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BACKGROUND

METHODS / STUDY MILESTONES

 Stroke prevention with oral anticoagulation (OAC) is an important

Study Design:

treatment goal for patients with atrial fibrillation (AF), particularly those at
elevated risk.



 Presently, the CHA2DS2-VASc score and the “CHADS2-65” algorithm
endorsed by the CCS AF guidelines are two of the most commonly used
stroke risk stratification tools in clinical practice.

Of these 2,576 subjects 77 (3%) subjects were excluded due to:
absence of AF rhythm proof, (ii) study withdrawal, (iii) no data entered
in the CRF, (iv) did not meet eligibility criteria.

 We evaluated rates of antithrombotic use in relation to these 2 stroke
risk scoring systems in a contemporary, prospective, Canadian AF
registry: the Stroke Prevention and Rhythm Interventions in Atrial
Fibrillation (SPRINT-AF) registry (www.clinicaltrials.gov;NCT01733160).



The final cohort consists of 2,499 subjects. (in this presentation,
we will present data of 2,215 subjects with cleaned baseline CRFs)

 Amongst patients with CHA2DS2-VASc score of ≥2, the rate
of guideline-concordant OAC use for stroke prevention was
high (>80%). This high rate of OAC use did not support the
presence of a “risk-treatment” paradox in contemporary
Canadian AF stroke prevention practice amongst those at
elevated stroke risk.
 In contemporary Canadian practice, patients were two times
more likely to be treated with DOAC agents than warfarin.

Study schedule

 The primary aims of this analysis were to examine rates and patterns
of guideline concordance for OAC use for stroke prevention in
contemporary Canadian practice.

 On the other hand, 1 of 3 patients considered to be at low
risk for stroke (defined as not meeting the CHADS2-65 criteria
or having a CHA2DS2-VASc score of 0) were still treated with
OAC in the absence of guideline recommendations.

Overview of the SPRINT-AF program

 The SPRINT-AF registry is a contemporary registry of Canadian AF
patients recruited from the practices of cardiologists, internists, and family
physicians.

 The primary purpose of SPRINT-AF is to determine how Canadian

 Further work is needed to define the reasons and motivations
for treating this lower risk population with OAC, in the absence
of proven benefit. Clinical outcomes (stroke, TIA, bleeding) of
this population will be addressed with the 1-year follow-up of
SPRINT-AF.

Key outcomes being collected

physicians assess stroke risk in adults with atrial fibrillation (AF) and
make therapeutic decisions around oral anticoagulation for AF-related
stroke prevention.
Table 1. Baseline demographics of patients in SPRINT-AF (n=2215)

 For each participating site, we mandated that consecutive AF patients

Antithrombic use according to CHA2DS2-VASc and “CHADS2-65”

be included into the registry.

 Enrolment spanned from November 2013 to March 2016.
Inclusion criteria





Documentation of AF within the past 10 years of enrolment.

RESULTS

Age > 18 years.
Enrolment statistics:
Able to provide written informed consent.

SUMMARY AND CLINICAL IMPLICATIONS
In this contemporary, prospective, observational registry
of Canadian AF patients enrolled from specialty and
general practice:

Phase 2 of SPRINT-AF (present study) is a prospective registry which
enrolled 2,576 subjects over a 31-month recruitment period from 133
community-based Primary Care and Cardiology practices in Canada.



Study objectives

RESULTS

LIMITATIONS
 Even though we mandated that consecutive AF patients be
included into the SPRINT-AF registry from each participating
site, this might not have been the case, leading to potential
selection bias.
 The study sites (n=133) in SPRINT-AF might not be reflective
of the overall Canadian community practice.
FUNDING SOURCE

 The SPRINT-AF registry was supported by an investigator-

Exclusion criteria



Presence of hemodynamically significant valvular heart disease, such
as severe rheumatic mitral valve stenosis or severe aortic stenosis.



Active malignancy.

initiated grant to the Canadian Cardiovascular Research
Network by Bayer Canada Inc. Bayer Canada Inc. was not
involved in the development or the execution of any
component of this registry.
DISCLOSURES



Life expectancy < 12 months.



An existing clinical indication for OAC treatment other than AF (e.g.
venous thromboembolism, hypercoaguable disorders)



Prior participation in an OAC randomized trial.

CHA2DS2-VASc and “CHADS2-65” scoring schemes
CHA2DS2-VASc
(or LVEF ≤40%)

CHADS2-65
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