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= POAF kardiyak cerrahi sonrasi % 30-50
= Cerrahi sonrasi siklikla ilk 5 gin icinde (2. gun pik)

= AF'da SA digium yerine, bircok farkli uyari ile atriyumlarda cok
hizli ve kaotik bir ritim

= Atriyumlar kasillamaz ve/veya kani etkili bir sekilde ventrikul
icine itemez

= Atriyumlardaki uyarilarin sayisi dakikada 300 - 600 atim

Mitchell LB: Incidence, timing and outcome of atrial tachyarrhythmias after cardiac surgery. In: Steinberg JS (ed). Atrial
Fibrillation After Cardiac Surgery. Norwell, MA, Kluwer Academic Publishers, 2000, pp. 37-50



Patofizyoloji

= Multifaktoriyal
= Myokardiyal atriyal fibrozis AF'ye eslik eden sik bulgu

= En sik tetikleyen alanlar sol pulmoner venlere uzanan
atriyal miyokard yastiklari

= Miyokard fiber oryantasyonu ve iletim anormallikleri
re-entery baslamasindan sorumiu

Ehrlich JR, Cha TJ, Zhang L, et al: Cellular electrophysiology of canine pulmonary vein cardiomyocytes: Action potential
and ionic current properties. J Physiol 551:801-813, 2003
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Angll = angiotensin II;TF = tissue factor; FXHl = factor XlI; IL-6 = interleukin &; PAl-1 = plasminogen activator inhibitor 1;VCAM-1 = vascular cell adhesion molecule |.
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= Pulmoner venlere ilave nonpulmoner fokus (koroner
sinus, sol atriyum posteriyor duvari ve septum, vena
cava) AF'yi tetikleyebilir

= Sempatik ve parasempatik stimulasyon (artmis
otomasite, uyariimis aktivite)



= CPB =) sistemik ve lokal inflamasyon

= Direkt insizyon nedeniyle atriyum hasari

Maesen B, Nijs J, Maessen ], Allessie M, et al: Post-operative atrial fibrillation: A maze of mechanisms. Europace 14:159-174,
2012
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= Kardiyomiyozitler iskemi - reperfiizyon ya da hipoksi-
reoksijenasyon nedeniylretirler

= IL6 negatif inotropik etkiler ve myokardiyal stunningle
iliskili

= Dig afindan uretilen proinflamatuar sitokinler
L18 vellL 1

o It')kosit aktivasyonu ve birikimiyle kardiyak injury
yapar




i Cerrahi sirasinda:

» Sag atriumun asiri manipulasyonu
~ Cerrahi travma (AKK, distal anastomoz sayisi)

v Sempatik aktivasyon (artmis miyokardiyal
uyarilabilirlik ve otomasite)

~ Oksidatif stres, perioperatif basing ve volim
degisiklikleri (hipo-hiper volemi)

~ Kardiyoplejik solusyonlarin kullanimi
~ Postoperatif hipoksi
~ Elektrolit imbalansi
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~ Kardiyoplejik arrest sirasinda atrial 1s1, ventrikullerden
yuksek

~ Yetersiz atrial ve atrioventrikuler nodal hipotermi, ileti
sisteminin iskemik hasari



CPB'In eliminasyonu ise POAF’1 tamamen elimine
edememis

Avoiding cardiopulmonary bypass in multivessel CABG reduces cytokine response and myocardial injury. Ann Thorac Surg 68:52-
56, 1999

= Off-pump CABG'de inflamatuar yanit siddeti daha az

= 1251 hastayr iceren calismada off-pump teknikle
POAF'da azalma gorulmus

Coronary Artery Revascularization (CARE) registry: An observational study of on-pump and off-pump coronary artery
revascularization. Ann Thorac Surg 83: 986-991, 2007

= 10716 hastalik Cohrane sistematik review off-pump
cerrahi sonrasi POAF azaltmada etkili bulunmamis

Off-pump versus on-pump coronary artery bypass grafting for ischaemic heart disease. Cochrane Database Syst Rev 3:CD007224,
2012
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! Cardioplegic arrest does not increase the risk of atrial fibrillation
after coronary artery bypass surgery "

Tapio Hakala™*, Otto Pitkanen®, Juha Hartikainen®

“Department of Surgery, Kuopio University Hospital and Kuopio University, P.O. Box 1777, FIN-70211 Kuopio, Finland
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“Department of Medicine, Kuopio University Hospital and Kuopio University, Kuopio, Finland

