at higher

risk of stroke and, thus, are more likely to benefit from OAC than

younger patients.gﬂ and yet OAC is still underutilized in the elder-

e Although the evidence base is smaller for other treatment

options in AF, the available data support the use of available rate
and rhythm control interventions, including pacemakers and catheter
ablation, without justification to discriminate by age group. Individual
patients at older age may present with multiple comorbidities including
dementia, a tendency to falls, CKD, anaemia, hypertension, diabetes,
and cognitive dysfunction. Such conditions may limit quality of life
more than AF-related symptoms. Impairment of renal and hepatic
function and multiple simultaneous medications make drug interac-
tions and adverse drug reactions more likely. Integrated AF manage-
ment and careful adaptation of drug dosing seem reasonable to
reduce the complications of AF therapy in such patients.***

13.2 Inherited cardiomyopathies,
channelopathies, and accessory pathways

Several inherited cardiac conditions are associated with early-onset
AF (Table 20). Treatment of the underlying cardiac condition is an
important contribution to AF management in these young patients
(see also ESC guidelines on sudden cardiac death®* and hyper-

trophic cardiomyopathy®**)

13.2.1 Wolff-Parkinson-White syndrome

Patients with pre-excitation and AF are at risk of rapid conduction
across the accessory pathway, resulting in a fast ventricular rate,
possible ventricular fibrillation, and sudden death. In AF patients
with evidence of an antegrade accessory pathway, catheter ablation
of the pathway is recommended.®**®”° This procedure is safe and
effective and may be considered as a prophylactic treatment strat-
egy.Em'872 In AF patients surviving a sudden death event with evidence




Warfarin versus aspirin for stroke prevention in an elderly
community population with atrial fibrillation (the
Birmingham Atrial Fibrillation Treatment of the Aged Study,
BAFTA): a randomised controlled trial

Johnatan Mant, | FD Richard Hobbs, Kate Fletcher, Andrea Roalfe, David Fitzmaurice, Gregory
YH Lip, Ellen Murray,

The Lancet 2007; 370: 495-503



Kaplan-Meier curves of the primary endpoint (fatal or disabling stroke -ischaemic or
haemorrhagic-, intracranial haemorrhage, or clinically significant arterial embolism)
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Years since randomisation

Number at risk
arfarin 488 169
Aspirin 485 146

Mant J et al. The Lancet 2007 370, 493-503



Study and outcome

BAFTA: ischaemic stroke —

Van Walraven et al:
ischaemic stroke |

BAFTA: major haemorrhage —

Van Walraven et al:

major haemorrhage
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Overview of oral antithrombotic treatment in elderly patients with atrial
fibrillation

Shinya Goto”, Robert P. Giugliano®™"

Ageing Research Review 2019; 49: 115-124



Table 2
Number of Patients in Each Age Group at Baseline (Canada, 2016; Connolly et al., 2009; Giugliano et al., 2013; Granger et al., 2011b; Hori et al., 2012; Inc, B., 2017;
Patel et al,, 2011),

RE-LY
ROCKET-AF

J-ROCKET-AF

ARISTOTLE

ENGAGE AF-TIMI 48

< 05 yrs.

2971 (16.4)
3294 (23.1)

780 (61.0)
5471 (30.1)
5497 (26.0)

65-74 yrs.

7884 (43.5)
4741 (33.2)

7052 (38.7)
7134 (33.8)

=75 yrs.

7258 (40.1)
6229 (43.7)

498 (39.0)
5678 (31.2)
8474 (40.2)

3027 (16.7)
1305 (9.2)

2436 (13.4)
3591 (17.1)

=85 yrs.

722 (4.0)
663 (4.6)

322 (1.8)
899 (4.3)

ENGAGE AF-TIMI 48 included highest number of elderly patients (defined as age > =75 years), whereas ARISTOTLE had more patients in relatively younger age
groups. Data for patients =85 years was not available in the J-ROCKET-AF.

