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Atrial fibrillation (AF) is the most common clin-
ically significant cardiac arrhythmia, diagnosed
in approximately 1% of the general popula-

tion.1 It is estimated that AF currently affects more

than 2 million people in the United States and more
than 4 million across the European Union, with the
number of US patients with AF estimated to increase
2.5-fold by the year 2050.1,2

Original research

Anticoagulant Use for Prevention of
Stroke in a Commercial Population 
with Atrial Fibrillation
aarti a. Patel, PharmD, MBa; Barb lennert, rn, Bsn, MaOM; Brian Macomson, PharmD; Winnie W. 
nelson, PharmD; gary M. Owens, MD; samir h. Mody, PharmD, MBa; Jeff schein, DrPh, MPh

Background: Atrial fibrillation (AF) is the most common sustained cardiac arrhythmia, and

patients with AF are at an increased risk for stroke. Thromboprophylaxis with vitamin K antag-

onists reduces the annual incidence of stroke by approximately 60%, but appropriate throm-

boprophylaxis is prescribed for only approximately 50% of eligible patients. Health plans may

help to improve quality of care for patients with AF by analyzing claims data for care improve-

ment opportunities.

Objectives: To analyze pharmacy and medical claims data from a large integrated commer-

cial database to determine the risk for stroke and the appropriateness of anticoagulant use

based on guideline recommendations for patients with AF.

Methods: This descriptive, retrospective claims data analysis used the Anticoagulant Quality

Improvement Analyzer software, which was designed to analyze health plan data. The data

for this study were obtained from a 10% randomly selected sample from the PharMetrics

Integrated Database. This 10% sample resulted in almost 26,000 patients with AF who met

the inclusion criteria for this study. Patients with a new or existing diagnosis of AF between

July 2008 and June 2010 who were aged ≥18 years were included in this analysis. The fol-

low-up period was 1 year. Demographics, stroke risk level (CHADS2 and CHA2DS2-VASc

scores), anticoagulant use, and inpatient stroke hospitalizations were analyzed through the

analyzer software. 

Results: Of the 25,710 patients with AF (CHADS2 score 0-6) who were eligible to be included

in this study, 9093 (35%) received vitamin K antagonists and 16,617 (65%) did not receive any

anticoagulant. Of the patients at high risk for stroke, as predicted by CHADS2, 39% received

an anticoagulant medication. The rates of patients receiving anticoagulant medication varied

by age-group—16% of patients aged <65 years, 22% of those aged 65 to 74 years, and 61%

of elderly ≥75 years. Among patients hospitalized for stroke, only 28% were treated with an

anticoagulant agent in the outpatient setting before admission.

Conclusions: Our findings support the current literature, indicating that many patients with

AF are not receiving appropriate thromboprophylaxis to counter their risk for stroke. Increased

use of appropriate anticoagulation, particularly in high-risk patients, has the potential to reduce

the incidence of stroke along with associated fatalities and morbidities.
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AF is a powerful independent risk factor for stroke.
Patients with AF are estimated to have a 5-fold greater
risk for stroke than those without AF,3 and AF is
thought to have a causative role in approximately 20%
of all strokes.4 The individual stroke risk may be esti-
mated using the CHADS2 (C = congestive heart fail-
ure, H = hypertension, A = age, D = diabetes, and S2 =
stroke/transient ischemic attack) or CHA2DS2-VASc (C
= congestive heart failure/left ventricular dysfunction, H
= hypertension, A2 = age [≥75 years], D = diabetes, S2 =
stroke/transient ischemic attack, V = vascular disease, A
= age 65-74 years, and Sc = sex category) classification
schemes; classification is based on patient characteris-
tics, with higher scores corresponding to a higher risk for
stroke.5,6

The prevalence of AF rises with increasing age. In
patients aged <55 years, the prevalence is approximate-
ly 0.1%, but this increases to 9.0% in persons aged ≥80
years.1 The cost of treating AF places a significant bur-

den on the healthcare system.7 In 2005, the annual total
direct cost of treating patients with AF was estimated to
be $6.65 billion.8 This figure, however, is dwarfed by the
costs of treating stroke; in 2010, the combined direct
and indirect cost of stroke in the United States was esti-
mated to be $73.7 billion.9 The mean individual life-
time cost of ischemic stroke in the United States is esti-
mated to be $140,048.9

