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Efficacy and safety of anticoagulant  
treatment for non-valvular atrial 
fibrillation in multimorbid patients

Objective	 Assessment of the safety and efficacy of anticoagulant treatment in patients with nonvalvular atrial 
fibrillation (AF) in a multimorbidity setting.

Materials and Methods	 The cross-sectional study included 104 patients diagnosed with nonvalvular AF and followed in the 
medical facilities of Yekaterinburg. The subjects were interviewed, anthropometric measurements 
were made, and the risk of thromboembolic complications was evaluated using the CHA2DS2-VASc 
score. The Charlson multimorbidity index was calculated, and patients were divided into two groups: 
Group 1 with a low level of multimorbidity (not more than 5 points) and Group 2 with a high level of 
multimorbidity (6 points or more). The data are presented as a median and interquartile range (25%; 
75%).

Results	 The study population included 40 males and 64 females. The median age was 71 (62.5; 80) years. 
The level of multimorbidity was estimated as 5 (3; 6) points. Group 1 included 64 patients, and 
Group 2 included 40 patients. Thirty-nine percent of the sample patients had a paroxysmal form of 
AF, 10% had a persistent form, and 51% had permanent AF. The group of patients with a high level of 
multimorbidity included more patients with permanent AF and fewer patients with paroxysmal AF as 
compared with a moderate level of multimorbidity (p<0.01). Anticoagulant treatment was indicated 
for 92 (88.5%) patients. It was administered to 70.7% of patients; 29.3% did not receive it. Among 
patients receiving anticoagulants, warfarin was administered to 18.5%, and new oral anticoagulants 
(NOACs) were administered to 81.5%. Complications were reported in 15.2% of anticoagulant 
treatment cases. Bleeding was reported in 21.7% of cases of warfarin administration and 12.5% of 
cases of NOAC treatment (p=0.32). The median number of risk factors for bleeding per patient was 5 
(4; 5.5). The Charlson index and the total number of risk factors are significantly correlated (R=0.37, 
p<0.05).

Conclusion	 In real-world clinical practice in Ekaterinburg, Russia, 7 of 10 patients with AF for whom anticoagulant 
treatment was indicated actually received it; NOACs are prescribed four times more often than 
warfarin. With a higher level of multimorbidity, the risk of bleeding under the pressure of anticoagulant 
treatment increases; thus, NOACs should be preferred over warfarin for treatment of multimorbid 
patients.
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Introduction
Despite the published results of large, multicenter, 

randomized clinical trials of the use of anticoagulant drugs 
to prevent embolic complications in patients with atrial 
fibrillation (AF) (ROCKET-AF [1 –], ARISTOTLE [2], 
RE-LY [3], ACTIVE-W [4], AVERROES [5]), current 
practice makes it necessary to monitor the efficacy and 
safety of anticoagulant treatment. A fair number of both 
foreign and national registers of patients with AF has 
been created in recent years [6–11]. In real-world clinical 
practice, patients are mostly multimorbid and receiving 
therapy with multiple drugs simultaneously, which can 

significantly affect the efficacy, tolerability, and safety 
of the recommended treatment [12].

Objective
Estimate efficacy and safety of anticoagulant treatment 

in patients with nonvalvular AF, considering their 
multimorbidity.

Materials and Methods
The cross-sectional study included 104 patients with 

nonvalvular AF. The diagnosis of nonvalvular AF and 
signed informed consent to participate in the study 
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were the inclusion criteria. A valvular form of AF (mitral 
stenosis or a mitral valve prosthesis) was the exclusion 
criterion. The study was carried out in the medical facilities 
of Ekaterinburg, Russia, from June 1 to November 1, 
2018. The local ethical committee of Ural State Medical 
University approved the study.

The patients were interviewed using a specially 
developed questionnaire. Indications for anticoagulant 
treatment were determined using the clinical risk score for 
thromboembolic complications in AF, CHA2DS2‑VASc 
[13]. Anthropometry, blood pressure (BP), and heart 
rate were measured. The results of laboratory and 
instrumental examinations were obtained from the 
patients’ medical records (inpatient and outpatient). The 
following conditions were taken into account: arterial 
hypertension, coronary artery disease, chronic heart 
failure (including without congestion phenomena, verified 
earlier by documented medical data, and ultrasound 
study of the heart in case of high pro-BNP or BNP levels), 
acute cerebrovascular accident, transient ischemic attack, 
pulmonary embolism, obesity, chronic kidney disease, 
osteoarthritis, gastroduodenal ulcer, hepatitis, liver 
cirrhosis, rheumatoid arthritis, asthma, chronic obstructive 
pulmonary disease, and cancer.

