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Abstract

Background

\Anticoagulation is used for stroke prophylaxis in non-valvular atrial fibrillation, amongst

other by use of the vitamin K antagonist, warfarin. Quality in warfarin therapy is often sum-

marized by the time patients spend within the therapeutic range (percent time in therapeutic

range, TTR). The correlation between TTR and the occurrence of complications during war-

farin therapy has been established, but the influence of patient characteristics in that respect

remains undetermined. The objective of the present papers was to examine the association

between mean TTR and complication rates with adjustment for differences in relevant

patient cohort characteristics.

Methods

A systematic literature search was conducted in MEDLINE and Embase (2005–2015) to

identify eligible studies reporting on use of warfarin therapy by patients with non-valvular

atrial fibrillation and the occurrence of hemorrhage and thromboembolism. Both randomized

controlled trials and observational cohort studies were included. The association between

the reported mean TTR and major bleeding and stroke/systemic embolism was analyzed by

random-effects meta-regression with and without adjustment for relevant clinical cohort

characteristics. In the adjusted meta-regressions, the impact of mean TTR on the occur-

rence of hemorrhage was adjusted for the mean age and the proportion of populations with

prior stroke or transient ischemic attack. In the adjusted analyses on thromboembolism, the

proportion of females was, furthermore, included.

PLOS ONE | https://doi.org/10.1371/journal.pone.0188482 November 20, 2017 1 / 17

a1111111111

a1111111111

a1111111111

a1111111111

a1111111111

OPENACCESS

Citation: Vestergaard AS, Skjøth F, Larsen TB,

Ehlers LH (2017) The importance of mean time in

therapeutic range for complication rates in warfarin

therapy of patients with atrial fibrillation: A

systematic review and meta-regression analysis.

PLoS ONE 12(11): e0188482. https://doi.org/

10.1371/journal.pone.0188482

Editor: Michael Nagler, Inselspital Universitatsspital

Bern, SWITZERLAND

Received: July 5, 2017

Accepted: November 8, 2017

Published: November 20, 2017

Copyright: © 2017 Vestergaard et al. This is an

open access article distributed under the terms of

the Creative Commons Attribution License, which

permits unrestricted use, distribution, and

reproduction in any medium, provided the original

author and source are credited.

Data Availability Statement: All relevant data are

within the paper and its Supporting Information

files.

Funding: The authors received no specific funding

for this work.

Competing interests: TBL has served as an

investigator for Janssen Scientific Affairs, LLC and

Boehringer Ingelheim, and has been on the speaker

bureaus for Bayer, BMS/Pfizer, Roche Diagnostics,

Boehringer Ingelheim and Takeda Pharma. FS has

https://doi.org/10.1371/journal.pone.0188482
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0188482&domain=pdf&date_stamp=2017-11-20
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0188482&domain=pdf&date_stamp=2017-11-20
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0188482&domain=pdf&date_stamp=2017-11-20
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0188482&domain=pdf&date_stamp=2017-11-20
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0188482&domain=pdf&date_stamp=2017-11-20
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0188482&domain=pdf&date_stamp=2017-11-20
https://doi.org/10.1371/journal.pone.0188482
https://doi.org/10.1371/journal.pone.0188482
http://creativecommons.org/licenses/by/4.0/


Results

Of 2169 papers, 35 papers met pre-specified inclusion criteria, holding relevant information

on 31 patient cohorts. In univariable meta-regression, increasing mean TTR was signifi-

cantly associated with a decreased rate of both major bleeding and stroke/systemic embo-

lism. However, after adjustment mean TTR was no longer significantly associated with

stroke/systemic embolism. The proportion of residual variance composed by between-study

heterogeneity was substantial for all analyses.

Conclusions

Although higher mean TTR in warfarin therapy was associated with lower complication rates

in atrial fibrillation, the strength of the association was decreased when adjusting for differ-

ences in relevant clinical characteristics of the patient cohorts. This study suggests that

mainly the safety of warfarin therapy increases with higher mean TTR, whereas effective-

ness appears not to be substantially improved.

Due to the limitations immanent in the meta-regression methods, the results of the pres-

ent study should be interpreted with caution. Further research on the association between

the quality of warfarin therapy and risk of complications is warranted with adjustment for clin-

ically relevant characteristics.

Introduction

Non-valvular atrial fibrillation (AF) is the most common cardiac arrhythmia with a prevalence as

high as 1.5–2.0% in the general population[1]. AF increases the risk of stroke substantially, why

effective stroke prophylaxis is vital[2]. Guidelines recommend continuous anticoagulation for the

majority of AF patients, either by non-vitamin K antagonist oral anticoagulants (NOACs) or vita-

min K antagonists, such as warfarin[2,3]. Particularly warfarin therapy may be challenging due to

a narrow therapeutic range; outside it, patients are exposed to an increased risk of either throm-

boembolism or hemorrhage. A generally accepted quality measure in warfarin therapy is the time

patients spend within the therapeutic range (percent time in therapeutic range; TTR)[3,4]. An

inverse correlation between TTR and hemorrhagic and thromboembolic complications has been

established and it has been suggested that the benefits of warfarin therapy may be outweighed if

the quality of warfarin therapy is too poor[5–8]. In continuation hereof, it may be beneficial to

increase TTR, if possible, as it would decrease the risk of therapy-related complications.

In addition, the risk of hemorrhage and thromboembolism also depends on patient charac-

teristics, such as sex, age, and prior bleeding and thromboembolism[2]. The presence of these

risk factors in a patient population may complicate the assumption of a ‘simple’ association

between the mean TTR of patient cohorts and complications as the relationship may be con-

founded by the clinical characteristics of the patient cohorts. The purpose of the present study

was to evaluate the association between mean TTR of AF patient populations on warfarin ther-

apy and the occurrence of patient-relevant outcomes through the execution of a systematic

review of randomized controlled trials (RCTs) and observational cohort studies and subse-

quent meta-regression. The analysis is conducted as a random-effects meta-regression, esti-

mating the effect of increasing mean TTR on complication rates with and without adjustment

for clinically relevant variables.

