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Dear Editor,

We applaud Drs. Hsu and Freeman for their excellent up-to-date review of the voluminous 

literature on the prevalence, benefits, risks, and obstacles to thromboprophylaxis for patients 

with atrial fibrillation (AF) at high risk for stroke.1 This will assist clinicians at the bedside 

as well as multidisciplinary panels in designing guidelines for their medical center or 

medical group.

We have two additions that could make this review even better. The first is an expansion of 

their educational efforts to include clinicians working in the emergency department (ED).2
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The continued underprescribing of oral anticoagulants (OACs) described by Hsu and 

Freeman indicates that improvements in stroke prevention will require concerted efforts 

from all providers who contribute to AF care. Patients with AF frequent the ED for rhythm-

related complaints, where they often receive rate reduction and cardioversion interventions.3 

Providing this level of care for patients with AF creates a natural opportunity for the 

emergency medicine clinician to discuss stroke prevention with those who are at high risk 

and are not already receiving OACs. The ED experience itself might serve as a sentinel event 

for the patient with AF, facilitating needed changes in healthcare behaviors.4 There are many 

ways emergency medicine clinicians can contribute to stroke reduction, ranging from simply 

introducing the topic with eligible patients to prescribing OACs on discharge (Table 1).3–5 

Approximately 20–50% of actionable high-risk patients with AF receive a prescription of 

OACs on ED discharge, with higher prescribing for patients who were in the ED primarily 

for AF-related complaints4 (see Appendix S1). Initiating anticoagulation at the time of 

discharge for stroke-prone patients with AF does not increase bleeding rates and contributes 

to decreased mortality.2 The most appropriate course of action in each situation, however, 

will vary by clinician, patient, shift, practice setting, and resource availability.

Our second recommendation is to expand the need for stroke prevention to patients with 

high-risk atrial flutter. The American Heart Association and other leading cardiology 

societies recommend prescribing antithrombotic therapy to patients with atrial flutter, 

according to the same risk profile used for AF. Although the absolute risk for ischemic 

stroke from atrial flutter is not as high as that associated with AF, the risk is sufficient to 

warrant anticoagulation, as recommended by society guidelines (see Appendix S1).

Stroke is the most feared and devastating complication that accompanies AF and atrial 

flutter. To increase our odds of successful stroke prevention, the medical community will 

need to enlist the participation of emergency medicine clinicians and expand the targeted 

population to include those with high-risk atrial flutter.
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