The Charlson index was calculated from the obtained 
data [14, 15]. Because it is difficult to interpret the 
pathogenetic relationship between diseases identified 
in the outpatient setting, the term multimorbidity was 
adopted to indicate the presence of multiple diseases in 
one patient. Patients with an index value between 0 and 
5 were assigned to the group of moderate multimorbidity 
(Group 1); those having an index value of 6 and above 
corresponded to high multimorbidity (Group 2).

The indirect sign of the efficacy of anticoagulant 
treatment was the frequency of its administration in eligible 
patients (CHA2DS2‑VASc score ≥2 points for males and 
≥3 points for females) [13], the achievement of the target 
levels of international normalized ratio (INR) (2.0–3.0) 
for patients taking warfarin [13], and the rational choices 
of doses for patients treated with NOACs (nonvitamin-K-
dependent oral anticoagulants).

The safety of anticoagulant treatment was assessed 
by the respective rates of bleeding associated with 
administration of the different types of anticoagulants. The 
history of hemorrhagic events of any location (intracranial, 
gastrointestinal, hemorrhoidal, nasal, gingival, scleral, 
ecchymoses) was considered. The risk factors for hemorrhagic 
complications were identified in all patients [13].

Statistical data analysis was carried out using Statistica 
12.0. A median and interquartile range (25 %; 75 %) was 
used to describe the data. The differences between sample 
values were verified using the Mann-Whitney test, the 

differences of relative values were tested using the Fisher’s 
exact test, and the Pearson chi-squared test. Correlation 
between signs was evaluated using the Spearman 
correlation coefficient. Differences and correlations 
were statistically significant when the level of confidence 
probability of p<0.05 was reached.

Results
The study population included 40 males and 64 females 

(Table 1). Comorbidities are characterized in Table 2.
The group of moderate multimorbidity (Group 1) 

included 64 subjects, and the high multimorbidity group 
(Group 2) included 40 subjects. Most patients were at 
high risk of systemic thromboembolism, which increased 
with a higher level of multimorbidity. Group 1 patients 
had a mean of 4 (3; 5) risk factors for cardioembolic stroke, 
and Group 2 patients had a mean of 5 (5; 7) risk factors, 
according to the CHA2DS2‑VASc score (p<0.01).

The median serum levels of glucose and cholesterol in 
the sample were abnormally increased. Type 2 diabetes 
was diagnosed in every third patient. A significant portion 
of patients was overweight, and every third patient was 
obese.

Hypertension is the most significant risk factor for the 
development AF: it was diagnosed in 90 % of patients. The 
median values of systolic and diastolic blood pressure were 
within the target level (below 140 / 90 mmHg).

Table 1. General characteristics of the study population

Parameter Value, median (25%; 75%)

Age in years 71 (62.5; 80)*

Body mass index, kg/m2 28.7 (25.7; 31.8)

Systolic blood pressure, mmHg 130 (120; 140)

Diastolic blood pressure, mmHg 80 (72; 85)

Heart rate, bpm 72 (65; 80)

CHA2DS2-VASc 5 (3; 6)

Charlson index 5 (3; 6)

Glucose, mmol/L 5.6 (5.1; 6.6)

Aspartate transaminase, U/L 24.7 (19; 31)

Alanine transaminase, U/L 24 (17.5; 31)

Creatinine, μmol/L 90.3 (82; 104)

GFR (CKD-EPI),  
mL/min/1.73m2 61.3 (45.8; 73.8)

Creatinine clearance  
(Cockcroft-Gault  
equation), mL/min

71.2 (58.3; 92.5)

Hemoglobin, g/L 132.5 (121; 143)

Platelets, 109/L 214 (192; 245)

*– 30 (28.8%) patients were under 65 years old, 29 (27.9%) patients 
were 65–74 years old, and 45 (43.3%) patients were 75 years old 
or older. GFR, glomeruler filtration rate; CKD-EPI,  
Chronic Kidney Disease Epidemiology Collaboration.
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One-quarter of all patients had suffered an acute 
coronary syndrome. Stable exertional angina was detected 
in one-third of patients.

One-fifth of all patients examined had suffered an 
ischemic stroke. The vast majority of patients (80 %) had 
clinical signs and symptoms of chronic heart failure (CHF). 
90 % had renal dysfunction of varying severity. The median 
glomerular filtration rate (GFR) and creatinine clearance 
levels were abnormally decreased.

The median values of hepatic transaminase activity, 
hemoglobin level, and platelet count were within normal 
limits.

Thirty-nine percent of patients had the paroxysmal form 
of AF, 10 % had persistent AF, and 51 % had permanent AF. 
The group of patients with high multimorbidity included 
significantly more patients with permanent AF and fewer 
patients with paroxysmal AF than did the moderate 
multimorbidity group (p<0.01) (Figure 1).

