


The evidence for effective stroke prevention 
with aspirin in AF is weak, with a potential 
for harm… given the availability of NOACs, 
the use of antiplatelet therapy for stroke 
prevention in AF should be limited to the few 
patients who refuse any form of OAC.

In patients with a CHA2DS2-VASc score ≥2,          
OAC therapy with:

•adjusted dose VKA, or

•a direct thrombin inhibitor (dabigatran), or

•an oral factor Xa inhibitor (eg rivaroxaban, 
apixaban)

is recommended, unless contraindicated
(Class I, Level A)



Sinnaeve PR, J Int Med 2013
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973 pazienti, età media 81 anni, 
60%>80 anni



Obiettivo: quantificare il 
beneficio clinico netto del 
warfarin in 13559 pazienti 
con FA (6141 età>75 anni; 
45% femmine); studio misto 
retrospettico e prospettico su 
pazienti consecutivi con FA 
dal 1996 al 2003

Benefit minus harm (net treatment 
benefit) was highest in patients with: 
-previous stroke                                        
-age older than 84 years
-others with high stroke risk



3119 (40.4% female; mean age 68.8 
years) in- and out-patients with AF 
presenting to cardiologists in 9 ESC 
countries (Feb 2012-March 2013)

OACs were used in 80% overall, 
most often VKAs (71.6%), with 
novel OACs being used in 8.4%;                               
no antithrombotic treatment was
prescribed in 4.8% of patients.          
OACs were used in 56.4% of 
CHA2DS2-VASc=0 



Patients with HF and AF >=65 years old discharged from hospitals in 
the Get With the Guidelines-Heart Failure registry

Among 2691 eligible patients (mean age 80 years, 43% male) 1856 
(69%) were prescribed warfarin at discharge



Di Pasquale G, Int J Cardiol 2013



Studio prospettico su 550 pazienti con FA ricoverati in area medico – geriatrica in tre grandi 
ospedali piemontesi (Molinette, Torino; S. Luigi, Orbassano; S Croce e Carle, Cuneo)

At discharge 
48.7%  

received 
OAT             

and 27.7% 
antiplatelet 

therapy







EFFECTS OF ORAL ANTICOAGULANT THERAPY IN OLDER MEDICAL IN-PATIENTS WITH ATRIAL
FIBRILLATION: A PROSPECTIVE COHORT OBSERVATIONAL STUDY
Bo M, Li Puma F, Badinella-Martina M, Falcone Y, Iacovino M, Grisoglio E, Menditto E, Fonte G, Brunetti E, Isaia GC,
D’Ascenzo F #, Gaita F #.

Antithrombotic therapy at discharge:
Oral anticoagulant, n (% on OAT) 225 (49.8)

Warfarin 192 (85.3)
Dabigatran 19 (8.4)
Rivaroxaban 5 (2.2)
Apixaban 9 (4.0)

Oral anticoagulant only, n (%) 202 (44.7)
Oral antiplatelet only, n (%) 120 (26.5)
Oral anticoagulant + antiplatelet, n (%) 23 (5.1)
Other, n (%) 5 (1.1)
No antithrombotic therapy, n (%) 102 (22.6)

Clinical events Overall sample 
(n=452)

OAT
(n=225)

No OAT
(n=227)

Overall mortality, n (%) 151 (33.4) 52 (23.1) 99 (43.6) *
Fatal Ischemic stroke, n (%) 6 (1.3) 0 6 (2.6)
Fatal Hemorragic stroke, n (%) 1 (0.2) 1 (0.4) 0
Fatal Ischemic events, other sites, n (%) 11 (2.4) 5 (2.2) 6 (2.6)
Fatal Extracranial hemorragic events, n (%) 7 (1.5) 4 (1.8) 3 (1.3)
Fatal and non-fatal clinical events
Ischemic stroke, n (%) 18 (4.0) 4 (1.8) 14 (6.2) **
Hemorragic stroke, n (%) 2 (0.4) 1 (0.4) 1 (0.4)
Ischemic events, other sites, n (%) 21 (4.6) 10 (4.4) 11 (4.8)
Major extracranial hemorragic events, n (%) 28 (6.2) 19 (8.4) 9 (4)
Minor extracranial hemorragic events, n (%) 35 (7.7) 23 (10.2) 12 (5.3)
Overall ischemic events, n (%) 39 (8.6) 14 (6.2) 25 (11.0)
Overall hemorragic events, n (%) 65 (14.4) 43 (19.1) 22 (9.7)
Readmissions, n (%) 223 (49.3) 120 (53.3) 103 (45.4)

