understands the risks, benefits and
alternatives to surgery — information
a surgeon should convey during the
decision-making process.

John M.A. Bohnen MD

Department of Surgery, St. Michael’s
Hospital; Faculty of Medicine, University
of Toronto, Toronto, Ont.

References

1. INCA Trialists Collaboration. Operation compared
with watchful waiting in elderly male hernia
patients: a review and data analysis. J Am Coll
Surg 2011;212:251-9

2. Preshaw RM. Inguinal hernia [letter]. CMAJ
2015;187:602.

CMAJ 2015. DOI:10.1503/cmaj.1150036
New oral anticoagulants

A CMAJ letter! from a “little cheese”
family physician about new oral antico-
agulants versus warfarin, and the
response’ from three “big cheese” aca-
demic specialists show that readers and
authors of guidelines do not always agree.

The Canadian Cardiovascular Soci-
ety’s 2014 update of its Guidelines for
the Management of Atrial Fibrillation®
unsystematically strengthened its 2012
recommendation that dabigatran, rivar-
oxaban, apixaban, and edoxaban (when
licensed) are preferred over warfarin
for most patients with atrial fibrillation.

The guideline authors note the
absence of published randomized trials
directly comparing the four new anti-
coagulants, and assure readers that “it is
unlikely that any will be conducted in the
near future.”® The guideline emphasizes
that indirect comparisons between new
oral anticoagulants limit our ability to
draw inferences on whether any are supe-
rior or inferior, and that “any differences
in efficacy that might exist among the
NOAC s [new oral anticoagulants], and
even the difference in efficacy between
warfarin and each of the NOAC:s, is very
small compared with the reduction of
stroke with any OAC [oral anticoagulant]
compared with no OAC.”

Can we learn from the example of
cancer or combined antiretroviral ther-
apy, where comparative effectiveness tri-
als have led to preferred regimens based
upon randomized controlled trials?

Not all clinicians have jumped on
the bandwagon. That’s likely because
of concern that warfarin management

in the control arms of the principal ran-
domized controlled trials was subopti-
mal according to the US Food and
Drug Administration’s medical review-
ers; we cannot reverse the anticoagu-
lant effect of the new oral anticoagu-
lants or monitor anticoagulant activity;
and irregularities in the conduct of the
randomized controlled trials may have
compromised the apparent evidence.*

Atrial fibrillation is estimated to af-
fect 350 000 Canadians.” Canada could
conduct a randomized controlled trial
comparing the new oral anticoagulants
with warfarin in suitable, comprehen-
sively informed patients with nonval-
vular atrial fibrillation and for addi-
tional indications for anticoagulation
such as venous thromboembolism.
With central randomization, the trial
could be conducted in the context of
usual clinical care, using linked admin-
istrative datasets to ascertain the most
important clinical outcomes, including
death, disability from stroke or intracra-
nial hemorrhage, total serious adverse
events and clinically important vascular
events. Such a trial could be conducted
at a trivial cost when compared to the
benefits to health and quality of care.
What are we waiting for?

Thomas L. Perry MD, James M. Wright
MD PhD, Barbara Mintzes MD PhD,
Cait O’Sullivan BScPh BA PharmD,
Aaron M. Tejani B.Sc(Pharm), Pharm.D
Departments of Medicine (Perry),
Anesthesiology, Pharmacology &
Therapeutics and Medicine (Wright,
Mintzes), University of British Columbia;
Island Health Clinical Pharmacy Programs
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Detailing Service; Clinical Research and
Drug Information (Tejani), Fraser Health
Pharmacy Services, Vancouver, BC
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Letters to the editor

In submitting a letter, you automati-
cally consent to having it appear
online/in print. All letters accepted for
print will be edited for space and style.
See www.cmaj.ca for full versions and
competing interests.

A practice article that appeared in the Jan. 6, 2015, issue of CMAJ contains an
error. Box 1, bullet 6 should read as follows:
* Risk factors on electrocardiography, such as:

- Bifascicular, Mobitz II second-degree, or complete (third-degree) heart

block.
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