Thromboprophylaxis is the mainstay of stroke pre-
vention in patients with AF. Based on clinical practice
guidelines published by the American College of Cardi -
ology, the American Heart Association, the American
College of Chest Physicians, and the European Society
of Cardiology, patients with AF should generally receive
an anticoagulant (usually a vitamin K antagonist) or
antiplatelet regimen (usually acetylsalicylic acid),
depending on their risk for stroke and serious bleed-
ing.2,7,10-12 Long-term therapy with a vitamin K antagonist
can reduce the risk for stroke by between 62% and 68%
in patients with nonvalvular AF.13,14

Despite the availability of appropriate prophylaxis,
thromboprophylaxis is prescribed for only approxi-
mately 50% of all eligible patients with AF.15 There is a
clear need to improve the quality of care for these
patients. Current quality measures for providers of
treatment for AF broadly assess adherence to 3 primary
areas of stroke prevention16:
1. The use of pharmacologic therapy
2. Assessment of risk factors for thromboembolism and

disease progression
3. Maintenance of anticoagulant therapy within rec-

ommended international normalized ratios (INRs).
Health plans may be able to improve quality of care

by using available software to analyze the plan’s claims
data; the results may help decision makers identify prac-
tice patterns among plan clinicians and members, as well
as potential opportunities to improve treatment by iden-
tifying members’ stroke risk level, those not receiving
appropriate, that is, guideline-based, thromboprophylax-
is, and/or patients who are not being properly monitored
for bleeding risk while taking an oral anticoagulant.
Once identified, health plans can design patient and
provider quality improvement interventions aimed at
improving care for these at-risk populations.

The purpose of this study was to analyze pharmacy
and medical claims data using AF-specific software to
determine the risk for stroke and guideline-recommend-
ed use of anticoagulant therapy in a population of
patients with a new diagnosis of AF.

Methods
Data Source

The claims data were obtained from the PharMetrics
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KEY POINTS
➤ Atrial fibrillation (AF) is responsible for approx i -

mately 20% of all strokes; stroke is the third most
common cause of US deaths. 

➤ Current guidelines for stroke prevention recommend
thromboprophylaxis for all patients with AF who are
at high risk for stroke.

➤ Appropriate thromboprophylaxis is the mainstay of
stroke prevention, resulting in approximately 60%
ischemic stroke risk reduction. 

➤ In this claims data analysis, however, 65% of
patients with AF did not have claims for
anticoagulant therapy; the rate was only slightly
lower (61%) among patients at high risk for stroke,
with only 39% receiving anticoagulation therapy.

➤ Age played some role in the rate of anticoagulation
use: only 16% of patients with AF under age 65
years had claims for an anticoagulant agent
compared with 22% for those aged 65 to 74 years
and 61% among those aged ≥75 years.

➤ These findings echo previous findings in the medical
literature, suggesting a significant underutilization of
anticoagulation therapy in people with AF. 

➤ Although the cost of treating AF is significant—
amounting to an estimated $6.65 billion direct cost
in 2005—this amount is dwarfed by the treatment of
stroke, which in 2010 was estimated at $73.7 billion
for direct and indirect costs.   

➤ Quality of care in this patient population can be
improved by using software designed to analyze
claims data to identify practice patterns and ways to
improve treatment adherence.



Integrated Database from July 2008 to June 2010 (IMS
Health, Inc; Danbury, CT). This deidentified database
includes medical and pharmacy claims of patients
enrolled by commercial insurers in the United States.
The PharMetrics Integrated Database includes inpatient
and outpatient claims, diagnoses, and procedures based
on the International Classification of Diseases, Ninth
Revision (ICD-9); Current Procedural Terminology, Fourth
Edition codes; and retail and mail-order pharmacy claims
in excess of 70 million individuals from more than 100
health plans.17

Study Design and Tools 
This study is a descriptive, retrospective claims analy-

sis conducted using the Anticoagulant Quality Improve -
ment Analyzer software, a condition-specific software
tool designed to evaluate population characteristics,
population health risks, and appropriateness of medica-
tion use by allowing health plans to upload their phar-
macy and medical claims data via a simple point-and-
click method. A randomly selected 10% sample of
patients from the PharMetrics Integrated Database was
analyzed in this study by using this automated Health
Insurance Portability and Accountability Act–compli-
ant software tool to produce results for a series of prede-
termined and user-defined measures and to generate
actionable, patient/prescriber-level, overall sample-spe-
cific reports. A 10% sample of this database was deemed
sufficient to provide an appropriate number of patients
to accurately represent treatment patterns within the
population of patients with AF; indeed, nearly 26,000
patients with AF who met the inclusion criteria for this
study were identified in this 10% sample. 