Meta-regression on the correlation between TTR in warfarin therapy and complications in AF
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Materials and methods

Search strategy and eligibility criteria

A systematic review was performed of Embase and MEDLINE for papers published in the

period from January 2005 through 2015. The literature search was performed on 2 February

2016. The aim of the literature search and systematic review was to identify studies reporting

on use of warfarin therapy in patients with non-valvular AF and the occurrence of thrombo-

embolism and hemorrhage. The search strategy included use of thesaurus terms and explo-

sions of the same words. Additional studies were identified through prior knowledge of the

literature and snowballing on the reference lists of already acquired papers[5,9]. Eligible stud-

ies fulfilled the following inclusion criteria; full-text papers, in Danish or English, on RCTs or

observational cohort studies; both retrospective and prospective studies were included. When

multiple papers reported on the same patient cohort, the study with the greatest level of detail

on parameters of interest was included; for instance, a study reporting on complication rates

of multiple TTR strata would be chosen over another study on the entire cohort. Studies

should report on anticoagulation with dose-adjusted warfarin (target therapeutic range; inter-

national normalized ratio (INR) of 2–3) as the predominantly used vitamin K antagonist for

adult patients (age>18 years) with non-valvular AF as main indication. Studies on popula-

tions, of which a minor proportion of patients might have a concomitant indication for antico-

agulant therapy, such as deep venous thrombosis or other, were included. Studies on patients

with valvular AF were excluded as were studies in which complication rates were reported

aggregately for mixed populations, for instance for patients with valvular and non-valvular AF

combined. Quality of therapy should be reported by information on the study populations’

TTR. Studies reporting on specific subpopulations were excluded if generalizability of the

results to the broader AF population could not be expected, as were studies reporting on antic-

oagulation in relation to surgery or other therapies. Studies should include information on the

occurrence of thromboembolism and/or hemorrhage. Only studies with more than 50 persons

in each treatment group were included, and the mean follow-up time of patients should be

more than 3 months. The systematic review is reported in accordance with the PRISMA (Pre-

ferred Reporting Items for Systematic reviews and Meta-Analyses) guidelines[10] (S1 Table.

PRISMA 2009 Checklist). The full electronic search strategy is shown in S2 Table. The ratio-

nale for the applied eligibility criteria is given in S3 Table.

Study selection and data extraction

The assessment of the eligibility of studies and data extraction was performed by the first author

(ASV) of the present study. Titles and abstracts of the identified papers were reviewed and papers

that did not meet the above-mentioned inclusion criteria were excluded. Papers deemed poten-

tially relevant by evaluation of the title and abstract were retrieved in full text for further assess-

ment. Papers were subsequently excluded if they did not meet the stated inclusion criteria based

on the full-text assessment. The following information was retrieved from studies; first author,

publication year, study setting; RCT versus ‘real-life’; i.e. anticoagulation clinic or community

practice (RCTs were defined as studies in which a randomization of patients into groups had

been performed, anticoagulation clinic were defined as studies undertaken at solely anticoagula-

tion clinics, but without randomization; community practice included all other studies), whether

the study was reported as being prospective or retrospective, geographical location of study

(North America, Europe including the United Kingdom, multinational, or ‘other’), total number

of patient-years, number of patients treated, method for estimation of TTR, mean age and TTR of

the patient population, characteristics of the study population in terms of proportion that was

Meta-regression on the correlation between TTR in warfarin therapy and complications in AF

PLOS ONE | https://doi.org/10.1371/journal.pone.0188482 November 20, 2017 3 / 17

https://doi.org/10.1371/journal.pone.0188482


female, had prior stroke or transient ischemic attack (TIA), and that had a CHADS2 (Congestive

heart failure, hypertension age>75, diabetes mellitus, prior stroke, TIA, or systemic embolism

[doubled]) score of 0–1, 2, and 3+, respectively. When information on clinical characteristics was

provided for an entire study population, but event rates were stated for strata, the characteristics

of the entire study population were assumed for the strata.

For studies, in which the safety and effectiveness of warfarin were compared to that of

another oral anticoagulant agent, information was retrieved only for the group treated with

warfarin. Information on events was retrieved as rates, per 100 patient-years. All information

was retrieved as mean values or proportions, when possible. When median values were pro-

vided, these were assumed to be similar to the mean. When intervals for variables were given,

such as TTR and age, mean values for these were applied as point estimates. If relevant data

were not readily available in papers, they were estimated based on the provided data, for

instance, total number of patient-years was estimated by multiplying the number of patients

with the mean/median follow-up time per patient (Table 1). When necessary, event rates were

estimated based on total number of events and total follow-up time to allow comparability

between studies. Primary outcomes included major bleeding (MB) and stroke/systemic embo-

lism (SSE). In general, the definition of MB included intracranial and extracranial hemorrhage

requiring hospitalization, blood transfusion, surgical treatment, or when it occurred at a criti-

cal anatomical site. Supplementary analyses were performed for hemorrhagic stroke (HS) and

ischemic stroke (IS). For the present study, events were included as defined in papers.

Statistical analysis

Transformation was applied for the outcome rates, as they were non-Gaussian distributed. An

underlying binomial distribution of the rate was assumed as no event rates superseded 1. A

modified double arcsine transformation was chosen over the logit transformation to avoid oth-

erwise possible overdispersion caused by the rarity of events and to stabilize variances by

y ¼ 2 � sin� 1ð
ffiffiffiffiffiffiffiffi
rate
p

Þ

in which θ is the double arcsine transformed rate[11]. Standard errors of the transformed rates

were estimated as

SEy ¼

ffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffi
1

ðpt year þ 0:5Þ

s

:

All analyses were performed on the double arcsine transformed rates. For illustrations,

results were back-transformed by

rate ¼ ðsin
y

2
Þ

2

and reported on the original scale.[11]

The risk of small-study effects and publication bias was assessed by inspection of funnel

plots of the effect size of studies against their estimated standard error within tertiles of mean

TTR of studies and Egger’s regression statistics for the same[12]. Between-study heterogeneity

was evaluated using the I2 statistics (including the Cochrane Q test p-value), for which an

I2>75% was considered to indicate a large degree of statistical heterogeneity[13].

The correlation between the reported mean TTR and the double arcsine transformed out-

come rates was evaluated by univariable, linear, random-effects meta-regressions with mean

TTR as the only predictor variable. In the random-effects meta-regression, the weight of

Meta-regression on the correlation between TTR in warfarin therapy and complications in AF
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studies, used to estimate the pooled effect size, is determined by within-study variance plus

between-study variance, equalizing the weights of larger and smaller studies[11,13]. The pro-

portion of the total variance explained by between-study heterogeneity was evaluated by the

I2
res[13].

In addition, multivariable meta-regressions were performed to adjust for potential effect

modification or confounding with inclusion of a priori chosen relevant clinical covariates that

differ in real life patient cohorts [2,14]. In the meta-regressions on MB and HS, the impact of

mean TTR was adjusted for mean age and the proportion of populations with prior stroke or

TIA. In analyses on SSE and IS, the proportion of the study population that was female was,

furthermore, included. All covariates were assumed to have a continuous, linear effect. Studies

with missing information on the included covariates were excluded from the adjusted analyses.

