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Abstract
Background: Atrial fibrillation (AF) and obesity are common conditions globally; yet, 
there remains suboptimal pharmacological management contributing to high rates of 
hospitalization in patients with AF. The altered pathophysiology of both obese and underweight 
individuals may influence the pharmacology of medications, including those used to manage 
AF. This, in turn, increases the risk of adverse events and impacts patient risk for stroke and 
rehospitalization. Despite the well-established complications of obesity, research investigating 
the relationship between obesity and AF is scant.
Objectives: The primary aim of this study is to describe cardiovascular-related hospitalization 
in AF patients according to BMI categories. A secondary aim is to describe anticoagulant 
and antiarrhythmic prescribing practice patterns in patients with AF, according to the BMI 
category.
Design: A retrospective, exploratory descriptive observational cohort study, using routinely 
collected electronic medical record data from five public hospitals within a single health 
district, with a population dominantly that is culturally and linguistically diverse, and has a low 
socioeconomic status.
Methods and analysis: Data extraction will include a 24-month period (January 2017 to 
December 2018) with a 12-month follow-up. All adult (⩾18 years) patients at discharge 
diagnosed with AF, prescribed any oral anticoagulant and/or oral rate/rhythm control agent, 
will be eligible for inclusion.
Ethics and dissemination: Ethics approval from the health district and the University of 
Wollongong has been granted. Findings will seek to demonstrate associations between 
management strategies and patient outcomes, as well as describe patterns of acute care 
management from prescribers. These data will be used to inform and generate hypotheses 
for large-scale studies examining the impact of body weight on anticoagulation prescribing at 
national and global scales.
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Study Protocol

Plain language summary 

Designing a study that examines the use of blood thinners in hospitalised patients with 
irregular heartbeat at different body weights

Background: Across the world, two of the most common conditions include obesity and 
a heart disease that causes irregular heartbeat which is known as Atrial Fibrillation (AF). 
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Introduction
Atrial fibrillation (AF) and obesity are common 
conditions worldwide in epidemic proportions in 
both incidence and prevalence, affecting 60 and 
650 million people globally, respectively.1,2 In the 
Australian context, an accurate estimation of the 
burden of AF remains uncertain; however, preva-
lence rates have been estimated to range from 
1.4% to 5%.3 This is projected to further increase 
to 6.4% in the next 20 years, and double in people 
aged over 55 years due to the ageing population of 
Australia.3,4

A similar trend is seen in the obese adult popula-
tion which has almost doubled between 1995 
(18.7%) and 2018 (31.3%).5 Furthermore, the 
global ageing population can lead to an increase 
in the number of elderly people who have multi-
ple comorbidities and persistent acute illnesses 
demanding frequent hospitalization.6 This may 
also have a consequence on the number of patients 

who have a low body weight, which is a common 
characteristic of frail elderly patients with multi-
ple comorbidities.7

It is estimated that approximately 10–30% of AF 
patients are admitted to the hospital annually for 
cardiovascular and non-cardiovascular causes. 
Subpar management of anticoagulation alone is 
evident in 40–60% of AF patients.8,9

In both obese and underweight individuals, 
altered pathophysiology may influence the phar-
macology of medications, including those used to 
manage AF, by affecting the volume of distribu-
tion (Vd), clearance and, in turn, the elimination 
of half-life.10,11 Furthermore, a drug’s level of 
lipophilicity may also cause a lower plasma con-
centration and a larger Vd in patients who are 
obese, due to high levels of distribution into adi-
pose tissue.12 Although these parameters are 
mainly problematic in morbidly obese (class III) 

As a result of the excessive over or underweight of an individual with AF, can affect how 
some of the medications used manage AF work, in turn potentially affecting their health.
Purpose: The main purpose of this study is to describe how often people with AF end up 
in the hospital because of heart-related problems based on their weight category. We 
also want to describe how doctors prescribe blood thinners and medicines that control 
the heart rhythm, in patients with AF based on their body weight.
Design and method: To do this we will examine old electronic medical records over a 
two-year period, from January 2017 to December 2018 from five public hospitals, and 
we will see what happens after one year if they were hospitalised. These hospitals serve 
a diverse population with a mix of languages and cultures and are low-income earning 
households. We will only examine the electronic medical records of adults (18 years 
and over) who were diagnosed with AF and were prescribed blood thinners and/or heart 
rate or rhythm-controlling medications at the time of leaving the hospital. All adult 
(⩾18 years) patients at discharge diagnosed with AF, prescribed any oral anticoagulant 
and/or oral rate/rhythm control agent, will be eligible for inclusion. We have already 
gotten approval from the hospital and the University of Wollongong to conduct this study 
ethically. We anticipate that the results from this study will help us understand how 
different treatments and body weights are connected, and this knowledge can be used to 
plan bigger studies on a national and global scale to improve how we care for people with 
irregular heartbeats.

