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PE3IOME

UYecrorata Ha npencbpaHoTo MexaeHe (IIM) HapacTsa ¢
Harpe/BaHe Ha Bb3pacTra. To € CBBP3aHO ChC 3HAYUMU
TOCHIeIIM 32 3/ipaBero. JlereHepaTHBHUTE MPOMEHH WU
MIpUIpy’KaBaliTe 3a00JsBaHUsl Ch3/IAaBaT AHATOMHYCH
cyOcTpar 3a apurmusiTa. [lanmenTure Hax 65 TONWHU ca C
noBuIeH eMOonnyueH puck. [IpenopruBa ce U3MMUCBaHETO
Ha HE-BUTAMUH K AHTHUKOAryJjJaHTHU, KaTO TOBa CTaBa CJICH
OLICHKa M Ha XEMOparudHus puck. MHauBunmyanHo ce
TIpeleHsABa U300pBT Ha CTPATETHs] — KOHTPOJ HA PUTHMa
WJIM KOHTPOJI Ha ChpJieyHaTa yectota. KoHTpoI Ha puThMa
MO JIa C€ OCBIIIECTBH UpPe3 ENCKTPUUECKO KapIHOBEP3HO,
(hapMaKOJIOTHYHO KapIHOBEP3UO UK abJarust. 3a KOHTPOJ
Ha ChpJEYHATa YECTOTa Ce MPEHOphUYBa M3IMOJI3BAHETO Ha
OeTta-O1oKepH.

Krouoeu oymu: npedcopoHo mwvdicoere, 8b3pacmuu xopa,
AHMUKOA2YIAHMU

IlpeacepaHOTO MBXKIEHE € Hail-uecTara apuTMHUs B
KIMHAYHATa TIpakTHKa. 1O ce YCTaHOBSBAa B OKOJIO
2% ot obmara momymamusa. YectoraTa My HapacTBa
3HAUMTEITHO C HampeIBaHe Ha BB3PACTTa U JOCTHTA JIO
10% B momynanusaTa Hax 75 roxunu (1, 2). Ipomopuusarta
Ha BB3PACTHOTO HACENICHWE C€ YBEIM4YaBa M CHOTBETHO
ce ouaksa Jia HapacHe dyectorara Ha [IM. OgakBa ce mpe3
2060 T. HaceneHueTo Ha BB3pACT HAJ 55 roamuu ¢ [IM
B EBpomeiickust cpio3 na 6uae 17,9 munmona (3). Tosa
onpezens IIM kato 3HaYMM HE caMO MEIULMHCKU, HO U
COIMATHO-UKOHOMUYeckH Tipobiem (4). [IM e cBbp3aHo
ChC 3HAYUTETHH TOCJIEANIN 3a 3apaBero (1). YBennmuasa
Ce CMBPTHOCTTA, 0OCOOCHO ChPIACYHO-ChI0BaTa. PUCKBT OT
eMOOJINYEeH MO3BYEH HHCYIT € 5 TTH M0-BUCOK. Biiomena
¢ KOrHUTHBHATa QYHKIMS U ce pa3BuBa geMeHmus (5). 10
10 40% OT MaIMEeHTUTE c€ XOCTUTAIM3UPAT BCSIKA TOAMHA
(6). IIM gecto € CBBp3aHO C PAa3BUTHE HA JIEBOKaMepHA
muchyHkus. Bromasa ce kadecTtBOTO Ha KUBOT (7).
[Topaau BUCOKHS PHUCK 32 HHCYIT ITPU BH3PACTHH MAI[EHTH
AQHTUKOATYJIAHTHOTO JICYEHHE € KITF0U0BO. YecTo € HeHyKHO
MIPEeKbCBAHO MOpaan (aKTOpH, CBBP3aHH C BB3paACTTa
- MyNTUMOpPOWIMTETa Ha MALMCHTHUTE W HaJICHSBAHE
pucka ot kbpBeHe. OcBeH OAK jedeHHeTOo KOHTPOIBT
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ABSTRACT