As a result, univariable meta-regressions with mean TTR as single predictor were also per-

formed for the set of studies used in the adjusted analyses. Using the same regression basis,

this allowed for comparison of residual between-study heterogeneity in the uni- and multivari-

able meta-regressions. Permutation tests were performed for all multivariable meta-regres-

sions to adjust for multiplicity[14].

For supplementary analysis, the effect of mean TTR was adjusted for the impact of method-

ological variables by inclusion of covariates on publication year (grouped into years; 2005–

2007, 2008–2011, 2012–2015), setting (RCT, anticoagulation clinic, or community practice),

location (North America, European/UK, multinational, or other) and whether the study was

prospective, retrospective, or mixed.

2-tailed significance tests were used. Statistical significance was assumed for p-values<0.05,

except for Egger’s regression statistics for which a 0.1 threshold for significance was applied

[12]. All statistical analyses were performed using Stata/MP 13 (StataCorp LP, College Station,

TX). The meta-regressions were conducted using the Stata command ‘metareg’ with default

settings. The calculated standard errors of the transformed rates of individual studies were

employed as within-study standard error (‘wsse’).

Results

2144 papers were identified via Embase and 1664 papers were found via MEDLINE. 2169

papers remained after exclusion of duplicates. 17 papers were irretrievable and 16 papers were

found via other sources. To reduce the risk of missing relevant papers the results of the litera-

ture search were compared with those performed in previous studies with similar research

questions[5,9]. No discrepancies were found. 2089 papers were excluded based on their titles

and abstract, leaving 79 papers for full-text assessment of eligibility. Further 44 papers did not

meet the inclusion criteria, leaving 35 papers with relevant information for inclusion based on

31 patient cohorts; for 4 patient cohorts information was retrieved from different papers as

these held data on different outcomes of interest[6,15–20]. A flowchart of the study selection

and reasons for exclusions is given in Fig 1 [10].

Papers on 13 RCTs and 18 ‘real-life’ studies were included, of which 23 studies were prospec-

tive, seven studies were retrospective, and one was a combination. Six patient cohorts were from

North America, 12 from Europe/UK, 12 patient cohorts were multinational, and one was from

Turkey. In total, the patient cohorts included more than 100,000 patients with AF on warfarin

therapy. More papers reported on multiple treatment strata, which, henceforth, are treated as

individual studies. The unweighted estimated mean TTR of the studies was 64% [range: 25–

90%], the unweighted mean age was 74 years [range: 64–92], an unweighted average 21% [range:

0–58%] of populations had had a prior stroke/TIA, and included a mean of 41% [range: 0–100%]

women. Study characteristics are seen in Table 1.
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Publication bias was indicated for the 3rd (highest) tertiles of mean TTR for SSE (p = 0.07),

HS (p = 0.10), and IS (p = 0.01) by Egger’s regression statistics, though the basis for analysis

was small for HS and IS (number of studies <10). Slight asymmetry was observed for the

Fig 1. Flowchart of literature search and study exclusions. Adapted from Liberati et al. 2009[10]. Numbers in parenthesis in the lowermost

box indicate the number of studies included in random-effects multivariable meta-regressions. Four papers[16,18,19,21] on the same patient

cohort were retained as they held information on outcomes of interest not reported in the otherwise included papers on that patient cohort

[6,15,17,22].

https://doi.org/10.1371/journal.pone.0188482.g001
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funnel plots for MB in the 1st and 2nd tertiles of mean TTR, but was not confirmed by Egger’s

regression statistics (see S1 Fig). Missing information on prior stroke/TIA was deciding for

whether studies could be included in the adjusted analyses. There were no statistically signifi-

cant differences in outcome rates, mean TTR, number of patient-years, or mean age between

the studies that were included in adjusted analyses and those that were not.

50 studies, i.e. strata, reported on MB rates. In the univariable meta-regression with mean

TTR as only predictor for MB, mean TTR was negatively and statistically significantly corre-

lated with the arcsine transformed rate of MB (Fig 2A; p<0.01; Table 2). The proportion of

residual variance explained by between-study heterogeneity was high (I2
res = 89.6%)[13]. 41

studies reported on all relevant clinical covariates and were included in the multivariable

meta-regression. Mean TTR remained significantly correlated with the transformed MB rate,

when adjusting for clinically relevant variables (p = 0.03; Table 2) and the proportion of the

residual variance caused by between-study heterogeneity was lower (I2
res = 83.5%). In the

Fig 2. Bubble plots including fitted regression lines. Fitted meta-regression models with mean TTR as predictor of outcomes, respectively

hemorrhagic stroke, ischemic stroke, major bleeding, and stroke/systemic embolism. Circles are sized inversely proportionally to the estimated within-

study variance of effect reported in studies. The dashed line indicates the fitted regression line. S2 Fig supplies illustration of study weights applied in the

random-effects meta-regressions. HS: Hemorrhagic stroke, IS: Ischemic stroke, MB: Major bleeding, SSE: Stroke/systemic embolism, TTR: Time in

therapeutic range.

https://doi.org/10.1371/journal.pone.0188482.g002
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univariable meta-regression on the studies included in the adjusted analysis (N = 41), the cor-

relation between mean TTR and the MB rate was in general agreement with the impact

observed in the primary univariable meta-regression (Table 2).

33 studies reported on SSE. Increasing mean TTR was significantly associated with a

decrease in SSE in the univariable meta-regression (Fig 2B; p<0.01; Table 2). Residual variance

explained by between-study heterogeneity was considerable (I2
res = 65.9%). 31 studies com-

posed the basis for the multivariable meta-regression. After adjustment, mean TTR was no

longer significantly correlated with SSE (p = 0.69; Table 2), but the proportion of residual vari-

ance caused by between-study heterogeneity was decreased (I2
res = 43.2%). The results from

the univariable meta-regression on the studies included in the multivariable meta-regression

(N = 31) was similar to the primary univariable meta-regression on all studies (Table 2).

Supplementary analyses

28 studies held information on HS. Upon univariable meta-regression mean TTR was not

associated with HS and the proportion of residual variance explained by between-study het-

erogeneity was considerable (Fig 2C; p = 0.81; Table 2; I2
res = 69.6%). 25 studies on HS held

information allowing for multivariable meta-regression, but adjusting for presence of prior

stroke/TIA and mean age, did not change the results (p = 0.85; Table 2; I2
res = 60.1%). Results

of the univariable meta-regression on the 25 studies were in agreement with the primary uni-

variable meta-regression results (Table 2).

