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ABSTRACT

Background: Atrial fibrillation (AF) is the most prevalent cardiac arrhythmia worldwide 
and is associated with an increased risk of thromboembolism, ischemic stroke, impaired 
quality of life, and mortality. The latest research that shows the prevalence and incidence 
of AF patients in Türkiye was the Turkish Adults’ Heart Disease and Risk Factors study, 
which included 3,450 patients and collected data until 2006/07.The Turkish Real Life Atrial 
Fibrillation in Clinical Practice (TRAFFIC) study is planned to present current prevalence 
data, reveal the reflection of new treatment and risk approaches in our country, and 
develop new prediction models in terms of outcomes.

Methods: The TRAFFIC study is a national, prospective, multicenter, observational 
registry. The study aims to collect data from at least 1900 patients diagnosed with 
atrial fibrillation, with the participation of 40 centers from Türkiye. The following 
data will be collected from patients: baseline demographic characteristics, medical 
history, vital signs, symptoms of AF, ECG and echocardiographic findings, CHADS2-
VASC2 and HAS-BLED (1-year risk of major bleeding) risk scores, interventional 
treatments, antithrombotic and antiarrhythmic medications, or other medications 
used by the patients. For patients who use warfarin, international normalized ratio 
levels will be monitored. Follow-up data will be collected at 6, 12, 18, and 24 months. 
Primary endpoints are defined as systemic embolism or major safety endpoints (major 
bleeding, clinically relevant nonmajor bleeding, and minor bleeding as defined by the 
International Society on Thrombosis and Hemostasis). The main secondary endpoints 
include major adverse cardiovascular events (systemic embolism, myocardial infarc-
tion, and cardiovascular death), all-cause mortality, and hospitalizations due to all 
causes or specific reasons.

Results: The results of the 12-month follow-up of the study are planned to be shared by 
the end of 2023.

Conclusion: The TRAFFIC study will reveal the prevalence and incidence, demographic 
characteristics, and risk profiles of AF patients in Türkiye. Additionally, it will provide 
insights into how current treatments are reflected in this population. Furthermore, risk 
prediction modeling and risk scoring can be conducted for patients with AF.

Keywords: Arrhythmias, atrial fibrillation/flutter, atrial fibrillation, bleeding, catheter 
ablation

INTRODUCTION

In the general adult population, atrial fibrillation (AF), which affects 2% of peo-
ple, is the most prevalent sustained cardiac arrhythmia.1 A systematic review that 
included 184 population-based studies from around the world estimated that 33.5 
million people had AF in 2010. However, the global prevalence of AF is thought to 
be much higher due to the scarcity of data from regions outside of Europe and 
North America and undiagnosed subclinical cases of AF.2

More than 6 million people have been diagnosed with AF in Europe alone, and the 
prevalence of the condition is expected to at least double over the next 50 years 
as the population ages. To determine the prevalence, progression, and mortal-
ity of chronic AF in the Turkish population, the Turkish Adults’ Heart Disease and 
Risk Factors (TEKHARF) study was carried out. The study estimated an annual 
incidence of 35 000 (22 000 in females) and a prevalence of 310 000 (200 000 in 

Can Yücel Karabay1   

Hakan Taşolar2   

Ayşegül Ülgen Kunak3   

Murat Çap4   

Mehmet Ali Astarcıoğlu5   

Taner Şen5   

Mehmet Kaplan6   

Muharrem Said Coşgun7   

Fahriye Vatansever Ağca8   

Uğur Arslan9   

Gönül Açıksarı10   

Fahri Er11   

Kadir Uğur Mert12   

Öner Özdoğan13   

Serhat Çalışkan14   

Ercan Akşit15   

Ahmet Seyda Yılmaz16   

Emrah Aksakal17   

Zeki Şimşek18   

Süleyman Çağan Efe18   

Gülşah Aktüre19   

Ferit Böyük20   

Özcan Başaran21   

Mehmet Ballı22   

Ahmet Oğuz Aslan23   

Gamze Babur Güler24   

Ulaankhuu Batgerel25   

Flora Özkalaycı26   

Bedri Caner Kaya27   

Batur Gönenç Kanar28   

Muammer Karakayalı29   

Emrah Erdoğan30   

Gürkan İş31   

Sedat Kalkan32   

Sinan Demirel32   

Uğur Aksu33   

Ümit Güray34   

Hasan Aydın Baş35   

Murat Gök36   

Mehmet Fatih Yılmaz1   

Barış Şimşek1   

Zeynep Kolak1   

Melih Öz1   

Utku Uluköksal1   

2

28

Copyright@Author(s) - Available online at anatoljcardiol.com.
Content of this journal is licensed under a Creative Commons Attribution-NonCommercial 
4.0 International License.