The prevalence of atrial fibrillation (AF) increases with
aging. It is associated with serious health consequences.
The degenerative changes and the comorbidities result in
anatomical substrate for this arrhythmia. Patients over 65
years old have higher embolic risk. Prescription of non-
vitamin K antagonists is recommended after evaluation
of the hemorrhagic risk as well. The preferred strategy —
rhythm or rate control is selected based on the patient’s
characteristics. Rhythm control is performed by electrical
cardioversion, pharmacological cardioversion or ablation.
For rate control, beta-blockers are mostly recommended.
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Atrial fibrillation (AF) is the most common arrhythmia in
the clinical practice. It affects 2% of the general population.
The incidence is increasing with age, reaching 10% in
the population over 75 years of age (1,2). The proportion
of elderly individuals is growing and respectively, the
prevalence of AF increases. In 2060, the number of
individuals over 55 years with AF is expected to be 17.9
million in the European Union (3). Thus, AF represents a
significant medical and socioeconomic problem (4). AF
leads to important health consequences (1). The mortality
is increased, especially the cardiovascular one. The risk of
embolic stroke is 5 times higher. The cognitive function is
impaired and vascular dementia can develop (5). A total of
10-40% of AF patients are hospitalized each year (6). AF is
often associated with left ventricular (LV) dysfunction. The
quality of life is impaired (7). Because of the tremendous
risk of stroke in older people oral anticoagulation (OAC)
is a cornerstone in the therapy for AF. Often OAC is
needlessly withheld because of age-associated factors such
as multi-morbidities and overestimation of the bleeding
risk. In addition to anticoagulation, rate and rhythm control
is among the main strategies. Optimizing AF management
using an integrated multidisciplinary approach is crucial
particularly for the most vulnerable older individuals. Age
is no longer a limiting factor for treatment modalities,
including all kinds of invasive techniques.

The relationship between AF and age is well-described in
the literature. Aging itself is the most prominent risk factor
for AF. It predisposes to different cardiovascular diseases
and is characterized by myocardial fibrosis and atrial
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Ha YecToTaTa U PUThMa € OT HEMOCPEICTBEHO 3HAuCHHUE.
W3non3BaHeTo Ha HMHTErpUpaH MYITHIUCHUILIMHAPEH
MOJXOJT € OT U3KIIOYUTENIHA BaXKHOCT 32 ONITUMU3HUPAHETO
HAa JICYUEHUETO Ha Bb3pacTHUTe nanuentu ¢ [IM. Be3pacrra
He TpsiOBa Jia € orpaHuvaBai] (akTop OTKbM JICUCHHE,
BKJIFOUYMTEIHO U 32 MHBA3UBHH TEXHHUKH.

Bps3kara mexnay [IM u Bw3pactra € 100pe omucaHa B
IuTepaTypata, T € €JUH OT HaW-3HAYMMHUTE PHCKOBHU
(daxTopu. Bb3pactTa cama mo cebe cu € eQuH OT Haii-
nzsiBenure puckosu ¢axropu 3a [IM. Ts npenpasnosara
KbM Ppa3JIMuYHU CHPJIEYHO-CHAOBH 3a0OJIsIBAHUS M Ce
XapakTepuzupa ¢ MuokapaHa (uOpo3a M IpeAchpIHa
mwtatanus.  [lpuurHa e 32 eneKTpo(H3MOIOTHYHU
NIPOMEHN B MHOKapaa. DaxkTopure, KOUTO JOMPHHACST
3a [IM, morar na ObJar rpynupaHd Ha MoJAU(ULIUPYEMU
n Hemomuduumpyemu. Moauduiupyemure (axropu ca
3axapeH JMadeT, MH/EKC Ha TelleCHa Maca, XUIEePTOHHS U
obctpykrrBHa chHHa antHest (OCA). Hemonuduiupyemure
puckoBU (haKTOpPH BKJIIOYBAT I'€HETHYHA OOPEMEHEHOCT,
€THOC, TIOJT U BB3pacT (4).

