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Underuse of anticoagulation
therapy for atrial fibrillation

Are we failing our patients?

Nicholas R. Jones mBBs mciined FHEA  F.D. Richard Hobbs Fmedsci Freap Frep FEsc - Clare J. Taylor mMa MPH PhD FRCGP

Mavis is 78 years old and fiercely independent. She lives
alone but has an active social life, particularly enjoying
the Friday tea dance at her local village hall. She has
high blood pressure and diabetes, which are both well
controlled with oral medication. At Mavis’ annual blood
pressure review, the nurse detects an irregularly irregu-
lar pulse and electrocardiogram results confirm atrial
fibrillation (AF) at a rate of 74 beats per minute. Mavis
sees her GP. He asks her if she experiences palpitations,
shortness of breath, or chest pain. Mavis has not noticed
any symptoms at all. Her GP reassures her that this is
just an incidental finding and nothing more needs to be
done. Three months later, Mavis is admitted to hospital
with slurred speech and a sudden weakness in her left
arm and leg. A computed tomographic scan confirms
a large infarct in the right parietal lobe. Despite phys-
Iotherapy, she requires help to mobilize with a walking
aid and to get to the toilet. She is discharged to a nurs-
ing home 1 month after admission.

Atrial fibrillation affects up to 33.5 million people
worldwide and is associated with considerable adverse
outcomes including a 5-fold increased risk of stroke.!
Prospective risk of stroke can be estimated using a
validated scoring system, such as the CHA,DS,-VASc
(congestive heart failure, hypertension, age =75 years,
diabetes mellitus, stroke or transient ischemic attack,
vascular disease [previous myocardial infarction, periph-
eral artery disease, or aortic plaque], age 65 to 74 years,
sex category [ie, female]) model, which incorporates
weighting for risk factors shown to correlate with stroke.
If used appropriately in people with AF and high risk of
stroke (ie, a CHA,DS,-VASc score of > 2), anticoagulation
therapy with either a vitamin K antagonist or direct oral
anticoagulant can reduce risk of stroke by 64% com-
pared with placebo.?? For low- or moderate-risk patients
(ie, a CHA,DS,-VASc score of 0 or 1), the potential harm
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of bleeding outweighs or is similar to the benefit of anti-
coagulation therapy. Given that Mavis is older than age
75 (2 points) and a woman with hypertension and diabe-
tes (1 point each), her CHA,DS,-VASc score is 5.

This evidence is not new yet international antico-
agulation prescribing rates remain low. A 2010 system-
atic review found that in more than two-thirds of the 54
included studies, less than 60% of patients at high risk
of stroke were treated with anticoagulation therapy.* In
a 2015 UK retrospective observational cohort study that
included 2259 participants with AF, who were identi-
fied from primary care databases using the GRASP-AF
(Guidance on Risk Assessment and Stroke Prevention in
AF) tool, 85.6% had a CHA,DS,-VASc score of 2 or higher.
In this high-risk group, 39.7% of participants were not
receiving anticoagulation therapy and more than a third
were inappropriately receiving antiplatelet monother-
apy.® A retrospective analysis of 29043 UK patients with
a first-ever stroke or transient ischemic attack found 52%
(1647 of 3194) of those known to have had AF before the
event had not been prescribed prophylactic anticoagula-
tion therapy when clinically indicated.¢

A fundamental principle of medical ethics is “First, do
no harm.” Acting in nonmaleficence, we might be reluc-
tant to initiate anticoagulation therapy owing to the risk
of bleeding. In a survey of 596 GPs, 17.6% of respond-
ents anticipated feeling responsible if they had started a
patient on anticoagulation therapy and then the patient
had a subsequent intracranial hemorrhage (ICH).” The
responsibility physicians feel when adverse events occur
affects prescribing and changes practice; when a physi-
cian has a patient who experiences an adverse bleeding
event while taking anticoagulants, there is a 21% reduc-
tion in the odds of him or her prescribing anticoagula-
tion therapy to subsequent patients in the next 90 days.®
However, when a patient who does not take anticoagu-
lants has a stroke, there is no relevant change in sub-
sequent physician prescribing.® It seems we feel more
responsible when a treatment we have initiated results
in harm than when we have chosen not to intervene,
even though there might be a greater risk of indirect
harm and similarly serious consequences.

We tend to overestimate the risks of anticoagulation
therapy in patients with comorbidities, such as recurrent
falls or previous peptic ulcer. In a small qualitative study
involving 14 senior physicians, all participants given case
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vignettes chose not to start anticoagulation therapy in
an elderly patient, despite her 1-year stroke risk of 18%,
owing to her history of recurrent falls and concerns about
causing ICH.? Yet a Markov decision analytical model
suggested that a patient taking anticoagulants would
have to fall more than 294 times in a single year before
the risk of ICH outweighed the benefit of treatment, and,
indeed, risk of falls does not feature on the HAS-BLED
(hypertension with a systolic blood pressure >160 mm Hg,
abnormal renal or liver function, stroke [caused by bleed-
ing], bleeding, labile international normalized ratio,
elderly [age >65 y], drugs [acetylsalicylic acid or nonste-
roidal anti-inflammatory drugs] or alcohol [>8 drinks/wk])
risk of bleeding scoring system.!® Furthermore, if ICH is
a considerable concern, the already low risk of ICH with
warfarin is reduced by at least 50% with direct oral anti-
coagulants. The 2016 European Society of Cardiology
guidelines on the management of AF state the following:
“A high bleeding risk score should generally not result in
withholding oral anticoagulation. Rather, bleeding risk
factors should be identified and treatable factors cor-
rected.”'" We believe we are acting with beneficence in
protecting patients from the risks of anticoagulation ther-
apy, but unless we are objectively balancing both their
bleeding and stroke risk simultaneously, we are not mak-
ing an evidence-based decision.

The variation in treatment decisions means there is
unjustified variation of care for patients; the individual
GP that a patient with AF sees might be just as impor-
tant in determining if anticoagulation is initiated as the
patient’s overall stroke risk. This type of disparity exists
in many areas of medicine but rarely when the benefits
of treatment are so well established. Such variation also
affects the wider community. Strokes in association with
AF are larger, more disabling, and have a higher cost at
every time point after the event. Mavis went from inde-
pendent living to nursing home placement following her
stroke, and patients with disabling stroke often require
additional nursing, therapy, and social care, as well as
family support, which can have both psychological and
financial implications.

Physicians frequently cite patient preference when
anticoagulation therapy has not been started. However,
we might not be providing the correct information for
patients to make an informed decision if we struggle
to fully understand and objectively weigh this complex
balance of risks and benefits ourselves. Are we present-
ing information on risks and benefits in an easily under-
standable way, free from our own subjectivity to allow
patients to meaningfully participate in decision making?
As these decisions become more complex in an aging
population, with more comorbidities, polypharmacy, and
more anticoagulant treatment options available, is it
appropriate that we tend to err on the side of perceived
caution by choosing not to add in further medication

with well documented risks? Often in medicine contro-
versy lies in overmedicating and pressure to introduce
new treatment options where the benefits are not estab-
lished. Anticoagulation is an example of an extremely
cost-effective treatment that is being underused resulting
in harm to patients, their families, and the wider commu-
nity partly because of physicians’ and patients’ concerns
about its risk profile. We must get better at recognizing
that decisions to not treat patients can result in consid-
erable indirect harm, and so balance these risks against
the potential direct harms from treatment. This is par-
ticularly important where the risk-benefit balance is so
skewed toward benefit, as in not prescribing anticoagu-
lation therapy for AF when the risk of stroke is high.
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