Abstract

Objective: Atrial fibrillation (AF) is the most common arrhythmia after coronary artery bypass grafting (CABG). It is a considerable
source of morbidity, prolongs hospital stay and increases costs of treatment. Atrial cannulation, cardiopulmonary bypass and cardioplegic
arrest have been suggested to play a role in the development of AF after CABG. The aim of this case-control study was to evaluate the role of
cardiopulmonary bypass and cardioplegic amrest in the development of postoperative AF. Methods: Data from 114 patients undergoing
CABG without cardiopulmonary bypass and cardioplegic arrest (off-pump) between October, 1998 and December, 2002 were evaluated for
the occurrence of postoperative AF. Each patient was individually matched by gender, age (+ 3 years), left ventricle ejection fraction (+5%),
history of myocardial infarction, unstable angina, and B-blocker medication with patients undergoing CABG with cardiopulmonary bypass
and cardioplegic arrest (on-pump) during the same period. The data from off-pump and on-pump groups were compared. Results: Off-pump
and on-pump groups had similar preoperative characteristics. The number of distal anastomoses was lower in the off-pump (2.3 £ 0.9) than
in the on-pump (3.9 + 1.1, P < 0.001) group. However, the incidence of postoperative AF in the off-pump (36.8%) and the on-pump groups
(36.0%) did not differ from each other. Old age was the only independent predictor of AF after CABG. Conclusions: Neither
cardiopulmonary bypass nor cardioplegic arrest increases the risk of postoperative AF after CABG.




Tark Gogus Kalp Damar Cerrahisi Dergisi 2013;21(1):14-20 dzg[]n Makale / On'ginal Article
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Ameliyat sonrasi atriyal fibrilasyon gelisiminde atan kalp ve
kardiyopulmoner baypas cerrahisinin karsilastinimasi

A comparison of off-pump and cardiopulmonary bypass for the development of
postoperative afrial fibrillation

Yiiksel Besir,' Omer Tetik,' Banu Lafg1,2 Orhan Gokalp,? Tevfik Glnes,? Arif Gucl,’ Ali Glrbiz?

Tablo 3. Hastalarda atriyal fibrilasyon gelisimi

Atan kalp grubu KPB grubu
Sayt  Yuzde OreSS Sayt  Yizde  OreSS p

Atriyal fibrilasyon gelisimi 3 @ 7 0013
10404 0,047

Atriyal fibeilasyon gelisim gling 1.9£0.7

KPB: Kasdiyopeloweer baypas; Ort 2SS: Ovfalams £ standast sapau



New-0Onset Atrial Fibrillation After Cardiac Surgery: Pathophvysiology.,
Prophyvlaxis, and Treatment

Viadimir V. Lomivorotow, MD, PhD,* Sergey M. Efremow, MD, PhD,*
Eugeniy A. Pokushalowv, MD, PhD, FACC, FESC,T and Alexander M. Karaskowv, MD, PhD+

Journal of Cardiothoracic and Vascular Anesthesia, Vol 1, No 1 (Month), 2015: pp s

Table 1. Risk Factors of New-Onset Postoperative Atrial
Fibrillation *% "7

Preoperative Advanced age
History of atrial fibrillation
Hypertension
Left atrial enlargement
Chronic obstructive pulmonary disease
Decreased left ventricular ejection fraction
Higher EuroSCORE
Heart failure
Coronary artery disease
Cardiomvyopathies
Valve disease
Diabetes mellitus
Obesity
Smoking
Alcohol use
Hyperthyroidism
Genetic predisposition
Intracoperative Valve surgery
On-pump surgery
Venous cannulation
Surgical pericardial and atrial injury
Postoperative Hypervolemia
Hypovolemia
Increased afterload
Hypotension
Withdrawal of beta-blocker therapy
Withdrawal of angiotensin-converting enzyme
inhibitor therapy
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= VenoOz kanulasyonun lokalizasyonu

= Atriyum insizyonundan kacinilan bikaval kanulasyonun
POAF sikhgini azaltabilecegi

= Pulmoner ven araciligi ile kalbin vent edilmesi artmis
POAF nedeni



i

= Kisa AKK suresi
= Iyi miyokardiyal koruma

!