Inclusion Criteria
Patients were included in the analysis if they met all

of the following inclusion criteria: 
•  Their information was in the PharMetrics Integrated

Database between July 2008 and June 2010
•  They had a follow-up period of 12 months after AF

diagnosis 
•  They were aged ≥18 years
•  They had ≥1 primary or secondary diagnoses of AF
•  Their pharmacy and medical claims were both record-

ed in the database.

Variable Descriptions
Comorbidities were identified using ICD-9 Clinical

Modification diagnosis codes (Table 1).18 Measurements
of stroke risk were based on the CHADS2 and
CHA2DS2-VASc scoring systems.

Using the CHADS2 system, each patient was assigned
1 point for each of the following factors: presence of con-

gestive heart failure (CHF), presence of hypertension (ie,
systolic blood pressure [BP] >160 mm Hg), age ≥75 years,
and presence of diabetes. Two points were assigned for a
history of stroke or transient ischemic attack (TIA).

The CHA2DS2-VASc system is another risk factor–
based schema for predicting stroke and thromboem-
bolism in patients with AF. It incorporates additional
risk factors that are not included in CHADS2. In a vali-
dation study, CHA2DS2-VASc was found to be superior
to CHADS2 in differentiating patients with high-risk
AF from those with low-risk AF.6

Using the CHA2DS2-VASc system, each patient in the
present study was assigned 1 point for each of the follow-
ing factors: the presence of CHF/left ventricular dysfunc-
tion; age 65 to 74 years; presence of hypertension (systolic
BP >160 mm Hg), diabetes, or vascular disease (coronary
artery disease, acute myocardial infarction, peripheral
artery disease, aortic plaque); and female sex. Two points
were assigned for each of the following factors: age ≥75
years and history of stroke, TIA, and thromboembolism. 

Patients with AF were subsequently assigned to 1 of
the following categories based on their risk factors for
stroke, using both stroke risk assessment scoring sys-
tems: low risk (0 points), moderate risk (1 point), or
high risk (≥2 points).

Outcomes
Prescribing patterns and outcomes were assessed dur-

ing the 1-year period after the first occurrence of the diag-
nosis of AF in the study timeframe. The outcomes based
on medical and pharmacy claims that were investigated
included anticoagulant use, anticoagulant use by stroke
risk score and age, and outpatient anticoagulant use in
those hospitalized for stroke. To investigate the appropri-
ate use of anticoagulants, levels of use and time to first
gap of ≥60 days in anticoagulant therapy were assessed.

Anticoagulant Use for Stroke Prevention
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Table 1 Comorbid Conditions of Interest

Comorbidity N (%)

Stroke 2743 (11)

Hypertension 16,390 (64)

Diabetes 7015 (28)

Heart failure 6457 (25)

Acute myocardial infarction 795 (3)

Coronary heart disease 8688 (34)

Arrhythmias other than atrial
fibrillation

6933 (27)

Source: Reference 18.



Anticoagulant use categorized by stroke risk was assessed
by classifying patients into low-, moderate-, and high-
risk categories as defined by CHADS2 score. In addition,
anticoagulant use by age was assessed in patients aged
≥75 years, 65 to 74 years, and <65 years. In patients who
were hospitalized for stroke, the rate of anticoagulant use
in the outpatient setting was also investigated.

Results
Patient Demographics

A total of 25,710 patients with AF were analyzed;
58% of the patients were male. The mean age of patients

was 71.6 years (74.3 for female patients and 69.7 for male
patients). Using the CHADS2 system, the proportions of
patients at low, moderate, and high risk for stroke were
estimated to be 17%, 28%, and 54%, respectively. Using
the CHA2DS2-VASc system, the proportions of patients
at low, moderate, and high risk for stroke were estimated
to be 7%, 12%, and 81%, respectively (Table 2).

