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Objectives

1. Understand the basics of management of atrial 
fibrillation.
2. Effectively reduce the risk for older adults with 
atrial fibrillation.
3. Understand the current options for stroke risk 
reduction.

Case
83 y/o W with h/o HTN, DM, CRI and h/o GI 
Bleed presents with mild palpitations and is 
noted to be in atrial fibrillation (see EKG)
TTE shows normal LV size and function.  
There is aortic sclerosis and mitral annular 
calcification but normal valve function
TSH is normal, she has otherwise been well
How can you approach reducing her risk of 
adverse events?
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Stroke Risk Reduction
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Background

Background
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Background
Most common sustained arrhythmia
About 10% of 80 y/o

Age 40+, lifetime risk of ~25%

From asymptomatic to disabling
Palpitations, dyspnea, fatigue, decreased ex 
tolerance, anxiety
Heart failure

Prevalence of  Atrial Fibrillation and Atrial 
Flutter by Age and Sex
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Aging of the Population

U.S. Census Bureau.

Older adults with afib are different

High incidence and prevalence rates of AF
Higher thrombo-embolic and bleeding risks
More often permanent
Often have atypical symptoms and complaints
Under-diagnosed vs. younger patients
Are often fragile/frail, multiple cardiac & non-cardiac 
co-morbidities
Less sensitive to sympathetic effects on ventricular 
response rates in AF ( auto rate controlled )
More sensitive to pro-arrhythmic effects of drugs 
(decreased renal & hepatic function)
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Rate vs. Rhythm Control

Definition
Anticoagulation
Multiple trials have not shown a mortality 
benefit to a rhythm control strategy

Some patients are highly symptomatic, however

Rhythm Control

Anti-arrhythmic Drugs
Cardioversion
Ablation
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Ablation

Procedure done with catheters by an 
electrophysiologist
Not 100% effective
Older patients have higher risks for 
complications
While done as first line therapy for some, it is 
usually reserved for patients who opt to avoid 
anti-arrhythmic drugs or who don’t tolerate 
them (and are symptomatic from their afib)

Rate Control
Medications & Heart Rate Goals
Medications

Beta Blockers
Metoprolol, Carvedilol, Atenolol, Labetalol, Propranolol
Adverse Effects: May worsen lung disease, ?depression

Calcium Channel Blockers
Diltiazem, Verapamil
Adverse Effects: Constipation, Lower Extremity Edema

Digoxin
Not as effective, particularly w/ exercise
Narrow theraputic window
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Strict vs. Lenient Rate Control

IIa. A heart rate control (resting heart rate <80 
bpm) strategy is reasonable for symptomatic 
management of AF. (Level of Evidence: B) 

IIb. A lenient rate-control strategy (resting heart 
rate <110 bpm) may be reasonable as long as
patients remain asymptomatic and LV systolic 
function is preserved. (Level of Evidence: B) 
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It s the stroke, stupid
Stroke increases with age with and without Afib
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Afib is a Powerful Risk Factor for Stroke

Percentage of strokes attributable to AFib 
increases steeply from 1.5% at 50-59y to 23.5%
at 80-89y 
Nearly 50% of afib-related strokes occur in 
patients >75y
Other strong risk factors include: Prior 
stroke/TIA, DM, HTN, Heart Failure

Afib increases risk of stroke more than any 
other CV condition
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Anticoagulation Reduces Stroke Risk

SPAF: Stroke Prevention in Atrial Fibrillation; AFASAK: Copenhagen AFASAK Study; 
BAATAF: Boston Area Anticoagulation Trial for Atrial Fibrillation; and CAFA: Canadian Atrial 
Fibrillation Anticoagulation Study

AFib (Chen), NW GWEC Winter 2018 13



Underutilization of Anticoagulation
Estimates that only 30-50% of older patients without a 
contraindication to anticoagulation are receiving it

Survey of AF patients: 
44% of patients with AF 65-74y and 
11% of patients >75 y were treated (warfarin)

Among patients who were not anticoagulated in one series, a 
contraindication was present in 17%
Chart review of Medicare patients--warfarin prescribed in 
only 53% of patients with AF & prior stroke. 

Ideal candidates for anticoagulation w/ AF (increased risk of stroke 
& a low risk of bleeding)--only 62% were discharged from the 
hospital on warfarin

When all you change is the age
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Reasons given to withhold

Bleeding
Falls
Age/Life expectancy
Cognitive Impairment
Alcoholism
Compliance Concerns

Risk of Major Hemorrhage

1.2%/y 5 trials
Mean age 70

H/o peptic ulcer 13-fold
H/o NSAID use 3.8-fold
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What about the patient with a prior GI bleed?

Ulcer related GI bleeding recurrences have been 
reduced

Detection & treatment of H. Pylori
Treated patients are at no greater risk of re-bleeding

NSAID use, confers ongoing GI bleeding risk
PPI, misoprostal can reduce risk

What about the patient who has fallen?