Keywords: antiarrhythmics, anticoagulant, atrial fibrillation, direct oral anticoagulants, 
obesity, retrospective cohort, study protocol
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patients taking highly lipophilic agents (e.g. ami-
odarone13,14), they should not be overlooked. 
This is particularly pertinent in the context of 
high-risk medications including those used in the 
ongoing management of AF, due to the increased 
risk of medication misadventure leading to  
bleeding or bradyarrhythmia.10,11,15 Physiologi-
cal changes can impact adequate dosing, increas-
ing the risk of adverse events, stroke and 
rehospitalization.

Despite the epidemic proportions of obesity and 
AF and strong correlations between the two, 
there has been little to none, or conflicting guid-
ance provided for the pharmacological manage-
ment of patients who are obese with AF in 
international guidelines.16–20 Furthermore, there 
are conflicting findings in published systematic 
reviews on this topic,21–23 and in clinical trials, 
such as ARISTOTLE, RELY and ROCKET- 
AF,24–26 weight categories were not equally dis-
tributed. The majority of patients enrolled in the 
RELY trial (up to 80%) were between 50 and 
100 kg and only 2% were <50 kg.27 Patients who 
were >140 kg were under-represented comprising 
only 1.4% of the sample in the ARISTOTLE trial. 
As such, the International Society on Thrombosis 
and Haemostasis recommends not using direct 
oral anticoagulants (DOAC)’s when the body 
mass index (BMI) is >40 kg/m2 or weight >120 kg 
due to the limited clinical data available.20 
Furthermore, conflicting pharmacokinetic analy-
sis of DOACs and in particular with regards to 
dabigatran and low body weight add to the com-
plexity of decision-making for prescribers.28–30

Socioeconomic disparities further complicate and 
compound the relationship between obesity and 
AF, as the prevalence of obesity is highest in low 
socioeconomic populations. Adults in unskilled 
and manual professions have a four times greater 
risk of being obese compared to those in higher 
socioeconomic groups.31,32 The Australian 
Bureau of Statistics estimates that 72% of indi-
viduals in low socioeconomic areas are overweight 
or obese, compared to 62% of those living in high 
socioeconomic areas.5 Despite the well-estab-
lished complications of obesity, research investi-
gating the relationship between obesity and AF is 
scant. Similarly, the increasing ageing population 
coupled with low body weight associated with 
frailty needs to be considered.

Aim
The primary aim of this study is to establish  
the prevalence of cardiovascular-related rehospi-
talization in AF patients according to BMI.  
For this study, rehospitalization is defined  
as representation and or readmission within 
12 months of the index admission from which 
patients in AF were discharged. The secondary 
aims are to describe anticoagulant and antiar-
rhythmic prescribing practice patterns in patients 
with existing AF according to BMI and to identify 
risk factors associated with rehospitalization.

Hypothesis
It is hypothesized that obese patients with an 
existing AF diagnosis will have a higher rate of 
cardiovascular-related rehospitalization com-
pared to healthy and underweight patients.

Methods

Design
A retrospective, exploratory descriptive observa-
tional cohort study, using routinely collected 
health service electronic medical record (eMR) 
data, has been designed. Data extraction will 
focus on index admissions from January 2017 to 
December 2018 with a 12-month follow-up.

Setting
The retrospective data will be extracted from 
eMRs for patient admissions from five public 
hospitals within a single health district with a 
population dominantly that is culturally and lin-
guistically diverse and have low socio-economic 
status, indexed as per the Index of Relative 
Socio-Economic Advantage and Disadvantage 
(IRSAD). In 2017–2018, there were over 6300 
index admissions and 360 deaths associated 
with AF in this district.33 Almost two-thirds 
(64.9%) of the population in this district is  
considered to be overweight or obese, not  
unlike the national Australian population  
average (67%).34 In addition to the high preva-
lence of obesity, there are socioeconomic  
disparities within the district with suburbs  
such as Blacktown, Mt Druitt and Auburn  
considered to be of marked socioeconomic 
disadvantage.35
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Research questions (RQ) and objectives (O)
To accurately assess the relationship between AF 
and outcomes according to BMI, in patients 
rehospitalized in acute care services within a sin-
gle low socio-economic healthcare district in 
Western Sydney, the following research questions 
and specific research objectives have been pre- 
defined.