Karabay et al. Turkish Real Life Atrial Fibrillation in Clinical Practice Anatol J Cardiol 2024; 28(2): 87-93

88

females) for chronic AF after following 3450 participants (1707 males, 1743 females; 
mean age 5213) until the 2006-2007 screening.3

Atrial fibrillation can be defined as a global health problem due to its higher risk of 
stroke and thromboembolism, impaired quality of life, and its significant contribu-
tion to morbidity and mortality.4,5 Management strategies for AF, including thrombo-
prophylaxis, rate or rhythm control, and management of associated comorbidities, 
have rapidly evolved in the past 15 years.6-12 Additionally, in recent years, major evi-
dence is supporting the importance of active screening for asymptomatic AF and 
initiating appropriate treatment, including OAC therapy for thromboprophylaxis.13 
The impacts of ethnic differences on the risk of developing AF, thromboembolic risk, 
efficacy and safety of anticoagulant medications, and accessibility of these treat-
ments have been well characterized. It has been demonstrated that Caucasians 
have a higher prevalence of AF compared to other ethnic populations.14-16 Similarly, 
it suggests that individuals of Caucasian ethnicity with AF may be at higher risk for 
AF-related cardiovascular morbidity and mortality compared to non-white ethnic 
groups.17 Considering this evidence, the Turkish Real Life Atrial Fibrillation in Clinical 
Practice (TRAFFIC) study aims to investigate the frequency characteristics of AF, 
including its incidence and prevalence, as well as the variability of morbidity and mor-
tality indicators that may be caused by racial differences in the Turkish population 
compared to other populations. The study also aims to evaluate the adoption and 
implementation of novel treatment and risk approaches in current clinical practice. 
Ultimately, the study aims to develop new risk prediction models for risk stratification 
in patients with AF.

METHODS

The TRAFFIC study is a national, prospective, multicenter, observational registry. The 
study has been reviewed and approved by the Ethics Committee. Signed informed con-
sent forms will be obtained from all patients before their enrollment in the study.

Study Population
The study population will consist of consecutive patients presenting with AF in the car-
diology departments of the participating hospitals, whether they are hospitalized or 
receiving outpatient treatment. Additionally, patients in emergency or non-cardiology 
departments, but under the supervision of a cardiologist, will also be included. The inclu-
sion criteria are as follows: (1) being 18 years of age or older; (2) having an estimated life 
expectancy of more than 6 months; an (3) having a diagnosis of non-valvular AF (parox-
ysmal, persistent, or permanent). Patients with atrial flutter, those participating in other 
clinical studies, patients with valvular AF, and those with AF due to temporary causes 
will be excluded from the study.

Atrial fibrillation will be diagnosed if it is detected through an electrocardiogram (ECG) 
or a 24-hour Holter recording conducted during or within the 6 months before enrollment 
in the study. Additionally, patients with a confirmed diagnosis of AF in their medical his-
tory or those currently receiving treatment for AF will also be considered as having AF. 
The presence of AF on the ECG will be defined as the absence of discernible P waves 
and the presence of irregular RR intervals, without atrioventricular conduction abnor-
malities.18 During the 2 years following the commencement of data collection, all eligible 
patients meeting the criteria will be enrolled in the study without any maximum limit on 
the number of participants.

Study Centers
Subdivisions are selected according to geographical codes known as NUTS, which is 
known as the regional unit nomenclature for statistical purposes by the Statistical Office 
of the European Union (EUROSTAT).19The NUTS classification consists of 3 separate cate-
gories based on the country’s previous regional classification (NUTS-1), grouping regions 
with similar characteristics (NUTS-2), and population size (NUTS-3). The NUTS-2 regions 
are classified based on “shared socioeconomic and cultural characteristics, common 
social issues and problems, and similar geographic conditions.” Furthermore, EUROSTAT 
is considering conducting regional studies based on NUTS-2 regions. For these reasons, 
the selection of centers in the study was based on the NUTS-2 regions, aiming to include 
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40 centers with cardiology specialists and to reflect as much as possible the 26 NUTS-2 
regions of Türkiye (Figure 1).