30 studies reported on IS. In the univariable meta-regression, mean TTR was negatively,

borderline significantly correlated with the double arcsine transformed IS rate (Fig 2D;

p = 0.05; Table 2). 24 studies were available for multivariable meta-regression. After adjust-

ment, the correlation remained insignificant (p = 0.40; Table 2). The proportion of residual

variance caused by between-study heterogeneity was high in both the uni- and multivariable

Table 2. Results of univariable and multivariable random-effects meta-regressions of the impact on

outcomes of mean time in therapeutic range.

Outcome* Meta-regression analysis Regression basis, N I2res TTR coefficient,

95% CI

Univariable 50 89.6% -0.0029 [-0.0048; -0.0009] †

MB Univariable‡ 41 82.7% -0.0017 [-0.0034;-0.0000] †

Multivariable 41 83.5% -0.0019 [-0.0036;-0.0002] †

Univariable 33 65.9% -0.0012 [-0.0020;-0.0004] †

SSE Univariable‡ 31 66.5% -0.0012 [-0.0020;-0.0004] †

Multivariable 31 43.2% -0.0002 [-0.0009;0.0006] -

Univariable 28 69.6% 0.0003 [-0.0020;0.0025] -

HS Univariable‡ 25 71.5% 0.0004 [-0.0022;0.0030] -

Multivariable 25 69.1% 0.0002 [-0.0017;0.0021] -

Univariable 30 94.4% -0.0032 [-0.0065;0.0000] -

IS Univariable‡ 24 94.4% -0.0022 [-0.0060;0.0016] -

Multivariable 24 92.7% -0.0015 [-0.0051;0.0021] -

CI: Confidence interval, HS: Hemorrhagic stroke, IS: Ischemic stroke, MB: Major bleeding, SSE: Stroke/

systemic embolism, TTR: Time in therapeutic range

*double arcsine transformed rate of outcome

†p<0.05

‡ Univariable meta-regression with mean TTR as only predictor, performed on the subset of studies used in

the multivariable meta-regression

https://doi.org/10.1371/journal.pone.0188482.t002
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meta-regression (I2
res = 94.3% and 92.7%, respectively). The results from the univariable meta-

regression on studies reporting on all relevant covariates (N = 24) were in general agreement

with the results of the primary univariable meta-regression (Table 2).

When adjusting for multiplicity in the multivariable meta-regression on MB, mean TTR

remained significantly, negatively correlated with the occurrence of MB[14]. When including

relevant clinical and methodological covariates in the meta-regressions, mean TTR was signifi-

cantly correlated only with the transformed MB rate (p = 0.02) and statistical heterogeneity

remained for all outcomes (MB I2
res = 64.7%, SSE I2

res = 33.8%, HS I2
res = 67.0%, IS I2

res =

91.8%; see S4 Table).

The predicted association between mean TTR and MB and SSE rates from the univariable

and multivariable meta-regressions are illustrated in Fig 3A and 3B, respectively. In the

adjusted analyses, the predicted correlation between mean TTR and both outcomes is more

modest compared to the predicted correlation from the unadjusted analyses.

Discussion

To our knowledge, this is the first study to evaluate the association between mean TTR and

outcomes with adjustment for the clinical characteristics of the patient populations. As

expected, increasing mean TTR is associated with a decreasing rate of MB and SSE. The princi-

pal findings are that the association is markedly weakened when taking into account differ-

ences in relevant clinical characteristics of the included patient cohorts, i.e. mean age, the

proportion with prior stroke/TIA, and proportion female of the population, when relevant.

Furthermore, the main benefit of increasing mean TTR of a patient population would be

reached by lower rates of MB, whereas the effect of increasing mean TTR on the rate of SSE

appeared to be limited.

The included papers were published in the period 2005–2015, for which reason patient

cohort and treatment characteristics may be assumed to be similar to what may be expected in

2017, thereby likely increasing homogeneity for these parameters and the relevance of the

study[50,51].

Fig 3. Association between mean time in therapeutic range and rate of major bleeding and stroke/systemic embolism, predicted from uni- and

multivariable meta-regressions. Predicted rates of major bleeding and stroke/systemic embolism based on meta-regression with mean TTR as predictor

based on univariable (black lines) and multivariable (grey lines) meta-regression. For the predicted rates based on multivariable meta-regression, the

unweighted mean values from studies were used for age, proportion with prior stroke/transient ischemic attack, and proportion females. Vertical lines

indicate estimated 95% confidence intervals. MB: Major bleeding, SSE: Stroke/systemic embolism, TTR: Time in therapeutic range.

https://doi.org/10.1371/journal.pone.0188482.g003
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There appears to be a ‘publication skewness’ with markedly more studies reporting on the

safety outcome MB, compared to the effectiveness outcome SSE. This could be an indication

of a greater interest in research on safety issues than on effectiveness, though SSE may be

equally as devastating as MB. The existence of more papers on MB may also be an explanatory

factor, why only analyses found mean TTR to be a significant predictor for this outcome in the

adjusted meta-regression model. The availability of fewer studies decreases the robustness of

analyses and impedes the establishment of associations[13]. For both IS and HS it could be

hypothesized that too few studies were available for meta-regression and the validity of these

models is discussable.

The present analyses are based on study level covariates and results are therefore potentially

valid only for patient cohorts. Thus, the present analyses do not necessarily reflect the correla-

tion between mean TTR and outcomes for individual patients, but may be used to e.g. estimate

the possible benefit of increasing mean TTR for entire patient cohorts. The adjusted models

only account for cohorts with characteristics within the value ranges of the used studies. The

present results are intended to reflect a broad AF population, including, amongst other, new-

starters[23,29] and the very old[39,47], who are known to be at a greater risk of complications

than experienced warfarin users and younger patients[8,9]. These subgroups are a part of the

AF patient population for whom treatment strategies are decided. Therefore, they should be

included in models concerning the association between quality in warfarin therapy for the gen-

eral AF population and complications. The generalizability of the study results to specific sub-

groups is discussable.

According to Sandén et al.[44], the rate of complications during warfarin therapy does not

correlate to TTR of centers when the mean TTR is above 70%. Cancino et al.[52] have found

the same lack of correlation at high TTRs. As the correlation has been confirmed for data sets

with lower TTR levels[7,8,52], this could suggest that the association between mean TTR and

complication rates might not be completely linear. In the present model, the double arcsine

transformation of the rates was used to normalize the data and stabilize variances. However, in

consequence, the predicted association on the original scale is also slightly nonlinear (Fig 3),

which agrees with the hypothesis of a nonlinear association.

The present paper suffers from a number of limitations. One author (ASV) performed the

literature search, evaluated the papers, and excluded studies based on the pre-specified inclu-

sion criteria. This entails the possibility that some studies have been missed and that studies

have been erroneously excluded. Likewise, the data extraction was performed by a single

author. Optimally, these tasks should have been undertaken or validated by more authors[10].