RQ1. Do rates of rehospitalization (representa-
tion ± readmission) differ according to BMI in 
patients with AF?

Oi. To compare the prevalence of rehos-
pitalization at 12-month follow-up 
according to BMI in patients with AF.

RQ2. What are the anticoagulant and antiar-
rhythmic prescribing practices for AF patients 
in different BMI categories?

Oi. To establish the proportion of AF 
patients prescribed anticoagulants and 
antiarrhythmic agents.
Oii. To describe commonly prescribed 
anticoagulant and antiarrhythmic agents 
used in patients with AF according to BMI.
Oiii. To identify and describe dose modi-
fications made for patients with AF 
according to BMI.

RQ3. Do risk factors for rehospitalization dif-
fer according to BMI in patients with AF?

Oi. To examine risk factors associated 
with rehospitalization over 12 months 
according to BMI in patients with AF.

Sample
The study will include all patients who have a 
new or existing diagnosis of AF (or atrial flutter) 
in their discharge summary, aligned with the fol-
lowing International Classification of Diseases 
codes (ICD-10, 2019 revision): 148.0, 148.1, 
148.2, 148.3, 148.4, 148.9. Data for the variables 
of interest will be extracted by the clinical analyt-
ics team from the district.

Inclusion criteria
Adult patients (⩾18 years) at index admission 
with a diagnosis of AF as per ICD coding who are 
prescribed any oral anticoagulant (rivaroxaban, 
apixaban, dabigatran and warfarin) and/or oral 
rate/rhythm control agents (atenolol, metoprolol, 
sotalol, amiodarone, digoxin, flecainide, disopyra-
mide, verapamil and diltiazem). See Supplemental 

Table 6 for anatomical therapeutic chemical 
(ATC) codes.

Exclusion criteria
Non-AF-related indication for anticoagulation (e.g. 
venous thromboembolism, hip/knee replacement).

Sample size
As eMR data represent routinely collected clini-
cal data, there is a level of uncertainty to consider 
in sample size calculations. Based on the sample 
size of previous studies36–40 that have explored a 
similar topic within the same health district, a 
sample size of approximately 300 patients is 
anticipated. The Pearson product–moment cor-
relation coefficient will be used to examine the 
relationship between the rate of rehospitalization 
and BMI. A G*Power post hoc calculation for this 
test indicates this sample size should enable the 
detection of a large effect with 1.0 power and 
0.05 probability.

Primary outcomes
The primary outcome is the rate of cardiovascu-
lar-related equivalent ICD-10 codes to those out-
lined by Wetmore et al.,41 rehospitalization within 
12 months of the date of discharge from the index 
admission. Relevant cardiovascular conditions 
include the following:

 • Stroke (ischaemic or haemorrhagic), sys-
temic or pulmonary embolism

 • Any bleeding events (i.e. major, clinically 
significant non-major or minor bleeding, 
haemorrhagic or thromboembolic events) 
as per ICD coding

 • Transient ischaemic attack

Secondary outcomes
Secondary outcome measures include identifying 
the proportion of patients with existing AF pre-
scribed anticoagulant and antiarrhythmic agents, 
types of anticoagulant and antiarrhythmic agents 
prescribed, the dose administered, and frequency 
of medication-related adverse events, according 
to BMI category. Time to first rehospitalization, 
the reason for rehospitalization and the frequency 
of all-cause rehospitalization will be established. 
Length of stay during rehospitalization, number 
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of major adverse clinical events (MACE: compos-
ite of myocardial infarction, all-cause death, 
stroke, systemic or pulmonary embolism) within 
12 months and rate of all-cause in-hospital mor-
tality within 12 months will be examined.

