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Background: Non-vitamin K antagonist oral anticoagulants (NOAC) were proven to be effective and safe in clinical trials. Registry can additionaly assess their efficacy and safety in clinical practise, while it offers an opportunity to systematically observe consequences of NOAC usage. 
Methods: In September 2012, when first NOAC was licensed in secondary stroke prevention (SSP) in Slovenia, hospital registry was initiated. Between September 2012 and 1st June 2015, 340 patients were put on NOACs in SSP during hospitalisation at our clinic. Patients data were entered in a registry set for prospective observation. The following baseline data were collected: age, gender, type and NOAC dosage, HAS-BLED and CHADS-VASc score, kidney function, NIHSS and functional mRS score. Ischemic or haemorrhagic events in patients treated with NOACs for SSP are registred. To get real life data on haemorrhagic events on NOACs therapy,  patients who suffer from intracranial hemorrhage (ICH) on NOACs for primary stroke prevention (PSP) are also documented in our registry. 
Results: Dabigatran was the initial NOAC in 67% patients, rivaroxaban in 17% and apixaban in 16%. Mean age of patients treated with dabigatran (TWD) was 76,3 years, treated with rivaroxaban (TWR) 77,2 and treated with apixaban (TWA) 71,8. 46% of patients TWD, 44% TWR and 40% of patients TWA were male. In 58% patients TWD drug was intiated in lower dosage (83% due to age, 14% due to renal impairment (RI), 2% were treated with endovascular carotid artery stenting (CAS), 0,7% with carotid tromboendarterectomy (TEA) and in 0,3% patients intracranial cavernoma was found), in 56% patients TWA (91% due to age, 9% due to RI), in 46% patients TWA (83% due to age, 4% due to RI, 8 % were treated with CAS, 5% were treated with TEA). Mean NIHSS at dabigatran initiation was 3,2, rivaroxaban 4,7, apixaban 3,3. Mean mRS score at dabigatran initiation was 2,0, rivaroxaban 2,6 and apixaban 1,9. Mean CHADS-VASc score in patients TWD was 5,9, TWR 5,9 and TWA 5,5. Mean HAS-BLED score in patients TWD was 2,5, TWR 2,6 and TWA 2,6. 10 patients suffered a recurrent  ischemic event; 2 patients TWD suffered an ischemic stroke (IS) and 2 a transitent ischemic attack (TIA), 4 patients TWR suffered an IS and 2 patients TWA suffered IS. 2 patients on dabigatran in SSP suffered an ICH, one was treated with idaricizumab.  22 patients were admitted to our hospital due to ICH on NOAC in PSP, 4 were TWD, 15 with rivaroxaban, 3 with apixaban. Location of ICH was predominantly intraparenchymal (86%) and etiologically spontaneous (86%). Mortality rate of all ICH patients was 25% (1 patient TWD and 5 patients TWR died). 1 patient treated with rivaroxaban due to pulmonary embolism was admitted to our hospital due to intraspinal haemorrhage, which was surgically evacuated. 
Conclusion: Data from our registry shows that NOAC usage in everyday clinical practise confirms  the efficacy and safety proven in clinical studies. A low percentage of recurrent ischemic events and ICH indicates  the appropriate choice of NOAC therapy for SSP in the individual patient in everyday clinical practise at our clinic. 