DEFINITIONS AND ENDPOINTS

Diabetes mellitus is defined as having a fasting blood glucose level ≥126 mg/dL and/or a 
previous diagnosis of diabetes mellitus receiving medication treatment for diabetes or 
having a hemoglobin A1c level ≥6.5%. Hypertension is defined as having a systolic blood 
pressure ≥140 mm Hg or a diastolic blood pressure ≥90 mm Hg in at least 2 separate rest-
ing measurements or having a previous diagnosis of hypertension. Hypercholesterolemia 
is defined as having a fasting total cholesterol level >200 mg/dL or a low-density lipo-
protein (LDL) cholesterol level >130 mg/dL without the presence of conditions such as 
hypothyroidism or pregnancy. Additionally, individuals receiving treatment for hyper-
cholesterolemia are also included in this definition. Dyslipidemia is defined as hav-
ing a total cholesterol level ≥200 mg/dL (or an LDL cholesterol level ≥130 mg/dL) and/
or a triglyceride level ≥150 mg/dL and/or a HDL cholesterol level <40 mg/dL in men or 
<50 mg/dL in women without the presence of conditions such as hypothyroidism or preg-
nancy. Additionally, individuals who have been previously diagnosed with dyslipidemia 
or are receiving treatment for dyslipidemia are also included in this definition. Chronic 
kidney disease is defined as an estimated glomerular filtration rate <60 mL/min/1.73 m².

The CHA2DS2-VASc Thromboembolic Risk Assessment System calculates the total 
score by entering parameters such as age, gender, heart failure, hypertension, history 
of ischemic stroke/transient ischemic attac k/thr omboe mboli sm, history of vascular dis-
ease, and diabetes in an online calculator.9 The HAS-BLED bleeding risk score is calcu-
lated based on parameters including hypertension, renal dysfunction, liver dysfunction, 
history of stroke, prior bleeding or predisposition to bleeding, labile INR, age, drug usage 
contributing to bleeding risk, and alcohol usage.20

Primary endpoints have been defined as systemic thromboembolism (stroke, transient 
stroke, and peripheral embolism) and major safety endpoints (major bleeding, CRNM 
bleeding, or minor bleeding defined by ISTH). Secondary endpoints of the study included 
MACE (systemic embolism, myocardial infarction, and cardiovascular death), all-cause 
mortality, death related to heart failure, intracranial hemorrhage, sudden cardiac 
death, quality of life associated with AF, hospitalizations for all causes and reasons, 
outcomes related to anticoagulation use (type of anticoagulant therapy used, patient 
satisfaction level, time in therapeutic range for anticoagulation, reasons for discon-
tinuation, interruption, or modification of anticoagulation), AF-related interventions 

Figure 1. Study centers and cities divided by Nomenclature of Territorial Units for Statistics 2 classification.
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(transesophageal echocardiography, cardioversion, atrio-
ventricular node ablation, left atrial appendage closure, 
pacemaker implantation, cryoablation, or radiofrequency 
ablation), international normalized ratio (INR) values of 
patients using warfarin and fluctuations in INR values, mini-
mental test, and adherence and continuity of treatment 
used to treat stroke.

Baseline and Follow-Up Data
The baseline and follow-up data of patients will be obtained 
and documented through various methods, including clini-
cal visits, telephone interviews, archival records, and the 
Turkish Republic Health Ministry’s e-Pulse (e-Nabız) System. 
Researchers will have data and record it into internet-based 
electronic case reports. Data will be recorded in this report 
on a biannual basis, with follow-up assessments conducted 
1 year after enrollment for each participant. The data to be 
collected from patients during the baseline and each follow-
up period are specified in Table 1. Baseline data will include 
demographic characteristics, medical history, vital signs, AF 
symptoms, ECG and echocardiographic findings, CHADS2-
VASC2 and HAS-BLED risk assessment results, interven-
tional treatments, antithrombotic and antiarrhythmic drugs 
or other medications taken. For patients using warfarin, the 
INR level will be monitored. Follow-up data will be scanned 
and recorded at the 6th, 12th, 18th, and 24th months for each 
patient.

Data Management
All patient records uploaded to the system on electronic 
open reading frame will be automatically converted to 
Excel format and scanned for missing and incompatible 
data. In the presence of any inconsistency in the data, the 
coordinators will try to solve the problem by contacting 

the participants directly. After all, data are collected, they 
will be analyzed and evaluated by the study protocol and 
design.

Statistical Analysis and Sample Size Calculation
All statistical analyses will be performed with the R statis-
tical package (R statistical software, Institute for Statistics 
and Mathematics, Vienna, Austria). The median and inter-
quartile range will be used to present numerical variables, 
and percentages and numbers will be used to present cat-
egorical data. Clinical prediction models for primary and 
secondary outcomes will be developed (both descriptive and 
predictive modeling). When developing clinical prediction 
models, the candidate predictors to be included in the model 
must be clinically and biologically relevant and be associated 
with primary/secondary outcomes in previous studies, and 
the variables to be included in the model will be determined 
according to these principles. To develop a clinical model, the 
sample should be sufficiently large and the number of pre-
dictors sufficiently conservative. Specifically, there should 
be at least 10 patients ensuring endpoint (endpoint/df >10) 
relative to the degrees of freedom of the candidate predic-
tors included in the model. 

