Figure 1. Age category of frail patients receiving non-recommended and
recommended 60 mg or 30 mg edoxaban doses

Edoxaban dose, frailty, and outcomes in patients with
atrial fibrillation: the ETNA-AF-Europe 4-year follow-up
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St?ofégggtetﬁ%ee'mvggﬁcdg\}gﬁf (S?EE?}’ In this large European AF registry, the use of the non-recommended 30 mg (reduced) dose of edoxaban was - >
transient ischaemic attack, venous associated with higher all-cause death and no benefits regarding the risk of major bleeding in frail patients Favours non-recommended dose Favours recommended dose
thromboembolic event, major bleeding or . . . . . *HRs (95% Cls) calculated from adjusted Cox-regression model. The model includes dose recommendation, frailty and the corresponding interaction term,
cardiovascular death. whichever came first. ACCOfdlng to our reSU|tS, the presence of frallty should not drive Changes from the dOSIng recommendations as well as age, sex and derived versions of the CHA2DS2-VASc and HAS-BLED scores (Table 1) as additional covariates; fdefined as any stroke/SEE,
’ transient ischaemic attack, venous thromboembolic event, major bleeding or cardiovascular death, whichever came first.
fOr edoxaban Cl, confidence interval; HR, hazard ratio; SEE, systemic embolic event
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