Kato ET et al. Ageing Research Review 2019; 49: 115-124




2a) efficacy

HR (95% CI)
0.65 (0.46, 0.86)

0.67 (041, 1.10)

0.70 (0.31.1.57)

0.93 (0.70, 1.22)
1

0.75 (0,46, 1.23)
0.52(0.21,1.29)

1.04 (0.68, 1.58)
0.7 (0.59, 1.07)
0.68 (0,50, 0.92)
0.91 (0.60, 1,40)
0.92 (0.34, 2.47)

0.44 (0.13, 1.42)
0.51 (0.20, 1.27)

116 (0.97,1.73)
0.72 (0.54., 0.96)

0.81 (0.51, 1.29)
0.35 (0,14, 0.89)

1) L’efficacia e la sicurezza dei NAO negli ultraottantenni sono sostanzialmente sovrapponibili a quelle osservate nei
soggetti piu giovani. 2) Circa i diversi NAO, negli anziani, il dabigatran 150 e 110 mg BID e I’apixaban 5 mg BID si
mentre I’apixaban 5 mg BID e I’edoxaban 60 e 30 mg OD si sono

sono dimostrati piu

0.94 (0.65, 1.37)
0.89 (0.68. 1.16)
0.83 (0.66, 1.04)
0.88 (0.64. 1.20)
0.73 (0.40, 1,33)

1.42 (1.0, 2.00)
1.00 (0.7, 1.29)
1.12 (0.91. 1.37)
101 (0.75, 1.36)
1.01 (0,38, 1.76)

dimostrati piu

Kato ET et al. Ageing Research Review 2019; 49: 115-124

0.70 {0.57, 0.86)
1.04 (0.81, 1.3%)
1.41(1.02, 1.94)
1.22 (0.74, 2.02)

0.62(0,50,0.77)
0.93 (0.71, 1.21)
118 (0.84, 1.65)
1.01 (0.59. 1.73)

0.93 (0.78, 1.11)
0.9% (0.87, 1.10)
1.12(1.00, 125)
1.20 (1.04, 1.40

113 (0.84, x.szg

0.89 (0.64, 1.23)
1.49(1.02, 2.16)

0.78 (0.55, 1.11)

0.81 (0.58. 1.12)
0.75 (0.60, 0.94)

0.75 {0.58, 0.98)

0.40 (0.27, 0.61)
0.48 (0.37, 0.62)

0.42 (0,31, 0.56)




Net Clinical Benefit of Non-Vitamin K Antagonist
vs Vitamin K Antagonist Anticoaqulants in Elderly

Patients with Atrial Fibrillation

GiusepD,a Ladislav Pecen, PhD,” Markus Lucerna, PhD,¢ Kurt Huber, MD,%¢ Miklos Rohla, MD, PhD,“®

Giulia Refda—MD, PhD,  Jolanta Siller-Matula, MD,%" Fabrizio Ricci, MD,'J Paulus Kirchhof, MD,*
Raffaele De Caterina, MD, PhD""!

Am J Med 2019; in press



12 -
[ OR 0.71 (0.51-0.99) ]

p=0.042
10 4
9.1
OR 0.84 (0.53-1.34)
© OR 0.71 (051—100) 6 1OR 0.63 (0.42-0.97) p=0.46
o 8- p=0.050 = p=0.045
@ S8 4-
5 TS 3
A OR 0.58 (0.38-0.90) 5.8 3§ 54 18
Q p=0.013 =&
o Q
- 4.1 0 -
— 3.8 p—
8. | ardiac events Vascular events‘
= S

Net composite endpoint Major bleeding Ischemic CV events

mNOACs mVKAs

Figure 1 Incidence and related adjusted odds ratios (OR) for the net composite endpoint* and its individual components in
patients receiving NOACs or VKAs. CV =cardiovascular; NOACs =non-vitamin K antagonist oral anticoagulants;
VKAs = vitamin K antagonists.

*The net composite endpoint included major bleeding and ischemic cardiovascular events (cardiac events [acute coronary
syndrome, coronary revascularization] + vascular events [stroke, transient ischemic attack, systemic embolic events]).