Anticoagulant Use
Among the total AF population in this study, based

on claims data, 9093 (35%) patients with AF received
anticoagulant treatment to reduce the risk for stroke and
16,617 (65%) did not (Table 3). Because the data used
in this analysis were collected only up to June 2010,
newer oral anticoagulant agents were not included. Of
the 9093 patients who received an anticoagulant, 4877
(54%) had a gap of ≥60 days in therapy. The mean time
from initiation of anticoagulation to interruption of
therapy was 166 days.

Anticoagulant Use, by Stroke Risk and Age
Based on the CHADS2 scoring system, the rates of

anticoagulant use in patients with AF were found to be
relatively low, even in patients deemed to be at a high
risk for stroke. Overall, based on claims data, only 39% of
patients in the high-risk category received an anticoagu-
lant. However, rates varied by age-group, with 16%, 22%,
and 61% of patients aged <65 years, 65 to 74 years, and
≥75 years, respectively, receiving an anticoagulant. In the
moderate-risk category, 39%, 40%, and 21% of patients
by age stratification of <65 years, 65 to 74 years, and ≥75
years, respectively, received an anticoagulant; and in the
low-risk category, 60%, 40%, and 0% of patients, respec-
tively, received an anticoagulant (Table 3).

Rate of Outpatient Anticoagulant Use in Patients
Hospitalized for Stroke

Based on claims data, the rate of preadmission out-
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Table 2 Patient Characteristics

Demographic characteristics Patients

All patients, N 25,710

Sex, N (%)

Female 10,781 (42)

Male 14,929 (58)

Average age, yr 71.6

Female 74.26

Male 69.68

Risk score, N (%)

CHADS2

Low (0) 4442 (17)

Moderate (1 point) 7313 (28)

High (≥2 points) 13,955 (54)

CHA2DS2-VASc

Low (0) 1672 (7)

Moderate (1 point) 3178 (12)

High (≥2 points) 20,860 (81)

Table 3 Anticoagulant Use, by Stroke Risk and Age

Patients receiving
anticoagulant, by
CHADS2 risk
groupa

Age-group, yr

<65
(N = 7952)

N (%)

65-74
(N = 6736)

N (%)

≥75
(N = 11,022)

N (%)

All age-groups
(N = 25,710)

N (%)a

High risk 879 (16) 1216 (22) 3319 (61) 5414/13,955 (39)

Moderate risk 954 (39) 992 (40) 529 (21) 2475/7313 (34)

Low risk 725 (60) 479 (40) 0 (0) 1204/4442 (27)

All risk groups 2558 (32) 2687 (40) 3848 (35) 9093/25,710 (35)
aPercentages represent proportion of patients receiving anticoagulant therapy in that risk group.



patient anticoagulation was low in patients who were
hospitalized for stroke. Of the 616 patients who were
hospitalized for stroke, 173 were treated with an anti-
coagulant in the outpatient setting, representing 28%
of the total (Table 4).

Discussion
Current medical guidelines for stroke prevention

recommend that all patients with AF who are at high
risk for stroke receive thromboprophylaxis, unless con-
traindicated.2,7,11,12 Appropriate thromboprophylaxis has
been shown to reduce the risk for ischemic stroke by
approximately 60%.13,14 However, studies have shown
that nearly 50% of patients with AF do not receive
appropriate thromboprophylaxis.15,19,20

In our analysis, 65% of patients with AF captured in
the PharMetrics Integrated Database did not have
claims for anticoagulation therapy. Even among patients
at high risk for stroke, 61% did not have a claim for an
anticoagulant. Furthermore, among patients with AF
who were subsequently hospitalized for stroke, 72% did
not have a claim for an anticoagulant medication in the
outpatient setting before hospitalization. Our findings,
based on data before the availability of the newer anti-
coagulant agents, are consistent with the past literature,
providing further evidence of the need to improve the
management of AF in the outpatient setting.

