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STUDI DI EFFICACIA/SICUREZZA RISPETTO A

WARFARIN

* RE-LY (dabigatran (210 mg) vs warfarin)
- ROCKET-AF (rivaroxaban vs warfarin)
* ARISTOTLE (apixaban vs warfarin)
- ENGAGE (edoxaban vs warfarin)



FATTORI DI RISCHIO CONDIVISI

Insufficienza cardiaca

Insufficienza epatica/renale

Diabete Emorragie

Labile INR
Vasculopatia

7 Farmaci [ alcool
Sesso femminile



GESTIONE DEI SANGUINAMENTI




CLASSIFICAZIONE DELLE EMORRAGIE

* Emorragie maggiori
 Emorragie maggiori non clinicamente rilevanti

* Emorragie minori



EMORRAGIE MAGGIORI

- Potenzialmente fatali

- Intracraniche

- Oculari

* Articolari (articolazioni maggiori)

* Retro
- Seric

- Seca

heritoneali

niedono intervento chirurgico o manovre invasive

o di Hb > 2 gr/dL o necessita di emotrasfusione 2U



EMORRAGIE MAGGIORI NON CLINICAMENTE RILEVANTI

Tutti i sanguinamenti che non rientrano nella classificazione di emorragia
maggiore ma:

* Richiedono una visita medica per la corretta valutazione del sanguinamento
* Richiedono intervento da parte di personale specialistico per arrestare il sanguinamento

* Richiedono/prolungano l'ospedalizzazione o aumentano l'intensita di cura



EMORRAGIE MINORI

Tutti i fenomeni emorragici che non rientrano nelle
categorie precedenti

- Epistassi

- Gengivorragie
- Ematochezia
- Ecchimosi

- Ematuria lieve



GESTIONE DEI SANGUINAMENTI

Bleeding while using a NOAC

v

Inguire about NOAC, dose, and time of last intake

Inguire about co-medication |(incleding antiplatedets, NSAID=, OTC drugs, ..}
Blood ling to o creatinine (clearance), hepatic function, WBC
Rapld coagulation assessment, Incl. plasma drug levels (If avallable)

3 ¥
Mild bleeding ""'_":;M".

]
|l 7/ | 7+

Delay or discontinue next dose Supportive measures: = For dabigatran-treated patients:
Reconsider concaomitant medication Mechanical compr i Idarucizumab 5g iv.
* For FXa inhib d pati

Reconsider choice of NOAC & dosing Endoscopic hemostasis if gastrointestinal bleed -tr P
Surgical hemostasis Andexanet alpha [Dosing: See Fig. 10)

Fluid replacement; RBC / platelet substitution
Consider adjuvant tranexamic acid Otherwise, consider:

Treatment of factors / comarbidities contributing = PCC SO U/kg: +25 U/fkg if indicated
to bleading =  aPCC SO U/kg; max 200 U/kg/day

Eordabigatran:
= Consider idaruci; b/ h diatysis {if
idarucizumab is not available)
Post-bleeding management

Discuss impact of bleeding on patient’s consideration of risks and benefits of anticoagulation
Assess risk of repeat bleeding

Figure 9 Management of bleeding in patients taking NOAGCs. aPCC, activated prothrombin complex concentrates;: NOAC, non-vitamin K antago-
nist oral anticoagulant; NSAID, non-steroidal anti-inflammatory drug: OTC, over-the-counter; PCC, prothrombin complex concentrates;: RBC, red

blood cell: WBC, white blood cell




TRATTAMENTO DELLE EMORRAGIE MINORI

* Conoscere quale dei NAO/dosaggio/orario dell’'ultima dose assunta
* Valutare ritardo o sospensione della dose successiva

* Controllo locale del sanguinamento (compressione, acido tranexamico
per uso locale/per 0s)

* Controllo emocromo/f.renale/f.epatica

* Rivalutare la terapia concomitante e gli altri fattori di rischio
emorragico

* Valutare se indicato cambiare farmaco/dosaggio



GESTIONE PERIOPERATORIA DEI PAZIENTIIN NAO

1 .Caratteristiche del paziente

2. Tipo di intervento



GESTIONE PERIOPERATORIA DEI'NAO

1. Patient characteristics, including: 2. Surgical factors, including:

« Age * Bleeding risk of procedure

* Stroke risk * Consequences of bleeding complication

* Bleeding risk (incl. h/o post-op bleeding (esp. neurosurgery, cardiac surgery, large
complications etc.) intra-abdominal / -thoracic procedures)
Recent (< 3 months) cardiovascular event Planned anesthesia (full, spinal / epidural,
Comorbidities, esp. renal function local etc.)
Comedications (e.g., antiplatelets, NSAIDs) Anticipated restart of NOAC therapy

v

Determine time of last NOAC intake pre-op

v

Written communication of plan

Figure |3 Perioperative NOAC management. NOAC, non-vitamin K antagonist oral anticoagulant: NSAID, non-steroidal anti-inflammatory drug.




RISCHIO EMORRAGICO DELLE PRINCIPALI MANOVRE
DIAGNOSTICHE/CHIRURGICHE

). Steffel et al.

