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ORIGINAL RESEARCH

Anticoagulant Utilization and Direct Oral 
Anticoagulant Prescribing in Patients with 
Nonvalvular Atrial Fibrillation
Priscilla Shum, Gordon Klammer, Dale Toews, and Arden Barry

ABSTRACT
Background: Direct oral anticoagulants (DOACs) are indicated for 
prevention of stroke and embolism in patients with nonvalvular atrial 
fibrillation (NVAF). These agents have been shown to be non-inferior to
warfarin in terms of efficacy and safety. However, their uptake in practice
has been variable, and prescribed dosages may be inconsistent with 
manufacturer recommendations.

Objectives: To evaluate patterns of oral anticoagulant use in patients with
NVAF, including determination of patient characteristics associated with
the prescribing of warfarin or DOACs and whether prescribed dosages of
DOACs were concordant with manufacturer recommendations.

Methods: This retrospective chart review was conducted from April to
September 2017 at Abbotsford Regional Hospital, Abbotsford, British
Columbia. Patients at least 18 years of age with NVAF and CHADS-65
score of 1 or higher were included. Patients with contraindications to 
oral anticoagulants, those with reversible atrial fibrillation, and those 
undergoing renal dialysis were excluded. The dosage of DOACs was 
categorized as too low, too high, or correct in relation to manufacturer
recommendations for the Canadian product. 

Results: A total of 120 patients were included. At discharge, 83 (69%) of
the patients had a prescription for DOAC, 25 (21%) had a prescription
for warfarin, and 12 (10%) had no prescription for an oral anticoagulant.
There were no statistically significant differences between the warfarin
and DOAC groups with respect to patient characteristics. Among the 
56 patients for whom a full DOAC dose was indicated, 7 (13%) received
a dose that was too low. Among the 23 patients for whom a full DOAC
dose was not indicated, 4 (17%) received a dose that was too high. 

Conclusions: At the study hospital, most patients with NVAF and
CHADS-65 score of at least 1 had a discharge prescription for DOAC.
Patient characteristics appeared to be similar between the warfarin and
DOAC groups. For a notable proportion of patients who received 
a DOAC, the dosage was incorrect. Appropriate prescribing of oral 
anticoagulants could be further improved by education for prescribers
and involvement of hospital pharmacists.  

RÉSUMÉ
Contexte : Les anticoagulants oraux directs (AOD) sont indiqués pour
prévenir les AVC et les embolies parmi les patients atteints de fibrillation
auriculaire non valvulaire (FANV). Il a été démontré que l’efficacité 
et l’innocuité de ces agents n’étaient pas inférieures à la warfarine. 
Cependant, leur adoption dans la pratique est inégale, et les doses 
prescrites peuvent être contraires aux recommandations des fabricants.

Objectifs : Évaluation des habitudes d’utilisation des anticoagulants 
oraux pour les patients atteints de FANV, y compris la définition des 
caractéristiques des patients associées à la prescription de la warfarine ou
des AOD, ainsi que de la conformité des doses prescrites de ces derniers
aux recommandations des fabricants.

Méthodes : Cet examen rétrospectif des dossiers a été mené d’avril à 
septembre 2017 à l’Hôpital régional d’Abbotsford à Abbotsford, en
Colombie-Britannique. Des patients âgés d’au moins 18 ans, atteints de
FANV et ayant un score CHADS-65 d’au moins 1, ont été inclus dans
l’étude. Les patients présentant une contre-indication aux anticoagulants
oraux, ceux atteints de fibrillation auriculaire réversible et ceux soumis à
une dialyse rénale en ont été exclus. La dose d’AOD destinés au marché
canadien a été catégorisée comme trop faible, trop élevée ou correcte par
rapport aux recommandations du fabricant.

Résultats : Cent-vingt patients au total ont participé à l’étude. Au 
moment du congé, 83 (69 %) d’entre eux avaient une prescription
d’AOD, 25 (21 %) avaient une prescription de warfarine et 12 (10 %)
n’avaient pas de prescription d’anticoagulant oral. En ce qui concerne les
caractéristiques des patients, il n’y avait aucune différence statistique 
notable entre les groupes ayant reçu une prescription de warfarine et ceux
ayant reçu une prescription d’AOD. Des 56 patients qui avaient reçu une
indication de dose complète d’AOD, sept (13 %) ont reçu une dose trop
faible. Des 23 patients qui n’avaient pas reçu d’indication de dose 
complète d’AOD, quatre (17 %) ont reçu une dose trop élevée. 