*OR 0.5367 (CI 0.41-0.83)

** OR 0.2568 (CI 0.18-0.65)

submitted

Mean follow-up: 300 days.   Overal mortality: 33.4%

Results confirmed after propensity score analysis



EFFECTS OF ORAL ANTICOAGULANT THERAPY IN OLDER MEDICAL IN-PATIENTS WITH ATRIAL
FIBRILLATION: A RETROSPECTIVE COHORT OBSERVATIONAL STUDY
Bo M, Li Puma F, Badinella-Martina M, Falcone Y, Iacovino M, Grisoglio E, Menditto E, Fonte G, Brunetti E, Isaia
GC, Gaita F #.

Age, years, m±sd 83.4±6.7
Female, n (%) 593 (60.5)
Length of stay, median (25°-75°) 8(5-12)
CHA2DS2-VASc, m±sd 4.8±1.4
HASBLED, m±sd 2.1±0.9
AF known before admission, n (%) 810 (82.7)
Permanent AF, n (%) 720 (73.5)
CHARLSON, m±sd 7.4±2.1
ADL dependent, n (%) 263 (26.8)
IADL dependent, n (%) 366 (37.3)
Moderate-severe cognitive impairment, n (%) 303 (31.0)
Home-discharge, n (%) 792 (81.8)
Intermediate or long-term care discharge, n (%) 188 (18.2)
Number of therapeutic drugs at discharge, m±sd 8.0±2.8
Hemoglobin, g/dl, m±sd 11.9±2.0
Creatinin, mg/dl, median (25°-75°) 1.06 (0.9-1.4)
Antithrombotic therapy at discharge:
Oral anticoagulant only, n (%) 346 (35.3)
Oral antiplatelet, n (%) 369 (37.7)
Double antiplatelet, n (%) 25 (2.6)
Low Molecular Weight Heparin, n (%) 88 (9.0)
Oral anticoagulant + antiplatelet, n (%) 38 (3.8)
None, n (%) 114 (11.6)
Antithrombotic therapy at follow-up:
Oral anticoagulant only, n (%) 347 (35.4)
Oral antiplatelet, n (%) 378 (38.6)
Double antiplatelet, n (%) 17 (1.7)
Low Molecular Weight Heparin, n (%) 93 (9.5)
Oral anticoagulant + antiplatelet, n (%) 31(3.2)
None, n (%) 114 (11.6) submitted



Clinical events Overall sample OAT No OAT

Overall mortality, n (%) 505 (51.5) 140 (36.5) 365 (61.2) *
Fatal Ischemic stroke, n (%) 40 (4.1) 11 (2.9) 29 (4.9)

Fatal Hemorrhagic stroke, n (%) 11 (1.1) 4 (1.0) 7 (1.2)

Fatal Ischemic events, other sites, n (%) 15 (1.5) 5 (1.3) 10 (1.8)

Fatal Extracranial hemorrhagic events, n (%) 2 (0.2) 0 2 (0.3)

Non-fatal clinical events
Ischemic stroke, n (%) 82 (8.4) 22 (6.8) 60 (10.1)

Hemorrhagic stroke, n (%) 13 (1.3) 6 (1.6) 7 (1.3)

Ischemic events, other sites, n (%) 43 (4.4) 15 (3.9) 28 (4.7)

Major extracranial hemorrhagic events, n (%) 43 (4.4) 18 (4.7) 25 (4.2)

Minor extracranial hemorrhagic events, n (%) 44 (4.5) 18 (4.7) 26 (4.4)

Overall ischemic events,  n (%) 125 (12.8) 41 (8.4) 88 (14.8)

Overall hemorrhagic events, n (%) 100 (10.2) 41 (10.7) 59 (9.9)

All-cause hospitalization, median (25°-75°) 1 (0.0-2.0) 1 (0-2) 1 (0-1)

EFFECTS OF ORAL ANTICOAGULANT THERAPY IN OLDER MEDICAL IN-PATIENTS WITH ATRIAL
FIBRILLATION: A RETROSPECTIVE COHORT OBSERVATIONAL STUDY
Bo M, Li Puma F, Badinella-Martina M, Falcone Y, Iacovino M, Grisoglio E, Menditto E, Fonte G, Brunetti E, Isaia
GC, Gaita F #.