The ramifications of stroke can be devastating for
patients and costly for health plans. Stroke is the third
most common cause of death in the United States and a
leading cause of long-term morbidity.3 The mean lifetime
cost of ischemic stroke in the United States is estimated
to be $140,048.9 AF is one of the 20 medical conditions
identified by the Centers for Medicare & Medicaid
Services and the National Quality Forum that impose
heavy health burdens on patients and collectively
account for more than 95% of Medicare’s costs.21 These
figures highlight the need for improved management of
AF to reduce the incidence of stroke.

Several reasons explain why physicians and patients
may find it challenging to manage the risk of AF-related
stroke effectively. Physicians may struggle with the com-
plexities of stratifying stroke risk in patients with AF.
More than a dozen stroke risk–stratification systems for
patients with AF have been proposed, based on various
combinations of clinical and echocardiographic predic-
tors, and although CHADS2 and CHA2DS2-VASc are
the most frequently used systems, none has been con-
vincingly shown to be “the best.”22

Physicians also may have concerns about cognitive
and physical impairment having an impact on the deci-
sion-making process for elderly patients and may be
reluctant to prescribe anticoagulants for this population.23

Risk stratification necessitates an estimate not only of
stroke risk but also of risk for bleeding. The risk for
bleeding, risk for falls, and patients’ ability to comply
with treatment also have been identified as important
physician concerns that may lead to a clinical decision
to limit anticoagulation therapy in the elderly.24 As the
clinician considers bleeding risk, he/she must also differ-
entiate between the likelihood of a minor bleeding event
versus a major bleeding episode.

Lane and Lip note that “physicians may not adhere
to the guidelines because they are either not aware of
them or their knowledge of them is poor.”25 They also
suggest that failure to adhere to clinical practice guide-
lines “may be because the guidelines are deficient in
terms of evidence-based information,” and physicians
may feel that this limits the applicability of these guide-
lines to certain patients.25

Patients, as well as healthcare providers, may fail to
adhere to published guidelines for anticoagulation ther-
apy in AF. For example, we found that 54% of patients
in our study had a gap in therapy of >60 days. Such treat-
ment gaps may have numerous causes. Often, patients
have a limited understanding of the value of vitamin K
antagonist therapy for stroke prophylaxis, and many are
unaware of the risks associated with overanticoagulation
or underanticoagulation. As a result, INR monitoring
visits at anticoagulation clinics are frequently missed,
INR values are frequently out of range, and dose adjust-
ments are often required, particularly in the elderly.26 In
addition, treatment with a vitamin K antagonist is also
often perceived as a burden on lifestyle, restricting diet,
social life, career, independence, and physical activities.26

Despite the increasing prevalence of AF and related
complications, there has been limited focus on quality
improvement activities in outpatients. The Agency for
Healthcare Research and Quality’s National Quality
Measures Clearinghouse identifies 45 heart failure–spe-
cific quality measures and 71 diabetes-specific measures,
but only 6 AF-related measures, all of which address
stroke prevention.27

The American Recovery and Reinvestment Act of
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Table 4 Outpatient Anticoagulant Use in 25,710 
Patients Hospitalized for Stroke

Variable Patients, N (%)

Inpatient stroke hospitalization 616 (2)

Untreated with anticoagulant 
in outpatient setting

443 (72)

Treated with anticoagulant in 
outpatient setting

173 (28)



2009 called on the Institute of Medicine to recommend
a list of priority topics in comparative effectiveness
research (research designed to inform healthcare deci-
sions by providing evidence on the effectiveness, bene-
fits, and harms of different treatment options) that
deserve federal support. AF is within the top quartile of
priorities.28 The software tool used in this study offers an
effective and easy-to-use method for retrospectively ana-
lyzing claims data, helping to identify patients with AF
who are at high risk of stroke, and highlighting whether
healthcare providers are managing that risk appropriate-
ly based on guideline recommendations. 

Health plans; Pharmacy & Therapeutics committees;
and medical, pharmacy, and quality improvement direc-
tors may find it beneficial to use the findings generated
by this software to implement targeted educational pro-
grams for patients and healthcare providers regarding the
importance of stroke prevention among patients with
AF and recommended guidelines to determine the need
for anticoagulant prophylaxis.