However, in cases where endpoint/df <10, the penalized 
regression method will be used along with conventional 
regression methods to reduce the risk of over-fitting. In 
addition, the numerical variables to be included in the model 
will be included as nonlinear parameters using restricted 
cubic splines. The relationship between primary/second-
ary outcomes and candidate predictors will be investigated 
using Cox proportional or logistic regression analysis, and 
the relationship between outcome and predictors will be 
shown by hazard or odds ratio. Calibration will be evalu-
ated by plotting the observed result on the y-axis and the 
predicted result on the x-axis for internal model validation 
and performance. Deviations from the 45-degree line will 
indicate bias for the predicted outcome. To evaluate the 
relationship between observed outcomes and predicted 
outcomes, the Loess algorithm will be used. The model’s 
discrimination will be assessed by calculating the c-index. 
For sample size calculation, it is known from the previously 
published RELY21, ROCKET-AF12, ARISTOTLE10 and ENGAGE11 
studies that the estimated probability of realization of the 
primary outcome in AF patients is around 2%-3%/year. It is 
anticipated that patients will be included in the study for 2 
years and the estimated mean follow-up period will be 1.2 
years. When a conservative Cox–Snell adjusted R2 value of 
0.05 is selected, and considering the inclusion of approxi-
mately 10 predictors in the statistical model with a shrink-
age factor of 0.9, the estimated sample size is approximately 
1750 patients.22 Considering the patients lost to follow-up 
and losses, the minimum required sample volume of 1900 
patients is necessary. However, to utilize both time and cost 
more efficiently, 2 interim analyses are planned (after 500 
and 1000 patients). In the interim analyses, if the expected 
primary event rates are significantly less or more than 3%, 
the number of patients to be included and/or the follow-up 
period can be redetermined, and the sample size will be cal-
culated again.

Table 1. Data to Be Collected From Patients at the First 
Assessment and at Each Follow-Up

Base
6 

months
12 

months
18 

months
24 

months

Include or not x

Demographics x

Medical history x

Vital signs x x x x x

AF symptoms x x x x x

ECG–ECHO 
laboratory

x x x

Risk assessment x x x

Interventional 
treatments

x x x x x

Antiplatelet x x x x x

Antiarrhythmics x x x x x

Other 
treatments

x x x x x

INR x x x x x

Endpoints x x x x

Approval x
ECG, electrocardiogram; ECHO, echocardiography; INR, international 
normalized ratio.
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DISCUSSION

The TRAFFIC study is designed to be the largest study ever 
conducted in Türkiye, showing the prevalence and risk pro-
file, as well as their treatment management and outcomes. 
Additionally, through predictive modeling, effective risk 
assessment models can be developed for primary and sec-
ondary endpoints in this patient population.

The first cohort study conducted in Türkiye on this subject 
was the TEKHARF study, which was conducted with a total 
of 3450 participants until 2006-2007.3 According to the data 
of the TEKHARF study, the mean survival was 5-9 years, and 
the mortality rate was 6.8 per 100 person-years. It has been 
reported that a quarter of the total deaths are caused by 
ischemic stroke in the Turkish population, where AF is more 
common without statistical significance in women, unlike in 
Western societies.

The impacts of ethnic differences on the risk of AF, patients’ 
thromboembolic risk profile, the safety of vitamin K antag-
onists (VKA), and access to various AF treatments have 
been well characterized. Numerous population-based 
and other studies have shown a higher prevalence of AF in 
Caucasians compared to other ethnic groups.14-16 The avail-
able data suggest that Caucasians with AF may be more 
vulnerable to AF-related cardiovascular morbidity and 
mortality compared to non-white ethnic groups.17 However, 
AF-related outcome rates in the ORBIT-AF registry were 
similar among white, black, and Hispanic AF patients, sug-
gesting that AF treatment may reduce ethnicity-related 
differences in outcomes.23 Recent data suggest a higher 
annual risk of ischemic stroke in Asian patients with AF 
compared to non-Asian individuals, both in non-anticoag-
ulated 24,25 and in anticoagulated10-12,26 patients. Standard 
doses of NOACs have been found to be more effective 
and safer in Asians than in non-Asians, while low-dose 
NOACs show similar effects in both populations.27 African 
Americans have a lower likelihood of receiving VKA, require 
higher warfarin doses to maintain therapeutic anticoagula-
tion,28 and have a greater risk of intracranial hemorrhage 
compared to Caucasians. African-American and Hispanic 
patients are treated with rate control more frequently and 
are less likely to undergo AF catheter ablation compared to 
Caucasians.29 In a subgroup analysis of the Atrial Fibrillation 
Follow-up Investigation of Rhythm Management study, 
Hispanics and whites had a higher 5-year survival in the rate 
control arm, whereas blacks had similar survival in both the 
rate and rhythm control arm.30 Data on ethnic differences 
in AF-related quality of life and cognitive impairment are 
lacking. Guideline-based AF treatment has been shown to 
improve outcomes,31,32 but the management of patients with 
AF in clinical practice may sometimes differ from evidence-
based recommendations. The idea of systematically col-
lecting current data on the management and treatment of 
AF in different regions of Türkiye with the aim of evaluating 
AF management in clinical practice has been considered for 
many years but has not been fully realized. The first Turkish 
study of AF management was obtained from the cohort of 
the TEKHARF study, which was followed up until 2006-2007. 