AF insidansi azaltilabilir
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Table Drugs Used for the Prevention of Postoperative Atrial Fibrillation

Intervention Indications Dosages Side Effects
Beta-blockers AF prophylaxis; myocardial Metoprolol 150 mg/d orally for 14 days after the Bradycardia, hypotension,
ischemia prophylaxis patient’s arrival in the intensive care unit bronchospasm, heart failure
Carvedilol 40-50 mg/d orally from 10 days before exacerbation
surgery
Sotalol AF prophylaxis 160-240 mg/day orally, starting from the morning Bradycardia, QT-interval
of the first postoperative day, up to the sixth prolongation, fatigue,
day after surgery dizziness, headache,
palptations
Amiodarone AF prophylaxis 5-15 mg/kg/d orally 1-6 days before surgery up to Hypotension, bradycardia,
6 days after surgery QT-interval prolongation,
IV amiodarone (1 g/day for 2 days) immediately Gl-tract upset, constipation,
after surgery pulmonary toxicity
n-3 PUFAs AF prophylaxis 2 g/d orally for at least 5-7 days before surgery Increased risk of bleeding,
until hospital discharge eructation
Statins Stabilization of Atorvastatin 40 mg/d orally beginning 7 days Rhabdomyolysis, increased
atherosclerotic plagues, before surgery concentrations of liver
AF prophylaxis erzymes, increased risk of
diabetes
Corticosteroids Reduction of inflammatory Dexamethasone 0.6-1 mg/kg IV after induction of Hyperglycemia, osteoporosis,
response anesthesia; 100 mg of hydrocortisone: the first dose peptic ukeration,
in the evening of the operative day, then 1 dose hypertension, retinopathy
every 8 hours during the next 3 days
Magnesium AF prophylaxis 10 mmol of magnesium sulfate IV for 3 days after Hypotension, bradycardia,
surgery or 6 mmol of magnesium both nausea, vomiting, diarrhea
preoperatively and postoperatively
Colchicine Prevention of post- 1.0 mg twice dally orally starting on postoperative Gl upset, peripheral neuropathy,
pericardiotomy syndrome; day 3 for the first day, followed by a maintenance neutropenia, anemia, hair loss
AF prophylaxis dose of 0.5 mg twice daily for 1 month
NSAIDs Reduction of inflammatory Ketorolac 30 mg IV every 6 hours until the patient Renal failure, dyspepsia, gastric

response

is able to take oral medications, then ibuprofen
600 mg orally 3 times a day up to 7 days

ulceration/bleeding, diarrhea
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! Postoperative atrial fibrillation, oxidative stress, and
inflammation

Mehmet OZAYDIN

Ozet: Postoperatifatriyal fibrilasyon kardiyak cerrahinin en stk goriilen komplikasyonudur ve artmis komplikasyon riski
lle ligkilidir. Son zamanlarda yapilan aragtirmalar inflamasyon ve oksidatif stresin atriyal fibrilasyon patofizyolojisinde

anahtar rol alabileceginl gostermigtir. Statinler, kortikosteroidler, N-asetil sistein, vitamin C ve balik yaga gibi
antiinflamatuar ve antioksidan ajanlarin postoperatif atriyal fibrilasyon siklygam Gzerine etkisini arastiran calismalarda
(mit vericl bulgular elde edilmesine ragmen; kesin birsey soylemek iin farkh doz rejimlerinin kullanildigy barytk

randomize kontrolli calismalara lhtivac vardur,




i Anterior yag yastiginin korunmasi

= Aorta pulmoner pencerede parasempatik ganglionu iceren
yag yastigi tanimlanmis

= CPB icin aortik kross-klemp ve aortik kanul aorta-pulmoner
pencerede epikardiyal yag yastiginin diseksiyonunu icerir

= CABG cerrahisine giden ve anterior yag yastiginin
korundugu olgularda POAF diistik bulunmus

Preservation oft he anterior fat pad paradoxically decreases the incidence of postoperative atrial fibrillation inhumans.
J Am Coll Cardiol 43: 994-1000, 2004



i Cerrahi Ablasyon

= Paroksismal AF kardiyak cerrahide POAF icin bir risk

= Paroksismal AF’li CABG cerrahisine giden ve epikardiyal
pulmoner ven izolasyonu (PVI) yapilan ve yapiimayan
hastalar 18 ay sonra degerlendirilmis

= CABG+PVI grubunda AF yokken, CABG grubunda % 47
AF gorulmus
= AF hikayesi olmayan hastalarda AF icin proflaktik

intraoperatif ablasyon yapilmasi konusunda yeterli data
yok

Benefit of ablation of first diagnosed paroxysmal atrial fibrillation during coronary artery bypass grafting:A pilot study.
Eur J Cardiothorac Surg 41: 556-560, 2012



i Tani:

= Hipotansiyon, carpinti, azalmis idrar cikisi, halsizlik
= Bazen asemptomatik

= CABG sonrasi en az 48 saat EKG monitorizasyonu
onerilmekte (Class 1 oneri, kanit dizeyi B) (AHA ve
ACC)

= Supheli durumda 12 lead EKG
= Ventrikiler cevap genelde 90-180 arasi




Klinik Onem

= AF insidansi izole CABG icin % 30, kapak cerrahisi
sonrasi % 40 ve kombine prosedurlerde % 50

= Kognitif bozukluk

= Norolojik (TIA, strok) ve iatrojenik (aritmi tedavisi)
komplikasyonlar

= Uzamis hastane yatisi ve maliyet

OutcomeResearchGroup; CAREInvestigatorsoftheDukeHeart Center. The impact of post-operative atrial fibrillation on
neurocognitive outcome after coronary artery by pass graft surgery. AnesthAnalg 94:290-295,2002

Major themes for 2013 in cardiothoracic and vascular anaesthesia and intensive care. HeartLung Vessel 6:79-87,2014



= 3 kat artmis tromboemboli riski
= Kisa donemde o6limctl bir komplikasyon degil

= Kalp debisi duser ve hizli ventrikll cevabi ile kalbin
oksijen tuketimi artar

= Ozellikle sol ventrikiil disfonksiyonu olan hastalarda !

= 10 yilhk yasam POAF % 55, non-AF grupta % 70

New-onset atrial fibrillation predicts long-term mortality after coronary artery by pass graft. J Am Coll Cardiol 55:370-
376,2010



European Heart Journal (2016) 37, 2893-2962 ESC GUIDELINES

aaaaaaaa doi:10.1093/eurheartj/ehw210

EQCIETY OF
CARTACHOGY 2

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



Recommendations for preventing postoperative atrial
fibrillation

Recommendations

Peri-operative oral beta-blocker
therapy is recommended for the
cardiac surgery.

Restoration of sinus rhythm

by electrical cardioversion

or antarrhythmic drugs is
recommended in postoperative AF
with haemodynamic instability.
considered in patients with AF after
cardiac surgery at risk for stroke,
considering individual stroke and
bleeding risk. ‘
Antiarrhythmic drugs should

be considered for symptomatic
postoperative AF after cardiac
surgery in an attempt to rastore
sinus rhythm.

considered as prophylactic therapy
to prevent AF after cardiac surgery.

Asymptomatic postoperative AF
should initally be managed with rate
control and anticoagulation.




i Tedavi

= Cogunlukla geri dondurlebilen faktorler

= Altta yatan bozuklugun dizeltilmesi

~ Elektrolit bozukluklari (hipokalemi, hipomagnezemi)
> Volum durumu

~ Oksijenasyon

> Kanama

~ Perflizyon

~ Enfeksiyon




Tedavi yaklasimi:
hiz kontrolu

ritm kontroll
antikoagulan tedavi

Tedavi protokinde 3 onemli soru

Hasta hemodinamik olarak stabil mi ?
POAF baslangicindan kac saat gecti ?
Strok riski var mi ? (CHA2DS2-VASc skoru)
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Table Drugs Used to Treat New-Onset Postoperative Atrial Fibrillation

Dosage

Side BRas

Rate control

Verapamil

Digoxin

Ibutilide

Rhythm control

Flecainide

Propafenone

Amiodarone

Dronedarone

Disopyramide

Quinidine

Sotalol

IV bolus of 500 megkg over 1 min, then
continuous infusion of 50-300 meg'kg/min
IV bolus 25-50 mg aver 2 min

0.25 mgkg IV loading dose over 2 min, then 515
mg'h IV continuous infusion

0.075-0.15 mg/kg V bolus over 2 min; may give an
additional 10.0 mg after 30 min if no responss,
then 0.005 mg/kg/min infusion

Initial loading IV dose of 0.5-0.75 mg with
additional IV boluses of 0.25 mg repested every
24 hto 8 maximum dose of 1.5 mg over 24 h

1 mg IV over 10 min; may repest 1 mg once if
necessary (weight <60 kg, use 0.0 mgkg)
Conversion to sinus rhythm: 200-300 mg single

oral dose
Maintenance of sinus rhythm: 50-150 orally once
every 12 h

CrCl {mL'min) Dose Dose (meg twice &

day)
=60 500
40-60 250
20-40 125
<20 Not recommended

Conversion to sinus rhythm: 450-800 mg single
orzl dose

Maintenance of sinus rhythm: 150300 mg orally
every 8 h (immediste release) or 225-425 mg
orglly every 12 h {extended release)

