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Mién trir trach nhiém

<+ Thdng tin trong phan trinh bay nay nham cung cap cho cac quy déng nghiép
dir liéu khoa hoc cap nhat dwa trén cac bang chirng va khuyén cao qudc té

% Théng tin nay khéng nham muc dich quang ba hodc khuyén nghi viéc st dung
thudc v&i bat ky chi dinh, liéu lwong hodc tuyén bd nao khac khéng cé trong
thdng tin san phdm dwoc cap phép.

< Xin tham khao théng tin chi tiét trong t& Hwdng dan st dung dwoc phé duyét
bdi BOY Té Viét Nam



Chién lworc phoi hop chong huyét khoi sau PCI?



Rung nhi va bénh mach vanh Ia nhirng bénh déong mac thuworng gap

Atrial Fibrillation

Clinical Characteristics

56.9 — 80.2%
Ws

Hypertension
L -

Abnormal
electrical Y

l@ 30.1%

Coronary artery disease

pathways
15.2 - 44.4 %

Diabetes mellitus
L i

GE 11.7 - 27.5 %

History of Stroke/ TIA
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1% in general population
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ﬁ% 55 - 88.9 %

Renal impairment
- .

Elderly (= 65 year old)

"

~1/3 bénh nhan
rung nhi Viét Nam
cO bénh mach vanh

Tri Huynh Quang Ho, Minh That Ton, Viet Lan Nguyen, Hung Manh Pham, Sy Van Hoang, Nhan Thanh Vo, Nguyen Quoc Thai, Linh Tran Pham, Ton Duy Mai, Thang Huy Nguyen, Selection of Non-
vitamin K Antagonist Oral Anticoagulant for Stroke Prevention in Atrial Fibrillation Based on Patient Profile: Perspectives from Vietnamese Experts. Part 1, European Cardiology Review 2023;18:€61.



Trong va sau PCI, diéu tri bénh nhan rung nhi phai can bang gitra
nguy co chay mau va nguy co huyét khoi

Huyét khai stent va bién Dot quy, TIA, thuyén tac

cd mach vanh hé thdng
o Lk Luwc xé thap
, X abigatran e , v Ao
Lwc xé cao C:::;ﬂ;iiel Rivaroxaban It c6 huyét khoi
HUVEt khoi glau tieu cau Ticagrelor EA(:):)((aa'I)aaa: giéu tiéu C‘éu

! !

Diéu tri khang dong

TIA/stroke
OAC > DAPT

Stent thrombosis
DAPT > OAC

Diéu tri khang két tap

tiéu cau

Tang nguy co’ chay mau

ASA, acetylsalicylic acid; DAPT, dual antiplatelet therapy; OAC, oral anticoagulant; TIA, transient ischemic attack
Capodanno, Angiolillo. JACC Cardiovasc Interv 2017;10:1086; Effron, Gibson. Prog Cardiovasc Dis 2018;60:531



Lwa chon chién lwgc chdng huyét khodi tivng 1a bai toan kho trén 1am sang

¢ D0 liéu s6 bo Dan Mach Danish registry data (2000-2009; N=11,480): phdi hop 3 thudc
chong huyét khoi giam nguy co huyét khoi nhwng tang nguy co xuat huyét

40 ~
m Triple therapy (VKA plus ASA plus clopidogrel)

VKA plus single antiplatelet therapy
30

m DAPT (ASA plus clopidogrel)

VKA monotherapy

m Single antiplatelet therapy

10

Crude incidence rates
(events per 100 person-years

CV death plus Ml plus Fatal and
ischaemic stroke non-fatal bleeding

Lamberts M et al, Circulation 2012;126:1185-1193



Thém khang tiéu cau trén nén khang dong lam ting nguy co xuat huyét

« Thém 1 khang tiéu cau trén nén khang

vitamin K = tang nguy co’ xuat huyét 1&n 60%

Major Bleed

« Thém 2 khang tiéu ciu trén nén khang °© '+ 2 s & 5 & 7

Event Rate (%/year)
vitamin K - tang nguy co xuat huyét Ién
Patients on Warfarin Patients on DE 150 Patients on DE 110
0 No Antiplatelet No Antiplatelet No Antiplatelet
230 /0 I Single Antiplatelet BN single Antiplatelet I Single Antiplatelet
BN Dual Antiplatelet I Dual Antiplatelet BN Dual Antiplatelet