Data extraction
Baseline data will be collected at index admission, 
with a follow-up at 12 months. Variables of inter-
est include sample characteristics (medical his-
tory, serum creatinine (SCr), estimated glomerular 
filtration rate (eGFR), age, ethnicity, residence 
postcode, sex, BMI), medication(s) at discharge, 
international normalized ratio, anti-Xa or dilute 
thrombin time, hospital readmission/representa-
tion diagnosis/presenting problem and date.  
The variables of interest will be collected at base-
line and index readmission(s)/representation(s). 
However, variables such as hospital readmission/
representation diagnosis/presenting problem and 
date will be collected at all subsequent readmis-
sion/representations following index admission.

Data management
The overall quantity and quality of the data are 
difficult to estimate. It is anticipated that conven-
tional methods such as listwise deletion and 
imputation will be used to manage incomplete 
and missing data (i.e. <5%) depending on com-
pleteness. All patients will be deidentified and 
allocated a unique ID code number, after which 
the dataset will be separated from the linkage file 
and a re-identifiable dataset will be used by the 
research team for analysis. The dataset will be 
saved in a password-protected file, on a password-
protected hard drive, on an self-sovereign identity 
(SSI)-encrypted health district computer. Any 
data extracted for this study will be in a digital 
format. Data will not be shared with any third 
party and access to information will be strictly 
restricted to the research team. Data will be stored 
for a minimum of 5 years following the final pres-
entation or publication of information associated 
with this study, after which it will be deleted from 
the computer on which it is stored.

Data analysis
Statistical analysis will be performed using IBM 
SPSS® (Version 28.0).42 For continuous varia-
bles, assumptions of normality will be tested 

graphically with histograms and using the 
Shapiro–Wilk or Kolmogorov–Smirnoff test. 
Continuous data will be presented as mean (M) 
with standard deviation (SD), or median (Med) 
and quartiles (Q1, Q3) if not normally distrib-
uted. Continuous data will be analysed using uni-
variate descriptive tests and bivariate tests such as 
two-sample t-tests or analysis of variance ( 
(ANOVA) for parametric data, and Mann–
Whitney or Kruskal–Wallis test for non-paramet-
ric data. Categorical variables will be presented as 
frequency (N) and proportion (%) and analysed 
using chi-square or Fisher’s exact tests where 
appropriate.

The primary outcome measure will be analysed 
using Pearson product–moment correlation if 
there are no violations of assumptions of normal-
ity, linearity and homoscedasticity. Cohen’s d will 
be used to assess the strength of the relationship 
and the coefficient of determination calculated to 
examine shared variance. BMI will be categorized 
as underweight (BMI < 18.5 kg/m2), normal (BMI 
18.5–24.9 kg/m2), overweight (BMI 25.0–29.9 kg/
m2), obese class I (BMI 30.0–34.9 kg/m2), obese 
class II (BMI 35.0–39.9 kg/m2) or obese class III 
(BMI ⩾40 kg/m2). Univariate analyses will be 
used to identify unadjusted risk factors for rehos-
pitalization. Survival analysis based on the Kaplan-
Meier method will be used to illustrate freedom 
from rehospitalization for the 12-month follow-up 
interval. Cases will be right-censored if they did 
not experience the event by the end of the follow-
up period, that is, 12 months. If there is an ade-
quate incidence of rehospitalization, univariate 
predictors of rehospitalization risk will be exam-
ined using a Cox proportional hazards regression 
model to compare the hazard of rehospitalization 
between obese and non-obese patients. All tests 
will be two-tailed and a p-value of <0.05 will be 
considered statistically significant.

Planned subgroup and post hoc analysis
We will perform subgroup analyses for age, anti-
coagulant agent, sex, renal impairment 
[Cockcroft-Gault (based on multiple body weight 
calculation methods) versus eGFR] and social 
economic status (as per IRSAD indexation). 
Additionally, given the noted ambiguity in the lit-
erature concerning the use of DOACs in special 
populations,43–46 we will perform a post hoc analy-
sis of DOAC use according to ethnicity 
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(Supplemental Table 6), sex and renal impair-
ment. The results from the post hoc analyses will 
be published separately.

Dissemination and translation strategy
We intend to publish results in peer-reviewed  
cardiology journals and present study findings  
at local, national and international scientific meet-
ings. The reporting of this study and any subse-
quent publications will conform to the 
Strengthening the Reporting of Observational 
Studies in Epidemiology (STROBE) statement.47

Furthermore, we intend to provide plain English 
language summaries to consumers and research 
end-users via the media, through outlets such as 
The Conversation or The Pulse, which is the 
health district’s own media outlet that provides a 
health-literacy-friendly media for consumers. 
Other news outlets with public reach and engage-
ment may also be used. We also intend to pro-
duce a short animation video that will be shared 
across social media platforms.