Structural analysis  
of anticoagulant treatment

Anticoagulant treatment was indicated for 92 (88.5 %) 
patients (CHA2DS2‑VASc score 3 points and above in 
females and 2 or above in males). Of these, 65 (70.7 %) 
patients received anticoagulant treatment, and 27 (29.3 %) 
did not. Figure 2 demonstrates the number of patients who 
received various anticoagulants. The administration of 
warfarin versus NOACs was 1:4.4. Of the 27 patients who 
did not receive the indicated anticoagulant treatment, six 
patients had previously received it and discontinued. AF 
was newly diagnosed in five patients, and the anticoagulant 
treatment had not been yet initiated. Thirteen patients had 
never been administered anticoagulant treatment. For 16 
of 27 (59.3 %) patients who did not receive anticoagulant 
treatment during the study, antiplatelet treatment was 
administered instead.

The ratio of the administration of various types of anti
coagulants did not differ in patients with different levels 
of multimorbidity (p>0.05) (Figure 3).

Of the 12 patients treated with warfarin, only one 
patient controlled INR monthly, 10 patients did it less 
frequently, and one patient did not monitor it at all. The 
median INR value in patients treated with warfarin 
was 2.17 (1.32; 2.54). At the time of examination, five 
patients had INR within the target range, INR was below 
2.00 in  three patients, and INR could not be determined 
according to the medical records of four patients.

Eleven patients had previously received warfarin, which 
had been discontinued due to the failure to monitor INR 
or bleeding. In eight of these patients, NOACs were 
chosen as an alternative, and three patients did not resume 
treatment.

Safety analysis of anticoagulant treatment
Complications were reported in 12 of 79 (15.2 %) cases 

of anticoagulant treatment. Bleeding was reported in 5 of 
23 (21.7 %) cases of warfarin administration and in 7 of 
56 (12.5 %) cases of NOAC treatment (the difference is 
insignificant, p=0.32).

The rate of bleeding complications did not differ 
(warfarin vs. NOAC administration) in the groups of 
moderate multimorbidity (warfarin  – 2 of 13 [15.4 %], 
NOACs  – 3 of 30 [10.0 %] cases of anticoagulant 
treatment) and high multimorbidity (warfarin  – 3 of 10 

Table 2. Incidence of comorbidities

Disease Yield, number  
of patients (%)

Hypertension 92 (88.5)

Type 2 diabetes 33 (31.7)

Stable angina 36 (34.6)

History of acute coronary syndrome 24 (23.1)

History of myocardial infarction 10 (9.6)

History of unstable angina 14 (13.5)

Chronic heart failure 82 (78.8)

History of acute ischemic  
cerebrovascular accident 20 (19.2)

History of transient ischemic attack 8 (7.7)

History of acute hemorrhagic  
cerebrovascular accident 1 (1.0)

History of pulmonary embolism 1 (1.0%)

Obesity (body mass index ≥30.0 kg/m2) 39 (37.9)

Decreased glomerular  
filtration rate <90 mL/min/1.73m2

85 of 93 patients  
with known GFR 

value (91.4)

Chronic hepatitis 8 (7.7)

Liver cirrhosis 0 (0.0)

Ulcer disease, exacerbation 2 (1.9)

History of ulcer disease 13 (12.5)

Gastric erosion at the time of examination 1 (1.0)

History of gastric erosion 13 (12.5)

Gastrointestinal bleeding 6 (5.8)

Bronchial asthma 12 (11.5)

Chronic obstructive pulmonary disease 10 (9.6)

Osteoarthritis 46 (44.2)

Rheumatoid arthritis 5 (4.8)

Back pain 44 (42.3)

Breast cancer 4 (3.8)

Colon cancer 3 (2.9)

Kidney cancer 5 (4.8)

Other oncological diseases 3 (2.9)

GFR, glomeruler filtration rate.
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[30.0 %], NOACs – 4 of 26 [15.4 %] cases of anticoagulant 
treatment) (p>0.05).

No significant differences in the rate of bleeding with 
warfarin versus NOAC treatment were detected. In the 
group of moderate multimorbidity, the relative risk of 
warfarin versus NOACs is 1.6 (95 % confidence interval: 
0.2–11.2, p>0.05; in the high multimorbidity group, 
the relative risk of warfarin versus NOACs is 2.4 (95 % 
confidence interval: 0.4–13.2; p>0.05).

The incidence of individual risk factors [13] in the 
examined sample of patients is provided in Table 3.

The median total number of risk factors for bleeding 
per patient of the total sample was 5 (4; 5.5). In the group 
of moderate multimorbidity it was 4.5 (3; 5), and in the 
high multimorbidity group it was 5 (4; 6); the difference is 
statistically significant (p=0.02). The Charlson index and 
the total number of risk factors are significantly correlated 
(R=0.37, p<0.05).