3acrapsiBalloTo Chple Tpeaiara  nepdexTHa cpeaa
3a passutue Ha IIM. Bp3pactHure Xopa yecro umar
nojyiexani aHaromudeH cyocrpar 3a IIM  mnopaam
HAJIMYHU CTPYKTYpHHM 3a00JIsBaHUSl KaTO pPEBMAaTHYHU
mutpanau nopoi, UBC, AX, CH, BpomeHu mnopoiu,
NepUKapJMTH,  KIalHW  3a00JIsiBaHUs,  IyJMOHAJHA
XHUIEPTOHUS U XPOHUYHO OeoipoOHO Chple, ChpleyHa
XUPYprus, KOpOHAapHa apTepuasHa OOJecT, CHHIPOM
Ha OOJIHUSI CHHYCOB BB3eJ, IPEJChpPAHA XHUIIEPTPOPHUs
u apyru (8). HacTpmBar mpoMeHH B XMCTONATOJIOTUATA
Ha TPEAChPIusITa, KOSTO Boau 10 (prudpo3a Ha MUOKapaa
U TpeAChpAHA OWJaTalys — YBEJIMYaBalKu pHCKa 3a
I[IM (9 - 11). IloBrapsmute ce enuzoau Ha [IM u3MmeHsT
MIPOBOJIMMOCTTA Ha KJIETKUTE HA MUOKap/a M CIIocoOCTBaT
3a IEPCUCTUPAHETO HA ApUTMUSATA.

Excrpakapnuannu npeapasnonaraiy ¢akropu 3a [IM (4)
Morar Jia ObJaT HanpegHanaTa Bb3pacT C MOCIEBAIINTE
JIETEHEPATHBHY TIPOLIECH, 3a00JIsIBAHMS HA LIMTOBHHATA
JKJIe3a, 3aXapeH nuadet, PeoXpoMOIIMTOM, XeMOXPOMATO3a,
QJIKOXOJHAa TOKCHYHOCT, XUIOKCHs, cTpec, nmoaarpa (12),
kapiaoM (13) u nip.

Haii-uecro IIM npu BB3pacTHU NALUEHTU € CBBP3aHO
C HajJM4Me Ha KJIAHU 3a00JIBaHUS, XUIEPTOHUS W/
nmn gunatanusa Ha JIII. Cnopen mpoydBaHHs KJIAITHUTE
3abossiBanus ce cpemar B 13 —25% ot narnpentute ¢ [1M,
IJIABHO MUTpAIHM KJIanmHU yBpeau (14), BKIIOUUTENTHO
poJIanc ¥ KauduIupane Ha KIaHUs IPbCTEH.
Bps3kara mexxay [IM u xunepronusita € 100pe npoydeHa.
Crnopen, ®@paMHHTaMCKOTO MPOYyYBaHE OT XHUIEPTOHMSA
cTpazaar noseye oT 55% ot nauuenture ¢ [IM (8), ciopen
Cardiovascular Health Study noBeue anTnxunepreH3uBHA
Tepanus ce u3nucea Ha manueHtu ¢ [IM (15). B ATRIA
nosede oT 49% ot manmenture ¢ IIM crpagar u ot
xuneprouus (16). [Jloxmaaure or AFFIRM, cnOpann
IJIaBHO cpen Bh3pacTHU marueHt ¢ [IM, mokassat 71%
C MpHApy’KaBalla XUIEPTOHHUA MpPEeaAr pPaHIOMU3UPAHETO
7.

I[aHHI/I OT CBHLIMUTEC MPOYYBaHUA COYAT, Y€ qUJIaTaluATa Ha

dilatation. It produces electrophysiological changes in the
myocardium. There are numerous risk factors that increase
the probability of AF and can be grouped into modifiable
and non-modifiable risk factors. Modifiable risk factors are
diabetes, body mass index, hypertension, and obstructive
sleep apnea. Non-modifiable risk factors include genetics,
ethnicity, gender, and age (4).

The aging heart offers an ideal environment for the
development of AF. Older people often have underlying
anatomical substrate for AF because of structural heart
diseases such as rheumatic valve lesions, ischemic heart
disease, arterial hypertension, heart failure, congenital
heart diseases, pericarditis, valvular diseases, pulmonary
hypertension and chronic cor pulmonale, cardiac surgery,
coronary artery disease, sick sinus syndrome, atrial
hypertrophy, etc. (8). These have been associated with
histopathological and atrial chamber abnormalities, which
result in myocardial fibrosis and atrial dilation — thus
increasing the risk of AF (9-11). Repeated episodes of
AF alter the cell conduction and this results in a reduced
threshold for AF triggers and conditions, which sustain
AF. Therefore, it gives rise to additional risk factors, which
contribute to its progression.