Patients who fall are older, have more co-morbidities
But also have an increased risk of stroke
Retrospective analysis of 1245 Medicare beneficiaries 
with Afib & at high risk for falls

CHADS2 score  2, tx with 
warfarin was significantly 
protective against the 
endpoint of: out-of-hospital 
death or stroke hosp, MI, or 
hemorrhage
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Falls
A Markov decision model: Regardless of age or baseline 
risk of stroke, the risk of falling was not an important 
factor for determining the optimal antithrombotic 
therapy (i.e., aspirin, warfarin or no therapy)

33% of people >65 fall/y
Average number of falls (in fallers) is 1.8/y
Risk of SDH from falling in patients with Afib with an 
average risk of stroke (6% per year in the absence of 
anticoagulation) would have to fall ~300 times in a year for 
the risk of anticoagulation to outweigh benefits

Low CHADS2-Vasc patients*

Providers & Patients
Physicians underestimate stroke prevention by as much as 
22%
Physicians overestimate bleeding risk by as much as 670%
When Afib pts. 70-85 y educated on risk/benefits

61% chose warfarin
47% of those not on warfarin would have chosen it

Interview study of physicians and patients at high risk
Minimum number of strokes prevented (100 pts/2y) to justify 
warfarin was lower for patients than for physicians (1.8 vs. 2.5, 
p=0.009)
Maximum number of bleeds acceptable to patients (100 pts/2y) 
was higher than for physicians (17.4 vs. 10.3, p<0.001)
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Bleeding Risk Scores in Atrial 
Fibrillation

Apostolakis, S. JACC 2012;60:000. 2012 Jul 24. 

Clinical Characteristics Comprising the 
HAS-BLED Bleeding Risk Score
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Risk of major bleeding in NRAF participants on 
warfarin, by HEMORR2HAGES score

How best to approach patients?
In order to balance stroke and bleeding risk:

A. Calculate CHADS2-VASC score & the HAS-BLED risk 
score 

If CVA risk > Bleeding risk Rx a-coagulation
If CVA risk < Bleeding risk Ø Rx a-coagulation

B. Calculate CHADS2-VASC score & the HEMORR2HAGES 
risk score 

If CVA risk > Bleeding risk Rx a-coagulation
If CVA risk < Bleeding risk Ø Rx a-coagulation

C. Calculate CHADS2-VASC score and if  Rx a-coagulation, 
but if h/o bleeding make goal INR 1.5-2.0
D. Calculate CHADS2-VASC score and if  2 with a h/o 
bleeding Rx: ASA & Plavix
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Not so fast

The bleeding risk scores have poor predictive 
accuracy

Not so fast

HAS-BLED better than ATRIA or 
HEMORRHAGES at discriminating risk
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Anticoagulation

Warfarin
Novel/Direct/Target-specific oral 
anticoagulants (“NOAC/DOAC/TSOAC”)

DOAC/TSOACs Trials
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DOAC contraindicated/not preferable

Prosthetic heart valves
Pregnancy (LMWH)
Renal impairment, as discussed

Apixaban least renally dependent
Antiphospholipid antibody syndrome
When compliance is difficult/Multiple daily 
doses
Antidote “needed.” Dabigatran (idarucizumab)
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What about patients ineligible 
for anticoaguation?

e.g. Prior ICH, severe GI bleeding
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Other stroke risk reduction options

Left atrial appendage interventions 
How this fits into the treatment paradigm is 
somewhat uncertain

ESC 2016: weak recommendation for those with CI to 
oral anticoagulation
FDA: approved for those eligible for OA, with other 
indications for non-pharm tx (lifestyle, labile INR)
ACC/AHA/HRS 2014: Weak recommendation for LAA 
excision at the time of cardiac surgery. No 
recommendation on device closure

Blood Pressure Control Reduces ICH

Risk of spontaneous ICH is highly correlated with 
blood pressure
Randomized trial of > 6000 pts with prior CVA and a 
mean baseline BP of 147/86 mmHg
Reducing BP 9/4 mmHg decreased the annual rate of 
ICH by one-half (1.2 vs. 2.4%/y) 
Uncontrolled hypertension (ie, BP consistently 
>160/90mmHg) is a relative contraindication to 
anticoagulation with warfarin
Consider aggressive BP control in anticoagulated pts
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Other strategies to reduce risks
Close monitoring & lifestyle modification when using 
warfarin or other anticoagulants
Aggressive management of excessive anticoagulation with 
Warfarin
Control of HTN
Interventions to reduce the risk of falls
Avoid NSAIDs
Treatment of GI pathology (Ulcers, H. Pylori)
Close attention to patients with cognitive impairment

Take Home Points
Age is a potent RF for stroke with and without afib
Opportunity to practice shared decision making

Anti-thromboembolic strategies need to be 
individualized
Discuss patients values and prior experiences (e.g. 
family/friends)

Calculate risks (for those who like #s)
Anticoagulation is under-prescribed

Underestimation of benefits
Overestimation of risks

Decisions are not final
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Questions?
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