Strengths and limitations
The main limitation of this study is its retrospec-
tive design. Real-world clinical data may  
potentially be predisposed to unidentifiable con-
founding factors. In addition, the necessity for 
complete data entry may impact sample size sec-
ondary to missing data. However, accessing 
existing data is also a strength, as it enables a 
rapid, efficient strategy for service evaluation and 
future risk stratification to target care readmis-
sion risk reduction. Retrospective data provide 
rich information to benchmark practice patterns 
for future research and identify inadequacies in 
existing practice methods. This district was also 
the first site in Australia to implement eMR for 
two full years before it implemented an electronic 
medication system.48 As a result, it is anticipated 
that the likelihood of most of the variables of 
interest being adequately collected is high com-
pared to other hospitals in the state. Errors in the 
coding of clinical information could further add 
to the limitation of using retrospectively collected 
real-world clinical data, which could affect the 
veracity of the data that has been extracted. 
However, to minimize this from occurring, the 
health district has a health informatics unit that 
audit the coding to ensure that the documented 
clinical data are correctly translated into the 

correct code as per the coding guidelines and 
requirements.

The second key limitation is that the collected 
data will not include patients who had AF at dis-
charge and were not prescribed an oral anticoagu-
lant/antiarrhythmic. However, this was to ensure 
that the patients did not have a self-limiting AF, 
which could potentially skew endpoint measures.

Conclusion/outcomes
This study will provide a real-world snapshot of 
anticoagulant and antiarrhythmic prescribing 
practice patterns and cardiovascular complica-
tions in AF patients according to BMI, in a cohort 
of patients living in a low socio-economic status 
healthcare district. Prescribing patterns in AF 
management will be established along with differ-
ences in rates of rehospitalization according to 
BMI. The findings from this study will highlight 
the impact of actual rather than ideal manage-
ment strategies on patient outcomes and identify 
patterns of acute care management from prescrib-
ers within this field.

Declarations

Ethics approval and consent to participate
This retrospective study is of low or negligible risk 
as it relies on data routinely collected as a usual 
component of clinical care. This activity is con-
sistent with the National Privacy Principle 2.1(a) 
in that, the secondary purpose of using data for 
this study is directly related to the primary pur-
pose of collection; thus, the use of this informa-
tion for this secondary purpose would be within 
reasonable individual expectations. The study 
will be purely observational in nature and as such, 
does not involve any form of intervention being 
tested on patients or direct contact with patients. 
The main source of ethical consideration is the 
breach of patient confidentiality and anonymity 
and ensuring the dataset is non-identifiable will 
protect from these risks. The information will be 
used to compile descriptive data to audit and 
benchmark practice patterns. The presentation of 
findings will be in aggregate form that does not 
identify individuals and is compliant with the 
health services commissioner’s guidelines. The 
study has received ethics approval from the 
University of Wollongong and Western Sydney 
Local Health Disctrict (WSLHD) Ref 2011-05 
(approved December 2020).

https://journals.sagepub.com/home/taw


F Shaikh, R Wynne et al.

journals.sagepub.com/home/taw 7

Consent for publication
Not applicable.

Author contributions
Fahad Shaikh: Conceptualization; Data cura-
tion; Formal analysis; Investigation; Methodology; 
Project administration; Software; Writing – origi-
nal draft; Writing – review & editing.

Rochelle Wynne: Methodology; Resources; 
Supervision; Validation; Writing – review & editing.

Ronald L. Castelino: Methodology; Super-
vision; Writing – review & editing.

Sally C. Inglis: Supervision; Writing – review & 
editing.

Patricia M. Davidson: Methodology; Super-
vision; Validation; Writing – review & editing.

Caleb Ferguson: Conceptualization; Method-
ology; Resources; Supervision; Validation; Writing 
– review & editing.

Acknowledgements
None.