Patti G et al. Am J Med 2019; in press




Considerazione

Questi dati provano che il trattamento AC

In questo sottogruppo di pazienti



Considerazione

Comungue, tale trattamento richiede

dati la frequente coesistenza di insufficienza
renale e epatica, deficit cognitivi e di memoria,

scarsa compliance e/o aderenza alla terapia,



Considerazione

fragilita senile con aumentato rischio di cadute
e patologie varie associate con necessita di

assunzione di molteplici farmaci,



Aspetti principali del trattamento della FA
Terapia anticoagulante

Terapia controllo frequenza

Terapia controllo ritmo




Sinus

Thrombo-embolic

Trial Mean rhythm Warfarin icati M li
A complications ortality

U 9¢,Y  Follow-up (%) (%) P % %

PIAF 12m

Rate control 125 61 10 100 NR 1.6

Rhythm control 127 60 56 100 NR 1.6

AFFIRM 42m

Rate control 2027 70 35 85 6 21

Rhythm control 2033 70 63 70 7.5 24

RACE —_

Rate control 256 68 10 96-99 5.5 17

Rhythm control 266 68 39 86-99 7.9 13

STAF 22m

Rate control 100 65 0 NR 0.6 5.0

Rhythm control 100 66 NR NR 3.1 p

Hot Cafe 20m

Rate control 101 61 NR 74 1 1.0

Rhythm control 104 60 63.5 NR 2.9 2.9

AF-CHF 37m

Rate control 694 67 30-41 92 4 33

Rhythm control 682 66 73 88 3 32

J-RHYTHM 19m

Rate control 404 64.5 44 59 p ) 0.7

Rhythm control 419 65 73 60 pC] 1.0

Modified from Falk, RH. Circulation (2005) 111: 3141



Domanda

Ma 1 risultati di questi trial di confronto
della strategia di controllo della frequenza

e di controllo del ritmo



AFFIRM / Influence of Age

Variable Hazard Ratio
Age i
<65 vr {n=969) --—-o——:-——
>65 yr (n=3091) E ————
S B ey
0.3 1.0 1.7
Rhythm Control Rate Control
Better Better

AFFIRM Investigators N Engl J Med 2002;347:1834-40



Considerazione

In assenza di sintomi significativi,
nel pazienti anziani,

una strategia di controllo della frequenza



Anziani / Indicazioni al controllo del ritmo

Una terapia di controllo del ritmo

con sintomi persistenti o con elevata frequenza
cardiaca nonostante terapia di controllo della

frequenza



Opzioni Terapeutiche

Ablazione
Transcatetere



2016 ESC Guidelines for the management of atrial
fibrillation developed in collaboration with EACTS

Authors/Task Force Members: Paulu(Chairperson) (UK/Germany),

Stefano Benussi*' (Co-Chairperson) (Switzertand), Dipak Kotecha (UK),

Anders Ahlsson’ (Sweden), Dan Atar (Norway), Barbara Casadei (UK),

Manuel Castella’ (Spain), Hans-Christoph Diener? (Germany), Hein Heidbuchel
(Belgium), Jeroen Hendriks (The Netherlands), Gerhard Hindricks (Germany),
Antonis S. Manolis (Greece), Jonas Oldgren (Sweden), Bogdan Alexandru Popescu
(Romania), Ulrich Schotten (The Netherlands), Bart Van Putte' (The Netherlands),
and Panagiotis Vardas (Greece)

Eur Heart J 2016; 37: 2893-2962



12.2 Combining antiarrhythmic drugs
and pacemakers

In selected patients with sick sinus syndrome and fast ventricular re-
sponse during AF paroxysms requiring rate control therapy, the add-
ition of a pacemaker not only optimizes rate control but may also help
to control rhyT.hm.—m]12 Moreover, when antiarrhythmic drug treat-
ment leads to sinus node dysfunction and bradycardia, pacing may per-
mit uptitration of the antiarrhythmic drug dose. Such strategies have
never been prospectively investigated and the existing populations
studied are highly selected.””®*° Some patients with AF-induced
bradycardia may benefit from catheter ablation of AF, obviating the
need for antiarrhythmic drugs and pacemaker implantation,?**#%