The purpose of this study was to accumulate relevant information and evaluate the association

between mean TTR of patient populations on warfarin therapy and outcomes, for which rea-

son no formal quality assessment of studies was performed in relation to the present literature

review, nor were studies excluded due to insufficient quality. Study design could be hypothe-

sized to affect outcomes[9], but supplementary analyses including methodological covariates

did not affect results substantially (see S4 Table). The inclusion of different study designs may

be a contributory factor to the high level of between-study heterogeneity observed in this

study. However, focusing on e.g. RCTs to decrease between-study heterogeneity would unset-

tle the foundation of the meta-regression substantially, for which reason this restriction was

opted out of.

The definition of outcomes and reporting differ in studies, which hampers their compara-

bility. To allow for meta-regression, the definition of outcomes was used as applied in studies

and assumptions were imposed on, for instance, data equivalency and transferability. This

likely decreases the validity of the results, and may be an explanatory factor for the high degree
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of uncertainty pertaining to the results and the large proportion of statistical heterogeneity

composed by residual between-study heterogeneity.

A pragmatic approach was taken to the inclusion of covariates in the adjusted meta-regres-

sions, balancing data availability with the request to include all relevant information. Only

including a subset of relevant clinical covariates in the meta-regressions most likely subjects

the results to unobserved confounding. However, inclusion of more clinically relevant vari-

ables would cause the exclusion of further studies in the adjusted analyses, rendering the basis

for the present analysis unsound.

Despite the substantial degree of between-study heterogeneity, population characteristics

were relatively similar across the included studies, which, in fact, complicates the establish-

ment of correlations between the covariates and outcomes. If a greater dispersion of values for

covariates were observed, associations might have been easier to establish. With the present

dataset, the resulting coefficients and associated uncertainty may be susceptible to the inclu-

sion of new studies if their data are dissimilar to the data used in the present analysis. The

results presented here are based on study level covariates and as such may be subject to eco-

logical bias. The use of aggregate data should incite caution when interpreting the results.[14]

However, the association between the covariates used in the adjusted analyses and outcomes

has previously been established and the tendencies here are in general agreement with prior

findings[2,8]. The uncertainty introduced by ecological fallacy in the present study might be

clarified in future analysis, if patient-level data are available[14].

In 2008, Wan et al.[5] performed a systematic review and linear regression analysis on the

relationship between TTR and MB and thromboembolism. In agreement with the results by

Wan et al., our study indicated a significant inverse correlation between TTR and MB, even

when adjusting for differences in patient cohort characteristics. Wan et al.[5] also found a sig-

nificant inverse relationship between TTR and thromboembolisms. As the present study applied

an associated outcome, SSE, the same inverse relationship was expected and confirmed in the

univariable meta-regression, but could not be found when adjusting for patient cohort charac-

teristics. The present study includes more studies and takes a different analytical approach to

the interpretation of the data by application of the random-effects meta-regression model,

which may explain the differences in results.

Cancino et al.[52] have shown differences in the predictive ability of center-level and indi-

vidual-level mean TTR for complications with individual-level mean TTR being the superior

predictor. Individual-level mean TTR may be more appropriate for prediction of complication

rates, but center-level mean TTR may still be of use for evaluation of quality improvements

[52]. In the present study, no distinction was made between mean TTR summarized at patient-

or center-level. Future research based on individual patient-level data may allow for prediction

of the impact of improving quality in warfarin therapy with adjustment for differences in

patient characteristics and clarify any potential similarities to the models presented here.

Other indicators of quality in warfarin therapy exist that have been linked to the clinical

outcomes of patients in warfarin therapy, including the proportion of INR measurements that

are within the therapeutic range[53], information on the variability in INR measurements[54],

and patterns of anticoagulation control[7]. These indicators of quality in warfarin therapy may

also warrant further investigation, as they may provide the basis for improved prediction mod-

els for complications during therapy. However, currently, none of these measures have

achieved the same widespread use as an indicator of quality in warfarin therapy as the TTR.

In conclusion, mean TTR was inversely and significantly associated with both the occur-

rence of MB and SSE in the univariable random-effects meta-regression. However, the

strength of the association was markedly decreased when adjusting for differences in relevant

clinical cohort characteristics. After adjustment, mean TTR remained significantly correlated
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only with the rate of MB. The present study suggests that increasing quality in warfarin ther-

apy, i.e. increasing mean TTR for patient groups with AF, mainly affects the safety of therapy

by decreasing the rate of MB, whereas the rate of SSE does not seem to be substantially reduced

with increasing mean TTR. Clinical cohort characteristics should be taken into consideration

when evaluating the impact of mean TTR in warfarin therapy on complications. Excluding

these from analyses may bias the expected association between mean TTR and outcomes and,

for instance, inflate the benefits of increasing quality in warfarin therapy by increasing mean

TTR for a patient population, if an ‘optimistic’ correlation is expected.

Supporting information

S1 Fig. Funnel plots and Egger’s regression statistics.

(PDF)

S2 Fig. Visualization of study weights in random effects meta-regression with mean TTR

as predictor of outcomes.

(PDF)

S1 Table. PRISMA 2009 Checklist.

(PDF)

S2 Table. Literature search performed in Medline and EMBASE via embase.com.

(PDF)

S3 Table. Eligibility criteria and rationale.

(PDF)

S4 Table. Multivariable meta-regression on outcomes with methodological and relevant

clinical predictor variables.

(PDF)

Author Contributions

Conceptualization: Anne Sig Vestergaard, Lars Holger Ehlers.

Data curation: Anne Sig Vestergaard.

Formal analysis: Anne Sig Vestergaard, Flemming Skjøth.

Investigation: Anne Sig Vestergaard.

Writing – original draft: Anne Sig Vestergaard, Flemming Skjøth.

Writing – review & editing: Anne Sig Vestergaard, Flemming Skjøth, Torben Bjerregaard

Larsen, Lars Holger Ehlers.

References
1. Lane DA, Skjøth F, Lip GYH, Larsen TB, Kotecha D. Temporal Trends in Incidence, Prevalence, and

Mortality of Atrial Fibrillation in Primary Care. J Am Heart Assoc 2017; 6:1–10.

2. Kirchhof P, Benussi S, Kotecha D, Ahlsson A, Atar D, Casadei B, et al. 2016 ESC Guidelines for the

management of atrial fibrillation developed in collaboration with EACTS. Eur Heart J 2016; 37:2893–

962. https://doi.org/10.1093/eurheartj/ehw210 PMID: 27567408

3. The Danish Counsil for the Use of Expensive Hospital Medicines [Rådet for Anvendelse af Dyr Syge-

husmedicin]. Background memorandum for oral anticoagulant therapy in non-valvular atrial fibrillation

[Baggrundsnotat for oral antikoagulationsbehandling ved non-valvulær atrieflimren] 2016:1–8. http://

www.regioner.dk/media/3415/beh-atrieflimmer-juni-2016.pdf (accessed January 13, 2017).

