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Wider Warftarin Use Advocated in Atrial Fib Cases

Patients at risk for stroke need anticoagulants since
even short fibrillation episodes can produce a clot.

BY MITCHEL L. ZOLER
Philadelphia Bureau

BosTOoN — Physicians must be more ag-
gressive in the way they use warfarin to
treat patients with atrial fibrillation, even
if most fibrillation episodes are of rela-
tively short duration.

“If a patient with atrial fibrillation has
risk factors for stroke, I recommend that
they take warfarin unless there is a strong
reason not to” and even when the fibrilla-
tion episodes are short duration, Dr. Al-
bert L. Waldo said at an international
symposium on atrial fibrillation sponsored
by Massachusetts General Hospital.

Patients who usually have fibrillation
episodes of just a few minutes can also
have episodes that sometimes last several
hours, he noted, and even short episodes
can produce a clot.

“How long does it take blood to clot?”
said Dr. Waldo, professor of cardiology
and medicine at Case Western Reserve
University in Cleveland.

Despite the importance of oral antico-
agulation for patients with atrial fibrilla-
tion, many patients never get warfarin
treatment.

Dr. Waldo cited evidence that he and his
associates recently compiled by reviewing

the records of 945 atrial fibrillation pa-
tients who were treated at 38 hospitals in
28 states.

All hospitals participated in the Nation-
al Anticoagulation Benchmark and Out-
comes Report program.

Patients were seen during 2002 at 37
hospitals and during July 2000-December
2002 at one hospital. In 2001, the most re-
cent guidelines for management of atrial
fibrillation were published by the Ameri-
can College of Cardiology, the American
Heart Association, and the European So-
ciety of Cardiology; these guidelines high-
lighted the need for warfarin treatment in
virtually all atrial fibrillation patients, es-
pecially those at high stroke risk.

Among the 814 patients reviewed who
met the criteria for having a high risk of
stroke, 45% did not receive warfarin (and
25% received aspirin but no warfarin).
Warfarin was also withheld from 46% of
the moderate-risk patients and from 60%
of low-risk patients.

The records were also reviewed for rea-
sons these patients were considered to
have high bleeding risk and therefore did
not get warfarin. No explanation was
found in the records of 43% of the patients
not on warfarin. A risk for falls was cited
for 42% —"not a good reason to withhold

warfarin,” according to Dr. Waldo. Other
reasons were neuropsychiatric impair-
ment, a past bleeding episode, or peptic ul-
cer disease.

The patients with the highest risk of
stroke were those with a history of stroke,
transient ischemic attack, or systemic em-
bolic event. Of the 196 patients in this
group, 39% received no warfarin (21% re-
ceived aspirin but no warfarin).

Age is another risk factor for stroke. In
the analysis, 48% of patients aged 75 or
older did not get warfarin, a striking di-
vergence from the
treatment guidelines,
which call for war-
farin for all patients in
this age group.

“Many physicians
base warfarin treat-
ment on their own
impressions and intu-
ition rather than on
the guidelines,” Dr.
Waldo said at the symposium, also spon-
sored by the Academy of Health Care Ed-
ucation.

Significant predictors of warfarin use
were assessed in a logistic-regression mod-
el. In this analysis, a perceived or actual
bleeding risk reduced the likelihood that
a patient would get warfarin by about
28%, and age older than 80 years reduced
use of warfarin by about 34%.

Patients with persistent or permanent

Catheter ablation of atrial
fibrillation cannot be
presumed to eliminate

a patient’s risk of stroke
and need for oral
anticoagulation.

atrial fibrillation were 80% more likely to
get warfarin, and those with a history of
a stroke, transient ischemic attack, or em-
bolic event were 59% more likely to get
warfarin.

Catheter ablation of atrial fibrillation
cannot be presumed to eliminate a pa-
tient’s risk of stroke and need for oral an-
ticoagulation, because a significant num-
ber of patients have recurrences
following ablation, said Dr. Waldo. He re-
cently sent a survey to 353 physicians
who treat patients with atrial fibrillation;
most of the physi-
cians were members
of the Heart
Rhythm Society. He
received 151 replies,
of which 134 were
from physicians who
perform catheter ab-
lations.

Virtually all re-
sponders said they
would eventually stop treatment with
warfarin in patients with no other risk fac-
tors for stroke. The time frame for stop-
ping treatment varied, but most respon-
ders said they would halt warfarin if no
recurrences appeared by 6 months after
treatment.

But for patients at high risk for stroke
because of their age or clinical history,
most responders said they would not stop
warfarin treatment, Dr. Waldo said. =

New Syncope Statement Features Cardiac Diagnostic Flowchart

BY CHRISTINE KILGORE
Contributing Writer

new scientific statement
Afrom the cardiology com-
munity on the evaluation of syn-
cope could either win nods of ac-
ceptance or raise eyebrows with
its support for echocardiograms
and stress tests and its caution
against tilt table testing.