* OR 0.5240 (CI 0.38-0.76)

submitted

Mean follow-up: 571 days.   Overal mortality: 51.5%



EFFECTS OF ORAL ANTICOAGULANT THERAPY IN OLDER MEDICAL IN-PATIENTS WITH ATRIAL
FIBRILLATION: A RETROSPECTIVE COHORT OBSERVATIONAL STUDY
Bo M, Li Puma F, Badinella-Martina M, Falcone Y, Iacovino M, Grisoglio E, Menditto E, Fonte G, Brunetti E, Isaia
GC, Gaita F #.

Before propensity score matching After propensity score matching

Baseline clinical variables
OAT (384) No OAT (596) P OAT (201) No OAT (201) P

Age, years, m±sd 81.8± 6.1 84.7±6.8 0,000 83.7±5.8 83.6±6.7 0,943
Female, n (%) 230 (59.9) 363 (60.9) 0,753 117 (58.2) 114 (56.7) 0,267
Length of stay, median (25°-75°) 7 (4-12) 8 (5-13) 0,162 8 (5-14) 8 (5-12) 0,128

ADL dependent, n (%) 165 (42.9.) 384 (64.4) 0,000 114 (56.7) 114 (56.7) 0,999

IADL dependent, n (%) 238 (52.0) 455 (76.4) 0,000 146 (72.6) 146 (72.6) 0,999

Moderate-severe cognitive impairment, n 
(%) 179 (46.6) 117 (19.6) 0,000 111 (55.2) 114 (56.7) 0,852

CHARLSON, m±sd 7.0±2.0 7.6± 2.2 0,000 7.3±2.0 7.3±2.3 0,774
CHA2DS2-VASc, m±sd 4.9±1.3 4.7±1.4 0,252 4.9±1.3 4.7±1.4 0,257
HASBLED, m±sd 2.0 (1-2) 2.0 (2-3) 0,000 2.0 (1-3) 2.0 (1-3) 0,306

Hemoglobin, g/dl, m±sd 12.3±1.9 11.7±2.1 0,000 12.0±1.9 12.0±2.0 0,849

Creatinin, mg/dl, median (25°-75°) 1.02 (0.88-1.41) 1.1 (0.9-1.5) 0,000 1.1 (0.87-1.42) 1.1 (0.9-1.57) 0,262
Home-discharge, n (%) 349 (90.9) 444 (74.5) 0.001 172(85.6) 169(84.1) 0,771
Permanent AF, n (%) 319 (83.1) 401 (67.3) 0.001 147(73.1) 144(71.6) 0,822
Clinical outcomes
Overall mortality, n (%) 140 (36.5) 365 (61.2) 0,000 90 (44,8) 120 (59.7) 0,008
Ischemic stroke, n (%) 22 (6.8) 60 (10.1) 0,075 17(8.5) 19(9.5) 0,864

Hemorrhagic stroke, n (%) 6 (1.6) 7 (1.3) 0,776 3(1.5) 1(0.5) 0,625
Major extracranial hemorrhagic events, n 
(%)

18 (4.7) 25 (4.2) 0,861 11(5.5) 8(4.0) 0,629

submitted



Retrospective, 
observational cohort 
study (12-month follow-
up period); 2259 subjects 
with AF (24.8% >=85 
years) from 11 GPs

Prescription of OAC in the very elderly (>=85 
years) was 36% vs 57% among those aged 

75-84 years (p<0.001)





Il 63.3% delle ospedalizzazioni correlate al 
warfarin sono dovute ad emorragie1                             

Budnitz DS et al. N Engl J Med 2011;365:2002–12

La stima dei costi per le emorragie correlate al 
warfarin ammonta a centinaia di milioni di 
dollari ogni anno



Valutazione di prevalenza e caratteristiche di ADRs negli anziani ricoverati in 
un grosso ospedale italiano durante il 2013. Le interazioni farmacologiche 
(DDIs) sono state valutate mediante un database dell’Istituto di Ricerche 
Farmacologiche Mario Negri

Di 1014 ADRs raccolte, 343 riguardavano gli anziani. Le più frequenti erano: 
emorragie (122, 35.5%), reazioni allergiche (56, 16.3%) e INR>6 (54,15.7%). I 
farmaci che contribuivano alle ADRs erano warfarin (42.5%), acenocumarolo
(9%), e allopurinolo (8.5%).