Funding
The authors disclosed receipt of the following finan-
cial support for the research, authorship and/or 
publication of this article: FS is supported by the 
Australian Government Research Training Program 
(RTP) through a University of Wollongong 
Doctoral Scholarship. SCI receives funding through 
a Heart Foundation Future Leader Fellowship by 
the Heart Foundation of Australia [Ref: 102821]. 
CF receives funding through a Heart Foundation 
Postdoctoral Fellowship [Ref: 102168] from the 
Heart Foundation of Australia and a National 
Health and Medical Research Council Emerging 
Leadership Fellowship [APP 1196262].

Competing interests
CF is a co-author of the National Heart Founda-
tion of Australia and the Cardiac Society of 
Australia and New Zealand: Australian Clinical 
Guidelines for the Diagnosis and Management of 
Atrial Fibrillation 2018. All other authors declare 
no conflict of interest.

Availability of data and materials
Not applicable.

ORCID iD
Fahad Shaikh  https://orcid.org/0000-0003- 
4875-5771

Supplemental material
Supplemental material for this article is available 
online.

References
 1. Roth GA, Mensah GA, Johnson CO, et al. Global 

burden of cardiovascular diseases and risk factors, 
1990–2019: update from the GBD 2019 study.  
J Am Coll Cardiol 2020; 76: 2982–3021.

 2. World Health Organisation. Obesity and 
overweight, https://www.who.int/news-room/
fact-sheets/detail/obesity-and-overweight (2016, 
accessed 5 April 2022).

 3. Wong CX, Brown A, Tse HF, et al. 
Epidemiology of atrial fibrillation: the Australian 
and Asia-Pacific perspective. Heart Lung Circ 
2017; 26: 870–879.

 4. Ball J, Thompson DR, Ski CF, et al. Estimating 
the current and future prevalence of atrial 
fibrillation in the Australian adult population. 
Med J Aust 2015; 202: 32–35.

 5. Australian Bureau of Statistics. National Health 
Survey [Internet]. Canberra: ABS, https://www.
abs.gov.au/statistics/health/health-conditions-and-
risks/national-health-survey/latest-release (2022, 
2 January 2024).

 6. Ekerstad N, Karlsson T, Soderqvist S, et al. 
Hospitalized frail elderly patients - atrial 
fibrillation, anticoagulation and 12 months’ 
outcomes. Clin Interv Aging 2018; 13: 749–756.

 7. Turagam MK, Velagapudi P and Flaker GC. 
Stroke prevention in the elderly atrial fibrillation 
patient with comorbid conditions: focus on non-
vitamin K antagonist oral anticoagulants. Clin 
Interv Aging 2015; 10: 1431–1444.

 8. DeVore AD, Hellkamp AS, Becker RC, et al. 
Hospitalizations in patients with atrial fibrillation: 
an analysis from ROCKET AF. Europace 2016; 
18: 1135–1142.

 9. Department of Health and Ageing. Review 
of anticoagulation therapies in atrial fibrillation. 
Commonwealth of Australia, Canberra, ACT, 
2012.

 10. Cheymol G. Effects of obesity on 
pharmacokinetics: implications for drug therapy. 
Clin Pharmacokinet 2000; 39: 215–231.

 11. Hanley MJ, Abernethy DR and Greenblatt DJ. 
Effect of obesity on the pharmacokinetics of 
drugs in humans. Clin Pharmacokinet 2010; 49: 
71–87.

https://journals.sagepub.com/home/taw
https://orcid.org/0000-0003-4875-5771
https://orcid.org/0000-0003-4875-5771
https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight


8 journals.sagepub.com/home/taw

Volume 15
TherapeuTic advances in 
drug safety

 12. Barras M and Legg A. Drug dosing in obese 
adults. Aust Prescr 2017; 40: 189–193.

 13. Fukuchi H, Nakashima M, Araki R, et al. Effect 
of obesity on serum amiodarone concentration 
in Japanese patients: population pharmacokinetic 
investigation by multiple trough screen analysis.  
J Clin Pharm Ther 2009; 34: 329–336.

 14. Ornelas-Loredo A, Kany S, Abraham V, et al. 
Association between obesity-mediated atrial 
fibrillation and therapy with sodium channel 
blocker antiarrhythmic drugs. JAMA Cardiol 
2020; 5: 57–64.

 15. Wang Y, Singh S and Bajorek B. Old age, high 
risk medication, polypharmacy: a ‘trilogy’ of risks 
in older patients with atrial fibrillation. Pharm 
Pract (Granada) 2016; 14: 706.