The presence of hypertension is considered a 
modifiable risk factor for the development of bleeding 
in anticoagulant treatment, specifically when BP is not 
uncontrolled and systolic BP is more than 160 mmHg 
[13]. In the examined sample, virtually all patients 
were diagnosed with hypertension. Target BP values 
(below140 / 90 mmHg) were achieved in 58 of 92 (63.0 %) 
patients for whom anticoagulant treatment was indicated, 
without any significant differences between the groups 
of moderate (61.5 %) and high (65.0 %) multimorbidity 
(p>0.05).

Administration of antiplatelet and nonsteroidal anti-
inflammatory drugs was more frequent in Group 2 versus 
Group 1, but the differences were not significant.

Renal dysfunction is a multimodal risk factor for 
bleeding in anticoagulant treatment. Decreased GRF, 
less than 90 mL / min / L.73m2, was detected in 90 % of 
patients examined. The Charlson index was negatively 
correlated with the GFR (R= –0.54, p<0.05). Figure 4 
shows the distribution of the frequency of various GRF 
categories according to level of multimorbidity. Notably, 
the distribution of GRF categories in highly multimorbid 
patients is significantly shifted toward progressive renal 
lesions (p=0.02).

If a patient has several risk factors, the NOAC dose 
should be adjusted. According to the instruction for the 
use of Pradaxa© (dabigatran etexilate), the dose should be 
reduced from 150 mg bid to 110 mg bid in patients aged 80 
years and older.

Xarelto® (rivaroxaban) should be administered at 
a dose of 15 mg instead of 20 mg once a day in patients 
with moderate renal function (creatinine clearance <50 
mL / min). Eliquis® (apixaban) requires dose reduction 
from 5 mg to 2.5 mg bid if a patient has at least two risk 
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Table 3. Rate of risk factors  
for bleeding in anticoagulant treatment [13]

Risk factors

Rate of detection

All patients 
for whom 
anticoa-

gulant treat- 
ment was 
indicated, 

n=92

Group 1, 
n=52

Group 2, 
n=40

1. Modifiable

Hypertension 96.7% 96.2% 97.5%

Antiplatelet drugs 41.3% 34.6% 50.0%

Nonsteroidal  
anti-inflammatory drugs 45.7% 36.5% 57.5%

More than 8 units  
of alcohol a week 8.9% 13.7% 2.6%

Gastrointestinal  
ulcers or erosion 21.7% 15.4% 30.0%

2. Potentially modifiable

Anemia 27.2% 28.8% 25.0%

Decreased GFR  
<90 mL/min/1.73m2 98.6% 95.7% 100.0%

Liver dysfunction 1.1% 1.9% 0.0%

Thrombocytopenia 15.2% 11.5% 20.0%

3. Nonmodifiable

65 years old and older 80.4% 71.2% 92.5%*

History of massive bleeding  
(ulcer bleeding,  
hemorrhagic stroke)

5.4% 7.7% 2.5%

Liver cirrhosis 0.0% 0.0% 0.0%

Malignancies 17.4% 7.7% 30.0%

* – significant difference in the rate of risk factor  
between groups of moderate and high multimorbidity  
(p<0.05, two-tailed Fisher’s exact test). 
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factors of three: age of 80 years or older, weight of 60 kg or 
less, serum creatinine levels 133 µmol / L or higher.

In general, 32 of 92 (36.4 %) patients for whom 
anticoagulant treatment was indicated needed dose 
correction. With a higher level of multimorbidity, the 
number of patients in need of NOAC dose adjustment 
increased significantly: 12 of 64 (18.8 %) moderately 
multimorbid patients and 24 of 40 (60.0 %) highly 
multimorbid patients (p<0.01).

The appropriate dosing schedule of NOAC was chosen 
for 31 (58.5 %) patients, the incorrect schedule was used 
for 20 (37.7 %) patients, and we failed to evaluate the 
appropriateness of NOAC dosing in two patients (3.8 %) 
due to lack of data on creatinine clearance. Notably, the 
dose was unreasonably low in 18 (90.0 %) patients and 
unreasonably high in 2 patients. The mean of 4 of 10 
patients received an inappropriate dose of NOAC.

Discussion
A majority of patients observed in the outpatient 

facilities in Ekaterinburg have the permanent form of 
AF (51 %), slightly fewer number have paroxysmal AF 
(39 %), and fewer yet have the persistent form (10 %). 
Similar data were obtained in the analysis of data from 
the REKVAZA-FP register based on data from medical 
facilities in several cities: in Yaroslavl, the permanent 
form of AF was detected in 65.6 % of cases, paroxysmal 
AF in 30.2 % of cases, and persistent AF in 4.2 % of 
cases [6]; in Kursk, the permanent form of AF was 
identified in 51.3 % of cases, paroxysmal AF in 12.8 %, 
and persistent AF in 35.8 % [10]. A completely different 
situation is observed in the global registers, where the 
paroxysmal form of AF is most prevalent. Specifically, in 
the population of patients included in the GLORIA-AF 
register, it occurs in 53.4 % of cases, in the GARFIELD 
register population it occcurs in 71.3 %, which can be 
associated with specific inclusion criteria. The analyses 
of the GLORIA-AF and GARFIELD registers included 
only patients who had been diagnosed with AF not 
earlier than 3 months and 6 weeks, respectively, before 
the initial facility visit.