Conclusions : À l’hôpital où s’est déroulée l’étude, la plupart des patients
atteints de FANV et ceux ayant un score CHADS-65 d’au moins 1 
recevaient une prescription d’AOD au moment du congé. Les caractéris-
tiques des patients semblaient similaires entre les groupes ayant reçu une
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INTRODUCTION

Atrial fibrillation is the most common cardiac arrhythmia in
North America, affecting approximately 200 000 Canadians

in 2018.1 The formation of atrial thrombi, which can occur with
any type of atrial fibrillation, may result in ischemic stroke, the
most common manifestation of embolization.2 In use since the
1950s, warfarin is a vitamin K antagonist indicated for prevention
of stroke in patients with atrial fibrillation.3 Trials have demon-
strated that warfarin is effective in reducing the risk of stroke by
two-thirds relative to placebo, as well as showing superiority when
compared with the combination of acetylsalicylic acid (ASA) and
clopidogrel.3,4 Despite the efficacy of warfarin, its use is limited
by its narrow therapeutic range, the need for frequent monitoring
of international normalized ratio (INR) and corresponding dose
adjustments, and many drug-drug and drug-food interactions.5-7

Since 2010, four direct oral anticoagulants (DOACs)—
apixaban, dabigatran, edoxaban, and rivaroxaban—have been 
approved in Canada for prevention of stroke in patients with non-
valvular atrial fibrillation (NVAF).5-7 This form of atrial fibrillation
is defined as atrial fibrillation not associated with rheumatic mitral
stenosis of any severity, moderate-to-severe nonrheumatic mitral
stenosis, or mechanical heart valves.6 Relative to warfarin, DOACs
offer therapeutic and lifestyle advantages, including rapid onset
and offset of action, no requirement for INR monitoring, fewer
drug-drug and drug-food interactions, and fewer lifestyle 
modifications.5-7 The landmark trials for DOACs, specifically 
RE-LY,8 ROCKET-AF,9 ARISTOTLE,10 and ENGAGE 
AF-TIMI 48,11 have shown that all 4 DOACs are at least non-
inferior to warfarin in the reduction of stroke and systemic 
embolism. There was also a reduction in hemorrhagic stroke and
intracranial hemorrhage with all 4 DOACs relative to warfarin.8-11

None of the DOACs were associated with an increase in major
bleeding, but there was an increase in gastrointestinal bleeding
events associated with dabigatran (at 150 mg twice daily), riva -
roxaban, and edoxaban (at 60 mg once daily).8-11 Postmarketing, 
real-world data pertaining to the efficacy and safety of DOACs
have been consistent with the landmark trials.12 The current atrial
fibrillation guidelines of the Canadian Cardiovascular Society

(CCS) endorse the preference for DOACs over warfarin in 
patients with a CHADS-65 score of 1 or higher.6 The DOACs
are also recommended as suitable alternatives to warfarin in 
the atrial fibrillation guidelines of both the American Heart 
Association (published in 2014)5 and the European Society of
Cardiology (published in 2016).7

Around the world, uptake of DOACs in practice has been
variable. In Canada, a population-based descriptive analysis from
Ontario demonstrated rapid uptake of DOACs within 2 years
after approval.13 Over a 24-month period (October 2010 to 
September 2012), there was a 20-fold increase in DOAC prescrip-
tions, accounting for 21% of all anticoagulant prescriptions.13

In contrast, a prospective survey using the European EORP-AF
(EURObservational Research Programme Atrial Fibrillation) 
registry showed that of the 3119 patients enrolled, 72% received
warfarin, but only 8% received a DOAC.14 Furthermore, several
recent studies of DOAC prescribing in practice have shown that
prescribed doses are often inconsistent with the manufacturer’s
recommendations.15,16 In a study of dabigatran utilization in the
ORBIT-AF (Outcomes Registry for Better Informed Treatment
of Atrial Fibrillation), more than half of the patients with severe
kidney disease did not receive the recommended reduced dose,
whereas 10% of those with normal renal function received a dose
that was lower than recommended.15 Similarly, in a recently 
published study by Yao and others,16 of the approximately 1500
patients with an indication for renal adjustment of DOAC dose,
43% received standard dosages. In contrast, among roughly
13 000 patients with no indication for renal adjustment of
DOAC dose, 13% may have received a dose that was too low.16

The purpose of this study was to describe and evaluate the
local prescribing patterns of anticoagulant therapy in patients with
NVAF at the Abbotsford Regional Hospital (ARH) located in 
Abbotsford, British Columbia. This was a quality assurance 
project to ensure safe and effective prescribing of oral anticoagu-
lants for patients in the ARH region. In addition, patient 
characteristics associated with the use of warfarin or a DOAC were
evaluated, as well as the concordance of DOAC prescribing with
manufacturer recommendations.