Since then, both the introduction of new treatments and 
methods in AF patient management and the need for 
treatment according to new risk scores (CHA2DS2-VASc 
and HAS-BLED scores) have necessitated a more compre-
hensive patient registry study. The precise data regarding 
health-care costs associated with AF in our country are not 
known. To uncover these data, there is a need for such a reg-
istry study.

As of today, multiple risk prediction models and scoring 
systems have been developed for assessing outcomes in 
patients with AF. There are numerous studies in the lit-
erature that compare these scoring systems, and they 
have shown varying results in terms of superiority. One of 
these is the CHA2DS2-VASc scoring system, which allows 
for the calculation of ischemic stroke risk and enables the 
selection of appropriate treatment management. The 
ATRIA Stroke risk scoring, which was developed later, 
has been reported to have a higher discriminative abil-
ity than CHA2DS2-VASc in determining ischemic stroke33 
(c-index = 0.712 vs. 0.697). The HAS-BLED score has been 
shown to be a good predictor not only of bleeding risk but 
also of cardiovascular events and mortality in patients 
with AF.34 A study has also reported that the HATCH scor-
ing system, which consists of hypertension, age, transient 
ischemic attack or stroke, chronic obstructive pulmonary 
disease, and heart failure, compared to CHA2DS2-VASc, 
has a higher capacity to predict mortality in patients with 
AF.35 According to a network meta-analysis of studies 
comparing ATRIA, CHADS2, CHA2DS2-VASc, HAS-BLED, 
HATCH and ORBIT risk scores in terms of predicting mor-
tality outcome in patients with AF, CHA2DS2-VASc was 
found to have the highest negative predictive value and 
the highest predictive value.36 As previously mentioned, 
it is known that demographic characteristics have a sig-
nificant impact on the treatment response and outcomes 
in AF. Therefore, we believe that developing a prediction 
risk-scoring system on a large-scale population in our 
country, accompanied by current data, would be benefi-
cial for the management of patients.

Study Limitations
The major limitation of the study is that not all centers with 
cardiology clinics could participate in the study. However, the 
selection of centers was done in accordance with the recom-
mended regional distribution based on NUTS-2 regions, so it 
is not expected to have a significant impact on the results. 
Another limitation is that the participants who collected 
data for the study did not have similar levels of facilities and 
experience. It should be kept in mind that there may be unac-
counted factors in the modeling process.

CONCLUSION

The AF registry study, covering a period of 2 years, provides us 
a timely assessment of the adoption and implementation of 
new therapeutic and risk approaches in clinical practice with 
valuable insights into the contemporary management of AF 
in accordance with the guidelines. Assessment of adherence 
to guidelines will allow targeted educational programs to 
improve practice. Furthermore, using prediction modeling, 
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risk-scoring systems for primary and secondary endpoints 
could be developed with proven efficacy in AF patients.

Ethics Committee Approval: The study was conducted in accord-
ance with the Declaration of Helsinki, and the protocol was approved 
by Republic of Türkiye Ministry of Health and the Ethics Committee 
of Haydarpaşa Numune Training and Research Hospital (March 29, 
2021, HNEAH-KAEK 2019/KK/150).

Informed Consent: All subjects gave their informed consent for 
inclusion before they participated in the study.

Peer-review: Externally peer-reviewed.