Dans A, et al. Circulation 2013

HR=1.5(95%Cl: 1.22,1.86)
--3. HR=2.34(95%Cl: 1.53,3.57)

HR=1.81(95%Cl: 1.46,2.24)
3. HR=2.16(95%Cl: 1.34,3.47)

HR=1.53(95%Cl: 1.21,1.92)
— HR=2.39(95%Cl: 1.53,3.74)



Su ra doi cac DOAC phan nao gidi quyét bai toan phoi hop thudc
chong huyét khoi trén bénh nhan AF- PCI
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Greco, Antonio et al. “Antithrombotic Management in AF Patients Following Percutaneous Coronary Intervention: A European Perspective.” Interventional cardiology (London, England) vol. 18 e05. 17 Feb. 2023,

doi:10.15420/icr.2021.30




PIONEER: nghién ctru RCT dau tién ciia DOAC trén bénh nhan
rung nhi can thwe hién PCI

< Ca hai phac do véi rivaroxaban déu giam nguy co’ < Khéng c6 sw khac biét cé y nghia thong ké giira cac
xuat huyét so v&i phac do VKA + DAPT: phac do trén cac bién c6 MACE*:
» Rivaroxaban 15 mg OD + SAPT vs VKA + DAPT: HR=0.59; (95% CIl 0.47— > Rivaroxaban 15 mg OD + SAPT vs VKA plus DAPT: HR=1.08; (95% CI
0.76); p<0.001 0.69-1.68); p=0.750
> Rivaroxaban 2.5 mg BID + DAPT vs VKA plus DAPT: HR=0.63 (95% CI > Rivaroxaban 2.5 mg BID plus DAPT vs VKA plus DAPT: HR=0.93 (95%
0.50-0.80); p<0.001 Cl 0.59-1.48); p=0.765
o ] 87
c - Group 3 (VKA plus DAPT)
5 § 267% Group 1 (Rivarogaban ‘
g g 25 4 ;\E‘ 15 mg OD plus single antiplatelet) 6.50/0
83 g 6- 6.0%
o] g 20 = 'E Group 3 (VKA plus DAPT)
o ® 0 3
=3 =
E g Group 1 (Rivaroxaban =l
) 10 = 15 mg OD plus single antiplatelet) "('-U‘
| c O
T ARR 8 2 -
E g. S 9.9% (&
=
F 0
UL ! ! I NNT=12 NNT=11 0 T T | T T 1
0 30 60 90 180 270 360 0 30 60 90 180 270 360

Time (days)

*Trial not powered to definitively demonstrate either superiority or non-inferiority for efficacy endpoints PIONea 2 A

Gibson CM et al, New Engl J Med 2016; doi: 10.1056/NEJMoa1611594] AE-PCH



NOAC la lwa chon dau tay trén bénh nhan AF-PCI

Recommendations

. In patients with AF and an increased risk for stroke who undergo PCI, DOACsS are preferred over VKAs

in combination with APT to reduce the risk of clinically relevant bleeding.

. In most patients with AF who take oral anticoagulation and undergo PCI, early discontinuation of aspirin
(1-4 wk) and continuation of dual antithrombotic therapy with OAC and a P2Y12 inhibitor is preferred

over triple therapy (OAC, P2Y12 inhibitor, and aspirin) to reduce the risk of clinically relevant bleeding.

Recommendation Table 24 — Recommendations for
patients with acute coronary syndromes or undergoing
percutaneous intervention (see also Evidence Table 24)

Recommendations Class® Level®

General recommendations for patients with AF and an
indication for concomitant antiplatelet therapy

@ ESC 2024

European Society For combinations with antiplatelet therapy, a DOAC

of Cardiology is recommended in eligible patients in preferencetoa

VKA to mitigate bleeding risk and prevent
764,766

thromboembolism.