Keywords: atrial fibrillation, stroke, anticoagulants, medical records, 
retrospective studies
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prescription de warfarine et ceux ayant reçu une prescription d’AOD. La
dose d’AOD reçue par une proportion notable de patients était incorrecte.
La prescription appropriée d’anticoagulants oraux pourrait encore être
améliorée si on sensibilisait les prescripteurs avec la collaboration des 
pharmaciens d’hôpitaux.  

Mots-clés: fibrillation auriculaire, AVC, anticoagulants, dossiers médicaux,
examen rétrospectif
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METHODS

This single-centre retrospective study involved review of 
electronic medical records. Health records personnel identified
patients admitted to the ARH between April 1, 2017, and 
September 30, 2017, who had a documented diagnosis of atrial
fibrillation, based on International Statistical Classification of 
Diseases and Related Health Problems, 10th revision (ICD-10)
coding. This study was deemed to be a quality assurance project
and thus exempt from full review by the ARH Research Ethics
Board. 

Study Population

Patients aged 18 years or older with an indication for 
long-term oral anticoagulation (defined as CHADS-65 score 
≥ 1) were included. On the basis of information documented in
the admission consultation notes and discharge summary, patients
were excluded if they had mitral stenosis or a mechanical heart
valve, a contraindication to taking an oral anticoagulant (e.g., 
hypersensitivity, active intracranial bleeding, pregnancy), a left
atrial appendage exclusion device, or atrial fibrillation due to 
reversible causes, or if they were receiving renal dialysis. If a patient
had multiple admissions within the study period, only the most
recent eligible admission was included.

Data Collection

A standardized data collection form was used. Most of the
data collection was performed by one investigator (P.S.), for 
consistency. Data for the following patient characteristics 
were collected: demographic and physical characteristics (age, sex,
weight), anticoagulant prescribed on discharge (apixaban, 
dabigatran, edoxaban, rivaroxaban, warfarin, or none), compo-
nents of the CHADS-65 score, components of the HAS-BLED
score, and other medical conditions. Components of the
CHADS-65 score were heart failure; hypertension; age older than
65 years; diabetes mellitus; and a history of ischemic stroke, tran-
sient ischemic attack, or arterial thromboembolism.6 Heart failure
was defined, in accordance with the CCS,6 as moderate-to-severe
systolic dysfunction, signs and symptoms of heart failure with 
reduced ejection fraction, or recent decompensated heart failure
that required hospitalization irrespective of ejection fraction.
Components of the HAS-BLED score were uncontrolled 
hypertension (systolic blood pressure > 160 mm Hg), abnormal
renal function (long-term dialysis, renal transplant, or serum 
creatinine ≥ 200 μmol/L), abnormal liver function (cirrhosis;
bilirubin greater than 2 times the upper limit of normal; or 
aspartate aminotransferase, alanine aminotransferase, or alkaline
phosphatase greater than 3 times the upper limit of normal), 
history of ischemic or hemorrhagic stroke, history of gastrointestinal
bleeding or other major bleeding (excluding hemorrhagic stroke),
age older than 65 years, use of nonsteroidal anti-inflammatory

drugs or antiplatelet agent (ASA, clopidogrel, prasugrel, or 
ticagrelor), and excessive alcohol use (> 8 drinks per week).17 The
CHADS-65 and HAS-BLED scores were calculated using the
available data collected, with the exception of labile INR and 
anemia for the HAS-BLED score, as it was not feasible to reliably
collect these data from the medical records. Uncontrolled 
hypertension was based on the last reading before discharge.
Major bleeding was defined as bleeding that led to hospitalization,
a decrease in hemoglobin of more than 20 g/L, or a need for 
transfusion. The DOAC dose was assessed as too low, too high,
or correct in relation to the manufacturer’s recommendations for
the Canadian product. In accordance with recommendations in
the European Heart Rhythm Association’s practical guide on the
use of new oral anticoagulants in patients with NVAF, common
drug interactions were also taken into account to determine
whether adjustment of the DOAC dose was warranted.18