12. Specific situations

13.1 Frail and ‘elderly’ patients

Many AF patients present at older age (e.g. > 75 or >80 years). There
are no studies suggesting that cardiovascular risk reduction is less ef-
fective in these ‘elderly’ AF patients than in younger patients. Rather,
age is one of the strongest predictors/risk factors for ischaemic stroke
in AF.*®2 Good data are available to support the use of anticoagulants
in older patients from BAFTA (Birmingham Atrial Fibrillation Treat-
ment of the Aged Study).362 the NOAC trials,’? and from analyses
in elderly Americans (Medicare).’®® Elderly AF patients are at higher
risk of stroke and, thus, are more likely to benefit from OAC than
younger patients,*"" and yet OAC is still underutilized in the elder-
ly.*#42 Although the evidence base is smaller for other treatment

options in AF, the available data support the use of available rate
and rhythm control interventions, including pacemakers and catheter

ablation, without justification to discriminate by age group. Individual

patients at older age may present with multiple comorbidities including
dementia, a tendency to falls, CKD, anaemia, hypertension, diabetes,
and cognitive dysfunction. Such conditions may limit quality of life
more than AF-related symptoms. Impairment of renal and hepatic
function and multiple simultaneous medications make drug interac-
tions and adverse drug reactions more likely. Integrated AF manage-
ment and careful adaptation of drug dosing seem reasonable to
reduce the complications of AF therapy in such patients.***

13.2 Inherited cardiomyopathies,
channelopathies, and accessory pathways

Several inherited cardiac conditions are associated with early-onset
AF (Table 20). Treatment of the underlying cardiac condition is an
important contribution to AF management in these young patients
(see also ESC guidelines on sudden cardiac death®* and hyper-

trophic cardiomyopathy®**)

13.2.1 Wolff-Parkinson-White syndrome

Patients with pre-excitation and AF are at risk of rapid conduction
across the accessory pathway, resulting in a fast ventricular rate,
possible ventricular fibrillation, and sudden death. In AF patients
with evidence of an antegrade accessory pathway, catheter ablation
of the pathway is recommended.®**®”° This procedure is safe and
effective and may be considered as a prophylactic treatment strat-
egy.Em'872 In AF patients surviving a sudden death event with evidence




Considerazione

Va sottolineato che negli ultraottantenni tutte le

misure terapeutiche, in particolare 1 farmaci,



Anziani / Farmaci depressori del nodo AV

[’uso de1 farmaci depressori del nodo AV

a causa del rischio di ipotensione e bradicardia,
specialmente nei pazienti con insufficienza

renale e disturbi di conduzione.



Anziani / Farmaci antiaritmici

| farmaci AA come la flecainide e i1l sotalolo, che

vengono eliminati prevalentemente per via renale,

a causa degli elevati livelli di creatinina negli

anziani



Anziani / Amiodarone

A causa della frequente coesistenza di cardiopatia

strutturale e/o Insufficienza cardiaca,

utilizzabile negli anziani, guando si persegue una

strategia di controllo del ritmo



Anziani / Amiodarone

[’uso dell’ amiodarone 1n questi pazienti

dato che le preoccupazioni circa la tossicita a

lungo termine del farmaco sono limitate



FA1°

episodio
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Controllo ritmo Decidi strategia m
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Table 2 Indications for catheter (A and B) and surgical (C, D, and E) ablation of atrial fibrillation

Recommendation References
396-398,401-404

age) in selected older patients with AF as in younger

patients.

Calkins H et al. Heart Rhythm 2017; 14: e445-e494



AF ablation in octogenarians

Author/year Efficacy (%) Complications (%)

Octogenarians 1) have a high rate of non-PV triggers; 2) are less likely to undergo a repeated
procedure; 3) are more likely to remain on AADs

Nei 3 lavori della letteratura relativi ai risultati dell’ablazione transcatetere nei pazienti ultraottantenni,
I’efficacia e la sicurezza della procedura sono risultati simili a quelle dei soggetti piu giovani.