Joglar, José A et al. “2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of Atrial Fibrillation: A Report of the American College of Cardiology/American Heart Association Joint Committee on
Clinical Practice Guidelines.” Circulation vol. 149,1 (2024): e1-e156. doi:10.1161/CIR.0000000000001193



@ ESC 2020: Liéu phap chéng huyét khdi & BN rung nhi va sau PCI

ELUIRDPEAR

e (NSTE-ACS)

Thoi gian tw ~ < )
Khi bt dAL BN rung nhi dworc PCI vi NSTE-ACS

Thwéng quy

diéu tri
l Thwong quy Nguy co’ chay mau cao

i |
Chodén1
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|
I
I
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. Class | va D Class lia: phan anh mtrc d6 khuyén cdo. DAPT, dual antiplatelet therapy; SAPT, single antiplatelet therapy
Collet et al. Eur Heart J 2021;42:1289

Pidu tri bd d6i chéng huyét khdi c6 NOAC véi lidu
da khuyén cao cho phong ngtra dét quy va mot
thuéc khang tiéu ciu (wu tién clopidogrel) dwoc
khuyén céo thwdng quy véi thoi gian 1én dén 12
thang sau 1 giai doan ngén (dén 1 tuan) diéu tri bo
ba

Nguy co’ chday mau cao

O BN c6 nguy co chdy mau cao, diéu trj bg doi
nén rut !ai con 6 thang bang cach ngwng thuéc
khang tiéu cau

Nguy co’ thiéu mau cuc bd cao

O BN c6 nguy co thiéu mau mach vanh cao, nén
kéo dai diéu tri bo ba Ién dén 1 thang, sau do Ia
diéu tri bd doi lén dén 12 thang



Tai sao can quan tam dén nhém bénh nhan rung nhi kém bénh
than man?



Bénh than man la bénh dong mac phd bién & bénh nhan rung nhi

m Renalimpairment Ty l&é bénh nhan suy than qua cac nghién ctru khac nhau
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prreiieh g #Sarfield XCINTUS

global anticoagulant registry in the field

1. Harrington, Josephine et al. Circulation vol. 147,23 (2023): 1748-1757. ; 2. Goto, Shinya et al. Journal of the American Heart Association vol. 8,3 (2019): e010510.; 3. Kirchhof, Paulus et al. Journal of the American College of
Cardiology vol. 72,2 (2018): 141-153. ; 4. Quang Ho, Tri Huynh et al. European cardiology vol. 18 e61. 15 Dec. 2023



Nguy co dot quy va tir vong tang & bénh nhan rung nhicé RLCN than

Methods Matched by age, sex, @ Incident ischemic stroke within 3 years
eGFR within 10

Matched cohort  m| /min/1.73 m?, ESKD

“@ Single hospital i ta0e  diagnosis year aHR 3.31 2.73 2.67

% Central Taiwan 95% Cl (2.46-4.45)  95%Cl (1.88-3.96)  95% Cl (1.60-4.46)

Multivariable Cox p-value: 0.006 p-value: 0.006 p-value: 0.006
99000 JanuarbeOO3— proportional hazard
MYy December2020 | odels adjusted for o ;I
factors: hypertension, k =
diabetes, heart failure CKD 5 ND * o
CKD (a" stages ’ 3 ’ CKD 4 + AF ESKD + AF
vascular disease,
andESKD) medication use, fasting
)
f o glucose, triglycerides, aHR 2.37 2.53 3.36
w Atrial Fibrillation - 44 42| cholesterol 95% Cl (2.12-2.65)  95%Cl (2.24-2.87)  95% Cl (2.84-3.98)
r . p-value< 0.001 p-value< 0.001 p-value< 0.001
Interaction Subgroup analysis:
N=49,594 age, sex, diabetes, All i i
anticoagulants : -cause morta |ty within years

Chang DR, et al. Interaction between chronic kidney disease and atrial fibrillation on incident stroke and all-cause mortality: Matched cohort study of 49,594 patients. Atherosclerosis. 2025 Feb;401:119055. doi:
10.1016/j.atherosclerosis.2024.119055.



Bénh than man cé lién quan v&i tang nguy co khai phat rung nhi

¢ Bénh than man co lién quan va&i tang nguy co khéi phat rung nhi (HR 1.47; 95% CI, 1.21-1.78).