If there is a high risk of thromboembolic complications, 
anticoagulant treatment is indicated in all cases of AF 
regardless of the chosen strategy of patient management 
(rhythm or heart rate control) [16]. Despite strong 
evidence of the benefits of NOAC in the prevention of 
cardioembolic complications over warfarin [16], the 
situation of inadequate dosing, early discontinuation, or 
withholding the treatment is still common. The main 
reasons cited are hemorrhagic complications, alleged 
high risk of bleeding, and inconvenient monitoring of 
coagulation profile [13].

According to different registers, the real-world rates 
of administration of anticoagulant treatment vary. The 
2014 analysis of the REKVAA-FP (Ryazan) showed that 
only 4.2 % of patients with AF received the indicated 
anticoagulant treatment; a similar proportion (4.3 %) of 
patients was receiving it as noted in the Omsk regional 
register for 2013 [7]. At the same time, the multicenter 
trial GLORIA-AF, for which enrollment was completed 
in 2014, showed quite a different value of 88.4 % for the 
Russian population [9]. This discrepancy might be due 
to the peculiarities of patient management in different 
regions of the Russian Federation. Moreover, most centers 
that include patients in the GLORIA-AF register were 
localized in large medical facilities and academic clinical 
centers, a factor that alienates this study from real-world 
clinical practice. A retrospective analysis of data obtained 
in the clinical hospital of I. M.  Sechenov First Moscow 
State Medical University, Moscow, Russia, showed that 
anticoagulant treatment was administered to 61 % of 
patients with AF who needed to prevent thromboembolic 
complications (2015) [7]. The data in the REKVAA-
PF register (Kursk) for 2014 showed that the rate of 
anticoagulant treatment did not exceed 33.2 % [10].

This study included patients followed by the medical 
facilities of Ekaterinburg, Russia, in 2018. A high rate 
of administration of anticoagulant treatment (70.7 %), 
considerably higher than that found in the data from 
various registers, was observed. The difference may be 
due to the progressive changes in approach to assigning 
anticoagulant treatment as compared with 2014–2015. In 
2007–2008, all patients with AF for whom anticoagulant 
treatment was indicated received warfarin [17]. Pradaxa® 
was approved in 2009, and Xarelto© and Eliquis© in 2012. 
In 2014 and 2015, recommendations for the administration 
of anticoagulant treatment differed significantly [18]; 
in 2015, the rate of NOAC administration increased 
dramatically. In 2016, new clinical recommendations from 
the European Society of Cardiology for the treatment of 
patients with AF were published, which supported the 
safety and efficacy of NOACs.

NOACs are preferable oral anticoagulants for patients 
with AF with no contraindications rather than indirect 
anticoagulants (recommendation class I, evidence level 
A) [13]. Based on the meta-analysis of large multicenter 
randomized clinical trials, it was concluded that NOACs 
are safer than warfarin and at least as effective [19, 20].

This analysis showed the rate of NOAC administration 
at 81.5 %, and that of warfarin at 18.5 %, which is in line 
with the clinical recommendations [13]. There was no 
association between the number of comorbid conditions 
and the ratio of the rate of administration of direct and 
indirect anticoagulants.
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Warfarin treatment is effective and safe only if the target 

level of INR for most patients of 2.0–3.0 is achieved and 
maintained for not less than 65 % of the time of monitoring. 
According to the general REEKVAA register for 2012–
2013, the target level of INR was achieved only in 26.3–
39.5 % of cases [21]. In this analysis, 5 (41.7 %) of 8 patients 
taking warfarin with the known value of INR achieved the 
target level; the median INR was 2.17 and was within the 
therapeutic range.

Patient adherence to treatment with warfarin also 
represents a challenge. According to the instructions 
for the use of the warfarin brand Nycomed©, it is best to 
control INR levels at least once a month. Of 12 patients 
taking warfarin, only one person controlled the INR levels 
as often as recommended. Other patients did it much 
less frequently or did not do it at all. The lack of adequate 
monitoring of INR significantly increases the risk of 
complications of anticoagulant treatment [13]. Warfarin 
is also known for an extremely high potential for drug 
and food interaction [6]. This explains why, in some cases, 
treatment with warfarin involves a higher risk of bleeding 
than treatment with NOACs.