Outcomes of Medicare Beneficiaries Undergoing Catheter
Ablation for Atrial Fibrillation

Jonathan MD, MHS*; Moritz F. Sinner, MD, MPH*; Melissa A. Greiner, MS;
Bradley G. HammilT;¥5; Jodo D. Fontes, MD; James P. Daubert, MD; Patrick T. Ellinor, MD, PhD:
Adrian F. Hernandez, MD, MHS; Allan J. Walkey, MD, MSc; Susan R. Heckbert, MD, PhD*;
Emelia J. Benjamin, MD, ScM#*; Lesley H. Curtis, PhD*

Circulation 2012; 126: 2200-2207



Table 2. Cumulative Incidence of 30-Day Outcomes of Medicare Beneficiaries Undergoing
Catheter Ablation for Atrial Fibrillation, July 2007 Through December 2009

Outcome

Beneficiaries, n (Rate per 100 Beneficiaries)

Overall

Age Group

65-69 y

70-74 y

71979y

Sex

=80y

Male

Female

Death
Myocardial infarction
Pericardial effusion

Stroke or transient
ischemic attackt

Vascular complication
requiring surgery

120 (0.8

48 (0.3
264 (1.7
108 (0.8

)
)
)
)

76 (0.5)

30 (0.5)

*

101 (1.7)
35 (0.6)

26 (0.4)

27 (0.6)

*

88 (1.8)
35 (0.8)

28 (0.6)

28 (1.1)
12 (0.5)
47 (1.9)
22 (1.0)

22 (1.2)
28 (1.5)

12 (0.6)

68 (0.8)
30 (0.3)
127 (1.4)
66 (0.8)

38 (0.4)

52 (0.8)
18 (0.3)
137 (2.2)
42 (0.7)

38 (0.6)

*No cell size <<11 may be displayed according to the data use agreement with the Centers for Medicare & Medicaid

Services.

tCalculated in the subset of patients with no stroke or transient ischemic attack reported on any claim in the

previous 6 months.

Piccini JP et al. Circulation 2012; 126: 2200-2207




Considerazione

riportato negli studi sull’ablazione della FA,
paragonato alla prevalenza elevata della FA In

guesta popolazione di soggetti,



Considerazione

indica che 1’ablazione viene eseguita solo In una
minoranza altamente selezionata di questi soggetti,

Il che ovviamente deve renderci prudenti

all’1ntera popolazione di pazienti anziani con FA
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ultraottantenne con fibrillazione atriale
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Considerazioni

Le LG nel pazienti anziani

sostanzialmente da quelle dei pazienti piu giovani,
anche se 1’evidenza scientifica a sostegno di questa
affermazione e scarsa.

Va, comunque detto che le LG non debbono essere

considerate come la




Considerazioni

e raccomandazioni In esse contenute vanno intese
come per guidare e uniformare
la condotta diagnostico-terapeutica nella pratica clinica
quotidiana.

Esse, pertanto, non vanno applicate alla lettera in
maniera acritica. Nel singolo caso, si possono prendere
decisioni contrarie basate su , esperienza

empirica e giudizio clinico personale.










Conclusionsi (1)

LaFAe negli anziani

legato all’aritmia ed e maggiore

nei pazienti di eta piu avanzata rispetto ai piu giovani.

senza aumentare in maniera importante il rischio emorragico e,

pertanto, il suo uso e chiaramente indicato negli anziani fibrillanti.

La strategia di ¢ un’opzione terapeutica
nei soggetti con FA di eta avanzata che sono asintomatici

0 che presentano solo sintomi lievi.



Conclusioni (2)

La strategia di e giustificata nei paz. con

o quando il controllo della frequenza e inadeguato.

| risultati degli studi clinici e le per il
trattamento medico della FA negli anziani sono a quelli nel
soggetti piu giovani.

A causa della coesistenza di comorbidita multiple, quali insufficienza
epatica e renale, 1l frequente uso di altr1 farmaci e 1’infiltrazione
fibrosa del sistema di conduzione cardiaco legata all’eta, 1l

soggetti anziani



Conclusioni (3)

del farmaci e una SOno

abitualmente necessarie nei fibrillanti di eta avanzata.

sono i farmaci piu efficaci nel ridurre la FC negli
anziani e ¢ sovente 1’unico antiaritmico utilizzabile in

questi soggetti data la fregente coesistenza di cardiopatia organica.