Author Contributions: Concept – C.Y.K., İ.H.T.; Design – C.Y.K., İ.H.T.; 
Supervision – C.Y.K., İ.H.T.; Resources – C.Y.K., H.T., A.Ü.K., M.Ç., 
M.A.A., T.Ş., M.K., M.S.C., F.V.A., U.A., G.A., F.E., K.U.M., Ö.Ö., S.Ç., 
E.A., A.S.Y., E.A., Z.Ş., S.Ç.E., G.A., F.B., Ö.B., M.B., A.O.A., G.B.G., 
U.B., F.Ö., B.C.K., B.G.K., M.K., E.E., G.İ., S.K., S.D., U.A., Ü.G., H.A.B., 
M.G., M.F.Y., B.Ş., Z.K., M.Ö., U.U., H.E.K., G.Ç., F.K., A.C.N., R.Ç., F.Ş., 
İ.H.T.; Materials – C.Y.K., H.T., A.Ü.K., M.Ç., M.A.A., T.Ş., M.K., M.S.C., 
F.V.A., U.A., G.A., F.E., K.U.M., Ö.Ö., S.Ç., E.A., A.S.Y., E.A., Z.Ş., S.Ç.E., 
G.A., F.B., Ö.B., M.B., A.O.A., G.B.G., U.B., F.Ö., B.C.K., B.G.K., M.K., 
E.E., G.İ., S.K., S.D., U.A., Ü.G., H.A.B., M.G., M.F.Y., B.Ş., Z.K., M.Ö., 
U.U., H.E.K., G.Ç., F.K., A.C.N., R.Ç., F.Ş., İ.H.T.; Data Collection and/or 
Processing – C.Y.K., H.T., A.Ü.K., M.Ç., M.A.A., T.Ş., M.K., M.S.C., 
F.V.A., U.A., G.A., F.E., K.U.M., Ö.Ö., S.Ç., E.A., A.S.Y., E.A., Z.Ş., S.Ç.E., 
G.A., F.B., Ö.B., M.B., A.O.A., G.B.G., U.B., F.Ö., B.C.K., B.G.K., M.K., 
E.E., G.İ., S.K., S.D., U.A., Ü.G., H.A.B., M.G., M.F.Y., B.Ş., Z.K., M.Ö., 
U.U., H.E.K., G.Ç., F.K., A.C.N., R.Ç., F.Ş., İ.H.T.; Analysis and/or 
Interpretation – C.Y.K., H.T., A.Ü.K., M.Ç., M.A.A., T.Ş., M.K., M.S.C., 
F.V.A., U.A., G.A., F.E., K.U.M., Ö.Ö., S.Ç., E.A., A.S.Y., E.A., Z.Ş., S.Ç.E., 
G.A., F.B., Ö.B., M.B., A.O.A., G.B.G., U.B., F.Ö., B.C.K., B.G.K., M.K., 
E.E., G.İ., S.K., S.D., U.A., Ü.G., H.A.B., M.G., M.F.Y., B.Ş., Z.K., M.Ö., 
U.U., H.E.K., G.Ç., F.K., A.C.N., R.Ç., F.Ş., İ.H.T.; Literature Search – 
C.Y.K., H.T., A.Ü.K., M.Ç., M.A.A., T.Ş., M.K., M.S.C., F.V.A., U.A., G.A., 
F.E., K.U.M., Ö.Ö., S.Ç., E.A., A.S.Y., E.A., Z.Ş., S.Ç.E., G.A., F.B., Ö.B., 
M.B., A.O.A., G.B.G., U.B., F.Ö., B.C.K., B.G.K., M.K., E.E., G.İ., S.K., 
S.D., U.A., Ü.G., H.A.B., M.G., M.F.Y., B.Ş., Z.K., M.Ö., U.U., H.E.K., G.Ç., 
F.K., A.C.N., R.Ç., F.Ş., İ.H.T.; Writing – C.Y.K., İ.H.T.; Critical Review – 
C.Y.K., İ.H.T.

Acknowledgment: We acknowledge and thank İsmail Şahin MD 
(Nevşehir State Hospital, Cardiology), Gökhan Gözübüyük MD 
(Malatya Training Research Hospital, Cardiology), Şükrü Çetin MD 
(Sancaktepe Şehit Prof. Dr. İlhan Varank Training and Research 
Hospital, Cardiology), Ahmet Yılmaz MD (Karaman Training and 
Research Hospital, Cardiology) for their great contributions in col-
lecting data.

Declaration of Interests: The authors have no conflict of interest to 
declare.

Funding: The authors declared that this study has received no finan-
cial support.

REFERENCES

1. Chugh SS, Havmoeller R, Narayanan K, et al. Worldwide epide-
miology of atrial fibrillation: A Global Burden of Disease 2010 
Study. Circulation. 2014;129(8):837-847. [CrossRef]

2. Lip GYH, Lane DA. Stroke prevention in atrial fibrillation: A sys-
tematic review. JAMA. 2015;313(19):1950-1962. [CrossRef]

3. Uyarel H, Onat A, Yüksel H, Can G, Ordu S, Dursunoğlu D. Inci-
dence, prevalence, and mortality estimates for chronic atrial 

fibrillation in Turkish adults. Turk Kardiyol Dern Ars. 
2008;36(4):214-222.