Meta-regression on the correlation between TTR in warfarin therapy and complications in AF

PLOS ONE | https://doi.org/10.1371/journal.pone.0188482 November 20, 2017 14 / 17

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0188482.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0188482.s002
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0188482.s003
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0188482.s004
http://embase.com
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0188482.s005
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0188482.s006
https://doi.org/10.1093/eurheartj/ehw210
http://www.ncbi.nlm.nih.gov/pubmed/27567408
http://www.regioner.dk/media/3415/beh-atrieflimmer-juni-2016.pdf
http://www.regioner.dk/media/3415/beh-atrieflimmer-juni-2016.pdf
https://doi.org/10.1371/journal.pone.0188482


4. Reynolds MW, Fahrbach K, Hauch O, Wygant G, Estok R, Cella C, et al. Warfarin Anticoagulation and

Outcomes in Patients With Atrial Fibrillation—A Systematic Review and Metaanalysis. CHEST . . .

2004; 126:1938–45. https://doi.org/10.1378/chest.126.6.1938 PMID: 15596696

5. Wan Y, Heneghan C, Perera R, Roberts N, Hollowell J, Glasziou P, et al. Anticoagulation control and

prediction of adverse events in patients with atrial fibrillation: a systematic review. Circ Cardiovasc Qual

Outcomes 2008; 1:84–91. https://doi.org/10.1161/CIRCOUTCOMES.108.796185 PMID: 20031794

6. Connolly SJ, Pogue J, Eikelboom J, Flaker G, Commerford P, Franzosi MG, et al. Benefit of oral antico-

agulant over antiplatelet therapy in atrial fibrillation depends on the quality of international normalized

ratio control achieved by centers and countries as measured by time in therapeutic range. Circulation

2008; 118:2029–37. https://doi.org/10.1161/CIRCULATIONAHA.107.750000 PMID: 18955670

7. Van Den Ham HA, Klungel OH, Leufkens HGM, Van Staa TP. The patterns of anticoagulation control

and the risk of stroke, bleeding and mortality in patients with non-valvular atrial fibrillation. J Thromb

Haemost 2013; 11:107–15. https://doi.org/10.1111/jth.12041 PMID: 23088617

8. Senoo K, Lip GYH. Relationship of Age with Stroke and Death in Anticoagulated Patients with Nonvalv-

ular Atrial Fibrillation: AMADEUS Trial. Stroke 2015; 46:3202–7. https://doi.org/10.1161/STROKEAHA.

115.010614 PMID: 26463692

9. Mearns ES, White C, Kohn CG, Hawthorne J, Song J-S, Meng J, et al. Quality of vitamin K antagonist

control and outcomes in atrial fibrillation patients: a meta-analysis and meta-regression. Thromb J

2014; 12:14. https://doi.org/10.1186/1477-9560-12-14 PMID: 25024644

10. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Ioannidis JPA, Clarke M, et al. The PRISMA Statement for

Reporting Systematic Reviews and Meta-Analyses of Studies That Evaluate Health Care Interventions:

Explanation and elaboration. Ann Intern Med Acad Clin 2009; 151:w-65-w94.

11. Barendregt JJ, Doi SA, Lee YY, Norman RE, Vos T. Meta-analysis of prevalence. J Epidemiol Commu-

nity Health 2013; 67:974–8. https://doi.org/10.1136/jech-2013-203104 PMID: 23963506

12. Egger M, Smith GD, Schneider M, Minder C. Bias in meta-analysis detected by a simple, graphical test.

BMJ 1997; 315:629 LP-634. PMID: 9310563

13. Borenstein M, Hedges L V., Higgins JPT, Rothstein HR. Introduction to Meta-analysis. 1st ed. Chiches-

ter: John Wiley & Sons, Ltd; 2009.

14. Thompson SG, Higgins JPT. How should meta-regression analyses be undertaken and interpreted?

Stat Med 2002; 21:1559–73. https://doi.org/10.1002/sim.1187 PMID: 12111920

15. Wallentin L, Yusuf S, Ezekowitz MD, Alings M, Flather M, Franzosi MG, et al. Efficacy and safety of

dabigatran compared with warfarin at different levels of international normalised ratio control for stroke

prevention in atrial fibrillation: An analysis of the RE-LY trial. Lancet 2010; 376:975–83. https://doi.org/

10.1016/S0140-6736(10)61194-4 PMID: 20801496

16. Connolly SJ, Ezekowitz MD, Yusuf S, Eikelboom JW, Oldgren J, Parekh A, et al. Dabigatran versus

warfarin in patients with atrial fibrillation. N Engl J Med 2009; 361:1139–51. https://doi.org/10.1056/

NEJMoa0905561 PMID: 19717844

17. Wallentin L, Lopes RD, Hanna M, Thomas L, Hellkamp A, Nepal S, et al. Efficacy and safety of apixaban

compared with warfarin at different levels of predicted international normalized ratio control for stroke

prevention in atrial fibrillation. Circulation 2013; 127:2166–76. https://doi.org/10.1161/

CIRCULATIONAHA.112.142158 PMID: 23640971

18. Granger CB, Alexander JH, McMurray JJV, Lopes RD, Hylek EM, Hanna M, et al. Apixaban versus war-

farin in patients with atrial fibrillation. N Engl J Med 2011; 365:981–92. https://doi.org/10.1056/

NEJMoa1107039 PMID: 21870978

19. Patel MR, Mahaffey KW, Garg J, Pan G, Singer DE, Hacke W, et al. Rivaroxaban versus warfarin in

nonvalvular atrial fibrillation. N Engl J Med 2011; 365:883–91. https://doi.org/10.1056/NEJMoa1009638

PMID: 21830957

20. Piccini JP, Hellkamp AS, Lokhnygina Y, Patel MR, Harrell FE, Singer DE, et al. Relationship Between

Time in Therapeutic Range and Comparative Treatment Effect of Rivaroxaban and Warfarin: Results

From the ROCKET AF Trial. J Am Heart Assoc 2014; 3:e000521–e000521. https://doi.org/10.1161/

JAHA.113.000521 PMID: 24755148

21. Connolly S, Pogue J, Hart R, Pfeffer M, Hohnloser S, Chrolavicius S, et al. Clopidogrel plus aspirin ver-

sus oral anticoagulation for atrial fibrillation in the Atrial fibrillation Clopidogrel Trial with Irbesartan for

prevention of Vascular Events (ACTIVE W): a randomised controlled trial. Lancet 2006; 367:1903–12.

https://doi.org/10.1016/S0140-6736(06)68845-4 PMID: 16765759

22. Piccini JP, Hellkamp AS, Lokhnygina Y, Patel MR, Harrell FE Jr, Singer DE, et al. Management of major

bleeding events in patients treated with rivaroxaban vs. warfarin: Results from the ROCKET AF trial.

