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CLINICAL AND POPULATION SCIENCES

Association of Oral Anticoagulation With Stroke 
in Atrial Fibrillation or Heart Failure
A Comparative Meta-Analysis

Catriona Reddin , MB; Conor Judge , MB, BEng; Elaine Loughlin, MB; Robert Murphy , MB; Maria Costello , MB;  
Alberto Alvarez , PhD; John Ferguson, PhD; Andrew Smyth , PhD; Michelle Canavan, PhD; Martin J. O’Donnell, PhD

BACKGROUND AND PURPOSE: Atrial fibrillation and heart failure with reduced ejection fraction (HFrEF) are common sources 
of cardioembolism. While oral anticoagulation is strongly recommended for atrial fibrillation, there are marked variations in 
guideline recommendations for HFrEF due to uncertainty about net clinical benefit. This systematic review and meta-analysis 
evaluates the comparative association of oral anticoagulation with stroke and other cardiovascular risk in populations with 
atrial fibrillation or HFrEF in sinus rhythm and identify factors mediating different estimates of net clinical benefit.

METHODS: PubMed and Embase were searched from database inception to November 20, 2019 for randomized clinical trials 
comparing oral anticoagulation to control. A random-effects meta-analysis was used to estimate a pooled treatment-effect 
overall and within atrial fibrillation and HFrEF trials. Differences in treatment effect were assessed by estimating I2 among 
all trials and testing the between-trial-population P-interaction. The primary outcome measure was all stroke. Secondary 
outcome measures were ischemic stroke, hemorrhagic stroke, mortality, myocardial infarction, and major hemorrhage.

RESULTS: Twenty-one trials were eligible for inclusion, 15 (n=19 332) in atrial fibrillation (mean follow-up: 23.1 months), and 6 
(n=9866) in HFrEF (mean follow-up: 23.9 months). There were differences in primary outcomes between trial populations, 
with all-cause mortality included for 95.2% of HFrEF trial population versus 0.38% for atrial fibrillation. Mortality was higher 
in controls groups of HFrEF populations (19.0% versus 9.6%) but rates of stroke lower (3.1% versus 7.0%) compared with 
atrial fibrillation. The association of oral anticoagulation with all stroke was consistent for atrial fibrillation (odds ratio, 0.51 
[95% CI, 0.42–0.63]) and HFrEF (odds ratio, 0.61 [95% CI, 0.47–0.79]; I2=12.4%; P interaction=0.31). There were no 
statistically significant differences in the association of oral anticoagulation with cardiovascular events, mortality or bleeding 
between populations.

CONCLUSIONS: The relative association of oral anticoagulation with stroke risk, and other cardiovascular outcomes, is similar 
for patients with atrial fibrillation and HFrEF. Differences in the primary outcomes employed by trials in HFrEF, compared with 
atrial fibrillation, may have contributed to differing conclusions of the relative efficacy of oral anticoagulation.

GRAPHIC ABSTRACT: An online graphic abstract is available for this article.
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Atrial fibrillation and heart failure with reduced ejec-
tion fraction (HFrEF) are common causes of car-
dioembolic stroke. Oral anticoagulation is strongly 

recommended (Grade 1A) for patients with atrial 

fibrillation to reduce the risk of ischemic stroke.1–3 In 
contrast, clinical trials in patients with HFrEF in sinus 
rhythm have not reported superiority of oral antico-
agulation versus antiplatelet therapy or control for 
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cardiovascular prevention,4–6 and guideline recommen-
dations are inconsistent.7,8 For example, the Heart Fail-
ure Society of America recommends anticoagulation 
with warfarin, with an international normalized ratio (INR) 
target of 2 to 3 for patients with HFrEF and a history 
of thromboembolism.7,9 Conversely, the American Heart 
Association make a level B recommendation against 
anticoagulation in heart failure in the absence of atrial 
fibrillation.8 Several factors may explain the apparent dif-
ference in the efficacy, or interpretation of efficacy from 
clinical trials, of oral anticoagulation in atrial fibrillation 
compared with HFrEF in sinus rhythm. First, the mecha-
nism of ischemic stroke may differ between populations, 
and patients with HFrEF may have a higher prevalence 
of competing stroke etiologies, for which oral anticoagu-
lation is not superior to antiplatelet therapy (eg, small 
vessel disease). Second, the risks associated with oral 
anticoagulant therapy may differ in patients with HFrEF 
than in patients with atrial fibrillation, for example, the 
risk of intracerebral hemorrhage, which may offset ben-
efits in the reduction of ischemic stroke.10,11 Third, dif-
ferences in the primary outcome measures between 
trials of patients with HFrEF (which mostly used com-
posite outcomes, including all-cause mortality) and tri-
als of patients with atrial fibrillation (which mostly used 
all stroke) may account for the observed difference in 
efficacy of oral anticoagulation. In addition, there may 
be differences in the relative contribution of stroke to a 
composite outcome between populations.

While prior meta-analyses have examined the effec-
tiveness of oral anticoagulation in patients with atrial 
fibrillation or HFrEF individually, our meta-analysis specif-
ically evaluates the comparative association of oral anti-
coagulation with incidence of stroke, other cardiovascular 
events and mortality in populations with atrial fibrillation 
compared with populations with HFrEF in sinus rhythm.

METHODS
We performed a systematic review and meta-analysis, adher-
ing to the Cochrane Collaboration Guidelines and reported 
our findings according to the Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses Guidelines.12,13  
The meta-analysis was registered with the International 
Prospective Register of Systematic Reviews (REGISTRATION: 

URL: https://www.crd.york.ac.uk/prospero/; PROSPERO 
identifier: CRD42020153013). The data that support the find-
ings of this study are available from the corresponding author 
upon reasonable request.

Data Sources and Search Strategy
We systematically searched PubMed and Embase databases 
from database inception to November 20, 2019. The search 
terms included are detailed in Methods I in the Data Supplement. 
The search strategy was peer-reviewed by an information spe-
cialist. Following removal of duplicates, titles and abstracts 
were screened by 2 reviewers (C.R. and E.L.) using the Rayann 
web application.14 The reference lists of included trials and 
other published meta-analyses were also reviewed. Full texts of 
remaining articles were independently assessed by 2 reviewers 
(C.R. and E.L.), with eligibility based on predetermined criteria. 
Disagreements were resolved by consensus, where a resolu-
tion was not reached by discussion, a consensus was reached 
through a third reviewer (C.J.).

Eligibility Criteria
Studies were considered eligible if they (1) were randomized 
clinical trials; (2) included adults >18 years; (3) evaluated oral 
anticoagulation compared with control; and (4) reported stroke 
events (at least one of the following: all stroke, ischemic stroke, 
or hemorrhagic stroke). Control was defined as antiplatelet, pla-
cebo, or no antithrombotic treatment.

