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Postop AF Risk Lower in African Americans
B Y  B R U C E  J A N C I N

FROM THE ANNUAL MEETING OF THE

HEART RHYTHM SOCIETY

D E N V E R —  Several recent studies have
shown that the prevalence of atrial fib-
rillation in the general population is con-
siderably lower in African Americans
than in whites. New evidence indicates
this is also the case in the setting of
post–coronary artery bypass graft. 

“It’s counter-intuitive because of the
fact that African Americans have a lot
more of the risk factors that lead to atri-
al fibrillation, like high blood pressure,
heart failure, and diabetes. There’s some-
thing fundamentally different that alters
the risk for atrial fibrillation in African
Americans,” Dr. Marc K. Lahiri observed
at the meeting. 

He presented a retrospective study in-
volving 270 African Americans and 731

whites with no prior atrial fibrillation
(AF) who underwent CABG at Henry
Ford Hospital in Detroit. Postoperative
AF occurred in 29% of the white patients
compared with 19% of African Ameri-
cans. 

In a multivariate analysis adjusted for
age, gender, heart failure, hypertension,
and diabetes, black race remained a high-
ly significant independent predictor of
reduced risk of postop AF, with a 47%

lower risk than in whites, said Dr. Lahiri,
senior staff physician at Henry Ford. 

“Since it appears that Caucasians are at
an increased risk of developing postop-
erative atrial fibrillation, clinicians may
want to use this information in deciding
when to take measures to prevent its oc-
currence, such as using antiarrhythmic
medications at the time of surgery,”
added Dr. Lahiri, who reported no con-
flicts of interest. ■

Effient® plus aspirin (ASA) provided

STRONGER 
PROTECTION

vs Plavix® (clopidogrel bisulfate) plus ASA against thrombotic cardiovascular (CV) 
events (including stent thrombosis)

 In the overall UA/NSTEMI population, event rates* for Effi ent plus ASA and Plavix plus ASA were 9.3% and 
11.2%, respectively (1.9% ARR†; P=0.002). In the overall STEMI population, event rates for Effi ent plus ASA 
and Plavix plus ASA were 9.8% and 12.2%, respectively (2.4% ARR; P=0.019)1,2

 In the overall study, the benefi t in each population was primarily driven by a signifi cant reduction in nonfatal 
myocardial infarctions (MIs), with no signifi cant differences in CV death or nonfatal stroke1

 – Approximately 40% of MIs occurred periprocedurally and were detected solely by changes in CK-MB

 52% RRR‡ in stent thrombosis in the all-ACS population with Effi ent plus ASA vs Plavix plus ASA (1.1% vs 2.2%; 
1.1% ARR; P<0.0001)3

 In TRITON-TIMI 38, the loading dose of Plavix was delayed relative to the placebo-controlled trials that supported 
its approval for ACS

For more information, please visit EffientHCP.com or Effientconferences.com.

SELECTED SAFETY, INCLUDING SIGNIFICANT BLEEDING RISK
Effient can cause significant, sometimes fatal, bleeding. In TRITON-TIMI 38, overall rates of non-CABG TIMI 
major or minor bleeding were significantly higher with Effient plus ASA (4.5%) compared with Plavix plus ASA 
(3.4%). In patients who underwent CABG (n=437), the rates of CABG-related TIMI major or minor bleeding 
were 14.1% with Effient plus ASA and 4.5% with Plavix plus ASA.

IMPORTANT SAFETY INFORMATION

WARNING: BLEEDING RISK
Effient® (prasugrel) can cause significant, sometimes fatal, bleeding. Do not use Effient in patients with active 
pathological bleeding or a history of transient ischemic attack or stroke. In patients ≥75 years of age, Effient is 
generally not recommended, because of the increased risk of fatal and intracranial bleeding and uncertain 
benefit, except in high-risk situations (patients with diabetes or a history of prior MI) where its effect appears to 
be greater and its use may be considered. Do not start Effient in patients likely to undergo urgent coronary 
artery bypass graft surgery (CABG). When possible, discontinue Effient at least 7 days prior to any surgery. 
Additional risk factors for bleeding include: body weight <60 kg, propensity to bleed, concomitant use of 
medications that increase the risk of bleeding (eg, warfarin, heparin, fibrinolytic therapy, chronic use of 
nonsteroidal anti-inflammatory drugs [NSAIDs]). Suspect bleeding in any patient who is hypotensive and has 
recently undergone coronary angiography, percutaneous coronary intervention (PCI), CABG, or other 
surgical procedures in the setting of Effient. If possible, manage bleeding without discontinuing Effient. 
Discontinuing Effient, particularly in the first few weeks after acute coronary syndrome, increases the risk of 
subsequent cardiovascular events.

 Effient is contraindicated in patients with active pathological bleeding, such as from a peptic ulcer or 

intracranial hemorrhage (ICH), or a history of transient ischemic attack (TIA) or stroke

 Patients who experience a stroke or TIA while on Effient generally should have therapy discontinued. Effient 
should also be discontinued for active bleeding and elective surgery

Premature discontinuation of Effient increases risk of stent thrombosis, myocardial infarction (MI), and death

 Thrombotic thrombocytopenic purpura (TTP), a rare but serious condition that can be fatal, has been 
reported with the use of other thienopyridines, sometimes after a brief exposure (<2 weeks), and requires 
urgent treatment, including plasmapheresis

Please see Brief Summary of Prescribing 
Information on adjacent pages.

* As measured by reduction in the primary composite endpoint 
of CV death, nonfatal MI, or nonfatal stroke. 

† Absolute risk reduction.
‡Relative risk reduction.