Eur Heart J 2014; 35:1873–80. https://doi.org/10.1093/eurheartj/ehu083 PMID: 24658769

Meta-regression on the correlation between TTR in warfarin therapy and complications in AF

PLOS ONE | https://doi.org/10.1371/journal.pone.0188482 November 20, 2017 15 / 17

https://doi.org/10.1378/chest.126.6.1938
http://www.ncbi.nlm.nih.gov/pubmed/15596696
https://doi.org/10.1161/CIRCOUTCOMES.108.796185
http://www.ncbi.nlm.nih.gov/pubmed/20031794
https://doi.org/10.1161/CIRCULATIONAHA.107.750000
http://www.ncbi.nlm.nih.gov/pubmed/18955670
https://doi.org/10.1111/jth.12041
http://www.ncbi.nlm.nih.gov/pubmed/23088617
https://doi.org/10.1161/STROKEAHA.115.010614
https://doi.org/10.1161/STROKEAHA.115.010614
http://www.ncbi.nlm.nih.gov/pubmed/26463692
https://doi.org/10.1186/1477-9560-12-14
http://www.ncbi.nlm.nih.gov/pubmed/25024644
https://doi.org/10.1136/jech-2013-203104
http://www.ncbi.nlm.nih.gov/pubmed/23963506
http://www.ncbi.nlm.nih.gov/pubmed/9310563
https://doi.org/10.1002/sim.1187
http://www.ncbi.nlm.nih.gov/pubmed/12111920
https://doi.org/10.1016/S0140-6736(10)61194-4
https://doi.org/10.1016/S0140-6736(10)61194-4
http://www.ncbi.nlm.nih.gov/pubmed/20801496
https://doi.org/10.1056/NEJMoa0905561
https://doi.org/10.1056/NEJMoa0905561
http://www.ncbi.nlm.nih.gov/pubmed/19717844
https://doi.org/10.1161/CIRCULATIONAHA.112.142158
https://doi.org/10.1161/CIRCULATIONAHA.112.142158
http://www.ncbi.nlm.nih.gov/pubmed/23640971
https://doi.org/10.1056/NEJMoa1107039
https://doi.org/10.1056/NEJMoa1107039
http://www.ncbi.nlm.nih.gov/pubmed/21870978
https://doi.org/10.1056/NEJMoa1009638
http://www.ncbi.nlm.nih.gov/pubmed/21830957
https://doi.org/10.1161/JAHA.113.000521
https://doi.org/10.1161/JAHA.113.000521
http://www.ncbi.nlm.nih.gov/pubmed/24755148
https://doi.org/10.1016/S0140-6736(06)68845-4
http://www.ncbi.nlm.nih.gov/pubmed/16765759
https://doi.org/10.1093/eurheartj/ehu083
http://www.ncbi.nlm.nih.gov/pubmed/24658769
https://doi.org/10.1371/journal.pone.0188482


23. Abdelhafiz AH, Wheeldon NM. Risk factors for bleeding during anticoagulation of atrial fibrillation in

older and younger patients in clinical practice. Am J Geriatr Pharmacother 2008; 6:1–11. https://doi.org/

10.1016/j.amjopharm.2008.03.005 PMID: 18396243

24. Büller HR, on behalf of the AMADEUS investigators. Comparison of idraparinux with vitamin K antago-

nists for prevention of thromboembolism in patients with atrial fibrillation: a randomised, open-label,

non-inferiority trial. Lancet 2008; 371:315–21. https://doi.org/10.1016/S0140-6736(08)60168-3 PMID:

18294998

25. Burton C, Isles C, Norrie J, Hanson R, Grubb E. The safety and adequacy of antithrombotic therapy for

atrial fibrillation: A regional cohort study. Br J Gen Pract 2006; 56:697–702. PMID: 16954003

26. Connolly SJ, Eikelboom J, Dorian P, Hohnloser SH, Gretler DD, Sinha U, et al. Betrixaban compared

with warfarin in patients with atrial fibrillation: Results of a phase 2, randomized, dose-ranging study

(Explore-Xa). Eur Heart J 2013; 34:1498–505. https://doi.org/10.1093/eurheartj/eht039 PMID:

23487517

27. Currie CJ, McEwan P, Emmas C, Morgan CL, Peters JR. Anticoagulation in patients with non-valvular

atrial fibrillation: An evaluation of stability and early factors that predict longer-term stability on warfarin

in a large UK population. Curr Med Res Opin 2005; 21:1905–13. https://doi.org/10.1185/

030079905X75050 PMID: 16368039

28. Giugliano RP, Ruff CT, Braunwald E, Murphy SA, Wiviott SD, Halperin JL, et al. Edoxaban versus war-

farin in patients with atrial fibrillation. N Engl J Med 2013; 369:2093–104. https://doi.org/10.1056/

NEJMoa1310907 PMID: 24251359

29. Hylek EM, Evans-Molina C, Shea C, Henault LE, Regan S. Major hemorrhage and tolerability of warfa-

rin in the first year of therapy among elderly patients with atrial fibrillation. Circulation 2007; 115:2689–

96. https://doi.org/10.1161/CIRCULATIONAHA.106.653048 PMID: 17515465

30. Jacobs LG, Billett HH, Freeman K, Dinglas C, Jumaquio L. Anticoagulation for stroke prevention in

elderly patients with atrial fibrillation, including those with falls and/or early-stage dementia: A single-

center, retrospective, observational study. Am J Geriatr Pharmacother 2009; 7:159–66. https://doi.org/

10.1016/j.amjopharm.2009.06.002 PMID: 19616184

31. Lip GYH, Halperin JL, Petersen P, Rodgers GM, Pall D, Renfurm RW. A Phase II, double-blind, ran-

domized, parallel group, dose-finding study of the safety and tolerability of darexaban compared with

warfarin in patients with non-valvular atrial fibrillation: The oral factor Xa inhibitor for prophylaxis of

stroke in atrial. J Thromb Haemost 2015; 13:1405–13. https://doi.org/10.1111/jth.13025 PMID:

26052866

32. Mant J, Hobbs FR, Fletcher K, Roalfe A, Fitzmaurice D, Lip GY, et al. Warfarin versus aspirin for stroke

prevention in an elderly community population with atrial fibrillation (the Birmingham Atrial Fibrillation

Treatment of the Aged Study, BAFTA): a randomised controlled trial. Lancet 2007; 370:493–503.

https://doi.org/10.1016/S0140-6736(07)61233-1 PMID: 17693178

33. Menzin J, Boulanger L, Hauch O, Friedman M, Marple CB, Wygant G, et al. Quality of anticoagulation

control and costs of monitoring warfarin therapy among patients with atrial fibrillation in clinic settings: a

multi-site managed-care study. Ann Pharmacother 2005; 39:446–51. https://doi.org/10.1345/aph.