Extra-cardiovascular predisposing factors for AF (4) could
be aging with the concomitant degenerative changes,
thyroid pathology, diabetes mellitus, pheochromocytoma,
hemochromatosis, alcohol toxicity, hypoxia, stress, gout
(12), cancer (13), and others.

The most common association of AF in older people is with
valve diseases, hypertension and/or left atrial dilatation.
According to studies, valvular heart disease is found in
13 to 25% of patients with AF, predominantly mitral
valve diseases (14), including mitral valve prolapse and
calcification of the mitral annulus.

The strong relation between AF and hypertension is now
well established. According to the Framingham Heart
Study hypertension was found in more than 55% of AF
patients (8), in the Cardiovascular Health Study more
antihypertensive drugs were prescribed to individuals with
AF (15). As stated in the ATRIA study, more than 49% of
patients with AF also had hypertension (16). As reported by
the AFFIRM study, which enrolled predominantly elderly
patients with atrial fibrillation, 71% of patients had a history
of hypertension, prior to randomization (17).
ANTICOAGULATION IN OLDER PEOPLE
As both age and AF are independent risk factors for stroke,
the older patient with AF is vulnerable to developing a stroke
(18). Older patients are more likely to have a stroke even
on OAC. According to the CHA2DS2-VASc score OAC is
indicated in patients over 65 years of age. It is important to
evaluate also the hemorrhagic risk. More specific to older
people regarding age-associated factors risk stratification
tools should be used to minimize concerns and uncertainties
toward prescribing OAC. Novel oral anticoagulants
(NOAC) are generally preferable to warfarin for prevention
of stroke and systemic emboli in patients aged > 75, because
they do not require routine monitoring, have fewer drug and
food interactions and a wide therapeutic window. However,
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JIIT e 3HauuM 1 HezaBUCUM IIpeukTop 3a IIM.
AHTUKOATYJIAUUATIPUBB3PACTHUTIALIMEHTU
Tbil xkato u Bb3pactra, U IIM ca He3aBUCHUMU PUCKOBU
(akropu 3a 1osiBaTa Ha WMHCYJIT, Bb3PACTHUTE MAlIEHTH
ca no-nojariusu (18). BeposTHOCTTa 1@ OTyYaT UHCYIT
0CTaBa IOpH U Jja ipueMat opaiHu anTukoaryiaanTa (OAK).
CHA2DS2-VASc ToukoBaTa CHCTeMa JaBa OCHOBaHHE
na ce npeanucea OAK mpu BCHUKH BB3pacTHU MAIMEHTH
(>65 r.). BaxxHo e na ce onpeenu U pUCKbT OT KbPBEHE.
[Mo-cnienuduyHu KaJKyaaTopy 3a OINpe/elisiHe Ha pUCKa
Ouxa OmiM TMoye3HH, 3a Ja ce HaMajAT OIllAceHHUsITa MpU
npeanucane Ha OAK. HoBuTe opaitHu aHTHKOAryJIaHTH ce
MIpeAnounTaT npes antaronucture Ha ButamMut K (BKA) 3a
MIPEBEHIIMSI HA MHCYJIT U CUCTEMHH eMOOJIM TP NalMeHTH
Haj 75 ., 3a110TO HE U3UCKBAT PYyTUHHO IIPOCIICISIBaHE HA
INR, nmat 1o-Majiko JiIekapcTBEHM B3aUMOJIEUCTBHUS, HE CE
BJIMSISIT OT IPHEMa Ha XpaH! ¥ UMaT HIMPOK TeparieBTHIEH
nposopert. [Topanu ToBa, ue uma paznuynu Bugose, HOAK
He TpsiOBa Ja ObAaT cpaBHsBaHM KoyeKTHBHO ¢ BKA.
Jaburatpan W anukcabaH CUTHH(UKAHTHO HaMalsiBar
CllydauTe Ha MHCYAT W CHCTEMHHM eMOOJIM, JIOKaTo
puBapokcaOaH 1 e10KcabaH He OKa3BaT 3HAYMMU Pa3IHYHUs
cnpsimo BKA (19). 3nauunTtenna peayKiys Ha KbpBEHETO ce
HaOuro/1aBa camo Tipu anmkcaban, ocrananute HOAK ca ¢
1og00HM cTpaHnuHK eexTr. PUCKBT OT KbpBEHE UecTo ce
LUTUPA KaTO MPUYMHA 32 HEHY)KHO PEKbCBAHE U HAMaJIeHa
ynorpeda Ha HOAK, koeTo Bojy J10 IO-JIOIIN Pe3yJITaTH.
HOAK wumat 3amoBosutesnieH mpodwsi Ha OE30MacHOCT,
KaTo IPH aluKcabaH U ej0KcabaH PUCKBT OT XEMOPATUH €
JIOpU MO-MaNIbK, 0TKOJIKOTO Tipu BKA (20).