& Rung nhi kh&i phat co thé la két qua cla sw hoat hda phan &ng viém hé thdng & ngudi bénh
than man.

Chronic Kidney Disease Circulatirlg IL-1B T Atrial fibrillation
\ Atrial remodeling ReE
o .‘ « abnormal activation |
2 « abbreviated AERP 5

‘.‘ " NLRP3 « atrial enlargement
W « atrial fibrosis
Q‘ e Sinus Rhythm

9 - R Q —i * normal activation | . ;

/ \\ * normalized AERP > ! _ SERY |45 :

anti-IL-1$ antibody * normalized atrial size 158 | NN

* reduced atrial fibrosis

Song, Jia et al. The Journal of clinical investigation vol. 133,19 e167517. 2 Oct. 2023. Shang, Weifeng et al. PloS one vol. 11,5 e0155581. 13 May. 2016,



Rung nhithidc day su suy giam chirc nang than
A B

%167 All subjects % 199 Subjects without treated
% 14 - | § 14 4 hypertension or diabetes 1
‘ O
g3 P —_AF 5 12
g 104 —NoAF g. 10
> >
g 8 1 HR 1.80 95% Cl: 1.54-2.10; 2 8-
p <0.001 9 HR 2.22 95% CI: 1.81 — 2.72;
x 61 P<.001 x 61 p<.001 p <0.001
ke L=
g 4 e g 4 -4
3 T $ 2 g
3 B |
£ 0 T T T T s 0 T T T T
0 2 4 6 8 0 2 4 6 8
Follow-up (years) Follow-up (years)
Subjects at risk Subjects at rsk
No AF 232456 214548 192878 165741 111533 NoAF 147279 134386 119057 99400 57902
AF 1694 1441 1142 864 63 AF 267 823 846 484 233

Watanabe, Hiroshi et al. American heart journal vol. 158,4 (2009): 629-36. doi:10.1016/j.ahj.2009.06.031



POt quy va xuat huyét khéng phai van dé duy nhat can quan tam trén
bénh nhan AF-CKD

¢ Phan tich trén 29.481 bénh nhan rung nht tr 2 nghién ctru ROCKET AF va ARISTOTLE,
chirc nang than dién tién xau la bién c6 phd bién nhat

20

16 -
14 -

9% 12

10 -

4 -
2 A
[1 =

Adverse Events in AF

B Stroke/Thromboembolism M IschemicStroke M Death Major Bleeding M Worsening Renal Function

Ravera M,et al. Systematic DOACs oral anticoagulation in patients with atrial fibrillation and chronic kidney disease: the nephrologist's perspective. J Nephrol. 2020 Jun;33(3):483-495. doi: 10.1007/s40620-020-00720-5.



VKA thuic day dién tién bénh than & bénh nhan rung nhi

¢ Suy giam chirc nang than sau 5 nam & bénh nhan rung nhi kem bénh than man giai doan [I/IV: Két qua tr
phan tich dir liéu thwc té lam sang

- eGFR trajectory: Absolute scale* eGFR trajectory: Relative scale”
_ 100 -
— p=0.009
E 95 4
~ 90 - =
= o
c
-E § 90
E 45
oc ~ 85 -
O — No VKA exposure (n=7023) —— No VKA exposure (n=7023)
@ — VKA exposure (n=7409) — VKA exposure (n=7409)
40 T T T T 1 a0 : : : | |
0 1 2 3 4 5 0 1 2 3 4 5
Follow-up (years) Follow-up (years)

*Kidney function trajectory over time is defined as the annualised change in eGFR.