4. Freedman  B, Potpara  TS, Lip  GYH. Stroke prevention in atrial 
fibrillation. Lancet. 2016;388(10046):806-817. [CrossRef]

5. Lip  GYH, Tse  H-F. Management of atrial fibrillation. Lancet. 
2007;370(9587):604-618. [CrossRef]

6. Piccini  JP, Fauchier  L. Rhythm control in atrial fibrillation. Lan-
cet. 2016;388(10046):829-840. [CrossRef]

7. Van Gelder IC, Rienstra M, Crijns HJGM, Olshansky B. Rate con-
trol in atrial fibrillation. Lancet. 2016;388(10046):818-828. 
[CrossRef]

8. Authors/Task Force M, Camm  AJ, Lip  GYH, et  al. 2012 focused 
update of the ESC Guidelines for the management of atrial 
fibrillation: An update of the 2010 ESC Guidelines for the man-
agement of atrial fibrillation Developed with the special contri-
bution of the European Heart Rhythm Association. Eur Heart J 
2012;33:2719-2747.

9. Hindricks  G, Potpara  T, Dagres  N, et  al. ESC Guidelines for the 
diagnosis and management of atrial fibrillation developed in 
collaboration with the European Association for Cardio-Tho-
racic Surgery (EACTS): the Task Force for the diagnosis and 
management of atrial fibrillation of the European Society of 
Cardiology (ESC) Developed with the special contribution of the 
European Heart Rhythm Association (EHRA) of the ESC. Eur 
Heart J 2021. 2020;42:373-498.

10. Goto S, Zhu J, Liu L, et al. Efficacy and safety of Apixaban com-
pared with warfarin for stroke prevention in patients with atrial 
fibrillation from East Asia: A subanalysis of the Apixaban for 
reduction in stroke and other thromboembolic events in atrial 
fibrillation (Aristotle) trial. Am Heart J. 2014;168(3):303-309. 
[CrossRef]

11. Yamashita T, Koretsune Y, Yang Y, et al. Edoxaban vs. warfarin in 
East Asian Patients with atrial fibrillation – an ENGAGE AF-TIMI 
48 subanalysis –. Circ J. 2016;80(4):860-869. [CrossRef]

12. Wong KSL, Hu DY, Oomman A, et al. Rivaroxaban for stroke pre-
vention in East Asian patients from the ROCKET AF trial. Stroke. 
2014;45(6):1739-1747. [CrossRef]

13. Freedman B, Camm J, Calkins H, et al. Screening for atrial fibril-
lation: A Report of the AF-SCREEN International Collaboration. 
Circulation. 2017;135(19):1851-1867. [CrossRef]

14. Lip GYH, Brechin CM, Lane DA. The global burden of atrial fibril-
lation and stroke: A systematic review of the epidemiology of 
atrial fibrillation in regions outside North America and Europe. 
Chest. 2012;142(6):1489-1498. [CrossRef]

15. Dewland TA, Olgin JE, Vittinghoff E, Marcus GM. Incident atrial 
fibrillation among Asians, Hispanics, blacks, and whites. Circu-
lation. 2013;128(23):2470-2477. [CrossRef]

16. Lipworth  L, Okafor  H, Mumma  MT, et  al. Race-specific impact 
of atrial fibrillation risk factors in blacks and whites in the 
southern community cohort study. Am J Cardiol. 2012;110(11): 
1637-1642. [CrossRef]

17. Magnani JW, Norby FL, Agarwal SK, et al. Racial differences in 
atrial fibrillation-related cardiovascular disease and mortality: 
the atherosclerosis risk in communities (ARIC) study. JAMA Car-
diol. 2016;1(4):433-441. [CrossRef]

18. Hindricks  G, Potpara  T, Dagres  N, et  al. ESC Guidelines for the 
diagnosis and management of atrial fibrillation developed in 
collaboration with the European Association for Cardio-Tho-
racic Surgery (EACTS): the Task Force for the diagnosis and 
management of atrial fibrillation of the European Society of 
Cardiology (ESC) Developed with the special contribution of the 
European Heart Rhythm Association (EHRA) of the ESC. Eur 
Heart J. 2020;42:373-498.