HNPOMSAHA B KOTHUTUBHATA
OYHKIOUA

Crnopen HAKONKO IpoyuBaHMs nanueHTure ¢ IIM mmar
YBEJIMYCH PUCK OT HaMaJeHH KOTHUTHBHM CIIOCOOHOCTH
U cpaoBa JemeHnusA. Jlemennusra uw I[IM umar oOmu
CBPJICYHO-CBH/IOBU PHCKOBH (DAKTOPH KaTO XHUIEPTOHUS,
370ynoTpeda ¢ ajKoXoJ, TIOTIOHOMYIIeHe, uader u
ChbpJieuHa HENOCTaThYHOCT. 3aj Bpb3karta Mexay [IM
W KOTHUTHBHHTE HApYyHICHHS C€ KpPHUIT MHOMKECTBO
BB3MOKHH MexaHu3MH. Hali-BeposTHOTO oOsicHeHHE e
TpoM0O0eMOOINYHUAT (PEHOMEH, KOWTO ce MpOsBsBa MpH
TIAIMEHTH C MO3bUeH MH(apKT. HapyieHn KOrHUTHBHH
CIIOCOOHOCTH C€ OTKpPHMBAT U IIPH IMAalMEHTH, KOUTO HE ca
TIpeKapajid HMHCYIT. BeposiTHata mpuumHa € yBpena Ha
MaJIKK CBHJ0BE WJIM MUKPOWH(APKTH (,TUXH HWHCYITH)
(5). [lpyra BeposITHOCT 3a BpB3KaTa MEX/y KOTHUTUBHUS
ynagek u [IM e Mo3buHaTa Xunornepgy3ust BCIeICTBIE Ha
BapUaOMITHOCTTA B Chp/ieuHaTa yecToTa mpu [IM.

[IpeycranossBanero Ha OAK npu manueHTH cbC ChIOBA
JIEMEHIINS MOKE J]a AOBEJE 10 MO-CEPHO3HH YBPEIU U 1A
YBEJIMYM BEPOSITHOCTTA 3a MHCYNT. [IpenoppuBa ce camo
TIPY TIAIUEHTH, TPH KOUTO € CHJIHO BEPOSATHO Jla MMar
HEKOHTPOJIMPYEMH TaJiaHusl (CTWICTITHIN), WIN TaKUBa,
KOWTO TPY/IHO IIE Ce MPUIBPKAT KbM TePAIHATA.
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as there are different NOAC, they should not be collectively
compared with warfarin. Dabigatran and apixaban both
significantly reduced events of stroke and systemic emboli
whilst rivaroxaban and edoxaban showed no significant
differences to warfarin (19). A significant reduction in
major bleeding was observed only with apixaban, other
NOAC were with similar adverse events. Bleeding risk
is often cited as a reason for inappropriate cessation and
underuse, which leads to worse outcomes. However,
NOAC in general have satisfactory safety profiles and
apixaban and edoxaban even demonstrate superiority over
vitamin K antagonists (VKA) with significant reduction in
major hemorrhages (20).