Posch F et al. Res Pracct Thromb Haemost 2019;3:207-216



Anh hwéng cuia cac khang dong lén chirc ning than cé thé khac nhau

L Inflammation
| Fibrosis
1 Abnormal cell growth

1 PAR induced nephropathy

Laurent Fauchier et al. EP Europace, Volume 23, Issue 12, December 2021,

4 Factor VII ! Protein C

I Endothelial
adhesion

T Inflammation
T Apoptosis
. Barrier protection

ptosis

Disruption of endothelial barrier

Glomerular haemorrhage

Acute kidney injury

Pages 1873-1891, https://doi.org/10.1093/europace/euab184

1 Matrix Gla protein

Failure to inhibit
vascular
calcification

T Arteriosclerosis

Renovascular calcification

=

Progressive renal impairment



XARENO: Rivaroxaban bao ton chirc nang than dong thai giam mRENOE

tlf vong & bénh nhan AF-CKD

CENTRAL ILLUSTRATION: Rivaroxaban vs Vitamin K Antagonist in Patients

/ \ With Atrial Fibrillation and Advanced Chronic Kidney Disease
< Nghién cru quan sat tién
chu diu tién so sanh
rivaroxaban va VKA trén ruiijiimi; w.j_:*;;’ B
cac bién cd than & bénh ihalichaiie (g fie B
nhan rung nhi c6 bénh than
man HR 0,62
¥ Nhém bénh nhdn AF-CKD @405

L)
HR 0.97

Annual Event Rates in the XARENO Study

Chronic Kidney
Replacement Therapy

L)

NN
wn

dwoc bdo ton chirc nang il i S .
than tét hon (rivaroxaban) T -
cling cd nguy co tl vong T -
thép hon. Q(dgréli? . <

\ / Outcome wee Rivaroxaban sees VKA
Kreutz R, et al. JACC Adv. 2024;3(2):100813.

Kreutz, Reinhold, et al. "Rivaroxaban vs Vitamin K Antagonist in Patients With Atrial Fibrillation and Advanced Chronic Kidney Disease." JACC: Advances 3.2 (2024): 100813.




Evaluating Renal BEnefits of Rivaroxaban verSus Vitamin K
AnTagOnist in Atrial FibRillation: A Systematic REview and
Meta-analysis of Real-World Evidence

] Dir liéu d thu thap tir EMBASE, Coch g +*l R‘OB e
w lieu dwoc thu thap tw , Cochrane oliod Critical: 0
2255 Library, PubMed tir 01/2017 to 06/2023 S — | —— ||| — I ':DJ
<ezmgmm —
S

Cg

69 Serious: 3

& O A 2 " :
Bénh nhan rung nhi, dang s dung Moderate: 4
W W khang déng EMBASE, 1666 14 nghién ciru
_ Cochrane Tai liéu 418,201 BN rung @ Low: 7
Library, PubMed nhi
Nhanh can thiép: rivaroxaban
Nhanh chieng: Cac thubc khang vitamin K _ \ / PR peet \
Rivaroxaban vs. VKA Cac phan tich dwéi nhém
o — Cac nghién ciru dweee chon: 2 .
Q— | « Nghién ciru thé gi&i thue % QF; 10_-608;3? % Cl: 0% gﬁ 35771 %5;/; & F ’
Q- o « Comau 2500 0 i il s ‘ s E‘?
Pai thao dudng BN c6 bénh than
\ £ tlr trwdre
G“‘%& Ketoye HR 0.50; 95% &( {® HRO56;95% " ‘
. - 0.70: , =2J) Cl:0.45-0.69; ‘ 4
Cl: 0.36 - 0.70; =) |
S p < 0.0001 S p<0.00001 5 1 LA
%&\): 2 e KR Ngudi cao tuoi Dan s6 chau A/
3 2 o
@ X eGFR \‘=’-‘J_ N )
Ton thwong Tang gép ddi Giam 230% Chirc ning Két luan: K&t qua phan tich gép cho thdy dnh hwdng tich crc NGHESSRMCAL
than cap creatinine eGFR than xau di : fqua p gop y 9 : et al. European Cardiology

cuia rivaroxaban trén cac bién c6 vé than & bénh nhan rung PRI

nhi, bao gom ca cac phan nhém cé nguy co tén thwong cao. https://doi.org/10.15420/ecr.
2024.07
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e >




RESTERE

Phan nhdm bénh nhan san cé bénh than

*» Rivaroxaban vuot troi VKA trén 3/4 tiéu chi danh gia

HR (95% CI) p-value
Acute kidney injury @% me—u 0.65 (0.55-0.78); p<0.00001
| ) i
Decline =2 30% eGFR aezt::&;’: A * ! 0.54 (0.23-1.29); p=0.17

0.41 (0.17-1.00); P=0.05

0.48 (0.37-0.63); p<0.00001

Doubling creatinine level })@2 = .