Sono state osservate 912 DDIs; di queste le più frequenti erano warfarin ed 
eparina, warfarin e statina, warfarin e PPI. Almeno una di queste interazioni 
ha contribuito a 66 sanguinamenti su 122 (54%) e a 41 INR sopra range su 54 
(76%)



CI, confidence interval;
HR, hazard ratio

* Hazard ratios (HR) are adjusted HRs based on Cox proportional hazards model adjusted for: age, sex, region, embolic or primary
ischemic stroke, dyspepsia or stomach discomfort, congestive heart failure, coronary artery disease, diabetes, hypertension, renal
disease, myocardial infarction, history of stroke or transient ischemic attack, history of bleeding, Charlson comorbidity index, and 
baseline medications including angiotensin converting enzyme inhibitor, amiodarone, angiotensin receptor blocker, beta blocker, H2-
receptor antagonist, proton pump inhibitor, and statins.

Real World Comparison Of Major Bleeding 
Risk Among Non-valvular Atrial Fibrillation 
Patients Newly Initiated On Apixaban, 
Dabigatran, Rivaroxaban Or Warfarin

Lip et al. Poster presentation at  ESC Aug/Sept 2015; London, UK Poster/oral poster no.P6217





125195 pazienti 
con FA che hanno 
iniziato warfarin



Registro osservazionale di 948 
pazienti (73.8 anni, 42.5% 
femmine) con FA trattati con VKA

TTR medio 63.77%±23.80%

Prevalenza di anticoagulazione 
non ottimale: 54%



warfarin



NUOVI ANTICOAGULANTI



Barco S. Best Pract Res Clin Haematol 2013

Stroke Bleeding Intracranial H.
HR HR HR





Net clinical benefit for the 
weighed composite 
outcome of ischemic 
stroke + systemic 
embolism + MI + 
hemorrhagic stroke + 
adjusted major bleeding



Average
weight - Kg

82.5 
82.1 
82 

Di Pasquale G, Int J Cardiol 2013

Weight -Kg

mean 74+ 15
male 79+14
female 64+14

Females
%

36 
40 
35 13

Ogbonna, J Gerontol N 2013



Ogbonna, J Gerontol N 2013

Included with Cr Cl
<50mL/min 19% 20% 17% 22%

Exclusion criteria of NOAC investigating trials



134414 new-user cohort propensity score-matched elderly patients (57% >75 years, 16% >85 years) 
enrolled in Medicare who initiated DABI or WARFA for NVAF between Oct 2010 and Dec 2012.                                     

2715 primary outcome events during 37587 person-years of follow-up



From the Danish Registry two propensity score-matched groups of Dabigatran -treated (4978) and 
Warfarin -treated (8936) patients were extracted. Patients 75 years or older were 39,3% of Warfarin-

treated, 18,3% of D 150 bid-treated and 52.8% of D 110 bid-treated patients





Quali sono le ragioni per non scoagulare un paziente anziano con FA?



Quali sono le ragioni per non scoagulare un paziente anziano con FA?

1.    Patologie associate a rischio di sanguinamento
• Sanguinamento maggiore*; recente evento cerebrale acuto*; 

recente intervento chirurgico*
• Cirrosi epatica; trombocitopenia grave; diatesi emorragica; 

ipertensione non controllata*
2. Allergia 
3. Non compliance / Impossibilità a eseguire controlli 

(limitatamente agli antiVitK)
• Malattia psichiatrica; tossicodipendenza; etilismo; demenza in 

assenza di care-giver

* temporanee

CONTROINDICAZIONI ALLA TAO



La mancanza dell’antidoto…



Sicurezza e efficacia di IDARUCIZUMAB 5 gr ev in 90 pazienti con severo sanguinamento 
(51, gruppo A) o che hanno richiesto procedure invasive urgenti (39, gruppo B)