COGNITIVE IMPAIRMENT

According to several studies patients with AF have an
increased incidence of impaired cognitive function and
dementia. Dementia and AF have common cardiovascular
risk factors, such as hypertension, excessive alcohol
consumption, smoking, diabetes mellitus, and heart failure.
The association between AF and cognitive impairment has
a number of proposed mechanisms. The most probable
explanation is a thromboembolic phenomenon, which
presents as a stroke resulting in cerebral infarction.
However, impaired cognitive function has been observed
in patients without strokes. The probable underlying cause
is small vessel disease or cerebral microinfarcts (silent
strokes) (5). Another proposed concept for the link between
cognitive decline and AF is the intermittent cerebral
hypoperfusion because of the beat-to-beat variability that
occurs in AF. Withholding OAC in patients with dementia
may cause a greater disability and increase the chances of
developing a stroke. It is advised only in patients who are
likely to have uncontrollable falls or in patients who cannot
ensure treatment adherence.

RATE OR RHYTHM CONTROL

Usually rate control is sufficient to control the symptoms and
is the first-line therapy in elderly patients. It is a choice of
treatment when rhythm control is not efficacious. However,
the best type of rate control remains unclear. The choice
is often made on an individual basis regarding patients’
comorbidities. Older patients often have coexisting heart
and renal diseases, which can cause some limitations when
choosing proper therapy. Monotherapy or a combination of
beta-blockers, digoxin and non-dihydropyridine calcium
channel blockers (CCBs) can be used as long-term rate
control. Patients should undergo a routine examination for
development of tachycardia-related cardiomyopathy. In
case of symptoms we should consider different treatment
strategy — rhythm control or ablation.

Rhythm control consists of cardioversion to sinus rhythm
followed by medications for its maintenance. However,
many trials showed no difference in mortality and
stroke risk comparing rhythm and rate control strategy.
Pharmacological cardioversion is efficacious in nearly
half of the patients, mostly in patients with recent onset.
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KOHTPOJI HA YECTOTATA U PUTBMA

OOWKHOBEHO KOHTPONBT HAa ChpJACYHATA YCCTOTA €
JIOCTAaTHYCH, 3a Ja CE Kylnpa CUMIITOMATHKATA, 3aTOBA € U
IIbpPBA CTHIIKA B TEPAIHATA Ha Bb3PACTHH MarueHTH. M3oupa
CC W KOraTo OIUTHT 3a MOBJHABAHE BBPXY PUTHMA HE €
edexruBeH. Haif-moOpusiT MeTo] 32 KOHTPOJI Ha YecToTara
HE € HAITBJIHO U3sCHEH. M300pBT ce IpaBy WHANBUIYaTHO
CHpSIMO TIPUAPYXKaBaIIUTEe 3a00JsIBAHUS Ha IIAIUCHTA.
[To-BB3pacTHHUTE MAIMCHTH YECTO HMMAT IMPHIPYKABAIIH
ChbpIeuHN U OBOpeuHM 3a00JSIBaHUS, KOWTO MOrar Jja
CC OKakaT IMpeYKa IPH Ha3HAYABAaHETO Ha Tepamwus. 3a
MIPOIBIDKATEIICH KOHTPOJ HA ChpICYHATA YECTOTa MOXKE
Jla CC U3MOI3BAT MOHOTEPAIUsl WM KOMOWHALUS OT
Oera-ONoKepH, AUTOKCHH W HeauxuapormupunuHoBu Ca-
aHtaronuctu. IlanmeHture TpsOBa na ce moajiarat Ha
PYTHHHU U3CIICABAHUSI C LIC) IPSIOTBPATIBAHE HA PAa3BUTHE
Ha KapAWOMHUOIATHS, OOyCIOBEHa OT Taxukapaus. B
Cllydaii Ha TposiBa Ha CHMIITOMAaTHKa TpsOBa Ja ce
puOErHe KBM JIPYT METO]] Ha JICUCHUE — KOHTPOJI BBPXY
pUTHMa WK abarusl.

