
Management of atrial fibrillation (AF) has changed rapidly
over the last decade making management of these poten-

tially complex patients challenging. The European Society of
Cardiology (ESC) has helped to distil appropriate strategies for
AF management in their 2010 guidelines, updated in 2012.1

Much of these updates focused on our increasing under-
standing of how important anticoagulation is for preventing
stroke in patients with AF and how poor aspirin was as an alter-
native. Since then several new oral anticoagulant (NOAC) drugs
supported by clinical trials have gained European regulatory
approval and reached routine medical practice.2

Outside the setting of clinical trials little is known about
these drugs – dabigatran (Pradaxa), rivaroxaban (Xarelto) and
apixaban (Eliquis) – and this editorial explores the ESC guidance
regarding their use and place in the reduction of embolic stroke
in relation to AF and associated bleeding risks.

Treating AF
AF is increasing in prevalence because current advances in
modern medicine and health promotion have subsequently
increased life expectancy and because AF incidence rises with
increasing age. AF can be associated with a five-fold risk of
stroke if untreated, but despite most patients identifying this
as their worst fear of AF many refuse to take warfarin. Apart
from the bad press that surrounds ‘rat poison’ many find the
inconvenience of blood tests required with warfarin off-putting.
Furthermore there is a significant population that have such
poor control of their blood international normalised ratio (INR)
that the warfarin is more harmful that helpful. 
The current evidence does not support the use of aspirin

alone because its benefits in stroke prevention do not outweigh
the bleeding risks. Therefore, it is hoped that the NOACs might
be an answer to these problems but how much do we know about
them and are they as simple to use as has been suggested? 

NOACs
Who should receive anticoagulation? The answer to this ques-
tion is most people with nonvalvular AF over the age of 65 and
some younger patients who have other risk factors. NOACs are
recommended for the same patient group in most guidelines,
but in some geographical locations the cost of NOACs and lim-
ited clinical experience have led to the development of local
guidelines suggesting their use only when warfarin fails (eg
because of poor INR control). However, the assumption that
being prescribed a NOAC will give better control assumes per-
fect patient adherence, which, as most clinicians are aware, is
rare. Furthermore, the pharmacokinetics of NOACs are signifi-
cantly changed by renal dysfunction, food or concomitant drugs. 
The new ESC guidelines summarise these potential prob-

lems and interactions and highlight the fact that NOACs are not

just ‘fire and forget’ drugs but do require follow-up in some
patients groups and some thought when prescribing other drugs.
Another potential issue is that there are no proven anti-

dotes to these drugs. Whether this translates into meaningful
clinical problems in the real world remains to be seen but the
ESC guidelines summarise the consensus view on the man-
agement of these patients, which is largely supportive. The
advantage of NOACs is that they are active for much shorter
times than warfarin (hence the importance of patient adher-
ence) and therefore waiting for reduction of anticoagulant
behaviour may be a reasonable strategy. Nevertheless, if one
is preparing patients for elective surgery then recommended
intervals for omission of NOACs range from 24 to 96 hours,
which seems somewhat contradictory to this concept of short
action of NOACs. 
It should be remembered that much of this advice is appro-

priately conservative because at present there are so little
robust clinical data. At our institution we have been performing
electrophysiological procedures (pacing, AF ablation) on
patients with uninterrupted warfarin for some years now and
have found that reversal of warfarin has not been required. The
same may apply to NOACs but this is not yet clear. 
The NOAC guidelines touch on some other important clinical

areas such as management of concomitant disease, most
importantly myocardial ischaemia. These will be a comfort to
the physician who is faced with what at present is a rare sce-
nario, but will soon be very common. 

Conclusion
NOACs may be more complex to manage than some clinicians
and patients may believe, and careful thought about the phar-
macokinetics, particularly in patients on other drugs or with
renal failure, is required. Adherence is an issue, particularly with
twice-daily NOACs, and regular follow-up and once-daily regimen
NOACs may offer greater protection where adherence is in
doubt. The addition of other medical problems like cancer or
cardiac disease will require some attention, at least until there
are more data available to help guide us with the ideal manage-
ment strategy for each of these scenarios. 
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