Limitations
There are a number of limitations to this study. First,

we cannot guarantee the completeness and accuracy of
the medical claims data used in this analysis. Claims-
based analyses rely on data that are used primarily for
administrative (ie, billing, payment, and operations)
purposes. The data do not, therefore, necessarily reflect
all of the clinical variables taken into account by physi-
cians when making treatment decisions; therefore, some
clinical characteristics (eg, INR, contraindications to
anticoagulant therapy) will not have been captured, and
there is the potential for some patients to have been
misclassified in claims data that are included in the
PharMetrics Integrated Database.

An assessment of bleeding risk should be part of a
patient assessment before starting anticoagulation ther-
apy. Our analysis did not include bleeding risk, result -
ing in a potential overestimate for undertreatment.
Furthermore, the data captured in this analysis cover
only a short period of patients’ medical histories; the
information was limited to prescribing patterns and out-
comes during the 1 year after the diagnosis of AF. The
data may have omitted relevant risk-related events that
occurred before the diagnosis of AF (eg, a previous
stroke), and this might have led to underestimations of
stroke risk scores. 

Another area that is not captured by the medical
claims database is over-the-counter medication use.
Therefore, there are no data regarding the use of aspirin. 

Finally, this analysis considered only patients for
whom both medical and pharmacy claims data were
available. Patients who had only medical or only phar-

macy data included in the database were discounted, and
this might have affected the overall results.

Conclusions
Given the enormous clinical and economic impact of

AF-related stroke, AF is an ideal target for quality
improvement efforts. Based on medical and pharmacy
claims data obtained from the PharMetrics Integrated
Database, our analysis showed that 54% of patients diag-
nosed with AF were at a high risk of stroke according to
CHADS2 criteria. Of these patients, 61% did not have a
claim for anticoagulant therapy. Furthermore, among
patients who were hospitalized for a new stroke, more
than 70% did not have a claim for an anticoagulant
agent in the outpatient setting. This claims-based analy-
sis supports the findings seen in the past literature that
many patients with AF are not receiving appropriate
thromboprophylaxis to counter their risk for stroke.15,20

Anticoagulant use for the prevention of stroke in
patients with AF appears suboptimal. Increased use of
appropriate anticoagulation therapy has the potential to
reduce the incidence of stroke, along with associated
fatalities and morbidities. ■

Author Disclosure Statement
Dr Patel, Dr Macomson, Dr Nelson, Dr Mody, and Dr

Schein are employees of Janssen and shareholders of Johnson
& Johnson; Ms Lennert is an employee of Xcenda; and Dr
Owens is a consultant to Allergan, Auxilium, Biogen Idec,
Boston Scientific, CardioDx, Eli Lilly, Eyetech, Genzyme,
Janssen/Johnson & Johnson, and Q Pharma.

References
1. Go AS, Hylek EM, Phillips KA, et al. Prevalence of diagnosed atrial fibrillation in
adults: national implications for rhythm management and stroke prevention: the
Anticoagulation and Risk Factors in Atrial Fibrillation (ATRIA) Study. JAMA.
2001;285:2370-2375.
2. Fuster V, Rydén LE, Cannom DS, et al. ACC/AHA/ESC 2006 Guidelines for the
Management of Patients with Atrial Fibrillation: a report of the American College
of Cardiology/American Heart Association Task Force on Practice Guidelines and
the European Society of Cardiology Committee for Practice Guidelines (Writing
Committee to Revise the 2001 Guidelines for the Management of Patients With
Atrial Fibrillation): developed in collaboration with the European Heart Rhythm
Association and the Heart Rhythm Society. Circulation. 2006;114:e257-e354.
3. Roger VL, Go AS, Lloyd-Jones DM, et al. Heart disease and stroke statistics—2011
update: a report from the American Heart Association. Circulation. 2011;123:e18-e209.
4. Marini C, De Santis F, Sacco S, et al. Contribution of atrial fibrillation to inci-
dence and outcome of ischemic stroke: results from a population-based study. Stroke.
2005;36:1115-1119.
5. Gage BF, Waterman AD, Shannon W, et al. Validation of clinical classification
schemes for predicting stroke: results from the National Registry of Atrial
Fibrillation. JAMA. 2001;285:2864-2870.
6. Lip GY, Nieuwlaat R, Pisters R, et al. Refining clinical risk stratification for predict-
ing stroke and thromboembolism in atrial fibrillation using a novel risk factor-based
approach: the Euro Heart Survey on Atrial Fibrillation. Chest. 2010;137:263-272.
7. Fuster V, Rydén LE, Cannom DS, et al. 2011 ACCF/AHA/HRS focused updates
incorporated into the ACC/AHA/ESC 2006 guidelines for the management of
patients with atrial fibrillation: a report of the American College of Cardiology
Foundation/American Heart Association Task Force on practice guidelines.
Circulation. 2011;123:e269-e367.
8. Coyne KS, Paramore C, Grandy S, et al. Assessing the direct costs of treating non-
valvular atrial fibrillation in the United States. Value Health. 2006;9:348-356.
9. Lloyd-Jones D, Adams RJ, Brown TM, et al. Heart disease and stroke statistics—

