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Survey ofuse ofanticoagulation
in patients with atrial fibillation
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Five randomised controlled trials show that warfarin
reduces the risk of ischaemic strokes and death in
patients with atrial fibrillation.' We suspected that
many such patients were not receiving warfarin and
therefore reviewed the records of previous inpatients
with atrial fibrillation to see how many were receiving
warfarin or aspirin and whether those who were not
had a specific contraindication.

Patients, methods, and results
We performed a retrospective analysis of case notes

of patients admitted from January 1991 to September
1992. The clinical coding department provided a list of
726 admissions (in random order) in which the patient
was discharged with a diagnosis of atrial fibrillation;
the first 100 notes were requested, of which 95 were
available.

Fifty seven patients were drawn from general
medical firms and the rest from the departments of
cardiology (17), geriatrics (14), and surgery (seven).
Forty eight were men. The median age was 79 (range
32-100). Nineteen patients had paroxysmal atrial fibril-
lation. The median duration of atrial fibrillation was 20
(4-226) months and it most commonly had an under-
lying cardiovascular cause (table).

Cause ofatnalfibriUation in 95 patients

Cause No ofpatients

Ischaemic heart disease 24
Hypertension 15
Valve disease 10
Respiratory disease 6
Alcohol misuse 2
Cardiomyopathy 2
Postoperative complication 2
Thyrotoxicosis 1
Lone atrial fibrillation 1
Unknown 32

Seventy five patients were receiving antiarrhythmic
treatment on discharge (digoxin (64), 1B blocker
(three), calcium antagonist (four), amiodarone (four)).
Only 22 were taking warfarin while 16 were taking
aspirin and one dipyridamole. Interestingly, aspirin
had been prescribed for coexisting vascular disease
rather than as prophylaxis against stroke. The notes of
20 patients showed a contraindication for anticoagula-
tion: history of peptic ulcer disease or gastrointestinal
bleeding (13), excessive alcohol intake (two), and
dementia (two). Of the 75 patients without a docu-
mented contraindication, 36 (48%, 95% confidence
interval 36% to 60%) were receiving neither warfarin
nor aspirin.

Overall, 22 of the 95 patients had suffered a stroke,
of which 10 were ischaemic and one haemorrhagic;
computed tomography had not been performed in 11
patients. Of the 10 patients with ischaemic stroke,
three had had atrial fibrillation before their stroke and
yet they had not been prescribed prophylactic warfarin
or aspirin despite having no contraindication; one of
these strokes was fatal. The patient who had a
haemorrhagic stroke was not taking warfarin or
aspirin. Five patients suffered a systemic embolic
event (two brachial artery, two mesenteric artery, and
one femoral artery). Two of them had had atrial
fibrillation before the event and again had not been
prescribed warfarin or aspirin despite having no
contraindication.

Comment
This analysis shows that many patients with atrial

fibrillation are not prescribed warfarin despite the
absence of contraindications. This state of affairs is
unlikely to be unique to this hospital and is also seen in
general practice.2 This is surprising in view of the
overwhelming evidence that warfarin leads to a pro-
found reduction in the number of strokes.' Five
patients who had suffered a stroke or other systemic
embolism after they had had atrial fibrillation had not
been prescribed warfarin or aspirin despite there being
no contraindication. The clinical trials suggest that
three of these five events could have been prevented by
anticoagulation. Clearly, our analysis does not allow us
to comment on the risks of anticoagulation. The five
published trials show, however, that the risk of
bleeding is small.3

All patients with established atrial fibrillation,
whether paroxysmal or not, should receive anticoagu-
lants unless (a) there is a specific contraindication, (b)
the patient is young with no obvious cause for the atrial
fibrillation and therefore at low risk of stroke (lone
atrial fibrillation), or (c) the patient is older than 80,
when the risks from anticoagulants are high. If
warfarin is contraindicated and patients are less than 75
then aspirin (300 mg per day) should be considered in
the light of existing evidence. The forthcoming results
of the European atrial fibrillation trial show that
anticoagulation is also highly beneficial in the second-
ary prevention of stroke. Treatment with anticoagu-
lants or aspirin seems to be cost effective provided that
the risks of bleeding are kept low.4 Clearly, anti-
coagulation clinics will need large increases in funding
to deal with the rising referral of patients with atrial
fibrillation, or routine testing will need to be per-
formed in the community.
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ONE HUNDRED YEARS AGO
NO BEDS!

This is the answer which has been commonly returned
during the last fortnight to an application for the admis-
sion of a patient to a London hospital. At the present time
they are as full as they will hold, and it has been practically
impossible to obtain admission for half the serious cases
which have stood in need of hospital treatment. This is

true not only of the fever but also of the general hospitals,
under which term we would include the children's
hospitals. The extraordinary pressure is due to the
coexistence of epidemics of typhoid fever and diphtheria,
combined with the increasing prevalence of influenza,
which has been noticed during the last three or four weeks
in the East End of London, and has now extended to the
West and South.

(BMJ 1893;ii: 1292.)
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