A significant proportion of patients followed in real-
world clinical practice are highly multimorbid. Given the 
challenges of the treatment with warfarin and increased 
risk of bleeding with higher levels of multimorbidity, it 
is reasonable to prefer the administration of NOACs. 
Moreover, the high risk of complications of anticoagulant 
treatment is not a contraindication for its administration 
but requires careful analysis and close clinical monitoring 
of patients. However, NOACs must be administered at 
correct doses. Irrational administration of partial doses of 
anticoagulant treatment makes it impossible to compare 

the results of real-world prevention of repeated events 
with clinical trial findings. In this study, wrong doses were 
chosen for 37.7 % of patients taking NOACs: doses were 
unreasonably low in 90 % of cases and high in 1 case.

These results point to the high relevance of continuous 
training of primary care physicians on the correct administ
ration and dosing of NOACs.

Conclusion
1. 	In real-world clinical practice in Ekaterinburg, 

Russia70 % with AF for whom anticoagulant treatment 
is indicated actually receive it; NOACs are prescribed 
four times more often than warfarin.

2. 	With a higher level of multimorbidity, the risk of 
bleeding under the pressure of anticoagulant treatment 
increases, which is why choosing treatment with 
NOACs rather than warfarin is reasonable if there are 
no contraindications.

3. 	It is essential to work with first-contact physicians 
to increase the number of patients who receive 
appropriate doses of NOACs.

Acknowledgments
The authors gratefully acknowledge K. D.  Abramo

va, O. A.  Berezina, R. A.  Epifanova, A. I.  Kapralo
va, E. M.  Krasulina, A. V.  Lapteva, D. S.  Makaro
va,  I. V.  Melentieva, M. V.  Mescheriakova, S. R.  Nasibova, 
and A. V.  Tkachenko for their dedicated work and the 
highest quality of source data.

No conflict of interest is reported.

The article was received on 19 / 03 / 19

REFERENCES

1.		  Patel MR, Mahaffey KW, Garg J, Pan G, Singer DE, Hacke W et al. Ri-
varoxaban versus warfarin in nonvalvular atrial fibrillation. New Eng-
land Journal of Medicine. 2011;365(10):883–91. DOI: 10.1056/NEJ-
Moa1009638

2.		  Granger CB, Alexander JH, McMurray JJV, Lopes RD, Hylek EM, 
Hanna M et al. Apixaban versus warfarin in patients with atrial fibrilla-
tion. New England Journal of Medicine. 2011;365(11):981–92. DOI: 
10.1056/NEJMoa1107039

3.		  Connolly SJ, Ezekowitz MD, Yusuf S, Eikelboom J, Oldgren J, 
Parekh A et al. Dabigatran versus warfarin in patients with atrial fibril-
lation. New England Journal of Medicine. 2009;361(12):1139–51. 
DOI: 10.1056/NEJMoa0905561

4.		  ACTIVE Writing Group of the ACTIVE Investigators, Connolly S, 
Pogue J, Hart R, Pfeffer M, Hohnloser S et al. Clopidogrel plus as-
pirin versus oral anticoagulation for atrial fibrillation in the Atrial fi-
brillation Clopidogrel Trial with Irbesartan for prevention of Vascu-
lar Events (ACTIVE W): a randomised controlled trial. Lancet (Lon-
don, England). 2006;367(9526):1903–12. DOI: 10.1016/S0140-
6736(06)68845-4

5.		  Diener H-C, Eikelboom J, Connolly SJ, Joyner CD, Hart RG, Lip GYH 
et al. Apixaban versus aspirin in patients with atrial fibrillation and 
previous stroke or transient ischaemic attack: a predefined subgroup 

analysis from AVERROES, a randomised trial. The Lancet. Neurology. 
2012;11(3):225–31. DOI: 10.1016/S1474-4422(12)70017-0

6.		  Yakusevich V.Va., Pozdnyakova E.M., Yakusevich V.Vl., Simonov V.A., 
Martsevich S.Yu., Loukianov M.M. et al. An outpatient with atrial fi-
brillation: key features. The first data of REKVAZA FP - Yaroslavl reg-
ister. Rational Pharmacotherapy in Cardiology. 2015;11 (2):149–52. 
[Russian: Якусевич В. Ва., Позднякова Е. М., Якусевич В. Вл., Си-
монов В. А., Марцевич С. Ю., Лукьянов М. М. и др. Амбулаторный 
пациент с фибрилляцией предсердий: основные характеристики. 
Первые данные регистра РЕКВАЗА ФП – Ярославль. Рациональ-
ная фармакотерапия в кардиологии. 2015;11(2):149-52]

7.		  Sokolova A.A., Tsarev I.L., Napalkov D.A., Sulimov V.A. Anticoagu-
lant Therapy in Patients with Atrial Fibrillation: the State of the Prob-
lem in Routine Clinical Practice. Difficult patient. 2015;13(7):36–41. 
[Russian: Соколова А.А., Царев И.Л., Напалков Д.А., Сулимов В.А. 
Антикоагулянтная терапия у пациентов с фибрилляцией предсер-
дий: состояние проблемы в рутинной клинической практике. Труд-
ный пациент. 2015;13(7):36-41]