Data Extraction/Measurements
Data were extracted independently by 2 authors (C.R. and E.L.) 
using a standardized predetermined data collection form. For 
each study, we extracted the title, year of publication, oral anti-
coagulant (including dose/target), antiplatelet (including dose, 
where applicable), active and control numbers, all stroke, isch-
emic stroke, hemorrhagic stroke, all-cause mortality, cardiovas-
cular mortality, total myocardial infarction, major hemorrhage, 
fatal hemorrhage, and original primary outcomes of individual 
trials. We did not prespecify a definition for stroke or major 
hemorrhage. Data were compared for inconsistencies and 
merged into a prefinal dataset, which was checked indepen-
dently by 2 other reviewers (C.J. and M.C.).

Outcomes
The primary outcome measure was all stroke. The secondary 
outcome measures were ischemic stroke, hemorrhagic stroke, 
all-cause mortality, cardiovascular mortality, total myocardial 
infarction, major hemorrhage, fatal hemorrhage, and original 
primary outcomes of individual trials. The definition of original 
primary outcomes of individual trials and major hemorrhage dif-
fered among trials (Table; Table I in the Data Supplement).

Data Synthesis and Analysis
A descriptive analysis of trial methodology and definitions of 
primary outcomes are reported in the Table and Table II in the 
Data Supplement.

Baseline characteristics are reported in Table III in the 
Data Supplement. We calculated the odds ratio (OR) and 
95% CIs for each outcome of interest from individual studies. 

Nonstandard Abbreviations and Acronyms

ARI	 absolute risk increase
ARR	 absolute risk reduction
HFrEF	� heart failure with reduced ejection 

fraction
INR	 international normalized ratio
MACE	 major adverse cardiovascular event
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Weighted pooled treatment effects were calculated overall 
and individually for atrial fibrillation and HFrEF trials using 
restricted maximum likelihood estimation to fit a random 
effects meta-analysis model. Restricted maximum likeli-
hood estimation was chosen because it has been shown 
to be less biased than the DerSimonian-Laird estimator.33,34 
For outcomes with trials which had zero events (eg, hemor-
rhagic stroke and fatal hemorrhage), a one over reciprocal 
continuity correction sensitivity analysis was performed. Our 
objective was to determine the difference in treatment effect 
of oral anticoagulation between trials in atrial fibrillation and 
trials in HFrEF populations. We statistically tested for dif-
ference in treatment effect by (1) estimating the I2 statistic 
among all trials (ie, both populations), a measure of variability 
across studies due to heterogeneity and (2) testing a P for 

interaction between atrial fibrillation trials and HFrEF trials. 
We adopted a conservative approach to setting a threshold for 
a difference in treatment effect, namely (1) if I2 of >40% for 
all trials, and heterogeneity was explained by trial population 
(ie, change in I2 with separate meta-analytic estimates) and/
or (2) evidence of statistical heterogeneity by trial population 
with a P-interaction <0.1.35 Publication bias was assessed 
using a funnel plot (Figures I and II in the Data Supplement). 
Summary estimates were calculated for atrial fibrillation tri-
als, HFrEF trials, and all trials combined. Statistical analysis 
was performed using the Metafor package on R Statistical 
Software (Version 3.6.2).34 A priori subgroup sensitivity anal-
yses were performed for trials deemed at low risk of bias, 
trials where aspirin was the comparator, trials targeting an 
INR range between 2 and 3.5. Post hoc sensitivity analyses 

Table.  Primary Outcome Measures

Trial Primary outcome

Atrial fibrillation trials

  AVERROES, 201115 Occurrence of stroke (ischemic or hemorrhagic) or systemic emboli.

  WASPO, 200716 Comparative frequency of combined end points comprising of death, thromboembolism, serious bleeding and withdrawal 
from the study.

  BAFTA, 200717 First occurrence of fatal or nondisabling stroke (ischemic or hemorrhagic), other intracranial hemorrhage, or clinically signifi-
cant arterial embolism.

  Vemmos et al. 200618 Ischemic stroke or systemic emboli.

  ACTIVE W, 200619 First occurrence of stroke, non-CNS systemic embolism, myocardial infarction, or vascular death.

 � SPEAF (intermediate risk 
group), 2004 20

Composite of vascular death, transient ischemic attack (TIA), and nonfatal stroke or systemic embolism, whichever came first.

  PATAF-stratum 1, 199921 Stroke (ischemic or hemorrhagic), systemic arterial embolism, major hemorrhage or vascular death.

  AFASAK II, 199822 Stroke (ischemic or hemorrhagic) or a systemic thromboembolic event.

  SPAF II (all ages), 199423 Ischemic stroke or systemic emboli.

  EAFT, 199324 Death from vascular disease, nonfatal stroke (including intracranial hemorrhage), nonfatal myocardial infarction, or systemic 
embolism.

  BAATAF, 199225 Ischemic stroke.

  Veterans, 199226 Cerebral infarction.

  SPAF, 199127 Ischemic stroke or systemic emboli.

  CAFA, 199128 First occurrence of any of the following: ischemic stroke except lacunar, other systemic embolism or intracranial or fatal 
hemorrhage.

  AFASAK, 198929 Thromboembolic complication (TIA, minor stroke, nondisabling stroke, disabling stroke, and fatal stroke, embolism to viscera 
or to the extremities).

HFrEF trials

  COMPASS, 201930 The primary outcome was a composite of cardiovascular death, stroke, or MI.

  COMMANDER HF, 20186 Composite of death from any cause, myocardial infarction, or stroke.

  WARCEF, 201231 Time to first event in a composite of ischemic stroke, intracerebral hemorrhage, or death from any cause.

  WATCH, 20094 The composite of all-cause mortality, nonfatal MI, and nonfatal stroke.

  HELAS, 200632 Any of the following: nonfatal stroke, peripheral or pulmonary embolism, myocardial (re)infarction, rehospitalization, exacerba-
tion of heart failure, or death from any cause.

  WASH, 20045 The composite outcome of death, nonfatal myocardial infarction, and nonfatal stroke.

ACTIVE indicates The Atrial Fibrillation Clopidogrel Trial With Irbesartan for Prevention of Vascular Events; AFASAK, Placebo-Controlled, Randomised Trial of Warfarin 
and Aspirin for Prevention of Thromboembolic Complications in Chronic Atrial Fibrillation; AVERROES, Apixaban Versus Acetylsalicylic Acid (ASA) to Prevent Stroke in 
Atrial Fibrillation Patients Who Have Failed or Are Unsuitable for Vitamin K Antagonist Treatment; BAATAF, Boston Area Anticoagulation Trial in Atrial Fibrillation; BAFTA, 
The Birmingham Atrial Fibrillation Treatment of the Aged Study; CAFA, Canadian Atrial Fibrillation Anticoagulation Study; COMMANDER HF, A Study to Assess the 
Effectiveness and Safety of Rivaroxaban in Reducing the Risk of Death, Myocardial Infarction or Stroke in Participants With Heart Failure and Coronary Artery Disease 
Following an Episode of Decompensated Heart Failure; COMPASS, Cardiovascular Outcomes for People Using Anticoagulation Strategies; EAFT, European Atrial Fibril-
lation Trial; HELAS, Heart Failure Long-Term Antithrombotic Study; PATAF, Primary Prevention of Arterial Thromboembolism in Nonrheumatic Atrial Fibrillation; SPAF, 
Stroke Prevention in Atrial Fibrillation; SPEAF, National Study for Prevention of Embolism in Atrial Fibrillation; WARCEF, Warfarin Versus Aspirin in Reduced Cardiac 
Ejection Fraction Study; WASH, The Warfarin/Aspirin Study in Heart Failure; WASPO, A Randomized Controlled Trial of Warfarin Versus Aspirin for Stroke Prevention in 
Octogenarians With Atrial Fibrillation; and WATCH, The Warfarin and Antiplatelet Therapy in Heart Failure Trial.
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were performed on the derived composite outcomes of (1) a 
major adverse cardiovascular event (MACE) outcome and (2) 
nonfatal major cardiovascular events.