1

Worsening renal function ==

0.1 1

4 »
-« >

Favours rivaroxaban Favours VKA

1. Phong, Phan Dinh et al. European Cardiology Review 2024;19:e05.https://doi.org/10.15420/ecr.2024.07
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https://doi.org/10.15420/ecr.2024.07

Hwéng dan lwa chon NOAC trén bénh nhan rung nhi — quan diém
nhom chuyén gia Viét Nam

Preferred options:
Stroke preventich as primary goal: rivaroxaban, dabigatran 150 mg
With history of life-threatening bleeding events: apixaban, edoxaban
Once-dally preference: rivaroxaban, edoxaban

Consider reducing stroke risk,

Primary stroke
prevention

slroke 1d

:aing events

:f the elficacy of stroke

ention and bleeding Preferred options: NOACs Bénh nhén rung nh'i’ — réi
loan chirc nang than:
Preferred options: rivaroxaban, apixaban o 1A .
OAItrz:r?‘;twe‘ l-slo.:ar?an i o LuJa Chon wu tlen .
rivaroxaban, apixaban
ier the protective eferred optlon: rivaroxaban o, A,
effect on vascular mortality B ,;Itc-xcxl*e-ti'r? c-dlovabmo o LuJa Cho N th ay the i
and MACE = =
edoxaban

Secendary stroke
prevention

cts on renal outcomes

bleeding and &

=

=
I

Ty
-
o

Diabetes

o

&

c
—

('R
=

[
o

Post-PCI Preferred options: apixaban and rivaroxaban {15 mg and 10 mag),'

Chrenlc coronary
syndrome

Preferred option: rivaroxaban

Elderly 1 and bleeding risk Preferred oplicns: apixaban, edoxaban, rivaroxaban

1 those 275 years

Consider the evidence ¢ Preferred option: rivaroxaban
AF with bioprosthetic 3 e: edoxaban

Biopresthetic
mitral valye

‘TH g tvaroxaian for patients with ceatinine cloorance 250 mlfnin, 10 ma dvaroxahas Ior colients it ceaotinine clearanoe 30-49 milinin, CCS = chionic corsnory sypnaromes. MACE = major aovarse

carolac cvonts; NOAC = norvwitamm K antagonist oral anticoaguions; POl = pereutoncous coronary intenenion.

Wl - J

Minh That Ton, Tri Huynh Quang Ho, Viet Lan Nguyen, Hung Manh Pham, Sy Van Hoang, Nhan Thanh Vo, Nguyen Quoc Thai, Linh Tran Pham, Ton Duy Mai, Thang Huy Nguyen, Selection of Non-vitamin K Antagonist Oral Anticoagulant for
Stroke Prevention in Atrial Fibrillation Based on Patient Profile: Perspectives from Vietnamese Experts. Part 2, European Cardiology Review 2023;18:e62.https://doi.org/10.15420/ecr.2023.25
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Két luan

¢ Bénh nhan rung nhi kem bénh mach vanh la nhém bénh nhan thwong gap trén
lam sang. Quan ly nhém bénh nhan nay gap nhiéu thach thirc khi b&énh nhan
doi mat voi dong thoi voi nguy co huyét khoi (stent/dot quy) va xuat huyét

¢ Bénh thadn man lam tang nguy co dét quy va t&r vong cho bénh nhan rung nhi
cling nhw lam phtre tap thém viéc stir dung khang déng

& Dua trén bang ching hién tai, nhom chuyén gia Viét Nam dwa ra dong thuan:
e O bénh nhan rung nhi sau PCI: rivaroxaban (15/10 mg), dabigatran 110 mg, apixaban

la nhirng lwa chon wu tién khi phdi hop voi cac thude khang tiéu cau

e O bénh nhan rung nhi cé bénh than man: rivaroxaban hay Apixaban la Iwa chon wu
tién khi str dung



	Slide 1
	Slide 2: Miễn trừ trách nhiệm
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12: Tại sao cần quan tâm đến nhóm bệnh nhân rung nhĩ kèm bệnh thận mạn? 
	Slide 13: Bệnh thận mạn là bệnh đồng mắc phổ biến ở bệnh nhân rung nhĩ
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