Statistical Analysis

Prescribing patterns were described using proportions. 
Patient characteristics were described using proportions with 95%
confidence intervals for categorical variables and means with 
standard deviations for continuous variables. Baseline character-
istics of patients using warfarin and DOACs were compared using
a �2 test for categorical variables (or the Fisher exact test if the
number of patients was less than 5) or the Student t test for 
continuous variables (or the Welch t test if there was unequal 
variance between groups). A p value less than 0.05 was considered
statistically significant.  

RESULTS

A total of 184 patients were identified, of whom 120 were
included in the study (Figure 1). The most common reasons 
for exclusion were a CHADS-65 score less than 1 and atrial 
fibrillation due to reversible causes. There was a higher proportion
of men in the warfarin group, and patient weight was numerically
higher in the group receiving no oral anticoagulant (Table 1). The
mean CHADS-65 score was comparable across all 3 groups, and
the mean HAS-BLED score was numerically higher in the group
receiving no oral anticoagulant. This group also had a higher 
proportion of patients receiving either ASA or a P2Y12 inhibitor.
However, there were no statistically significant differences between
the warfarin and DOAC groups with respect to patient charac-
teristics, comorbid medical conditions, or mean CHADS-65 and
HAS-BLED scores. An analysis comparing the no oral anti -
coagulant group to the other groups was not performed because
of the low number of patients in that group.

At discharge, most patients (83/120, 69%) had a prescription
for a DOAC, and 25 (21%) had a prescription for warfarin 
(Figure 2). Twelve (10%) of the patients had no prescription for
an oral anticoagulant at discharge. The most commonly 
prescribed DOACs were apixaban (42 [35%] of the 120 patients
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However, 12 patients (10%) had no prescription for an oral
anticoagulant at discharge. Compared with those for whom 
warfarin or a DOAC was prescribed, these patients had a 
numerically higher mean HAS-BLED score; therefore, their risk
of bleeding may have been the reason no oral anticoagulant was
prescribed. In addition, a higher proportion of these patients were
taking ASA or a P2Y12 inhibitor, drugs that offer some protection
against stroke or systemic embolism in patients with atrial 
fibrillation. However, ASA monotherapy or ASA in combination
with clopidogrel have been shown to be inferior to warfarin in the
prevention of stroke and systemic embolism in patients with 
atrial fibrillation.3,4 In addition, the combination of ASA and
clopidogrel was associated with a risk of bleeding similar to that
of warfarin.4 In one case in this study, a high risk of falling 
was documented as the reason for not prescribing an oral anti -
coagulant, which may not have been appropriate. In older patients
who have a 5% annual risk for stroke (i.e., CHADS-65 score of
approximately 2–3) and who are taking an oral anticoagulant, an
analytical model estimated that a patient would have to fall 295
times per year to sustain a subdural hemorrhage.19 Therefore, the
authors concluded that for most patients, the risk of falling while
receiving anticoagulant therapy likely does not exceed the benefit
of taking an anticoagulant.

Prescribing of oral anticoagulants for patients with NVAF
could be improved at the ARH through means such as education
for prescribers and involvement of hospital pharmacists. Targeted
education could be offered to prescribers regarding the relative
benefits and risks of oral anticoagulant therapy. Such education
could help to address common misconceptions about the 

in the study) and rivaroxaban (38/120, 32%). Only 3 (2%) of the
patients had a prescription for dabigatran, and none were receiving
edoxaban. Among patients without a prescription for an oral anti -
coagulant, only 7 had a documented reason: 3 declined to take
an oral anticoagulant, 1 had a recent episode of gastrointestinal
bleeding, 1 had a recent episode of retroperitoneal bleeding, and
2 were considered to be at high risk of falling.