1E169 PMID: 15701783

34. Nichol MB, Knight TK, Dow T, Wygant G, Borok G, Hauch O, et al. Quality of anticoagulation monitoring

in nonvalvular atrial fibrillation patients: Comparison of anticoagulation clinic versus usual care. Ann

Pharmacother 2008; 42:62–70. https://doi.org/10.1345/aph.1K157 PMID: 18094348

35. Njaastad AM, Abildgaard U, Lassen JF. Gains and losses of warfarin therapy as performed in an antic-

oagulation clinic. J Intern Med 2006; 259:296–304. https://doi.org/10.1111/j.1365-2796.2005.01605.x

PMID: 16476107

36. Pastori D, Pignatelli P, Saliola M, Carnevale R, Vicario T, Del Ben M, et al. Inadequate anticoagulation

by Vitamin K Antagonists is associated with Major Adverse Cardiovascular Events in patients with atrial

fibrillation. Int J Cardiol 2015; 201:513–6. https://doi.org/10.1016/j.ijcard.2015.08.054 PMID: 26318513

37. Pengo V, Cucchini U, Denas G, Davidson BL, Marzot F, Jose SP, et al. Lower versus standard intensity

oral anticoagulant therapy (OAT) in elderly warfarin-experienced patients with non-valvular atrial fibrilla-

tion: A randomised primary prevention trial. Thromb Haemost 2010; 103:442–9. https://doi.org/10.

1160/TH09-05-0311 PMID: 20076843

38. Poli D, Antonucci E, Marcucci R, Fatini C, Alterini B, Mannini L, et al. Risk of bleeding in very old atrial

fibrillation patients on warfarin: Relationship with ageing and CHADS2 score. Thromb Res 2007;

121:347–52. https://doi.org/10.1016/j.thromres.2007.05.014 PMID: 17597186

39. Poli D, Antonucci E, Grifoni E, Abbate R, Gensini GF, Prisco D. Bleeding Risk During Oral Anticoagula-

tion in Atrial Fibrillation Patients Older Than 80 Years. J Am Coll Cardiol 2009; 54:999–1002. https://doi.

org/10.1016/j.jacc.2009.05.046 PMID: 19729116

Meta-regression on the correlation between TTR in warfarin therapy and complications in AF

PLOS ONE | https://doi.org/10.1371/journal.pone.0188482 November 20, 2017 16 / 17

https://doi.org/10.1016/j.amjopharm.2008.03.005
https://doi.org/10.1016/j.amjopharm.2008.03.005
http://www.ncbi.nlm.nih.gov/pubmed/18396243
https://doi.org/10.1016/S0140-6736(08)60168-3
http://www.ncbi.nlm.nih.gov/pubmed/18294998
http://www.ncbi.nlm.nih.gov/pubmed/16954003
https://doi.org/10.1093/eurheartj/eht039
http://www.ncbi.nlm.nih.gov/pubmed/23487517
https://doi.org/10.1185/030079905X75050
https://doi.org/10.1185/030079905X75050
http://www.ncbi.nlm.nih.gov/pubmed/16368039
https://doi.org/10.1056/NEJMoa1310907
https://doi.org/10.1056/NEJMoa1310907
http://www.ncbi.nlm.nih.gov/pubmed/24251359
https://doi.org/10.1161/CIRCULATIONAHA.106.653048
http://www.ncbi.nlm.nih.gov/pubmed/17515465
https://doi.org/10.1016/j.amjopharm.2009.06.002
https://doi.org/10.1016/j.amjopharm.2009.06.002
http://www.ncbi.nlm.nih.gov/pubmed/19616184
https://doi.org/10.1111/jth.13025
http://www.ncbi.nlm.nih.gov/pubmed/26052866
https://doi.org/10.1016/S0140-6736(07)61233-1
http://www.ncbi.nlm.nih.gov/pubmed/17693178
https://doi.org/10.1345/aph.1E169
https://doi.org/10.1345/aph.1E169
http://www.ncbi.nlm.nih.gov/pubmed/15701783
https://doi.org/10.1345/aph.1K157
http://www.ncbi.nlm.nih.gov/pubmed/18094348
https://doi.org/10.1111/j.1365-2796.2005.01605.x
http://www.ncbi.nlm.nih.gov/pubmed/16476107
https://doi.org/10.1016/j.ijcard.2015.08.054
http://www.ncbi.nlm.nih.gov/pubmed/26318513
https://doi.org/10.1160/TH09-05-0311
https://doi.org/10.1160/TH09-05-0311
http://www.ncbi.nlm.nih.gov/pubmed/20076843
https://doi.org/10.1016/j.thromres.2007.05.014
http://www.ncbi.nlm.nih.gov/pubmed/17597186
https://doi.org/10.1016/j.jacc.2009.05.046
https://doi.org/10.1016/j.jacc.2009.05.046
http://www.ncbi.nlm.nih.gov/pubmed/19729116
https://doi.org/10.1371/journal.pone.0188482


40. Poli D, Antonucci E, Marcucci R, Mannini L, Falciani M, Abbate R, et al. The quality of anticoagulation

on functional outcome and mortality for TIA/stroke in atrial fibrillation patients. Int J Cardiol 2009;

132:109–13. https://doi.org/10.1016/j.ijcard.2007.10.041 PMID: 18180057

41. Poli D, Testa S, Antonucci E, Grifoni E, Paoletti O, Lip GYH. Bleeding and stroke risk in a real-world pro-

spective primary prevention cohort of patients with atrial fibrillation. Chest 2011; 140:918–24. https://

doi.org/10.1378/chest.10-3024 PMID: 21511826

42. Reddy VY, Sievert H, Halperin J, Doshi SK, Buchbinder M, Neuzil P, et al. Percutaneous Left Atrial

Appendage Closure vs Warfarin for Atrial Fibrillation: A Randomized Controlled Trial. Jama 2014;

312:1988–98. https://doi.org/10.1001/jama.2014.15192 PMID: 25399274

43. Rose AJ, Ozonoff A, Henault LE, Hylek EM. Warfarin for atrial fibrillation in community-based practise.

J Thromb Haemost 2008; 6:1647–54. PMID: 18853483
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