Le della FA negli anziani sono a
quelle dei piu giovani ma la sicurezza della procedura e minore e

la necessita di terapia antiaritmica post-procedura maggiore, per cui
tale terapia andrebbe riservata solo a









Net Clinical Benefit of Non-Vitamin K Antagonist
vs Vitamin K Antagonist Anticoagulants in Elderly
Patients with Atrial Fibrillation
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ABSTRACT

BACKGROUND: The risks of thromboembolic and hemorrhagic cvents in putients with atrial fibrillation
both increase with age: therefore, net clinical benefit analyses of anticoagulant treatments in the clderly
population are crucial to guide treatment. We evaluated the 1-year clinical outcomes with non-vitamin-K
antagonist and vitamin K antagonist oral anticoagulants (NOACSs vs VKAs) in elderly (275 years) patients
with atrial fibrillation in & prospective registry setting

METHODS: Data on 3825 elderly patients were pooled from the PREFER in AF and PREFER in AF PRO-
LONGATION registries. The primary outcome was the incidence of the net composite endpoint, including
major bleeding and ischemic cardiovascular events on NOACs (n= 1556) compared with VKAs (n=2269)
RESULTS: The rates of the net composite endpoint were 6,6%/year with NOACs vs 9.1%/year with VKAs
{odds ratio JOR] 0.71; 95% confidence interval [CI], 0.51-0.99; P=.042). NOAC therapy was associated
with a lower rate of major bleeding compared with VKA use (OR 0.58; 95% CI, 0.38-0.90; P=.013)
Ischemic events were nominally reduced too (OR 0.71; 95% CI, 0.51-1.00; P = .050). Major bleeding with
NOACs was numerically lower in higher-risk patients with low body mass index (BMI; OR 0.50; 95% CI,
0.22-1.12: P=.07) or with age >85 years (OR 0.44; 95% C1, 0.13-1.49; P=.17).

CONCLUSIONS: Our real-world data indicate that, compared with VKAs, NOAC use is associated with a
better net clinical benefit in elderly patients with atrial fibrillation, primarily due to lower rates of major
bleeding. Major bleeding with NOACs was numerically lower also in higher-risk patients with low BMI
or age =85 years

© 2019 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND
license. (hnp:Heveativecommons orgdicenses/by-ne-md/d.0/) = The American Journal of Medicine (2019)
000;: 1 =9

KEYWORDS: Atrial fibrillation; Cardioviscular events; Elderly; Major bleeding; Net clinical benefit; NOACs: VKAS
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Safety of NOACs Compared With Warfarin in Elderly Patients:
Major Bleeding
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Practical Guidance for Management of Elderly Patients on NOACs

e Monitor renal function at least once
every 6 months

— Especially if patient is on dabigatran
or edoxaban, which depend more
on renal clearance

Monitor renal
function’

Perform e Consider performing coagulation assay
coagulation to estimate of NOAC half-life, which may
assay' be longer in older patients

http://www.peervoice.com/o1/pvr274 PeeI’VOICG
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Catheter Ablation in Older People

AF is in large part a disease of the older person. During the past dec-
ade, there have been a number of studies that have specifically

focused on reporting the outcomes of AF ablation in older individ-

uals,396:397398.399.400:401.40240340% The age cutoff for defining elderly

397.402,404

varied between age >70years, age >75years, and age

>80 years.?237?4%040 The number of older people in these studies

was small, with five of the seven studies enrolling fewer than 100 pa-
tients and the largest reporting outcomes on 2671 older people.
Taken as a whole, the results of these studies provide evidence that
catheter ablation of AF has an acceptable safety and efficacy profile in
selected older individual over the age of 75 or 80 years. However, as
shown in analysis of the relationship between age and 5-year

outcomes of AF ablation,*® age significantly impacts long-term out-
comes of AF ablation. This study reported that for every 10-year in-
crease in age there was a higher multivariate-adjusted risk of AF
recurrence, death, and major cardiac events.

The writing group recommends that it is reasonable to use similar
indications for AF ablation in selected older people with AF as in
younger patients (Class lla, LOE B-NR). It is important to note that
the complications of the procedure are somewhat increased in older
individuals, the need for concomitant antiarrhythmic therapy posta-
blation is greater, and the efficacy is somewhat reduced.*”** It is
also important to recognize that amiodarone, although not a good
long-term pharmacological option in younger individuals, is an appro-
priate treatment strategy in older people.
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