150-300 mg IV over 1 h, followed by 10-50 mgh IV
continuous infusion over 24 h

400 mg twice & day

Immediste release: 100-200 mg once every 6 h
Extended relesse: 200-400 mg once every 12 h

324-648 mg every 8 h

40-160 mg once every 12 h

Heart failure, hypotension bradycardis,
bronchospasm

Heart failure, hypotension, bradycardis,
bronchospasm

Heart fallure, hypotension, bradycardis,
leus

Heart fallure, hypotension, bradycardia

AV block, ventricular arrhythmias, nauses,
vomiting, anorexig, confusion

QT prolongation, torsedes de pointes,
hypotension

Hypotension, atrisl flutter with 1:1 AV
conduction, ventricular proarrhythmis

QT prolongation, torsades de pointes

Hypotension, atrial flutter with 1:1 AV
conduction, ventricular proarrhythmis

Bradycardia, QT-interval pralongstion

Bradycardia, heart failure, long-standing
persistent AFflutter, prolonged QT
interval, diarrhes

Heart failure, prolonged QT interval,
prostatism, glsucomsa

Prolonged QT interval
Diarrhes
Sinus bradycsrdiz, AV block, QT-interval

prolongation, torsades de pointes, hearnt

fallure, bronchospasm

Maximum 3 doses

Containdicated In patients with &n
accessory pathway

Containdicated In patients with an
aocessory pathway

Containdicated in patients with an
acceasory pathweay and obstructive
hypertrophic cardiomyopsathy

Accumulstes in acute kidney injury and
chronic rengl disease

Avoid in patients with CAD and structural
heart disease
Not available in parenteral form

Not ideal for patients with undesirable
anticosgulant therapy because
conversion to sinus rhythm may take 2-3
days; Not avsilable in parentersl form

Avoid in patients with CAD and structursl
heart disease
Not availzble in parenteral form

Containdicated In patients with an
accessory pathway

Containdicated in patients with severe
gystolic hean failure and hemodynamic
instability

Contraindicated for patients with decressed
left ventriclular function, but preferable
for patients with hypertrophic
cardiomyopathy

Possible negative effect on montality

Possible negative effect on monslity

Effective for maintaining sinus rhythm



Is new-onset postoperative atrial fibrillation a
benign complication?

Manuvel J. Antunes. MD. PhD. DSc
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new-onset AF, common after heart surgery, may
have no significant impact on early and late survival
if sinus rhythm is effectively and permanently
restored early after the onset of the arrhythmia and
before the patient’s discharge from the hospital




J Thorat Cardiovase Surg. 2017 Mar 12, pii; S0022-5223(17)30414-2_ doi: 101016/ jtevs 2017.02.052. [Epub ahead of print]

New-onset postoperative atrial fibrillation after aortic valve replacement: Effect on long-term
survival.

Swinkels BM®, de Mol BAZ, Kelder JC?, Vermeulen FE*, Ten Berg JM®.

CONCLUSIONS: New-onset POAF after AVR does not affect Iong-term sunival when treatment 15 aimed to restore sinus rh'phm before
dtschafge home



i Elektriksel kardiyoversiyon

= Hemodinamik instabilite

= Hemodinamik olarak stabil hastalarda 48 saat icindeki
POAF'da kanama riski olan veya antikoagulandan
kacinilan hastalarda

= POAF 48 saatten daha fazla strede baslamissa
antikoagulan tedavi mumkin olur olmaz baslanir ve en
az 4 hafta devam etmeli



Kardiyoversiyonda tromboemboli riski artar !