8.		  Loukianov M.M., Boytsov S.A., Yakushin S.S., Martsevich S.Yu., Vo-
robyev A.N., Zagrebelnyy A.V. et al. Diagnostics, treatment, associa
ted cardiovascular and concomitant non-cardiac diseases in patients 
with diagnosis of “atrial fibrillation” in real outpatient practice (ac-



68 ISSN 0022-9040. Kardiologiia. 2020;60(2). DOI: 10.18087/cardio.2020.2.n524

ORIGINAL ARTICLES§
cording to data of registry of cardiovascular diseases, RECVASA). Ra-
tional Pharmacotherapy in Cardiology. 2014;10(4):366–77. [Russian: 
Лукьянов М.М., Бойцов С.А., Якушин C.C., Марцевич С.Ю., Во-
робьев А.Н., Загребельный А.В. и др. Диагностика, лечение, соче-
танная сердечно-сосудистая патология и сопутствующие заболева-
ния у больных с диагнозом «фибрилляция предсердий» в услови-
ях реальной амбулаторно-поликлинической практики (по данным 
регистра кардиоваскулярных заболеваний РЕКВАЗА). Рациональ-
ная Фармакотерапия в Кардиологии. 2014;10(4):366-77]. DOI: 
10.20996/1819-6446-2014-10-4-366-377

9.		  Shlyakhto E. V., Ezhov А. V., Zenin S. A., Koziolova N. A., Korenno-
va О. Yu., Novikova T. N. et al. Clinical portrait of the atrial fibril-
lation patient in Russian Federation. Data from the global registry 
Gloria AF. Russian Journal of Cardiology. 2017;22 (9):21–7. [Rus-
sian: Шляхто Е. В., Ежов А. В., Зенин С. А., Козиолова Н. А., Ко-
реннова О. Ю., Новикова Т. Н. и др. Клинический портрет па-
циента с фибрилляцией предсердий в Российской Федерации. 
Данные глобального регистра Gloria AF. Российский кардиоло-
гический журнал. 2017;22(9):21-7]. DOI: 10.15829/1560-4071-
2017-9-21-27

10.		 Mikhin V.P., Maslennikova Yu.V., Loukianov M.M. Patients with atri-
al fibrillation and ischemic heart disease: hospitalization structure 
and antithrombotic therapy (RECVASA AF-Kursk registry). Ar-
chive of internal medicine. 2017;7(3):217–23. [Russian: Михин 
В.П., Масленникова Ю.В., Лукьянов М.М. Структура госпитали-
зации и антитромботическая терапия у больных фибрилляцией 
предсердий в сочетании с ишемической болезнью сердца (данные 
регистра РЕКВАЗА ФП-Курск). Архивъ внутренней медицины. 
2017;7(3):217-23]. DOI: 10.20514/2226-6704-2017-7-3-217-223

11.		 Boytsov S. A., Luk’yanov M. M., Yakushin S. S., Martsevich S. Yu., Vo-
robyov A. N., Zagrebelny A. V. et al. Cardiovascular diseases registry 
(RECVAZA): diagnostics, concomitant cardiovascular pathology, co-
morbidities and treatment in the real outpatient-polyclinic practice. 
Cardiovascular Therapy and Prevention. 2014;13(6):44–50. [Russian: 
Бойцов С.А., Лукьянов М.М., Якушин С.С., Марцевич С.Ю., Воро-
бьёв А.Н., Загребельный А.В. и др. Регистр кардиоваскулярных забо-
леваний (РЕКВАЗА): диагностика, сочетанная сердечно-сосудистая 
патология, сопутствующие заболевания и лечение в условиях реаль-
ной амбулаторно-поликлинической практики. Кардиоваскулярная 
терапия и профилактика. 2014;13(6):44-50]. DOI: 10.15829/1728-
8800-2014-6-44-50

12.		 Knorring G.Yu., Gritsanchuk A.M. On an outpatient basis, a co-
morbid patient with atrial fibrillation. Outpatient appointment. 
2015;1(3):40–5. [Russian: Кнорринг Г.Ю., Грицанчук А.М. На ам-
булаторном приеме коморбидный пациент с фибрилляцией пред-
сердий. Амбулаторный прием. 2015;1(3):40-5]

13.		 Kirchhof P, Benussi S, Kotecha D, Ahlsson A, Atar D, Casadei B et al. 
2016 ESC Guidelines on management of atrial fibrillation devel-
opedin collaboration with EACTS. Russian Journal of Cardiology. 
2017;22(7):7–86. [Russian: Kirchhof P., Benussi S., Kotecha D., Ahls-
son A., Atar D., Casadei B. et al. Рекомендации ESC по лечению па-
циентов с фибрилляцией предсердий, разработанные совместно с 
EACTS. Российский кардиологический журнал. 2017;22(7):7-86]. 
DOI: 10.15829/1560-4071-2017-7-7-86