Risk of Bias Assessment
We used the Cochrane risk-of-bias tool for randomized trials 
(RoB 2) to assess methodological quality of eligible trials.36 
Trials were assessed on 5 domains: randomization process, 
deviations from intended interventions, missing outcome data, 
measurement of the outcome and selection of the reported 
result. Risk of bias assessments was performed independently 
by reviewers (C.R. and E.L.) and disagreements were resolved 
by a third reviewer (R.M.). Studies were deemed at high risk of 
bias overall if one or more domains were rated as high, or if 
multiple domains were judged to have some concerns in a way 
that substantially lower confidence in the result.36 Risk of bias 
summary tables were created (Figures III through IV and Table 
IV in the Data Supplement).

RESULTS
The systematic search of articles published before 
November 2019, identified 2162 records. Following title 
and abstract screening, 68 were considered potentially 
relevant. After application of eligibility criteria to full text 
review, 21 trials (n=29 198) were included, of which 15 
(n=19 332) were in atrial fibrillation and 6 (n=9866) 
were in HFrEF (PRISMA flow, Figure V in the Data 
Supplement and PRISMA checklist, Table V in the Data 
Supplement). All trials reported all stroke,4–6,15–32 18 stud-
ies reported ischemic stroke,4–6,15–28,31,37 and 16 reported 
hemorrhagic stroke on follow-up.4–6,15,17–22,24–27,31,37

Study Characteristics
The mean duration of follow-up was 23 months (23.1 
months for atrial fibrillation trials, 23.9 months for HFrEF 
trials). The intervention group was warfarin or coumarin 
derivative for seventeen studies,4,5,16–19,21–29,31,32 aceno-
coumarol in 1 study,20 low-dose rivaroxaban for 2 stud-
ies,6,30 and apixaban for 1 study.15

Of included trials, 7 were double-blind (3 atrial fibrilla-
tion trials,15,26,28 4 HFrEF trials5,6,30,32), 5 were blinded for the 
control group only with an open label design for anticoagu-
lant group (3 atrial fibrillation trials,24,27,29 2 HFrEF trials4,5), 
the remaining 9 atrial fibrillation trials were open label.16–23,25 
Nineteen trials used a composite primary outcome (96.7% 
of total population).4–6,15–24,27–32 The components of the 
composite end points varied between atrial fibrillation tri-
als and HFrEF trials, with 5 HFrEF trials (95.1% of HFrEF 
population) including all-cause mortality in their primary 
composite end point, compared with 1 atrial fibrillation trial 
(0.38% of atrial fibrillation population). Eight atrial fibrilla-
tion trials (48.8% of atrial fibrillation population) employed 
a primary outcome of stroke with/without systemic arterial 
thromboembolism, versus none of the HFrEF trials (Table).

Risk of Bias
Risk of bias was assessed for 21 trials (Figures III and 
IV and Table IV in the Data Supplement). Risk of bias 
was deemed to be low in fifteen trials, some concerns 
in 3 trials, and high risk in 3 trials. The randomization 
process lead to some concerns for 3 atrial fibrillation 
studies.18,25,28 Measurement of outcome measures were 
deemed to be ‘high risk’ of bias for 1 atrial fibrillation 
trial29 and ‘some concerns’ for 1 atrial fibrillation trial.18 
Publication bias was assessed using contour enhanced 
funnel plots, which were symmetrical around the point 
estimate for both atrial fibrillation trials and HFrEF trials 
(Figures I and II in the Data Supplement).

Oral Anticoagulation and All Stroke
Among all 21 trials (n=29 198), there were 1113 stroke 
events during follow-up, 339 events in the oral anticoag-
ulant group and 774 events in the control group.4–6,15–32 
Oral anticoagulation compared with control was asso-
ciated with a significant reduction in all stroke (2.8% 
versus 5.8% over a mean trial follow-up of 1.92 years; 
OR, 0.54 [95% CI, 0.46–0.63]; Absolute Risk Reduction 
[ARR], 2.1% [2–2.5]; Figures 1 and 2), with a consistent 
effect among trials (I2=12.4%). The association of oral 
anticoagulation and all stroke was similar for atrial fibril-
lation trials (OR, 0.51 [95% CI, 0.42–0.63]; ARR, 2.5% 
[2–3.1]) and HFrEF trials (OR, 0.61 [95% CI, 0.47–0.79]; 
ARR, 1.3% [0.7–2]; P interaction=0.31; Figures 1 and 2). 
The baseline incidence of all stroke in the control group 
was 7% in atrial fibrillation trials compared with 3.1% in 
HFrEF trials (Figure 3).

Oral Anticoagulation and Ischemic Stroke
Among eighteen studies (n=27 518), there were 846 
ischemic stroke events during follow-up, 232 events 
in the oral anticoagulant group and 614 events in the 
control group.4,5,15–28,31,37 Oral anticoagulation compared 
with control was associated with a significant reduction 
in ischemic stroke (1.9% versus 5.2% over a mean of 
1.93 years; OR, 0.46 [95% CI, 0.38–0.54]; ARR, 2.1% 
[2–2.5]; Figures 2 and 3), with a consistent effect among 
trials (I2=7.6%). The association of oral anticoagulation 
and ischemic stroke was similar for atrial fibrillation trials 
(OR, 0.42 [95% CI, 0.35–0.51]; ARR, 2.5% [2–3]) and 
the HFrEF trials (OR, 0.56 [95% CI, 0.42–0.74]; ARR, 
1.4% [0.8–2]; P interaction=0.11; Figures  2 and 4). 
The baseline incidence of ischemic stroke in the control 
group was 5.9% in atrial fibrillation trials compared with 
2.9% in HFrEF trials (Figure 4).

Oral Anticoagulation and Hemorrhagic Stroke
Among 16 studies (n=26 040), there were 79 hemor-
rhagic stroke events during follow-up, including 43 
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Figure 1. Forest plot demonstrating the association of oral anticoagulant and all stroke.
The squares and bars represent the mean values and 95% CIs of the effect sizes, while the area of the squares reflects the weight of the studies. 
The combined effects appear as diamonds and the vertical dashed line represents the line of no effect. ARR indicates absolute risk reduction; 
HFrEF, heart failure with reduced ejection fraction; and OAC, oral anticoagulant.
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events in the oral anticoagulant group and 36 events 
in the control group.4–6,15–22,24–27,31,37 Oral anticoagula-
tion compared with control was not associated with a 
significant increase in hemorrhagic stroke (0.29% ver-
sus 0.19% over a mean of 1.96 years; OR, 1.23 [95% 
CI, 0.76–1.99]; absolute risk increase [ARI], 0.068%, 
0.067 to −0.2; Figure VI in the Data Supplement), with 
a consistent effect among trials (I2=6.0%). The associa-
tion of oral anticoagulation and hemorrhagic stroke was 
similar for atrial fibrillation trials (OR, 1.24 [95% CI, 0.69 
to 2.25]; ARI, 0.092% [−0.086 to 0.3]) and HFrEF tri-
als (OR, 1.20 [95% CI, 0.47 to 3.07]; ARI, 0.024% [0.2 
to −0.18]; P interaction=0.95; Figure VI in the Data 
Supplement).