Mekanizma:

Olusan trombusun mekanik kuvvetini kazanan atriyum
kontraksiyonu ile atilmasi

Kardiyoversiyon sonrasi atriyal stunning ile yeni
trombus olusumu



i Farmakolojik kardiyoversiyon

= Flekainid, dofetilid, propafenon ve ibutilid kontrendikasyon
yoksa ilk siklikla

= Ibutilid QT uzamasi, hipokalemi ve diisiik EF de
kontrendike

= Flekeinid ve propafenon miyokard infarktusu gecirmis ve
sol ventrikul disfonksiyonu olan hastada kaciniimal



Amiodaron hem farmakolojik kardiyoversiyonda hem de
sinds ritminin strdurilmesinde

Sinds ritminin surdurtlmesinde toksisite (pulmoner,
karaciger, tiroid, cilt) nedeniyle ilk secenek degil

Sol ventrikul difonksiyonunda ilk secenek

Dronedaron amiodaron analogu, daha az yan etki ve
daha az etkinlige sahip



i Cerrahi Yaklasim

= Kateter ablazyon ve AV nodal ablazyon yeni baslangicli
POAF icin tedavide yer almaz

= POAF persistan AF formuna dondugulinde disunulebilir



i Tromboflaksi

= 48 saatten uzun sureli AF'da antitrombotik tedavi uygulanir

= Strok riski olan (CHA2DS2-VASc skoru = 1) hastalarda ilk
48 saat icinde dusunulmeli

= AF slresi 48 saatten kisa ise elektriksel kardiyoversiyon
antikoagulan olmadan yapilabilir



CHADS: CHA:DS:-VASCc
Risk factors Points Risk factors Points
CHF 1 CHF/LVEF = 40% 1
HTN 1 HTN 1
Agez 75 1 Agez 75 2
DM 1 DM 1
Stroke/TlAfembolism 2 Stroke/TlAfembolism 2
Vascular disease (prior
Max 6 MI, PAD, or aortic 1
plaque)
Age 65-T4 years 1
Sex category (Female) 1
Max 9
CHADS, > CHA,DS_VASc
CHADS2 Patients | Adjusted CHA2DS2- | Patients (7 | Adjusted
scorne (7= 1733) stroke VASc =T329) stroke
rate %[ score rate %[
year year
(1] 120 1.9 0 1 0
1 453 28 1 422 13
2 1230 2.2
2 523 4.0 3 1730 3.2
3 437 55 4 1718 4.0
5 1159 6.7
4 220 85
6 679 9.8
5 65 12.5 7 294 9.6
=] 5 18.2 8 82 6.7
9 14 15.2



Table HAS-BLED Scoring System for Prediction of Major Bleeding
Risk in Patients Treated With Anticoagulation for Atrial Fibrillation.®

a 3

HAS-BLED Bleeding Rate

Risk Factor Score Score (“o'year)

Hypertension | 0 1.13

Abnormal renal/hepatic function | (ecach) | 1.02

\l!n’lg‘ | : | 88

Bleeding | 374

Labile INRs ] 4 $70
|

Elderly (> 65 yvears)

5 Insufficient data

Drugs or alcohol use | (cach)

A A

HEMORR,HAGES

Clinical Characterstic Points

I
=Y

Hepatic or Renal Disease

HEMORR:HAGES ~ Sangrado c/ 100 pacientes (95% IC)

Ethanol Abuse
Malignancy

0,64,4)

Older Age
Reduced Platelet Count or Function
Rebleeding Risk

19
1 25(1,34.3)
5,3 (3,4-8.1)

8.4 (49-136)

Hypertension

Anemia

N 'S T

10,4 (5,1-189)

Genetic Factors

(A"
o

m ® » T XV WV O = m

123 (5823,1)

Excessive Fall Risk

N - B R N Bl R -

S Stroke

-
N

Maximum Score




+

= 48 saatten uzun suren ve acil kardiyoversiyon yapilacak
olgularda en az 4 hafta tromboflaksi yapilmamissa TEE ile
sol atriyal trombds arastiriimall

= Sol atriyal trombus saptanan olgularda en az 4 hafta
antikoagulan uygulanmadan kardiyoversiyon yapiimamali



+

= Vit K Inhibitdrleri (warfarin), unfraksiyone ve LMWH,
antiplatelet ilaclar (aspirin ve klopidogrel) ve yeni oral
antikoagulan ilaclar  (dabigatran, apixaban ve
rivaroxaban) antitrombotik tedavide kullanilabilir

= Aspirin ve klopidogrel strok onlenmesinde warfarinden

daha az efektif ve intrakraniyal kanama icin daha az
risklidir



i

= Yeni antikoagulanlarda daha distk intrakranial kanama,
INR monitorizasyonunun gerekmemesi

= Prostatik kapak hastaliginda, ciddi mitral stenozda ve
son donem bobrek yetmezliginde kontrendike

= Perkitan vyerlestirilen Watchman device (Left Atrial
Appendage Closure device) warfarinin kontrendike
oldugu hastalarda kullanilabilir "

(Class 2b  Kanit duzeyi B)