KoHTponm BBpXy puUTBMa MOXE Ja C€ IIOCTUTHE C
KapIuoBep3usi JO CHHYCOB pHTBM C IOCJICIBAIIA
ME/IIMKAMCHTO3HA Tepamusi C [eJ  3ala3BaHeTo  My.
Brnpeku ToBa roiisim Opoii mpoy4YBaHHUs TOKA3BaT, 4e HIMA
pa3iiiKa B CMBPTHOCTTA U PHCKA OT Pa3BUTHE HA MHCYIIT,
CpaBHSIBallKU JIBETC CTPATETHU — KOHTPOJ HAa ChpJCYHATA
4YecToTa WM puThMa. DapMakoIOrHYHaTa KapAHOBEP3Hs
¢ e(exTHBHA TIpU OJNK30 TOJOBHHATA TAI[UCHTH, Haii-
YeCTO MPH CKOPO MOsBIIaTa ce apuT™Mus. [Ipu Bb3pacTHH
MAIIMCHTH € MPEANOYNTaHa, T.K. HAMa HEOOXOIUMOCT
OT cenmarms. AMHOTApOH MOXKE Ja C€ HU3IOI3Ba IpH
BCUYKM TAIUCHTH TPHU JIMIICAa HAa KOHTpauHmukarmu (1).
Crparerusara 3a pill in the pocket ¢ mponadenoH wim
(hiiekauHU CHIO MOXKE J1a CE M3IOJ3Ba IPH JIWIICA Ha
CTPYKTYpHU 3abonsBanusi. He TpsiOBa ma ce 3a0pass,
Ye KOJKOTO TMOBEYE CE OTIara JICYCHUETO, TOJKOBA IIO-
TPYIHO IIIE € Ja CC Bh3CTAaHOBU CHHYCOBHUSAT PUTHM. [Ipu
MAIIMCHTY C HECTA0MIHA XEMOJHMHAMUKA TPETIOPBUUTEITHO
€ eJIeKTpUYecKaTta KapauoBepsws. V3mbiHsBa ce mpu
MTOCTOSTHHO MOHHTOPHpPAHE M CEAalys. 3a Ja ce 3amas3u
CHHYCOBHAT PHTBM, CJIEI NpoLeaypara € HeoO0XoIuMa
MeIMKaMEHTO3HA TePaItusl, ChoOpa3eHa C IPUAPYKABAIIUTE
CBpIICYHH, YCPHOIPOOHH U OBOpeYHH 3a00JSIBAHUSL.
[IpoxbHKUTENICH KOHTPOII BBPXY PUTHMA € HCOOXOAUMO 1a
e MIPUJIOKU caMO TIPH MIEPCUCTUPAHE Ha CHMITTOMATHKATa
3apajil CCPHO3HUTE HEXKEIAHH CTPAHUYHU SCKTH.

Bera- Omnokepure ca BEpOSTHO HAH-W3IMOI3BAHUTE
MEIMKAMEHTH CPEell Ta3u rpylia MalUeHTH 32 KOHTPOJ Ha
ChpJIeYHATa YeCTOTa, T.K. ca J0Ope MpOyICHH U OC30IacHH.
MeTorposioin CyKIIMHAT ¥ OH30IPOIOIT ca OS30MacH! MpH
narmeHTd ¢b¢ CH. JIMTOKCHHBT HE € Cpell IPEIIOYUTAHUTE
3a TbPBa CTHIIKA MCTUKAMCHTH, ThI KaTO HE OKa3Ba e(heKT
BBpPXY YECTOTaTa Mo BpeMe Ha (u3uuecku ycrums. Moxe
na ObJIe MOJIC3CH MIPY WHBATIHIN U MAIUCHTH, KOUTO HE ca
(bU3NUCCKH aKTHBHH.

Bcenyky HHTEpBEHIIUY 32 KOHTPOJI HA pUThMa U YeCTOTATa,
BKITIOYUTEITHO MEHCMEHKBPH U TPAaHCKATCThpHA adlarus,
Morar Ja c¢ M3II0N3BaT 0e3 OrpaHUYCHUS BBHB BH3PACTTa.

It is favorable in older patients as sedation is not required.
Amiodarone can be used effectively in all patients who
lack contraindications (1). A ,pill in the pocket* with
propafenone and flecainide may also be used, except for
structural heart disease. However, the longer the treatment
is delayed — the more difficult it will be to regain sinus
rhythm. In hemodynamically unstable patients, electrical
cardioversion is advised. It can be performed safely with
continuous monitoring and sedation. To maintain sinus
rhythm after successful cardioversion, medications are
required, taking into consideration coexisting heart, hepatic
or renal diseases. Long-term rhythm control therapy should
be used only for symptomatic patients because of the
serious side effects.