Oral Anticoagulation and Mortality

Among 19 studies (n=27 771), there were 3395 
deaths during follow-up including 1531 participants in 
the oral anticoagulant group and 1864 participants in 
the control group.4,6,15–24,26–28,30–32 Oral anticoagulation 
compared with control was not significantly associated 
with a reduction in all-cause mortality (11% versus 
12% over a mean of 1.91 years; OR, 0.95 [95% CI, 
0.88 to 1.02]; ARR, 0.57% [−0.2 to 1.3]), with a con-
sistent effect among trials (I2=0%) (Figure  3, Figure 
VII in the Data Supplement). There was no evidence 
of a statistically significant difference (I2=0, P inter-
action=0.18), the association of oral anticoagulation 

Figure 2. Combined forest plot showing outcomes: all stroke, ischemic stroke, all-cause mortality, total myocardial infarction, 
and major hemorrhage.
The analysis is divided by population group; overall, atrial fibrillation trials, heart failure with reduced ejection fraction trials. The squares and 
bars represent the mean values and 95% CIs of the effect sizes, while the area of the squares reflects the weight of the studies. ARR indicates 
absolute risk reduction; and OAC, oral anticoagulant.
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and all-cause mortality was similar for atrial fibrilla-
tion trials (OR, 0.89 [95% CI, 0.78–1.00]; ARR, 0.77% 
[0.03–1.5]) and HFrEF trials (OR, 0.99 [95% CI, 0.90 
to 1.09]; ARR 0.2%, −1 to 1.8; Figure 2, Figure VII in 
the Data Supplement). Oral anticoagulation compared 
with control was associated with a borderline signifi-
cant reduction in cardiovascular mortality; OR, 0.90 
[95% CI, 0.81–0.99] (Figure VIII in the Data Supple-
ment). The incidence of all-cause mortality in the con-
trol group was 9.6% in atrial fibrillation trials compared 
with 19% in HFrEF trials (Figure 3).

Oral Anticoagulation and Myocardial Infarction
Sixteen studies (n=27 046) reported 650 myocardial 
infarction events during follow-up.4–6,15,17–20,22–24,26,27,30–32 
Oral anticoagulation compared with control was sig-
nificantly associated with a reduction in myocardial 
infarction (2.2% versus 2.9% over a mean of 1.96 
years; OR, 0.83 [95% CI, 0.71–0.98]; ARR, 0.42% 
[0.06–0.78]; Figure 2, Figure IX in the Data Supple-
ment). There was no evidence of a statistically signifi-
cant difference (I2=0%, P interaction=0.33) between 
the association of oral anticoagulation and myocardial 
infarction, although there was a significant reduc-
tion in atrial fibrillation populations (OR, 0.76 [95% 
CI, 0.59 to 0.97]; ARR, 0.42% [0.06 to 0.79]) but not 
HFrEF trials (OR, 0.91 [95% CI, 0.69 to 1.20]; ARR, 

0.41% [ −0.3 to 1.2]; Figure 2, Figure IX in the Data 
Supplement).

Oral Anticoagulation and Bleeding Outcomes
Major and Fatal Hemorrhage
Among 17 studies (n=26 474), there were 729 major 
hemorrhage events during follow-up.4–6,15–22,24,26–28,30,31 
Oral anticoagulation compared with control was sig-
nificantly associated with an increase in major hemor-
rhage (3.4% versus 2.1% over a mean of 1.85 years; 
OR, 1.53 [95% CI, 1.08–2.16]; ARI, 0.85% [0.45–1]), 
with an inconsistent effect among trials (I2=69.4%; Fig-
ure 2, Figure X in the Data Supplement). There was no 
evidence of a statistically significant difference between 
the association of oral anticoagulation and major hem-
orrhage for atrial fibrillation (OR, 1.27 [95% CI, 0.74 to 
2.18]; ARI, 0.16% [−0.32 to 0.6]) and HFrEF trials (OR, 
1.91 [95% CI, 1.52 to 2.42]; ARI, 2.1% [1.3 to 3]; P-inter-
action=0.17; Figure 2, Figure X in the Data Supplement), 
or fatal hemorrhage (Figure XI in the Data Supplement).

Oral Anticoagulation and Original Primary 
Outcomes Reported in Trials
Among 21 studies (n=29 198), there were 3823 events 
during follow-up including 1570 events in the oral antico-
agulation group and 2253 events in the control group. For 

Figure 3. Bar chart depicting the incidence rates of outcomes within the control group.
The light blue column represents atrial fibrillation trials, the dark blue represents heart failure with reduced ejection fraction (HFrEF) trials. The y 
axis represents percentage of trial population.
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Figure 4. Forest plot demonstrating the association of oral anticoagulant and ischemic stroke.
The squares and bars represent the mean values and 95% CIs of the effect sizes, while the area of the squares reflects the weight of the studies. 
The combined effects appear as diamonds and the vertical dashed line represents the line of no effect. ARR indicates absolute risk reduction; and 
HFrEF, heart failure with reduced ejection fraction; and OAC, oral anticoagulant.
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the original primary outcome, 19 trials reported a compos-
ite outcome4–6,15–24,27–32 and 2 reported stroke as a single 
primary outcome.25,26 Definitions of composite outcomes 
varied between trials (Table I in the Data Supplement). The 
association of oral anticoagulation and original primary 
outcome differed for atrial fibrillation trials (OR, 0.58 [95% 
CI, 0.47 to 0.72]; ARR, 3.1% [2 to 3.8]) and HFrEF trials 
(OR, 0.93 [95% CI, 0.85 to 1.02]; ARR, 1.3% [−0.4 to 3]; 
P-interaction=0.0001; Figure XII in the Data Supplement).

Sensitivity Analyses
Sensitivity analysis including only trials at low risk of 
bias, aspirin as control, warfarin as intervention, and a 
targeted INR target of 2 to 3.5 did not materially alter 
the findings for all stroke, ischemic stroke or hemor-
rhagic stroke and mortality (Figure XIII through XVI in 
the Data Supplement).