The American Heart Associa-
tion/ American College of Cardi-
ology Foundation Scientific State-
ment on the Evaluation of
Syncope—the first such state-
ment on syncope issued by the
organizations—reiterates some
well-established findings, chiefly
that most cases of the often-vex-
ing problem have a cardiovascu-
lar cause.

It emphasizes the importance
of promptly ruling out structur-
al heart disease and ischemia, as
well as less common causes asso-
ciated with sudden death.

The statement lays out a di-
minished role, however, for tilt
table testing, saying that “serious
questions about the sensitivity,
specificity, diagnostic yield, and
day-to-day reproducibility of tilt
table testing exist.”

Tilt table testing has tradi-
tionally been used as an aid in es-
tablishing the diagnosis of neu-

rocardiogenic syncope, and ac-
cording to lead author Dr. S.
Adam Strickberger, “Some ...
may feel the tilt table test was
devalued” in the new statement.

“But in general, I think there
are a lot fewer tilt table tests or-
dered by electrophysiologists to-
day ...and it’s fair to say there is
a smaller role for the tests than
there would have been 10-15
years ago,” Dr. Strickberger said
in an interview.

The 11-page state-
ment, which the
AHA and ACC Foun-
dation issued in col-
laboration with the
Heart Rhythm Soci-
ety and which was
endorsed by the
American Autonomic Society,
was published last month (J.
Am. Coll. Cardiol. 2006;47:473-
84).

Although the document does
not offer guidelines per se, it fea-
tures a simple flowchart for the
“diagnostic approach” to patients
with syncope as well as com-
ments on the role of various
tests.

Its creation was driven by the
recognition that syncope “can
herald life-threatening diseases”
and that “there are patients who
are not managed appropriately,”

said Dr. Strickberger, director of
arrhythmia research and profes-
sor of medicine at Georgetown
University, Washington. “We
wanted a practical document.”
Most important, the state-
ment says, the evaluation of syn-
cope should include a front-line
assessment for structural heart
disease and ischemia. Less com-
mon causes that are associated
with sudden death, including
Wolft-Parkinson-White  syn-

‘Serious questions about the sensitivity,
specificity, diagnostic yield, and day-to-
day reproducibility of tilt table testing

exist,’ the statement points out.

drome and inherited cardiac ion
channel abnormalities, should
be excluded early.

“The primary purpose of the
evaluation ... is to determine
whether the patient is at in-
creased risk for death,” the state-
ment says.

In most patients, the cause of
syncope can be determined “with
great accuracy” from a careful
history, physical exam, and ECG.
Echocardiograms, exercise tests,
and ischemic evaluations fall on
the next tier.

The statement says that “an

echocardiogram is a helpful
screening test if the history,
physical examination, and ECG
do not provide a diagnosis or if
underlying heart disease is sus-
pected.”

“Most of the people on the
writing group have a fairly low
threshold for the echocardio-
gram and stress test, which may
represent some shift (in think-
ing),” Dr. Strickberger said.

The statement includes a sec-
tion on the elderly,
mentioning that up
to 30% of falls in this
population may be
due to syncope, and
that orthostatic hy-
potension is the
cause of fallsin up to
a third of elderly patients.

Carotid sinus hypersensitivity
is an underrecognized cause of
syncope in the elderly, the state-
ment says, and “neurally medi-
ated causes remain a frequent
mechanism of syncope in the
elderly and may be underesti-
mated because of an atypical
presentation.”

The statement futhermore
states that “particular emphasis
(in the elderly) should be given
to the impact of polypharmacy,
orthostatic intolerance, auto-
nomic dysfunction, and carotid

sinus hypersensitivity.”

The greatest challenges with
syncope evaluation can lie with
the patient, of any age, who has
a normal general work-up and
cardiac examination.

Here, Dr. Strickberger said, the
key lies in determining the “ma-
lignancy” of the episode and ad-
justing the intensity of the eval-
uation accordingly.

Episodes that occur with little
or no warning and that result in
a significant injury may warrant
other tests such as electrophysi-
ologic testing—which has a low
yield and is not routinely rec-
ommended—and the tilt table
test, he said.

In general, though, the tilt
table test provides little informa-
tion, the statement says.

In patients with no evidence of
ischemia and a structurally nor-
mal heart, “the pretest probabil-
ity that the diagnosis is neuro-
cardiogenic syncope is high, so
heads-up tilt table testing con-
tributes little to establishing the
diagnosis,” according to the
statement.

In a patient with an otherwise
normal evaluation, the statement
explains, “the most likely diag-
nosis” after a negative tilt table
test “is still neurocardiogenic syn-
cope.” [
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