Table 12 Classification of elective surgical interventions according to bleeding risk

Minor risk interventions (ie. infrequent bleeding and with low dlinical impact)
Dental extractions (1-3 teeth), paradontal surgery. implant positioning. subgingival scalling/cleaning
Cataract or glaucoma intervention
Endoscopy without biopsy or resection
Superficial surgery (eg. abscess incision; small dermatologic excisions, skin biopsy)
Pacemaker or ICD implantation (except complex procedures)
Electrophysiclogical study or catheter ablation (except complex procedures)
Routine elective coronary/peripheral artery intervention (except complex procedures)
ular injection (e_g. vaccination)
=0 R T

Complex dental procedures
Endoscopy with simple biopsy
Small orthopaedic surgery (foot. hand, arthroscopy. -..)

Cardiac surgery

Peripheral arterial revascularization surgery (eg. aortic aneurysm repair, vascular bypass)

Complex invasive cardiological interventions, including lead extraction, (epicardial) VT ablation, chronic total occlusion PCl etc.
Neurosurgery

Spinal or epidural anaesthesia: lumbar diagnostic puncture

Complex endoscopy (e.g. multipleflarge polypectomy, ERCP with sphincterotomy etc.)

Abdominal surgery (incl liver biopsy)

Thoracic surgery

Major urologic surgery/biopsy (incl. kidney)

Extracorporeal shockwave lithotripsy

Major orthopaedic surgery

For each patient, indivi to bleeding and thromboembolic risk need to be taken into account and be discussed with the operating physician and the patient
(see Fgure 13).




RISCHIO EMORRAGICO DELLE PRINCIPALI MANOVRE

DIAGNOSTICHE/CHIRURGICHE

Rischio emorragico MINORE Rischio emorragico ALTO

Rischio emorragico BASSO



TIMING DI SOSPENSIONE PRIMA DI INTERVENTI ELETTIVI

2021 EHRA Practical Guide on the use of NOACs

Apixaban - Edoxaban -
Rivaroxaban

Dabigatran

Minor risk procedures: - Perform procedure at NOAC trough level (i.e., 12 h / 24 h after last intake).
- Resume same day or latest next day.

CrCl 280 mi/min

CrCl 50-79 mi/min

CrCl 30-49 ml/min

CrCl 15-29 ml/min

CrCl <15 mi/min

Important:
Woﬂnwmwmmlymummw‘mmmmmw

Figure 14 Timing of last NOAC intake before an elective intervention. CrCl, creatinine clearance; LMWH, low molecular weight heparin;
NOAC, non-vitamin K antagonist oral anticoagulant; UFH, unfractionated heparin.




RIPRESA DELLATERAPIA DOPO MANOVRE INVASIVE O INTERVENTI
CHIRURGICI IN ELEZIONE

No bridging

Restan 2 6h post surgery
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(Fig. 13)
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Figure 15 Stopping and re-initiation of NOAC therapy in elective surgery. Yellow star—Time point of the intervention/operation. Parentheses in-
dicate optional pre-/postoperative intake, especially in patients not at high risk of drug accumulation/bleeding. Consider +24 h of interruption in sit-
uations likely resulting in increased plasma levels [e.g. body weight < 50 kg, significant interactions (see ‘Pharmacokinetics and drug-drug interactions
of NOACs' section)]. “Intake of this dose of dabigatran if CrClis in the indicated range; otherwise skip this dose. *"Consider measurement of plasma
levels in very special situations, e.g. highest risk neurosurgery/cardiac surgery, severely impaired renal function, combination of factors predisposing
to higher NOAC levels (see ‘"NOAC plasma level measurements: technical approach, indications, pitfalls’ section). Rivaroxaban needs to be taken
with food for stroke prevention in AF, which needs to be considered (also) in the post-operative setting. AF, atrial fibrillation; CrCl, creatinine clear-

ance; NOAC, non-vitamin K antagonist oral anticoagulant.




CASO CLINICO 1

* Paziente di 85 aa, M, peso 78 kg
* Creatinina 0,8 mg/dl, VFG (C-G) 74 ml/min, CHA2DS2VASc= 5 e HAS-BLED =1

- Lixiana 6o mg1cp ore 8



CASO CLINICO 2

* Paziente di 92 aa, F, peso 55 kg
* Creatinina 0.60 mg/dl, VFG (C-G)= 51 ml/min
- CHA2DS2VASc =6 e HAS-BLED =2

» Eliquis 2,5 mg 1 cp x 2 (dosaggio ridotto per eta > 80 aa e peso < 60 kg)



CASO CLINICO 3

* Paziente di 72 aa, M, peso 100 kg
* Creatinina 1.2 mg/ml, VFG (C-G)= 78 ml/min
- CHA2DS2VASc=3e HAS-BLED =1

» Xarelto 20 mg 1 cp a pranzo



GESTIONE DEISANGUINAMENTIIN CORSO DITERAPIA
CON NAO E SOSPENSIONE IN CASO DI CHIRURGIA

ELETTIVA

NAO: Know How

Grazie per l'‘attenzione