With respect to DOAC prescribing, data were available for
79 of the 83 patients. A full dose was indicated for most of the
patients (56/79, 71%) (Figure 3). Of these patients, 49 (87%)
had the correct dosage prescribed, whereas the remaining 7 (13%)
had a prescribed dosage that was too low. Of the patients for
whom a full dose was not indicated (23/79, 29%), 19 (83%) had
the correct dosage prescribed, whereas the remaining 4 (17%) had
a prescribed dosage that was too high. Of these latter 4 patients,
3 required dose adjustment on the basis of renal function. 
The fourth patient was taking itraconazole, which—according 
to Canadian manufacturer’s recommendations—is a contraindi-
cation to DOAC therapy.

DISCUSSION

In the study institution, more than two-thirds of patients
with a diagnosis of NVAF had a prescription for a DOAC at 
discharge, in alignment with the current CCS guideline for atrial
fibrillation.6 The most commonly prescribed DOACs were 
apixaban and rivaroxaban. No patients were receiving edoxaban,
probably because it is not currently listed on the ARH hospital
formulary and is not eligible for provincial drug coverage.

Figure 1. Flow chart showing patient selection for a study of oral
anticoagulants in patients with nonvalvular atrial fibrillation (AF).
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contraindications to oral anticoagulant therapy, such as a patient’s
risk of falling. A pharmacist-led initiative aimed at improving the
prescribing of oral anticoagulants might help to ensure that all 
patients with NVAF are appropriately assessed for oral anti -
coagulation, and might also improve documentation to ensure 
continuity of care and increase awareness among prescribers about
pharmacists’ ability to address drug therapy issues. Drug therapy
issues that hospital pharmacists could help to resolve might 
include inappropriate prescribing, absence of an approved 
indication, presence of a contraindication, potential drug-drug
and drug-disease interactions, concerns about patient adherence
or medication cost, patients’ inability to take oral medication, and
identification of other clinical considerations (e.g., use of DOACs
in patients with obesity or severe renal dysfunction).

Several studies that evaluated oral anticoagulant prescribing
patterns have identified patient-specific factors that may influence
the prescribing of warfarin in preference to DOACs.13,14,20-24 These
factors include a history of gastrointestinal bleeding, older age,
multiple comorbid medical conditions, and medication cost. At
the ARH, it is likely that cost is a barrier only for a minority 
of patients who do not qualify for provincial drug coverage. To 
qualify for provincial drug coverage, patients must have had labile
INR with warfarin therapy over a 2-month trial period or an 
inability to monitor INR regularly.25 This criterion permits most
patients to qualify for provincial drug coverage, and may be why
warfarin was prescribed for fewer than one-quarter of patients.
When patient characteristics were compared between those with

Table 1. Baseline Characteristics of Patients

                                                                     Drug Therapy Group; No. (%) of Patients*
Characteristic                                          Warfarin                    DOAC                      No OAC                   p value†
                                                                  (n = 25)                     (n = 83)                     (n = 12)
Age (years) (mean ± SD)                             78 ± 8.6                   79 ± 11.6                   78 ± 10.8                      0.55
Sex, male                                                    17 (68)                       43 (52)                        6 (50)                         0.15
Weight (kg) (mean ± SD)                         84.5 ± 29.5              78.5 ± 25.3                89.3 ± 15.6                     0.34
Kidney function

Serum creatinine (μmol/L)                     116 ± 69.4                 93 ± 29.3                99.6 ± 34.9                     0.12
(mean ± SD)                                                 
eGFR (mL/min) (mean ± SD)                    59 ± 22.1              63.2 ± 20.2                61.2 ± 26.8                     0.38

Liver function
ALT/AST/ALP > 3x ULN                             0   (0)                        3    (4)                         2 (17)                         0.90
Total bilirubin > 2x ULN                            3 (12)                        4    (5)                         0   (0)                         0.20

Concurrent medications
NSAID                                                      0   (0)                        1    (1)                         0   (0)                         0.90
ASA                                                          3 (12)                      12  (14)                       10 (83)                         0.90
P2Y12 inhibitor                                        1   (4)                        5    (6)                         4 (33)                         0.90