Dilute Thrombin Time Dilute Thrombin Time

Ecarin Clottin Time Ecarin Clottin Time

Concentration of 
Unbound Dabigatran

Concentration of 
Unbound Dabigatran

Concentration of 
Idarucizumab

Concentration of 
Idarucizumab



Community-based administrative data; 12403 adults aged 66 years or more, with AF, who 
started warfarin. Kidney function estimated using CKD-EPI equation

During 2.1 years 1443 (11.6%) 
experienced a major bleeding 
episode. Adjusted rates of MBE 
increased at lower eGFR categories. 
Across all eGFR categories, rates of 
MBE were higher during the first 30 
days of warfarin treatment

Quali sono le ragioni per non scoagulare un paziente anziano con FA?





A mio avviso, il 
mancato uso della TAO in 

queste condizioni non 
costituisce underuse o 

malpractice

Minima spettanza di vita
(<1 anno) e/o                    

oncosi sganciata e/o 
severa dipendenza 

funzionale-allettamento
e/o severo 

deterioramento cognitivo

Quali sono le ragioni per non scoagulare un paziente anziano con FA?



GERIATRIA, periodo 2010-2013: TAO alla dimissione in pazienti 
con FA: 39.1%

GERIATRIA, periodo settembre 2014-settembre 2015: TAO alla 
dimissione in pazienti con FA: 53.4%

Sebbene la «comodità» di una terapia anticoagulante che non 
richiede un monitoraggio clinico non sia di per se stessa una 
ragione sufficiente per modificare le proprie attitudini cliniche, è 
certamente positivo vedere che, grazie ad essa, una maggior 
percentuale di pazienti anziani con FA riesce attualmente ad 
accedere a terapie considerate lo standard di efficacia per 
questa malattia. Soltanto l’osservazione attenta e continua di 
questi pazienti nel tempo potrà fornirci informazioni utili 
sull’efficacia e la sicurezza degli anticoagulanti nei pazienti con 
FA più anziani e clinicamente problematici.  I dati preliminari del 
mondo clinico reale con i nuovi anticoagulanti sembrano al 
momento incoraggianti. 













Thromb Haemost. 2014 May 5;111(5):933-42. 

In this post-hoc analysis of the RE-LY dataset, we simulated how Dabigatran used 
according to the EU label (6004 patients) would compare to well controlled  warfarin 
(6022 patients) 



Studio osservazionale su 269 pazienti ultraottantenni (età media 83) con FANV 
trattati in accordo con le raccomandazioni delle società scientifiche (61% in TAO)



Studio prospettico su 515 pazienti dimessi in TAO; 308 pazienti (59.8%) ad alto rischio di cadute;          
outcome: tempo al primo sanguinamento maggiore; follow-up: 12 mesi

Rischio di sanguinamento maggiore non significativamente aumentato nei pazienti ad alto rischio di 
cadute rispetto agli altri (8,0 vs 6,8/100/anno, p=.64). Il rischio di sanguinamento maggiore è risultato 
indipendentemente associato al sesso femminile ed alla politerapia ma non all’alto rischio di cadute. 
Solo 3 sanguinamenti maggiori conseguenza diretta di caduta (0.6/100/anno)



4093 pazienti >= 80 anni (media 84) che hanno iniziato TAO per FA e TEP; follow-up su 9603 
pazienti/anno;  TTR 62%; osservati 179 sanguinamenti maggiori (1.87/100 pazienti/anno)



• Uso di STATINE post-SCA:   >80%

• Uso di BETA-BLOCCANTI post-IMA:   >80%

• Uso di ACE-I/SARTANI in  HFrEF:   >80%

• Uso di ANTIAGGREGANTI in  prevenzione secondaria:   >90%

• Uso di ANTIPERTENSIVI in  ipertensione arteriosa:   90-100%

• Uso di ANTICOAGULANTI  in anziani (ospedalizzati) con FA:   40-60%

EBM e MONDO CLINICO REALE





























5851 patients randomly assigned to Dabigatran in RE-LY were eligible for the Long-Term Multicenter 
Extension of Dabigatran Treatment in Patients with AF (RELY-ABLE); mean follow-up 28 months 





















































































