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BACKGROUND
◆ The type of atrial fi brillation (AF) has not been established as a major predictor  
 of stroke or death, with confl icting reports in the literature1-4.

◆ Therefore, AF burden, defi ned according to each type of AF, has not been   
 factored into the guidance for clinical decision making5,6.

PURPOSE
◆ To analyse outcomes over 2 years after diagnosis of AF by type of AF and by   
 antithrombotic therapy.

METHODS
◆ The Global Anticoagulant Registry in the FIELD–Atrial Fibrillation (GARFIELD-AF)  
 is a prospective non-interventional study designed to refl ect patient management  
 according to local practice.

◆ Adults (≥18 years) with newly diagnosed (≤6 weeks’ duration) AF and ≥1    
 investigator-determined risk factor(s) for stroke were enrolled7.

◆ We analysed baseline characteristics, antithrombotic therapy, and 2-year    
 incidence of outcomes in patients classifi ed as having paroxysmal, persistent, 
 or permanent AF.

◆ All patients listed as ‘new’ or without a classifi cation at baseline were assigned  
 the type of AF listed at the 4-month time point, where available.

◆ Hazard ratios (HRs) were estimated using a Cox proportional hazard regression  
 model and adjusted for anticoagulant (AC) treatment and the following baseline  
 factors: age, gender, race, smoking, diabetes, hypertension, stroke/transient   
 ischaemic attack/systemic embolism (SE), history of bleeding, cardiac failure,   
 vascular disease, moderate-to-severe chronic kidney disease, and heavy alcohol  
 consumption (only in the model for major bleeding).

RESULTS
PATIENT CHARACTERISTICS
◆ We analysed 28 628 patients enrolled from 32 countries in Mar 2010–Oct 2014.

◆ 10 473 (48.5%) patients were classifi ed as having paroxysmal AF, 6020 (27.9%)  
 persistent AF, and 5117 (23.7%) permanent AF; 7018 patients were classed as  
 having new-onset or unknown type of AF.

◆ Patients with permanent AF had slightly higher CHA2DS2-VASc and HAS-BLED  
 scores than those with paroxysmal or persistent AF, and they were most likely  
 to be ≥75 years of age (Table 1).

◆ Compared to patients with other AF types, those with paroxysmal AF were less  
 likely to be obese, or to have left ventricular ejection function <40% or severe  
 heart failure (New York Heart Association Class III/IV), but they were as likely  
 to have history of vascular disease (stroke/transient ischaemic attack, carotid   
 occlusive disease, acute coronary syndromes) (Table 1).

ANTITHROMBOTIC THERAPIES
◆ Patients with paroxysmal AF were less likely to receive AC therapy, with or   
 without antiplatelet (AP) therapy, and more likely to receive AP therapy only or  
 no antithrombotics, versus patients with persistent or permanent AF (Figure 1).

CLINICAL OUTCOMES
◆ Incidence rates of adverse events during 2-year follow-up are shown in Table 2.

LIMITATIONS
◆ Of the 28 628 patients available, type of AF was missing for 7018 (24.5%).

◆ Compared to patients with paroxysmal AF, those with persistent or permanent  
 AF had higher risks of all-cause mortality, stroke/SE, and major bleeding. 
 After adjustment for AC treatment and baseline factors, signifi cant differences  
 in type of AF only remained for all-cause mortality (Figure 2).

◆ Adjusted HRs also showed that mortality is signifi cantly less in paroxysmal vs   
 permanent and persistent AF (Figure 2).

◆ For all outcomes, no statistically signifi cant interaction was found between type  
 of AF and AC therapy (all p>0.10).

Figure 1. Antithrombotic therapy at diagnosis according to type of 
atrial fi brillation 

Figure 2. Adjusted hazard ratios for 2-year clinical outcomes 
according to type of atrial fi brillation

AF, atrial fi brillation; AP, antiplatelet; DTI, direct thrombin inhibitor; FXaI, factor Xa inhibitor; 
VKA, vitamin K antagonist.

Hazard ratios were adjusted for anticoagulant treatment and baseline factors: age, gender, race, smoking, 
diabetes, hypertension, stroke/transient ischaemic attack/systemic embolism, history of bleeding, cardiac 
failure, vascular disease, moderate-to-severe chronic kidney disease, and heavy alcohol consumption 
(only for major bleeding).

CI, confi dence interval; HR, hazard ratio.
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Table 1. Baseline characteristics of patients according to type of 
atrial fi brillation

Paroxysmal AF
(n=10 473)

Persistent AF
(n=6020)

Permanent AF
(n=5117)

Age

    ≥75 years, % 33.6 34.3 48.3

    Mean (SD) 68.5 (11.7) 69.1 (10.9) 72.6 (10.6)

Women, % 47.3 40.4 43.8

BMI ≥30 kg/m2, % 26.8 30.9 33.2

Medical history, %

    NYHA Class III–IV CHF 25.2 33.0 38.8

    Acute coronary syndromes 9.4 8.3 9.6

    LVEF <40% 6.0 12.0 14.4

    Stroke/transient ischaemic attack 12.2 10.7 13.5

    Carotid occlusive disease 2.9 2.8 4.1

    Systemic embolism 0.6 0.7 0.8

    History of bleeding 2.6 2.6 3.1

    History of hypertension 76.6 77.2 79.4

    Diabetes mellitus 20.2 22.1 23.1

    Moderate-to-severe CKD 9.7 9.9 13.3

Risk score, mean (SD)

    CHA2DS2-VASc 3.1 (1.6) 3.1 (1.6) 3.5 (1.5)

    HAS-BLED 1.4 (0.9) 1.4 (0.9) 1.6 (0.9)

AF, atrial fi brillation; BMI, body mass index; CHF, congestive heart failure; CKD, chronic kidney disease; 
LVEF, left ventricular ejection fraction; NYHA, New York Heart Association; SD, standard deviation.

Table 2. Incidence event rates during 2-year follow-up in patients 
with different types of atrial fi brillation

Rate per 100 person-years 
(95% CI)

Paroxysmal AF
(n=10 473)

Persistent AF
(n=6020)

Permanent AF
(n=5117)

Stroke/systemic embolism 1.26 (1.11; 1.43) 1.39 (1.18; 1.63) 1.82 (1.56; 2.12)

Major bleeding 0.73 (0.61; 0.86) 0.76 (0.61; 0.94) 1.07 (0.87; 1.30)

All-cause mortality 2.80 (2.57; 3.05) 3.82 (3.47; 4.21) 5.89 (5.41; 6.41)

AF, atrial fi brillation; CI, confi dence interval.
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CONCLUSIONS
◆ Patients with paroxysmal AF were less likely to be prescribed AC therapy  
 (with or without AP therapy) than those with persistent or permanent AF.

◆ Persistent and permanent AF were associated with higher mortality risk  
 compared with paroxysmal AF, but had similar adjusted risks of stroke/SE  
 and major bleeding during 2 years of follow-up.

◆ We found no statistically signifi cant interaction between type of AF and  
 AC therapy for clinical outcomes.
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CLINICAL IMPLICATIONS
The fi nding of similar adjusted stroke rates in patients with paroxysmal AF as 
compared to those with persistent or permanent AF has several implications: 

◆ It emphasises the need for early detection of silent and unnoticed    
 paroxysmal AF.

◆ It underscores the recommendation to apply the same stroke prevention  
 strategies to paroxysmal AF as to the other types of AF.
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