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Atrial fibrillation is responsible for more disability
than any other cardiac arrhythmia because of its
high incidence and the considerable potential for

adverse outcomes. There is increasing evidence from epi-
demiologic studies that atrial fibrillation independently in-
creases the risk of death,1 and it is well established that it is
a major cause of stroke.2 Atrial fibrillation is predominantly
a disease of elderly people, with the incidence increasing
markedly through the seventh, eighth and ninth decades of
life. It also becomes responsible for an increasing propor-
tion of strokes as the population ages, accounting for al-
most one-third of strokes in people over 80. The demo-
graphic changes expected over the next few decades in
Western countries will undoubtedly increase the societal
burden from this disorder.

The demonstration that anticoagulant therapy benefits
patients with atrial fibrillation is one of the most important
recent advances in the management of cardiac arrhythmia.
The evidence from multiple randomized trials clearly indi-
cates a 67% reduction in the risk of stroke with the use of
warfarin.3 The concern that there would be excessive bleed-
ing in patients receiving warfarin did not materialize. Ad-
vanced age does increase the risk of hemorrhagic complica-
tions somewhat, particularly intracranial hemorrhage,4 but
it also increases the risk of stroke. The risk–benefit ratio for
anticoagulant therapy in atrial fibrillation, even in elderly
people, favours initiating therapy in the majority of pa-
tients. ASA therapy has been evaluated for stroke preven-
tion in atrial fibrillation, with considerably less promising
results: at best, one can expect only about a 20% reduction
in the risk of stroke.5

On the basis of these findings every patient with atrial
fibrillation, whether it is intermittent or chronic, should be
considered a potential candidate for anticoagulant therapy.
Upon further analysis, some patients will be found not to
benefit from anticoagulation because they are still at low
risk for stroke. Risk factors for stroke in patients with atrial
fibrillation have been identified from follow-up studies;3

these are prior stroke or transient ischemic attack, mitral
stenosis, a history of hypertension requiring treatment, dia-
betes mellitus, moderate to severe left ventricular dysfunc-

tion and advanced age. Patients with none of these factors
have a risk of stroke of 1% or less and probably will not
benefit from anticoagulant therapy. However, if any risk
factor is present, then warfarin is indicated. In some pa-
tients anticoagulant therapy is contraindicated (e.g., elderly
patients with a history of falling) because the risk of bleed-
ing is too high.

The article by Dr. J. Jaime Caro and associates in this is-
sue is illuminating (page 493).6 Their goal was to determine
whether the results from randomized trials could be repli-
cated in actual practice. In their nonrandomized cohort
study they categorized patients into 4 groups according to
the antithrombotic therapy they received for the entire
study period: ASA, warfarin, blended treatment (those who
started on one active therapy and switched to the other or
who switched treatments more than once) and no treat-
ment. Their results support those from the randomized tri-
als. Patients receiving warfarin had a markedly lower rate of
stroke than those in all the other groups. In any nonran-
domized comparison, patient selection may play a role in
determining the results. However, in this study one would
expect that patients at higher risk of stroke would receive
warfarin and that this would result in a bias against war-
farin. This makes the results even more convincing. Al-
though the patients in the warfarin group did have a lower
mean age than those in the ASA and no-treatment groups,
they did have a much higher incidence of prior stroke,
which certainly put them at risk for recurrent stroke.

Perhaps the most important finding of Caro and associ-
ates’ study is that only 87 (39%) of the 221 patients received
warfarin throughout the study period. This is a relatively low
rate of use of a highly effective, relatively inexpensive ther-
apy. As the authors note, similar patterns of low rates of anti-
coagulant use have been noted in several other surveys.7–11

Stafford and Singer8 found that anticoagulant therapy use in
patients with atrial fibrillation increased from 7% in 1980 to
32% in 1993 but that elderly patients and those being
treated by family practitioners were relatively less likely to
receive anticoagulant therapy than others.

Clearly we need to understand better why an effective
therapy, the benefits of which are widely known, is being
underused. For every patient with atrial fibrillation, chronic
or intermittent, the physician should ask “Why is this pa-
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tient not receiving anticoagulant therapy?” If there is no
clear reason, then most likely that patient should be given it.
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