Post Hoc Standardized Composite Outcome 
Measure
MACE Composite Outcome
Among 13 studies (n=25 075), in which we derived 
major adverse cardiovascular events (MACE), oral anti-
coagulation compared with control was associated with 
a significant reduction in MACE composite outcome (OR, 
0.86 [95% CI, 0.740–0.996]; ARR, 1.4% [0.6–2.3]), 
with statistical evidence of heterogeneity among all tri-
als (I2=65.1%, I2 for atrial fibrillation trials=73.8%, I2 for 
HFrEF trials=0%). The association of oral anticoagula-
tion and MACE composite was not significant for atrial 
fibrillation trials (OR, 0.82 [95% CI, 0.63 to 1.07]; ARR, 
1.4% [0.5 to 2.3]) and HFrEF trials (OR, 0.92 [95% 
CI, 0.84 to 1.01]; ARR, 1.4% [−0.2 to 3.1]; P-interac-
tion=0.43; Figure XVII in the Data Supplement).

In HFrEF studies (n=5),4–6,31,32 oral anticoagulation 
compared with control was associated with a signifi-
cant reduction in nonfatal cardiovascular events (OR, 
0.75 [95% CI, 0.62–0.89], I2=0%; Figure XVIII in the 
Data Supplement).

DISCUSSION
This systematic review and meta-analysis, which 
included 21 trials with 29 198 participants for the 
primary outcome analysis, found that the association 
of oral anticoagulation with stroke risk is consistent 
for patients with atrial fibrillation and HFrEF in sinus 
rhythm. We found no evidence of statistically significant 
differences in the association of oral anticoagulation 
with ischemic stroke, hemorrhagic stroke, myocardial 
infarction or fatal bleeding between populations. There 
were differences in incidence of clinical events between 
atrial fibrillation and HFrEF populations, with markedly 
higher mortality in HFrEF trials.

This updated meta-analysis extends findings from 
previous meta-analyses that have examined both popula-
tions separately, by including a larger number of random-
ized clinical trials including a recently published study30 
and providing comparative estimates of treatment effects 
in atrial fibrillation and HFrEF populations within a com-
bined meta-analysis. While previous meta-analyses spe-
cific to trials of atrial fibrillation or HFrEF have reported 
similar estimates to the current analysis,38–41 this meta-
analysis considered all trials together, which allowed us to 
determine the homogeneity of treatment effects across 
both populations. We think that our meta-analysis pro-
vides an innovative perspective through including clinical 
trials from both populations in a single analysis, lending 
insights that may not be apparent through indirect com-
parisons of individual meta-analyses. Moreover, it permit-
ted us to explore the effect of methodological differences 
(eg, outcome measures) between trials of patients with 
atrial fibrillation and those with HFrEF. We observed 
a major difference in the primary outcome measures 
employed in trials of patients with atrial fibrillation, versus 
HFrEF, which have likely contributed to differing conclu-
sions of the relative efficacy of oral anticoagulation. A 
key difference is that atrial fibrillation trials more often 
prioritized stroke in primary outcome measures (Table). 
We observed an identical magnitude of association of 
oral anticoagulation and stroke risk in trials of atrial fibril-
lation and HFrEF, which permits speculation that current 
guideline recommendations may be different if trials of 
HFrEF employed the same primary outcome measure as 
atrial fibrillation trials.

All HFrEF trials included mortality in a primary compos-
ite outcome measure, compared with only 1 atrial fibrillation 
trial.16 Although we did not identify a statistically significant 
difference in the association between oral anticoagulation 
and mortality or cardiovascular mortality (Figure 3, Figures 
VII and VIII in the Data Supplement), we report a reduced 
risk of cardiovascular mortality in atrial fibrillation, but no 
significant association in HFrEF trials. Our findings sug-
gest, but do not confirm, that there may be differing contri-
butions of thromboembolic causes of death between these 
2 populations. Moreover, the mortality rate in the HFrEF 
trials was considerably higher than in the atrial fibrillation 
trials, which further diluted the treatment effect on nonfatal 
cardiovascular events. Use of composite outcome mea-
sures in randomized clinical trials has been challenged in 
recent years, with the emergence of criteria for valid com-
posite outcomes based on consistency of patient-reported 
importance and expected consistency in frequency of 
treatment effect across individual components of compos-
ite outcomes.42 While all-cause mortality is of major clinical 
importance, it appears to be unaffected by oral anticoagu-
lation in patients with HFrEF and would not satisfy this cri-
terion for inclusion in a valid composite outcome.43,44

Antithrombotic cardiovascular guidelines offer 
diverse recommendations in HFrEF, ranging from weak 
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recommendations in HFrEF with moderate to high 
stroke risk,45 to weak recommendations against oral 
anticoagulant therapy8,46 (Table VI in the Data Supple-
ment). The case for prescribing oral anticoagulation in 
patients with HFrEF rests on the significant reduction 
in stroke incidence, and clinical decision-making for 
individual patients will depend on the absolute risk of 
stroke. In contrast to atrial fibrillation (eg, CHA2DS2-
VASc score), there is no widely used score to quantify 
the risk of stroke in patients with HFrEF, but use of 
oral anticoagulation in obviously high-risk populations 
(eg, prior cardioembolism) would be supported by our 
findings, provided the competing risk of major bleeding 
is acceptable. Further evidence evaluating oral antico-
agulation in RCTs in HFrEF population is warranted, 
particularly for primary prevention where there is more 
uncertainty regarding risk-benefit. Based on our find-
ings, use of oral anticoagulation would seem reason-
able among patient populations who are considered at 
high risk of cardioembolic stroke, such as those with 
recent ischemic stroke or transient ischemic attack, 
where HFrEF is implicated as causal. Although the risk 
of bleeding in patients with HFrEF is a commonly cited 
reason to avoid oral anticoagulation,40 our findings 
did not reveal major differences in the risk of major 
or fatal bleeding in patients with atrial fibrillation com-
pared with those with HFrEF (P for interaction=0.17). 
Although we note that oral anticoagulation was associ-
ated with significant increase in major hemorrhage in 
the HFrEF population. Anticoagulation was not associ-
ated with a significant increase in fatal hemorrhage in 
either population.

For many stroke physicians, anticoagulation decision-
making for patients with atrial fibrillation is clear, while the 
decision in patients with heart failure is more challenging 
because of inconsistent guideline recommendations.7,8 
Our analysis offers relevant context for the benefit of 
oral anticoagulation in HFrEF by comparing directly to a 
population where the benefit is universally accepted and 
consistently recommended in guidelines.1 Clinical con-
text (eg, prior ischemic stroke), and patient preference, 
should determine selective prescribing of low-dose or 
treatment-dose regimens of oral anticoagulant therapy 
in patients with HFrEF.

