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Postoperative atrial fibrillation (POAF) is a common prob-
lem after cardiac surgery and the incidence is likely to in-
crease as older and sicker patients continue to undergo
surgery.1 The underlying causes are multifactorial and
include preexisting atrial myocardial changes; increased
noradrenergic tone due to the insult of surgery and perioper-
ative drugs; the systemic inflammatory response resulting
from, for example, cardiopulmonary bypass and insults
like infection and hypoxia; and surgical incisions in the
heart itself during surgery.2

Studies have suggested that POAF has a negative impact
on short- and long-term clinical outcomes. For example, in
3023 patients randomized to the ARTS trial, of whom 734
(24.3%) developed POAF and 2289 remained in sinus
rhythm, patients with POAF after coronary artery bypass
grafting were at higher risk of cerebrovascular accident (a
cumulative incidence of 6.3% vs 3.7% if no POAF at 10
years follow-up).3

Current guideline recommendations from national and
international professional societies regarding the use of an-
tithrombotic strategies for POAF after cardiac surgery have
a poor evidence base with no high-quality randomized
controlled trial data. With some vagueness, the 2016 ESC
(European Society of Cardiology) guidelines4 recommend
that long-term anticoagulation should be considered in pa-
tients with POAF at risk for stroke, considering individual
stroke and bleeding risk (class IIa, level of evidence B).
Similar to the ACC/AHA guidelines,5,6 the ESC guidelines
do not provide clear recommendations on the duration and
type of oral anticoagulation (OAC) to use in patients who
develop POAF.

Despite the uncertainties, current practice in most countries
for the management of POAF is guided by data on patients
with permanent or persistent atrial fibrillation without data
on postoperative cardiac surgery patients specifically—the
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result of which is that anticoagulation for POAF is common
practice in many countries.

A feared adverse effect of anticoagulation is bleeding, the
risks of which are well documented. Major bleeding can have
a devastating impact on patients, including major morbidity
and death. The ACTIVE-Warfarin and RELY trials indicated
that risk of death increased 8-fold after an ischemic stroke,
but 27-fold after a hemorrhagic stroke, and 5-fold after extra-
cranial bleeding.7,8 Trials including OASIS 5,9 HORIZONS-
AMI,10 and ENGAGE-AF11 demonstrate that reducing major
bleeding significantly reduces mortality.

Given this clinical context, the findings of the report byRiad
and colleagues12 are interesting. They obtained data on 768,277
patients undergoing isolated coronary artery bypass graft
(CABG) without a history of atrial fibrillation or flutter from
July 2011 through December 2016 from The Society of
Thoracic Surgeons Adult Cardiac Surgery Database. After ex-
clusions, 38,936patients, ofwhich9861 (25%)weredischarged
on anticoagulation, were included in the analysis. After propen-
sity matching, 19,722 patients remained for adjusted analysis.

The main findings of the paper are that anticoagulation use
for POAF is associated with increased mortality and increased
readmission for bleeding (with rates of bleeding highest within
30 days of discharge). They found that anticoagulation did not
reduce systemic thromboembolic complications after surgery;
however, readmission for myocardial infarction was
reduced—a finding that is unexplained by the authors. Impor-
tantly, there was no interaction between CHA2DS2-VASc and
any of the primary or secondary outcomes, suggesting that the
findings in this study are widely applicable tomost patients un-
dergoing CABG and suffering POAF.

The study has a number of limitations. The yearly rate of
stroke was approximately 4 times lower (1%–2% per year)
than would have been predicted by the CHA2DS2-VASc. It
may be that stroke rates in the post-CABG population differ
significantly from the population used to validate CHA2DS2-
VASc, or that the use of the Medicare database to assess events
resulted in undercapture. There is lack of detail about the impact
of different anticoagulation regimes (warfarin vs direct OAC
agents), the duration of postoperative anticoagulation therapy
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(itwould be important ifOAC treatment is stopped at2–6weeks
vs stopped at 2–6months vs continued in perpetuity), and a lack
of information about the burden of POAF in theweeks after sur-
gery.These limitations should be consideredwhenassessing the
study’s results. Nevertheless, this report highlights the need for
well-conducted randomized controlled trial evidence to guide
international practice andguidelines.TheongoingAnticoagula-
tion for New-Onset Post-Operative Atrial Fibrillation after
CABG (PACeS) Trial (ClinicalTrials.gov Identifier:
NCT04045665) is seeking to recruit 3600 patients and will
provide robust evidence in this space. The primary objective
of this study is to evaluate the effectiveness (prevention of
thromboembolic events) and safety (major bleeding) of adding
OAC to background antiplatelet therapy in patients who
develop new-onset POAF after isolated CABG surgery.

In the interim, this report raises important questions about
the current management of POAF after CABG and is a
welcome addition to the literature.
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