CLINICAL

296 l American Health & Drug Benefits  l www.AHDBonline.com July/August 2012  l Vol 5, No 5



2010 update: a report from the American Heart Association. Circulation. 2010;121:
e46-e215.
10. Macedo PG, Ferreira Neto E, Silva BT, et al. Oral anticoagulation in patients with
atrial fibrillation: from guidelines to bedside. Rev Assoc Med Bras. 2010;56:56-61.
11. Camm AJ, Kirchhof P, Lip GY, et al. Guidelines for the management of atrial fib-
rillation: the Task Force for the Management of Atrial Fibrillation of the European
Society of Cardiology (ESC). Eur Heart J. 2010;31:2369-2429.
12. Singer DE, Albers GW, Dalen JE, et al. Antithrombotic therapy in atrial fibril-
lation: American College of Chest Physicians Evidence-Based Clinical Practice
Guidelines (8th edition). Chest. 2008;133(6 suppl):546S-592S.
13. European Atrial Fibrillation Trial. Secondary prevention in non-rheumatic atrial
fibrillation after transient ischaemic attack or minor stroke. EAFT (European Atrial
Fibrillation Trial) Study Group. Lancet. 1993;342:1255-1262.
14. Ezekowitz MD, Levine JA. Preventing stroke in patients with atrial fibrillation.
JAMA. 1999;281:1830-1835.
15. Goto S, Bhatt DL, Röther J, et al. Prevalence, clinical profile, and cardiovascular
outcomes of atrial fibrillation patients with atherothrombosis. Am Heart J. 2008;156:
855-863,863.
16. Estes NA 3rd, Halperin JL, Calkins H, et al. ACC/AHA/Physician Consortium
2008. Clinical Performance Measures for Adults with Nonvalvular Atrial Fibrillation
or Atrial Flutter: a report of the American College of Cardiology/American Heart
Association Task Force on Performance Measures and the Physician Consortium for
Performance Improvement (Writing Committee to Develop Clinical Performance
Measures for Atrial Fibrillation) Developed in Collaboration with the Heart Rhythm
Society. J Am Coll Cardiol. 2008;51:865-884.
17. IMS Health. PharMetrics Integrated Database. 2012. www.imshealth.com/portal/
site/ims/menuitem.d248e29c86589c9c30e81c033208c22a/?vgnextoid=d6952a2e232
64310VgnVCM100000ed152ca2RCRD&vgnextfmt=default. Accessed July 23, 2012.