Abstract
In the RE-LY trial dabigatran 150 mg twice daily (D150) showed significantly fewer strokes, and 110 mg 
(D110) significantly fewer major bleeding events (MBE) compared to well-controlled warfarin in patients 
with atrial fibrillation (AF). The European (EU) label currently recommends the use of D150 in AF patients 
who are aged < 80 years without an increased risk for bleeding (e.g. HAS-BLED score <3) and not on 
concomitant verapamil. In other patients, D110 is recommended. In this post-hoc analysis of the RE-LY 
dataset, we simulated how dabigatran (n=6,004) used according to the EU label would compare to well-
controlled warfarin (n=6,022). "EU label simulated dabigatran treatment" was associated with 
significant reductions in stroke and systemic embolism (hazard ratio [HR] 0.74; 95% confidence interval 
[CI] 0.60-0.91), haemorrhagic stroke (HR 0.22; 95%CI 0.11-0.44), death (HR 0.86; 95%CI 0.75-0.98), and 
vascular death (HR 0.80; 95%CI 0.68-0.95) compared to warfarin. Dabigatran was also associated with less 
major bleeding (HR 0.85; 95%CI 0.73-0.98), life-threatening bleeding (HR 0.72; 95%CI 0.58-0.91), 
intracranial haemorrhage (HR 0.28; 95%CI 0.17-0.45), and "any bleeds" (HR 0.86; 95%CI 0.81-0.92), but 
not gastrointestinal major bleeding (HR 1.23; 95%CI 0.96-1.59). The net clinical benefit was significantly 
better for dabigatran compared to warfarin. In conclusion, this post-hoc simulation of dabigatran usage based 
on RE-LY trial dataset indicates that "EU label simulated dabigatran treatment" may be associated with 
superior efficacy and safety compared to warfarin, and are in support of the EU label and the 2012 European 
Society of Cardiology AF guideline recommendations. Thus, adherence to European label/guideline use 
results in a clinically relevant benefit for dabigatran over warfarin, for both efficacy and safety. 

Patient outcomes using the European label for dabigatran. A 
post-hoc analysis from the RE-LY database.
Thromb Haemost. 2014 May 5;111(5):933-42. 
Lip GY1, Clemens A, Noack H, Ferreira J, Connolly SJ, Yusuf S

















EFFECTS OF ORAL ANTICOAGULANT THERAPY IN OLDER VULNERABLE MEDICAL IN-
PATIENTS WITH ATRIAL FIBRILLATION: A RETROSPECTIVE COHORT OBSERVATIONAL
STUDY Bo M, Sciarrillo I, Li Puma F, Badinella-Martina M, Falcone Y, Iacovino M, Grisoglio E,
Menditto E, Fonte G, Tibaldi M, Maggiani G, Isaia GC, Gaita F #.

Variables

Overall
sample OAC No OAC

Age, years, m±sd 83.4±6.7 81.8± 6.1 84.7±6.8
Female, n (%) 593 (60.5) 230 (59.9) 363 (60.9)
Length of stay, median (25°-75°) 8(5-12) 7 (4-12) 8 (5-13)
CHA2DS2-VASc, m±sd 4.8±1.4 4.9±1.3 4.7±1.4
HASBLED, m±sd 2.1±0.9 1.8±0.9 2.2±0.9
AF known before admission, n (%) 810 (82.7) 338 (88.0) 472 (79.2)
Permanent AF, n (%) 720 (73.5) 319 (83.1) 401 (67.3)

CHARLSON, m±sd 7.4±2.1 7.0±2.0 7.6± 2.2

ADL dependent, n (%) 263 (26.8) 52 (13.5) 211 (35.4)

IADL dependent, n (%) 366 (37.3) 89 (23.2) 277 (46.5)

Moderate-severe cognitive impairment, n (%) 303 (31.0) 80 (20.8) 223 (37.4%)

Home-discharge 792 (81.8) 349 (90.9) 444 (74.5)

Intermediate or long-term care discharge 188 (18.2) 35 (9.1) 152 (25.5)

Number of therapeutic drugs at discharge, m±sd 8.0±2.8 8.1.±2.7 7.9±2.9

Hemoglobin, g/dl, m±sd 12.3±1.9 11.7±2.1

Creatinin, mg/dl, m±sd 1.02 (0.9-1.07) 1.1 (0.9-1.5)

Table 1. Demographic and clinical variables in the total sample of patients studied (980), and
according to the prescription of oral anticoagulant (OAC) at discharge

Bo M. et al, 2015, submitted

Table 3. Variables independently associated  with mortality and clinical events of interest.