Anatol J Cardiol 2024; 28(2): 87-93  Karabay et al. Turkish Real Life Atrial Fibrillation in Clinical Practice

93

19. Wikipedia Contributors. A. NUTS statistical regions of Turkey. 
Wikipedia, The Free Encyclopedia; 2023.

20. Pisters  R, Lane  DA, Nieuwlaat  R, de Vos  CB, Crijns  HJGM, 
Lip  GYH. A novel user-friendly Score (HAS-BLED) to assess 
1-year risk of major bleeding in patients with atrial fibrillation: 
the euro heart survey. Chest. 2010;138(5):1093-1100. [CrossRef]

21. Connolly  SJ, Wallentin  L, Ezekowitz  MD, et  al. The long-term 
multicenter observational study of dabigatran treatment in 
patients with atrial fibrillation (RELY-ABLE) study. Circulation. 
2013;128(3):237-243. [CrossRef]

22. Riley  RD, Ensor  J, Snell  KIE, et  al. Calculating the sample size 
required for developing a clinical prediction model. BMJ. 
2020;368:m441. [CrossRef]

23. Golwala  H, Jackson  LR, Simon  DN, et  al. Racial/ethnic differ-
ences in atrial fibrillation symptoms, treatment patterns, and 
outcomes: insights from Outcomes Registry for Better Informed 
Treatment for atrial fibrillation Registry. Am Heart J. 2016;174:29-
36. [CrossRef]

24. Siu CW, Lip GYH, Lam KF, Tse HF. Risk of stroke and intracranial 
hemorrhage in 9727 Chinese with atrial fibrillation in Hong 
Kong. Heart Rhythm. 2014;11(8):1401-1408. [CrossRef]

25. Chao  TF, Wang  KL, Liu  CJ, et  al. Age threshold for increased 
stroke risk among patients with atrial fibrillation: A Nationwide 
Cohort Study From Taiwan. J Am Coll Cardiol. 2015;66(12):1339-
1347. [CrossRef]

26. Hori  M, Connolly  SJ, Zhu  J, et  al. Dabigatran versus warfarin: 
Effects on ischemic and hemorrhagic strokes and bleeding in 
Asians and non-Asians with atrial fibrillation. Stroke. 
2013;44(7):1891-1896. [CrossRef]

27. Wang KL, Lip GYH, Lin SJ, Chiang CE. Non–vitamin K antagonist 
oral anticoagulants for stroke prevention in Asian patients with 
nonvalvular atrial fibrillation: Meta-Analysis. Stroke. 
2015;46(9):2555-2561. [CrossRef]

28. Perera MA, Cavallari LH, Limdi NA, et al. Genetic variants asso-
ciated with warfarin dose in African-American individuals: a 

genome-wide association study. Lancet. 2013;382(9894):790-
796. [CrossRef]

29. Patel N, Deshmukh A, Thakkar B, et al. Gender, race, and health 
insurance status in patients undergoing catheter ablation for 
atrial fibrillation. Am J Cardiol. 2016;117(7):1117-1126. [CrossRef]

30. Bush  D, Martin  LW, Leman  R, Chandler  M, Haywood  LJ, NHLBI 
AFFIRM Investigators. Atrial fibrillation among African Ameri-
cans, Hispanics and Caucasians: clinical features and outcomes 
from the AFFIRM trial. J Natl Med Assoc. 2006;98(3):330-339.

31. Gorin L, Fauchier L, Nonin E, Charbonnier B, Babuty D, Lip GYH. 
Prognosis and guideline-adherent antithrombotic treatment in 
patients with atrial fibrillation and atrial flutter: implications of 
undertreatment and overtreatment in real-life clinical practice; 
the Loire valley atrial fibrillation project. Chest. 2011;140(4):911-
917. [CrossRef]

32. Nielsen PB, Larsen TB, Skjøth F, Overvad TF, Lip GY. Stroke and 
thromboembolic event rates in atrial fibrillation according to 
different guideline treatment thresholds: a nationwide cohort 
study. Sci Rep. 2016;6:27410. [CrossRef]

33. Aspberg  S, Chang  Y, Singer  D. Abstract 18538: The ATRIA stroke 
risk score predicts ischemic stroke better than CHADS2 and 
CHA2DS2-VASc in a large Swedish cohort of patients with atrial 
fibrillation. Circulation. 2014;130(suppl 2):A18538-A18538. [CrossRef]

34. Gallego  P, Roldán  V, Torregrosa  JM, et  al. Relation of the HAS-
BLED bleeding risk score to major bleeding, cardiovascular events, 
and mortality in anticoagulated patients with atrial fibrillation. 
Circ Arrhythm Electrophysiol. 2012;5(2):312-318. [CrossRef]

35. Hu WS, Lin CL. Comparisons of Hatch, HAVOC and CHA2DS2-
VASc scores for all-cause mortality prediction in atrial fibrilla-
tion: a real-world evidence study. Postgrad Med J. 2023; 
99(1170):326-332. [CrossRef]

36. Proietti M, Farcomeni A, Romiti GF, et al. Association between 
clinical risk scores and mortality in atrial fibrillation: systematic 
review and network meta-regression of 669,000 patients. Eur J 
Prev Cardiol. 2020;27(6):633-644. [CrossRef]