18. Centers for Disease Control and Prevention. ICD-9-CM tabular list of diseases.
2011. www.cdc.gov/nchs/icd/icd9cm.htm. Accessed July 27, 2012.
19. Bungard TJ, Ghali WA, Teo KK, et al. Why do patients with atrial fibrillation
not receive warfarin? Arch Intern Med. 2000;160:41-46.
20. Lakshminarayan K, Solid CA, Collins AJ, et al. Atrial fibrillation and stroke in
the general Medicare population: a 10-year perspective (1992 to 2002). Stroke. 2006;
37:1969-1974.
21. National Quality Forum. Prioritization of high-impact conditions for healthcare
performance measurement. www.qualityforum.org/projects/prioritization.aspx. Accessed
November 16, 2011.
22. Goldstein LB, Bushnell CD, Adams RJ, et al. Guidelines for the primary preven-
tion of stroke: a guideline for healthcare professionals from the American Heart
Association/American Stroke Association. Stroke. 2011;42:517-584.
23. Abdel-Latif AK, Peng X, Messinger-Rapport BJ. Predictors of anticoagulation
prescription in nursing home residents with atrial fibrillation. J Am Med Dir Assoc.
2005;6:128-131.
24. Pugh D, Pugh J, Mead GE. Attitudes of physicians regarding anticoagulation for
atrial fibrillation: a systematic review. Age Ageing. 2011;40:675-683.
25. Lane DA, Lip GY. Barriers to anticoagulation in patients with atrial fibrillation:
changing physician-related factors. Stroke. 2008;39:7-9.
26. Lip GY, Agnelli G, Thach AA, et al. Oral anticoagulation in atrial fibrillation:
a pan-European patient survey. Eur J Intern Med. 2007;18:202-208.
27. Agency for Healthcare Research and Quality. National Quality Measures
Clearinghouse. http://qualitymeasures.ahrq.gov/. Accessed July 27, 2012.
28. Institute of Medicine. 100 Initial priority topics for comparative effectiveness
research. www.iom.edu/~/media/Files/Report%20Files/2009/ComparativeEffectiveness
ResearchPriorities/Stand%20Alone%20List%20of%20100%20CER%20Priorities%
20-%20for%20web.ashx. Accessed January 9, 2012.

Anticoagulant Use for Stroke Prevention

297www.AHDBonline.com  l American Health & Drug Benefits  lVol 5, No 5  l July/August 2012

The Enormous Impact of Atrial Fibrillation and Stroke on 
Patients, Payers, and Society 

The enormity of the impact of atrial fibrillation
(AF) and subsequent strokes cannot be overstated. The
outcomes of strokes for patients, caregivers, and payers
(regardless of payment classification) are devastating.
As the US population of those aged >65 years surges,
now and certainly in the long-term, acute AF and the
potential for stroke have enormous consequences for
the individual patient and for society.

SOCIETY: According to the Centers for Medicare
& Medicaid Services, approximately 8.6% of Med i care
recipients aged >65 years have suffered a stroke.1 The
death rate for those who have had a stroke is 40.7 per
100,000 persons.1 The sheer listing of death rates does
not encompass the socioeconomic, family, payer, or
societal factors that are affected by cerebrovascular
disease, such as the occurrence of a stroke. Therefore,
it is crucial for comprehensive examinations of
sophisticated computer modeling of varying compo-
nents that are enhancing outcomes research to

become more commonplace than presently is the case
in the United States.

Since 1999, the National Institute for Health and
Clinical Effectiveness (NICE) has served as a refer-
ence and guidance bureau for assessing, guiding, and
monitoring outcomes-based research pertaining to
the public health in the United Kingdom.2 The NICE
framework encompasses the sophistication necessary
to evaluate all components of the UK National
Health Service providing universal coverage for
British citizens. Many stakeholders believe that a sim-
ilar framework for outcomes research could provide
dividends for many aspects of health conditions (ie,
AF and stroke) in the United States as well. 

PATIENTS/CAREGIVERS: Many newer treat-
ment options for AF and stroke prevention have
recently become available. Novel oral anticoagulants
have been shown to be equally as effective as war-
farin, the standard treatment for decades, and the
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newer agents do not require monitoring,3 thereby
increasing the prescribing options for stroke preven-
tion in patients with AF, as well as decreasing the
long-term costs that are associated with the treatment
of patients with AF.

As noted, the long-term healthcare costs of stroke
and its sequelae are substantial. With the expected
increase in the Medicare population over the coming
decades, there is an urgent need for an enhanced
emphasis on the necessity for effective preventive
care afforded by appropriate treatments for AF to
avoid the long-term costs and impacts on patients,
caregivers, and families.4

PAYERS/PROVIDERS: From a quality-improve-
ment perspective, as well as from an enhanced oppor-
tunity for advanced assessment of health outcomes, the
techniques, research design, and the important data
derived from the present study by Dr Patel and col-
leagues provide a model template for many researchers,
stakeholders, and payers. All those who are involved in
this condition can see the path to providing better-

informed treatment options for patients with AF as a
crucial benefit from studies such as the one presented
in this article. The avoidance of the enormous impact
of stroke as a consequence of untreated or undertreated
AF is an important consideration for so many who
have a stake in this condition. 
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