Beta blockers are probably the most used medications,
because they are well investigated and safe in this group.
Metoprolol succinate and bisoprolol are both safe in heart
failure patients. Digoxin is not recommended for first-line
therapy, because it has no effect on the ventricular rate
during exercise. It may be beneficial in disabled patients
or physically inactive ones. Oral amiodarone should be
considered in older patients if they are unresponsive to
other medications.

All available rate or rhythm interventions, including
pacemakers and transcatheter ablations, should be used
without any age limits. Catheter ablation in patients
75+ years of age is associated with a favorable outcome
in patients with paroxysmal AF while in patients with
persistent AF results are less promising. However, there are
no data for increased harm from ablation in the elderly (21).
It is always advisable to know the patient’s activity level
and mental alertness to make a proper choice of treatment.
Recently the role of upstream therapy for AF has been
discussed (22). Agents that are studied include angiotensin-
converting enzyme (ACE) inhibitors, angiotensin receptor
blockers (ARBs), mineralocorticoid receptor antagonists,
and statins.

CONCLUSION

AF is a significant global burden and is more prevalent
in the geriatric population. These patients have a high
thromboembolic risk but also high bleeding risk, requiring
balance with the therapy.

What is more is that often the thromboembolic risk is
underestimated, while the bleeding risk is overestimated.
Therefore, OAC continue to be underused in these
individuals. When choosing the proper therapy — age
should not be of utmost importance — it should rather be
the patients’ frailty, cognitive function, and overall status.
A unified approach should be used to improve the results of
older patients and cut down healthcare costs.
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Karerpphara abnanuusi npyu NmanyeHTH Hax 75 T. TOoKa3Ba
JOOpH pe3ysITaT MPH MaIMeHTH ¢ npucThiHo [IM u He
€ ToJKOBa olellaBaia Mpy HaUEHTH C MEePCUCTUPAIIO
[IM. 3acera HAMa JaHHM 3a yBpeaa OT abiauusra Mpu
Bb3pacTHU marueHTH (21). IIpemoppumrenHo e na ce
B3€Me M0/1 BHUMaHUe KakBa € (pr3nveckara akTHBHOCT Ha
MAlMEHTa, KaKTO ¥ MEHTAITHUST My CTaTyc, 3a Jia ce u3depe
IpaBUJIHATa TCpaIus.

[Ipe3 nocnequuTe rOAMHU ce OOCHKIA POJISATA HA T.HAp.
upstream Tepanust npu IIM (22). NscnenBa ce pomsra
Ha ACE-unxuburopure, APB, MuHepaskopTHKOHIHUTE
peLenTopHu OJIOKEpPH U CTAaTUHHUTE.

3AKJIIOYEHUE

[pencepaHoTOo  MBXKACHE € miodaseH  mpoliem,
mpeoOJiaiaBail cpejl 3acTapsBalloTO HaceleHWe. e3u
MAIIMECHTH WMAT OCBEH BHCOK TPOMOOESMOOIWYEH PHCK H
BHCOK PUCK OT KBbPBEHE, M3WCKBaIl H00po OamaHcHpaHe
B TepamusaTa. YecTto TPOMOOEMOONMYHHST PHCK €
TTO/TIICHSIBAH, JOKATO PUCKBT OT KbPBEHE € Ha/IlleHsaBaH. [1o
Ta3u NpuyurHa yecto uznonsanero Ha OAK e orpanuyeno
B Ta3u momynanus. M30upaliki momxojsinaTa Tepamwus
3a TAIMCHTHTE, BOJCIIAa HE TpsAOBa Ja € Bb3pacTra Ha
MAIMeHTa, a HEMOIIHOCTTa, KOTHUTHBHUSAT CTaTyC H
001110TO CheTOsTHEE. M3n0m3BaHeTo Ha pa3padOTeH MOIX0/
€ TIPEIM3BUKATEIICTBO, KOCTO IIE TI0A00pH pe3yaTaTHTe Ha
MAaUEHTUTE U 11I€ HaMaJId Pa3XOJIUTe 3a 37paBeoIa3BaHe.
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