Comorbidities
Hypertension                                          20 (80)                      62  (75)                         8 (67)                         0.59
Heart failure                                           15 (60)                      35  (42)                         4 (33)                         0.12
Ischemic stroke/TIA                                   6 (24)                      21  (25)                         2 (17)                         0.90
Stable CAD                                              7 (28)                      15  (18)                         2 (17)                         0.28
ACS (≤1 year)                                           0   (0)                        7   (8)                         1   (8)                         0.20
Arterial thromboembolism                       0   (0)                        0    (0)                         0   (0)                          NA
Hemorrhagic stroke                                  0   (0)                        0    (0)                         1   (8)                          NA
Gastrointestinal bleed                               0   (0)                        2    (2)                         1   (8)                         0.90
Other major bleed                                    0  (0)                        1   (1)                         3 (25)                         0.90
Diabetes mellitus                                      8 (32)                      19  (23)                         3 (25)                         0.36
CKD (stage 2–5)                                     10 (40)                     35  (42)                         6 (50)                         0.85
Renal transplant                                       0  (0)                        0   (0)                         0   (0)                          NA
Liver cirrhosis                                            0   (0)                        0    (0)                         0   (0)                          NA
Current alcohol misuse                             1   (4)                        4    (5)                         0   (0)                         0.90

Scores
CHADS-65 score (mean ± SD)                3.1 ± 1.1                  2.8 ± 1.2                    2.6 ± 1.1                       0.30
HAS-BLED score (mean ± SD)                 1.6 ± 0.8                  1.5 ± 0.8                    2.5 ± 0.5                       0.87

ACS = acute coronary syndrome, ALP = alkaline phosphatase, ALT = alanine aminotransferase, ASA = acetylsalicylic acid, 
AST = aspartate aminotransferase, CAD = coronary artery disease, CKD = chronic kidney disease, 
DOAC = direct-acting oral anticoagulant, eGFR = estimated glomerular filtration rate, 
NSAID = nonsteroidal anti-inflammatory drug, OAC = oral anticoagulant, SD = standard deviation,
TIA = transient ischemic attack, ULN = upper limit of normal.
*Except where indicated otherwise.
†For comparison of patients receiving warfarin with patients receiving DOAC by �2 test, Fisher exact test, Student t test,
or Welch t test. 
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a prescription for warfarin and those receiving a DOAC, no 
statistically significant differences were identified. However, this
analysis may have been underpowered because of the small sample
size. Further prospective studies assessing patients’ and prescribers’
perspectives may help to illuminate the rationale behind oral 
anticoagulant prescribing patterns. 

In terms of DOAC prescribing in the present study, the 
incidence of patients receiving a higher-than-recommended dose
was below that reported by Yao and others16 (17% versus 43%,
respectively). The study by Yao and others16 took place in the
United States, in a health care setting similar to the ARH region,
so a greater similarity in results might have been expected. One
possible explanation for the observed difference is increased 
familiarity with these medications among prescribers in the 
current study, given that data in the earlier study were obtained
between 2010 and 2015. The incidence of patients receiving a
lower-than-recommended dose was similar in the current study
and the study by Yao and others16 (12.5% versus 13%, 
respectively).  

This study had several limitations that warrant discussion.
First, it was a retrospective study, and thus relied on the accuracy
and completeness of documentation in the medical records. As
well, because of the small sample size, the study may have been
underpowered to identify between-group differences. No statistical
analysis was performed to compare the group receiving no oral
anticoagulant with the other groups, because there were only a
few patients who did not receive any oral anticoagulant. Finally,
this study did not assess adherence or cost concerns, which might
have affected prescribing patterns. As stated above, future prospec-
tive studies may help to further clarify prescribing patterns.  

CONCLUSION

At the ARH, more than two-thirds of patients with NVAF
and a CHADS-65 score of 1 or higher had a prescription for 
a DOAC at discharge, which aligns with the current CCS atrial
fibrillation guideline recommendations. Patient characteristics
were similar between those receiving warfarin and those receiving
a DOAC, although this study was likely underpowered to observe
any differences in these characteristics. For most of the patients
with a discharge prescription for a DOAC, the drug was correctly
prescribed, although 14% of the patients received a dose that was
either too high or too low in relation to the manufacturer’s 
recommendations. Prescribing of oral anticoagulants could likely
be further improved by education of prescribers and involvement
of hospital pharmacists.

Dabigatran
2%

Warfarin
21%

Rivaroxaban
32%

Apixaban
35%

No OAC
10%

Figure 2. Primary outcome: oral anticoagulant
(OAC) regimen on discharge (n = 120).

Figure 3. Secondary outcome: prescribing of 
direct-acting oral anticoagulants in (A) patients for
whom a full dose was indicated (n = 56) and (B) 
patients for whom a full dose was not indicated 
(n = 23).
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