 16. Rocca B, Fox KAA, Ajjan RA, et al. 
Antithrombotic therapy and body mass: an 
expert position paper of the ESC Working  
Group on Thrombosis. Eur Heart J 2018; 39: 
1672–1686f.

 17. Steffel J, Verhamme P, Potpara TS, et al. The 2018 
European Heart Rhythm Association Practical 
Guide on the use of non-vitamin K antagonist oral 
anticoagulants in patients with atrial fibrillation. 
Eur Heart J 2018; 39: 1330–1393.

 18. Mocini D, Di Fusco SA, Mocini E, et al. Direct 
oral anticoagulants in patients with obesity 
and atrial fibrillation: position paper of Italian 
National Association of Hospital Cardiologists 
(ANMCO). J Clin Med 2021; 10: 4185.

 19. Steffel J, Collins R, Antz M, et al. 2021 European 
Heart Rhythm Association Practical Guide 
on the use of non-vitamin K antagonist oral 
anticoagulants in patients with atrial fibrillation. 
Europace 2021; 23: 1612–1676.

 20. Martin K, Beyer-Westendorf J, Davidson BL, 
et al. Use of the direct oral anticoagulants in 
obese patients: guidance from the SSC of the 
ISTH. J Thromb Haemost 2016; 14: 1308–1313.

 21. Shaikh F, Wynne R, Castelino RL, et al. 
Effectiveness of direct oral anticoagulants in 
obese adults with atrial fibrillation: a systematic 
review of systematic reviews and meta-analysis. 
Front Cardiovasc Med 2021; 8: 732828.

 22. Thangjui S, Kewcharoen J, Yodsuwan R, et al. 
Efficacy and safety of direct oral anticoagulant 
in morbidly obese patients with atrial fibrillation: 
systematic review and meta-analysis. Eur Heart J 
Cardiovasc Pharmacother 2022; 8: 325–335.

 23. Almas T, Muhammad F, Siddiqui L, et al. Safety 
and efficacy of direct oral anticoagulants in 
comparison with warfarin across different BMI 

ranges: a systematic review and meta-analysis. 
Ann Med Surg (Lond) 2022; 77: 103610.

 24. Granger CB, Alexander JH, McMurray JJV, et al. 
Apixaban versus warfarin in patients with atrial 
fibrillation. N Engl J Med 2011; 365: 981–992.

 25. Connolly SJ, Ezekowitz MD, Yusuf S, et al. 
Dabigatran versus warfarin in patients with atrial 
fibrillation. N Engl J Med 2009; 361: 1139–1151.

 26. Patel MR, Mahaffey KW, Garg J, et al. 
Rivaroxaban versus warfarin in nonvalvular 
atrial fibrillation. N Engl J Med 2011; 365: 
883–891.

 27. Covert K and Branam DL. Direct-acting oral 
anticoagulant use at extremes of body weight: 
literature review and recommendations. Am J 
Health Syst Pharm 2020; 77: 865–876.

 28. Russo V, Cattaneo D, Giannetti L, et al. 
Pharmacokinetics of direct oral anticoagulants 
in patients with atrial fibrillation and extreme 
obesity. Clin Ther 2021; 43: e255–e263.

 29. Piran S, Traquair H, Chan N, et al. Peak plasma 
concentration of direct oral anticoagulants in 
obese patients weighing over 120 kilograms: a 
retrospective study. Res Pract Thromb Haemost 
2018; 2: 684–688.

 30. Chen A, Stecker E and Warden BA. Direct oral 
anticoagulant use: a practical guide to common 
clinical challenges. J Am Heart Assoc 2020; 9: 
e017559.

 31. Obesity Policy Coalition. Overweight, obesity 
and chronic diseases in Australia. Obesity Policy 
Coalition, Victoria, 2018.

 32. Agha M and Agha R. The rising prevalence of 
obesity: Part A: Impact on public health. Int J 
Surg Oncol (N Y) 2017; 2: e17.

 33. Australian Institute of Health and Welfare 
(AIHW). Atrial fibrillation in Australia [Internet]. 
Canberra: AIHW, https://www.aihw.gov.au/
reports/heart-stroke-vascular-diseases/atrial-
fibrillation-in-australia (2020, accessed 22 
January 2024).