Limitations of Our Study
This study has several limitations. First, intervention 
groups consisted of a combination of 2 different types 
of oral anticoagulant therapy, vitamin K antagonists, and 
factor Xa inhibitors, and at differing intensities including 
low-dose rivaroxaban in the COMPASS (Cardiovascu-
lar Outcomes for People Using Anticoagulation Strate-
gies) and COMMANDER HF trials (A Study to Assess 
the Effectiveness and Safety of Rivaroxaban in Reduc-
ing the Risk of Death, Myocardial Infarction or Stroke 

in Participants With Heart Failure and Coronary Artery 
Disease Following an Episode of Decompensated Heart 
Failure).6,30 We note that there are a smaller number of 
trials evaluating DOACs than vitamin K antagonists in 
HFrEF, which may warrant further investigation. Sec-
ond, the INR targets varied between studies, although a 
sensitivity analysis restricting INR target (2–3.5) demon-
strated similar results. Third, definitions of both original 
primary outcomes of individual trials and major hemor-
rhage varied among studies. This limitation is expected to 
be most problematic when comparing absolute rates of 
bleeding among trials. We have included the definition of 
major hemorrhage adopted by each trial in a Table in the 
Data Supplement for clarity. Fourth, there were low event 
rates for some outcomes (eg, hemorrhagic stroke), with 
consequence imprecise summary estimates. Although 
meta-analysis of rare events should be interpreted with 
caution, we completed a one over reciprocal continuity 
correction sensitivity analysis, which did not alter our 
findings results.47 Fifth, the number of patients included 
in atrial fibrillation trials were higher than in HFrEF trials, 
which limits the validity of some comparisons.4,5,31 Sixth, 
our primary outcome and research hypothesis related to 
all stroke, all other statistically significant results should 
be considered as secondary outcomes subject to the 
limitations of multiple testing.

Conclusions
In this meta-analysis of randomized clinical trials, oral 
anticoagulation compared with control was significantly 
associated with a lower incidence of stroke in patients 
with atrial fibrillation or HFrEF. Differences in the pri-
mary outcomes employed by trials in HFrEF, compared 
with atrial fibrillation, may have contributed to differing 
conclusions of the relative efficacy of oral anticoagula-
tion, particularly the inclusion of all-cause mortality in 
most HFrEF trials.

ARTICLE INFORMATION
Received December 13, 2020; final revision received March 4, 2021; accepted 
March 31, 2021.

Affiliations
HRB-Clinical Research Facility (C.R., C.J., E.L., R.M., M. Costello, A.A., J.F., A.S., 
M. Canavan, M.J.O.) and Translational Medical Device Laboratory (C.J.), National 
University of Ireland Galway. Department of Geriatric and Stroke Medicine, Gal-
way University Hospital, Newcastle Road, Ireland (C.R., C.J., E.L., R.M., M. Costello, 
A.S., M. Canavan, M.J.O.). Wellcome Trust – HRB, Irish Clinical Academic Training 
(C.J.).

Acknowledgments
C. Reddin and E. Loughlin were responsible for data collection. C. Reddin and C. 
Judge performed the analysis. All authors contributed to data interpretation and 
critical revision of the report.

Sources of Funding
C. Judge was supported by the Irish Clinical Academic Training (ICAT) Pro-
gramme, the Wellcome Trust and the Health Research Board (grant number 
203930/B/16/Z), the Health Service Executive, National Doctors Training and 

https://www.ahajournals.org/doi/suppl/10.1161/STROKEAHA.120.033910
https://www.ahajournals.org/doi/suppl/10.1161/STROKEAHA.120.033910
https://www.ahajournals.org/doi/suppl/10.1161/STROKEAHA.120.033910


CLINICAL AND POPULATION 
SCIENCES

Reddin et al Association OAC and Stroke: Atrial Fibrillation vs HF

Stroke. 2021;52:3151–3162. DOI: 10.1161/STROKEAHA.120.033910� October 2021    3161

Planning, and the Health and Social Care, Research and Development Division, 
Northern Ireland. Dr O’Donnell was supported by the European Research Council 
(COSIP grant, 640580). The funding source had no role in the design and con-
duct of the study or the publication decision.

Disclosures
None.

Supplemental Materials
Online Methods
Online Tables I–VI
Online Figures I–XVIII

REFERENCES
	 1.	 Hindricks G, Potpara T, Dagres N, Arbelo E, Bax JJ, Blomström-Lundqvist C, 

Boriani G, Castella M, Dan GA, Dilaveris PE, et al. 2020 ESC Guidelines for 
the diagnosis and management of atrial fibrillation developed in collabora-
tion with the European Association of Cardio-Thoracic Surgery (EACTS). 
Eur Heart J. 2020;42:373–498. doi: 10.1093/eurheartj/ehaa612

	 2.	 January CT, Wann LS, Calkins H, Chen LY, Cigarroa JE, Cleveland JC Jr, 
Ellinor PT, Ezekowitz MD, Field ME, Furie KL, et al. 2019 AHA/ACC/
HRS Focused Update of the 2014 AHA/ACC/HRS Guideline for the 
Management of Patients With Atrial Fibrillation: a Report of the American 
College of Cardiology/American Heart Association Task Force on Clinical 
Practice Guidelines and the Heart Rhythm Society in Collaboration With 
the Society of Thoracic Surgeons. Circulation. 2019;140:e125–e151. doi: 
10.1161/CIR.0000000000000665

	 3.	 Andrade JG, Verma A, Mitchell LB, Parkash R, Leblanc K, Atzema C, 
Healey JS, Bell A, Cairns J, Connolly S, et al; CCS Atrial Fibrillation Guide-
lines Committee. 2018 Focused Update of the Canadian Cardiovascular 
Society Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2018;34:1371–1392. doi: 10.1016/j.cjca.2018.08.026

	 4.	 Massie BM, Collins JF, Ammon SE, Armstrong PW, Cleland JG, Ezekowitz 
M, Jafri SM, Krol WF, O’Connor CM, Schulman KA, et al; WATCH Trial Inves-
tigators. Randomized trial of warfarin, aspirin, and clopidogrel in patients 
with chronic heart failure: the Warfarin and Antiplatelet Therapy in Chronic 
Heart Failure (WATCH) trial. Circulation. 2009;119:1616–1624. doi: 
10.1161/CIRCULATIONAHA.108.801753

	 5.	 Cleland JG, Findlay I, Jafri S, Sutton G, Falk R, Bulpitt C, Prentice C, Ford 
I, Trainer A, Poole-Wilson PA. The Warfarin/Aspirin Study in Heart fail-
ure (WASH): a randomized trial comparing antithrombotic strategies for 
patients with heart failure. Am Heart J. 2004;148:157–164. doi: 10.1016/j. 
ahj.2004.03.010

	 6.	 Zannad F, Anker SD, Byra WM, Cleland JGF, Fu M, Gheorghiade M, Lam 
CSP, Mehra MR, Neaton JD, Nessel CC, et al; COMMANDER HF Inves-
tigators. Rivaroxaban in Patients with Heart Failure, Sinus Rhythm, and 
Coronary Disease. N Engl J Med. 2018;379:1332–1342. doi: 10.1056/ 
NEJMoa1808848

	 7.	 Heart Failure Society of America. HFSA 2010 comprehensive heart failure 
practice guideline. J Cardiac Fail. 2010;16:e1–e2.

	 8.	 Yancy CW, Jessup M, Bozkurt B, Butler J, Casey DE, Drazner MH, Fonarow 
GC, Geraci SA, Horwich T, Januzzi JL, et al. 2013 ACCF/AHA Guideline 
for the Management of Heart Failure: a Report of the American College of 
Cardiology Foundation/American Heart Association Task Force on Practice 
Guidelines. Circulation. 2013;128:e240–e327.