β SE p OR
Mortality
Intermediate or long-term care facility discharge 0.8288 0.2266 .0003 2.2905

Creatinin 0.3125 0.1267 .0137 1.3668

CHARLSON index 0.1742 0.0368 .000 1.1903
Anticoagulant therapy at discharge -0.6463 0.1516 .0000 0.5240

Functional dependence (ADL) 0.4712 0.1523 .0020 1.6018

Age 0.0673 0.0119 .0000 1.0697
Ischemic stroke
CHAD2S2VASC 0.2374 0.0824 .0040 1.2679

Hemoglobin level 0.1842 0.0583 .0016 1.2022

Dementia 0.8874 0.2603 .0007 2.4287
Hemorrhagic stroke - - - -

Major Bleeding events
Female gender -0.7890 0.3285 .0163 0.4543

Known AF -1.0905 0.3742 .0036 0.3361

Permanent AF 0.5500 0.2687 .0407 1.7333

HAS-BLED 0.2976 0.1067 .0053 1.3466

Hemoglobin level -0.1826 0.818 .0255 0.8331

Re-hospitalizations 0.1440 0.0513 .0050 1.1549









































































Geriatria, Molinette, 2010-2013: 
1078/4072 (29.5%)  pazienti con FA
Età media 83.4±6.6  anni, 60,3% femmine
27,3% dipendente alle ADL
30,9% con det. cognitivo moderato-severo
24,9% con controindicazioni maggiori di cui: 

30,5% recenti sanguinamenti severi
26,8% neoplasie avanzate
23,0% scarsa compliance del paziente

Fattori indipendentemente associati a prescrizione di terapia 
anticoagulante alla dimissione:

Campione Totale (33.1% in TAO)
➔Dimissione ordinaria
➔FA permanente/persistente
➔FA di primo riscontro
➔Indice di CHARLSON   (↓)
➔Indipendenza alle ADL
➔HAS-BLED score  (↓)
➔Emoglobina   (↑)
➔Età inferiore

Pazienti senza controindicazioni  
(42.1% in TAO)

➔Dimissione ordinaria
➔FA permanente/persistente
➔Indipendenza alle ADL
➔CHA2DS2-VASc score (↑)
➔Emoglobina (↑)
➔Età inferiore
➔Numero di farmaci alla dimissione  (↑)

Bo M et al, 2014, submitted

Medicina e Geriatria, Molinette, 
gennaio-aprile 2014: 550 FA

Età media 81.7±6.8  anni,  56% femmine
Fragili: 77,5%

ADL dipendenti: 45.6%
deterioramento cognitivo: 40.2%

controindicazioni maggiori alla TAO: 22%
A: total sample of patients B: without contraindications to OAC

OR 95% IC P value OR 95% IC P value
Age, years 0,707 0,594-0,841 <.0001 0,733 0,591-0,910 0,0049
Permanent AF 1,000 1,000
Persistent AF 0,876 0,420-1,825 0,724 0,634 0,250-1,611 0,3381
Paroxysmal AF 0,210 0,129-0,344 <.0001 0,170 0,093-0,310 <.0001
CHA2DS2VASC 1,502 1,222-1,845 0,0001 1,391 1,071-1,806 0,0132
HASBLED 0,629 0,485-0,816 0,0005 0,651 0,467-0,909 0,0116
CHARLSON Index 0,885 0,796-0,983 0,0228 0,999 0,865-1,153 0,9875
Contraindications 0,437 0,272-0,702 0,0006
Dependent (ADL) 0,684 0,403-1,159 0,1582 0,493 0,251-0,969 0,0403
Cognitive impairment
(SPMSQ)

0,862
0,506-1,468 0,5854 0,852 0,429-1,690 0,6460

Depression (GDS) 1,391 0,859-2,253 0,1790 1,677 0,921-3,053 0,0906
Frailty (Groningen) 0,820 0,440-1,528 0,5323 0,746 0,360-1,544 0,4297
No malnutrition 
(MNA)

1,482 0,808-2,718 0,2039
1,435 0,690-2,983 0,3337

Facility vs Home 
discharge

0,630 0,367-1,082 0,0938 0,721 0,371-1,400 0,3344
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