 34. Australian Institute of Health and Welfare. A 
picture of overweight and obesity in Australia 2017. 
Canberra, ACT: Australian Institute of Health 
and Welfare, 2017.

 35. Australian Bureau of Statistics. Census of 
population and housing: Socio-Economic 
Indexes for Areas (SEIFA), https://www.abs.
gov.au/ausstats/abs@.nsf/Lookup/by%20
Subject/2033.0.55.001~2016~Main%20
Features~IRSAD%20Interactive%20Map~16 
(2016, accessed 7 July 2020).

https://journals.sagepub.com/home/taw
https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/atrial-fibrillation-in-australia
https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/atrial-fibrillation-in-australia
https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/atrial-fibrillation-in-australia
https://www.abs.gov.au/ausstats/abs
https://www.abs.gov.au/ausstats/abs


F Shaikh, R Wynne et al.

journals.sagepub.com/home/taw 9

 36. Pandya EY, Anderson E, Chow C, et al. 
Contemporary utilization of antithrombotic 
therapy for stroke prevention in patients with 
atrial fibrillation: an audit in an Australian 
hospital setting. Ther Adv Drug Saf 2018; 9: 
97–111.

 37. Bishay RH, Meyerowitz-Katz G, Chandrakumar 
D, et al. Evaluating the Diabetes-Cardiology 
interface: a glimpse into the diabetes management 
of cardiology inpatients in western Sydney’s 
‘diabetes hotspot’ and the establishment of a novel 
model of care. Diabetol Metab Syndr 2018; 10: 90.

 38. Bishay RH, Meyerowitz-Katz G, Hng TM, 
et al. A retrospective case-control cohort 
analysis of comorbidity and health expenditure 
in hospitalized adults diagnosed with obesity 
utilizing ICD-10 diagnostic coding. Clin Obes 
2021; 11: e12469.

 39. Rajamohan M, Gan G, Bhat A, et al. 
Epidemiology of cardiovascular risk factors and 
management trends in young patients with non-
valvular atrial fibrillation in Western Sydney. 
Heart Lung Circ 2017; 26: S294–S295.

 40. Ferkh A, O’Keefe E, Zada M, et al. Demographic 
and clinical profile of cardioembolic stroke 
patients in Western Sydney. Intern Med J 2020; 
50: 726–732.

 41. Wetmore JB, Molony JT, Liu J, et al. 
Readmissions following a hospitalization for 
cardiovascular events in dialysis patients: a 
retrospective cohort study. J Am Heart Assoc 
2018; 7: e007231.

 42. IBM Corp. IBM SPSS Statistics for Windows, 
version 28.0. Armonk, NY: IBM Corp, 2021.

 43. Law SWY, Lau WCY, Wong ICK, et al. 
Sex-based differences in outcomes of oral 
anticoagulation in patients with atrial fibrillation. 
J Am Coll Cardiol 2018; 72: 271–282.

 44. Aursulesei V and Costache II. Anticoagulation in 
chronic kidney disease: from guidelines to clinical 
practice. Clin Cardiol 2019; 42: 774–782.

 45. Ravvaz K, Weissert JA, Jahangir A, et al. 
Evaluating the effects of socioeconomic status 
on stroke and bleeding risk scores and clinical 
events in patients on oral anticoagulant for new 
onset atrial fibrillation. PLoS One 2021; 16: 
e0248134.

 46. Zhou B, Wu H, Wang C, et al. Impact of age, 
sex, and renal function on the efficacy and 
safety of direct oral anticoagulants vs. vitamin 
K antagonists for the treatment of acute venous 
thromboembolism: a meta-analysis of 22,040 
patients. Front Cardiovasc Med 2021; 8: 700740.

 47. von Elm E, Altman DG, Egger M, et al. The 
Strengthening the Reporting of Observational 
Studies in Epidemiology (STROBE) statement: 
guidelines for reporting observational studies.  
J Clin Epidemiol 2008; 61(4): 344–349.

 48. Gunja N, Dunlop I, Vaghasiya M, et al. 
Patient-centric implementation of an electronic 
medication management system at a tertiary 
hospital in Western Sydney. J Innov Health Inform 
2018; 25: 169–175.

Visit Sage journals online 
journals.sagepub.com/
home/taw

 Sage journals

https://journals.sagepub.com/home/taw
https://journals.sagepub.com/home/taw
https://journals.sagepub.com/home/taw