	 9.	 Yancy CW, Jessup M, Bozkurt B, Butler J, Casey DE Jr, Colvin MM, Drazner 
MH, Filippatos GS, Fonarow GC, Givertz MM, et al. 2017 ACC/AHA/HFSA 
Focused Update of the 2013 ACCF/AHA Guideline for the Management 
of Heart Failure: a Report of the American College of Cardiology/Ameri-
can Heart Association Task Force on Clinical Practice Guidelines and the 
Heart Failure Society of America. J Am Coll Cardiol. 2017;70:776–803. doi: 
10.1016/j.jacc.2017.04.025

	10.	 DiMarco JP, Flaker G, Waldo AL, Corley SD, Greene HL, Safford RE, 
Rosenfeld LE, Mitrani G, Nemeth M; AFFIRM Investigators. Factors affect-
ing bleeding risk during anticoagulant therapy in patients with atrial fibril-
lation: observations from the Atrial Fibrillation Follow-up Investigation of 
Rhythm Management (AFFIRM) study. Am Heart J. 2005;149:650–656. 
doi: 10.1016/j.ahj.2004.11.015

	11.	 Witt DM, Delate T, Clark NP, Martell C, Tran T, Crowther MA, Garcia DA, 
Ageno W, Hylek EM; Warfarin Associated Research Projects and other 
EnDeavors (WARPED) Consortium. Outcomes and predictors of very stable 

INR control during chronic anticoagulation therapy. Blood. 2009;114:952–
956. doi: 10.1182/blood-2009-02-207928

	12.	 Higgins JPT WV, Thomas J, Chandler J, Cumpston M, Li T, Page MJ, Welch 
VA (editors). Cochrane Handbook for Systematic Reviews of Interventions 
version 6.0. Cochrane, 2019.

	13.	 Moher D, Liberati A, Tetzlaff J, Altman DG; PRISMA Group. Preferred 
reporting items for systematic reviews and meta-analyses: the PRISMA 
statement. Ann Intern Med. 2009;151:264–9, W64. doi: 10.7326/0003- 
4819-151-4-200908180-00135

	14.	 Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid A. Rayyan-a web 
and mobile app for systematic reviews. Syst Rev. 2016;5:210. doi: 
10.1186/s13643-016-0384-4

	15.	 Connolly SJ, Eikelboom J, Joyner C, Diener HC, Hart R, Golitsyn S, Flaker 
G, Avezum A, Hohnloser SH, Diaz R, et al; AVERROES Steering Committee 
and Investigators. Apixaban in patients with atrial fibrillation. N Engl J Med. 
2011;364:806–817. doi: 10.1056/NEJMoa1007432

	16.	 Rash A, Downes T, Portner R, Yeo WW, Morgan N, Channer KS. A ran-
domised controlled trial of warfarin versus aspirin for stroke prevention in 
octogenarians with atrial fibrillation (WASPO). Age Ageing. 2007;36:151–
156. doi: 10.1093/ageing/afl129

	 17.	 Mant J, Hobbs FD, Fletcher K, Roalfe A, Fitzmaurice D, Lip GY, Murray E; 
BAFTA investigators; Midland Research Practices Network (MidReC). War-
farin versus aspirin for stroke prevention in an elderly community popula-
tion with atrial fibrillation (the Birmingham Atrial Fibrillation Treatment of the 
Aged Study, BAFTA): a randomised controlled trial. Lancet. 2007;370:493–
503. doi: 10.1016/S0140-6736(07)61233-1

	18.	 Vemmos KN, Tsivgoulis G, Spengos K, Manios E, Xinos K, Vassilopoulou S, 
Zakopoulos N, Moulopoulos S. Primary prevention of arterial thromboembo-
lism in the oldest old with atrial fibrillation–a randomized pilot trial comparing 
adjusted-dose and fixed low-dose coumadin with aspirin. Eur J Intern Med. 
2006;17:48–52. doi: 10.1016/j.ejim.2005.08.005

	19.	 Connolly S, Pogue J, Hart R, Pfeffer M, Hohnloser S, Chrolavicius S, Pfeffer 
M, Hohnloser S, Yusuf S; ACTIVE Writing Group of the ACTIVE Investiga-
tors. Clopidogrel plus aspirin versus oral anticoagulation for atrial fibrilla-
tion in the Atrial fibrillation Clopidogrel Trial with Irbesartan for prevention 
of Vascular Events (ACTIVE W): a randomised controlled trial. Lancet. 
2006;367:1903–1912. doi: 10.1016/S0140-6736(06)68845-4

	20.	 Pérez-Gómez F, Alegría E, Berjón J, Iriarte JA, Zumalde J, Salvador A, 
Mataix L; NASPEAF Investigators. Comparative effects of antiplatelet, 
anticoagulant, or combined therapy in patients with valvular and nonval-
vular atrial fibrillation: a randomized multicenter study. J Am Coll Cardiol. 
2004;44:1557–1566. doi: 10.1016/j.jacc.2004.05.084

	21.	 Hellemons BS, Langenberg M, Lodder J, Vermeer F, Schouten HJ, 
Lemmens T, van Ree JW, Knottnerus JA. Primary prevention of arterial 
thromboembolism in non-rheumatic atrial fibrillation in primary care: ran-
domised controlled trial comparing two intensities of coumarin with aspirin. 
BMJ. 1999;319:958–964. doi: 10.1136/bmj.319.7215.958

	22.	 Gulløv AL, Koefoed BG, Petersen P, Pedersen TS, Andersen ED, Godtfredsen 
J, Boysen G. Fixed minidose warfarin and aspirin alone and in combination 
vs adjusted-dose warfarin for stroke prevention in atrial fibrillation: second 
Copenhagen Atrial Fibrillation, Aspirin, and Anticoagulation Study. Arch Intern 
Med. 1998;158:1513–1521. doi: 10.1001/archinte.158.14.1513

	23.	 Stroke Prevention in Atrial Fibrillation Investigators. Warfarin versus aspirin 
for prevention of thromboembolism in atrial fibrillation: stroke Prevention in 
Atrial Fibrillation II Study. Lancet. 1994;343:687–91.

	24.	 EAFT (European Atrial Fibrillation Trial) Study Group. Secondary prevention 
in non-rheumatic atrial fibrillation after transient ischaemic attack or minor 
stroke. Lancet. 1993;342:1255–1262.

	25.	 Singer DE, Hughes RA, Gress DR, Sheehan MA, Oertel LB, Maraventano 
SW, Blewett DR, Rosner B, Kistler JP. The effect of aspirin on the risk of 
stroke in patients with nonrheumatic atrial fibrillation: the BAATAF Study. Am 
Heart J. 1992;124:1567–1573. doi: 10.1016/0002-8703(92)90074-6

	26.	 Ezekowitz MD, Bridgers SL, James KE, Carliner NH, Colling CL, Gornick CC, 
Krause-Steinrauf H, Kurtzke JF, Nazarian SM, Radford MJ. Warfarin in the 
prevention of stroke associated with nonrheumatic atrial fibrillation. Veterans 
Affairs Stroke Prevention in Nonrheumatic Atrial Fibrillation Investigators. N Engl 
J Med. 1992;327:1406–1412. doi: 10.1056/NEJM199211123272002

	 27.	 Stroke Prevention in Atrial Fibrillation Investigators. Stroke prevention in 
atrial fibrillation study. Final results. Circulation. 1991;84:527–539. doi: 
10.1161/01.cir.84.2.527

	28.	 Connolly SJ, Laupacis A, Gent M, Roberts RS, Cairns JA, Joyner C. Cana-
dian Atrial Fibrillation Anticoagulation (CAFA) Study. J Am Coll Cardiol. 
1991;18:349–355. doi: 10.1016/0735-1097(91)90585-w



CL
IN

IC
AL

 A
ND

 P
OP

UL
AT

IO
N 

SC
IE

NC
ES

Reddin et al Association OAC and Stroke: Atrial Fibrillation vs HF

3162    October 2021� Stroke. 2021;52:3151–3162. DOI: 10.1161/STROKEAHA.120.033910

	29.	 Petersen P, Boysen G, Godtfredsen J, Andersen ED, Andersen B. Placebo-
controlled, randomised trial of warfarin and aspirin for prevention of thrombo-
embolic complications in chronic atrial fibrillation. The Copenhagen AFASAK 
study. Lancet. 1989;1:175–179. doi: 10.1016/s0140-6736(89)91200-2

	30.	 Branch KR, Probstfield JL, Eikelboom JW, Bosch J, Maggioni AP, Cheng 
RK, Bhatt DL, Avezum A, Fox KAA, Connolly SJ, et al. Rivaroxaban 
with or without aspirin in patients with heart failure and chronic coro-
nary or peripheral artery disease. Circulation. 2019;140:529–537. doi: 
10.1161/CIRCULATIONAHA.119.039609

	31.	 Homma S, Thompson JL, Pullicino PM, Levin B, Freudenberger RS, Teerlink 
JR, Ammon SE, Graham S, Sacco RL, Mann DL, et al; WARCEF Investiga-
tors. Warfarin and aspirin in patients with heart failure and sinus rhythm. N 
Engl J Med. 2012;366:1859–1869. doi: 10.1056/NEJMoa1202299

	32.	 Cokkinos DV, Haralabopoulos GC, Kostis JB, Toutouzas PK; HELAS 
investigators. Efficacy of antithrombotic therapy in chronic heart failure: 
the HELAS study. Eur J Heart Fail. 2006;8:428–432. doi: 10.1016/j. 
ejheart.2006.02.012

	33.	 Veroniki AA, Jackson D, Viechtbauer W, Bender R, Bowden J, Knapp G, 
Kuss O, Higgins JP, Langan D, Salanti G. Methods to estimate the between-
study variance and its uncertainty in meta-analysis. Res Synth Methods. 
2016;7:55–79. doi: 10.1002/jrsm.1164

	34.	 Viechtbauer W. Conducting meta-analyses in R with the metafor Package. J 
Stat Soft. 2010;36:1–48.

	35.	 Sun X, Briel M, Walter SD, Guyatt GH. Is a subgroup effect believable? 
Updating criteria to evaluate the credibility of subgroup analyses. BMJ. 
2010;340:c117. doi: 10.1136/bmj.c117

	36.	 Sterne JAC, Savović J, Page MJ, Elbers RG, Blencowe NS, Boutron I, Cates 
CJ, Cheng HY, Corbett MS, Eldridge SM, et al. RoB 2: a revised tool for 
assessing risk of bias in randomised trials. BMJ. 2019;366:l4898. doi: 
10.1136/bmj.l4898

	 37.	 Mehra MR, Vaduganathan M, Fu M, Ferreira JP, Anker SD, Cleland JGF, 
Lam CSP, van Veldhuisen DJ, Byra WM, Spiro TE, et al. A comprehensive 
analysis of the effects of rivaroxaban on stroke or transient ischaemic 
attack in patients with heart failure, coronary artery disease, and sinus 
rhythm: the COMMANDER HF trial. Eur Heart J. 2019;40:3593–3602. 
doi: 10.1093/eurheartj/ehz427

	38.	 Hart RG, Pearce LA, Aguilar MI. Meta-analysis: antithrombotic therapy 
to prevent stroke in patients who have nonvalvular atrial fibrillation. 

Ann Intern Med. 2007;146:857–867. doi: 10.7326/0003-4819-146- 
12-200706190-00007

	39.	 Green CJ, Hadorn DC, Bassett K, Kazanjian A. Anticoagulation in chronic 
nonvalvular atrial fibrillation: a critical appraisal and meta-analysis. Can J 
Cardiol. 1997;13:811–815.

	40.	 Beggs SAS, Rørth R, Gardner RS, McMurray JJV. Anticoagulation therapy 
in heart failure and sinus rhythm: a systematic review and meta-analysis. 
Heart. 2019;105:1325–1334. doi: 10.1136/heartjnl-2018-314381

	41.	 Hopper I, Skiba M, Krum H. Updated meta-analysis on antithrombotic 
therapy in patients with heart failure and sinus rhythm. Eur J Heart Fail. 
2013;15:69–78. doi: 10.1093/eurjhf/hfs171

	42.	 Montori VM, Permanyer-Miralda G, Ferreira-González I, Busse JW, 
Pacheco-Huergo V, Bryant D, Alonso J, Akl EA, Domingo-Salvany A, Mills E, 
et al. Validity of composite end points in clinical trials. BMJ. 2005;330:594–
596. doi: 10.1136/bmj.330.7491.594

	43.	 Ferreira-González I, Busse JW, Heels-Ansdell D, Montori VM, Akl EA, 
Bryant DM, Alonso-Coello P, Alonso J, Worster A, Upadhye S, et al. 
Problems with use of composite end points in cardiovascular trials: sys-
tematic review of randomised controlled trials. BMJ. 2007;334:786. doi: 
10.1136/bmj.39136.682083.AE

	44.	 McGrath E, O’Conghaile A, Eikelboom JW, Dinneen SF, Oczkowski C, 
O’Donnell MJ. Validity of composite outcomes in meta-analyses of stroke 
prevention trials: the case of aspirin. Cerebrovasc Dis. 2011;32:22–27. doi: 
10.1159/000324629

	45.	 Knuuti J, Wijns W, Saraste A, Capodanno D, Barbato E, Funck-Brentano 
C, Prescott E, Storey RF, Deaton C, Cuisset T, et al; ESC Scientific Docu-
ment Group. 2019 ESC Guidelines for the diagnosis and management 
of chronic coronary syndromes. Eur Heart J. 2020;41:407–477. doi: 
10.1093/eurheartj/ehz425

	46.	 Guyatt GH, Akl EA, Crowther M, Gutterman DD, Schuünemann HJ; Ameri-
can College of Chest Physicians Antithrombotic Therapy and Prevention of 
Thrombosis Panel. Executive summary: antithrombotic therapy and preven-
tion of thrombosis, 9th ed: American College of Chest Physicians Evidence-
Based Clinical Practice Guidelines. Chest. 2012;141(suppl 2):7S–47S. doi: 
10.1378/chest.1412S3

	 47.	 Sweeting MJ, Sutton AJ, Lambert PC. What to add to nothing? Use and 
avoidance of continuity corrections in meta-analysis of sparse data. Stat 
Med. 2004;23:1351–1375. doi: 10.1002/sim.1761