14.		 Oganov R.G., Denisov I.N., Simanenkov V.I., Bakulin I.G., Bakuli-
na N.V., Boldueva S.A. et al. Comorbidities in practice. Clinical 
guidelines. Cardiovascular therapy and prevention. 2017;16(6):5–
56. [Russian: Оганов Р.Г., Денисов И.Н., Симаненков В.И., Ба-

кулин И.Г., Бакулина Н.В., Болдуева С.А. и др. Коморбидная па-
тология в клинической практике. Клинические рекомендации. 
Кардиоваскулярная терапия и профилактика. 2017;16(6):5-56]. 
DOI: 10.15829/1728-8800-2017-6-5-56

15.		 Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new me
thod of classifying prognostic comorbidity in longitudinal stu
dies: Development and validation. Journal of Chronic Diseases. 
1987;40(5):373–83. DOI: 10.1016/0021-9681(87)90171-8

16.		 Belenkov Yu.N., Shakaryants G.A., Khabarova N.V. Tactics of Se-
lection of Anticoagulant Therapy in Patients With Atrial Fibrilla-
tion and Ischemic Heart Disease. Kardiologiia. 2018;58(3):43–52. 
[Russian: Беленков Ю.Н., Шакарьянц Г.А., Хабарова Н.В. Так-
тика подбора антикоагулянтной терапии у пациентов с фибрил-
ляцией предсердий и ишемической болезнью сердца. Кардиоло-
гия. 2018;58(3):43-52]. DOI: 10.18087/cardio.2018.3.10098

17.		 Rychkov A. Yu., Khorkova N. Yu., Minulina A. V. Trends in use of an-
ticoagulants in patients with non-valvular atrial fibrillation. Journal 
of Arrhythmology. 2017;87:29–32. [Russian: Рычков А. Ю., Хорь-
кова Н. Ю., Минулина А.В. Как изменилось применение анти-
коагулянтов у пациентов с неклапанной фибрилляцией предсер-
дий. Вестник аритмологии. 2017;87:29-32]

18.		 Zolotovskaya I.A., Davydkin I.L., Duplyakov D.V. Anticoagulation 
in atrial fibrillation patients after cardioembolic stroke: evalua-
tion of treatment adherence in real practice (Cohort study “APOL-
LON”). Russian Journal of Cardiology. 2017;22(7):105–10. [Ru-
sian: Золотовская И.А., Давыдкин И.Л., Дупляков Д.В. Ан-
тикоагулянтная терапия у пациентов с фибрилляцией пред-
сердий, перенесших кардиоэмболический инсульт: оценка 
приверженности к антикоагулянтной терапии в реальной 
клинической практике (результаты когортного исследова-
ния «АПОЛЛОН»). Российский кардиологический журнал. 
2017;22(7):105-10]. DOI: 10.15829/1560-4071-2017-7-105-110

19.		 Pavlova T.V., Duplyakov D.V. Administration of direct oral antico-
agulants in patients with atrial fibrillation in real clinical practice. 
Cardiology: news, views, education. 2017;3(14):65–9. [Russian: 
Павлова Т.В., Дупляков Д.В. Использование прямых оральных 
антикоагулянтов у пациентов с фибрилляцией предсердий в ре-
альной клинической практике. Кардиология: новости, мнения, 
обучение. 2017;3(14):65-9]

20.	 Ruff CT, Giugliano RP, Braunwald E, Hoffman EB, Deen-
adayalu N, Ezekowitz MD et al. Comparison of the effica-
cy and safety of new oral anticoagulants with warfarin in pa-
tients with atrial fibrillation: a meta-analysis of randomised tri-
als. The Lancet. 2014;383(9921):955–62. DOI: 10.1016/S0140-
6736(13)62343-0

21.		 Loukianov M.M., Martsevich S.Yu., Yakushin S.S., Vo-
robyev A.N., Pereverzeva K.G., Zagrebelnyy A.V. et al. The con-
trol of international normalised ratio in patients with atrial fi-
brillation treated with warfarin in outpatient and hospital set-
tings: data from RECVASA registries. Rational Pharmacotherapy 
in Cardiology. 2018;14(1):40–6. [Russian: Лукьянов М.М., Мар-
цевич С.Ю., Якушин С.С., Воробьев А.Н., Переверзева К.Г., 
Загребельный А.В. и др. Контроль показателя международно-
го нормализованного отношения на фоне терапии варфарином 
у больных с фибрилляцией предсердий в амбулаторной и госпи-
тальной практике (данные регистров РЕКВАЗА). Рациональ-
ная фармакотерапия в кардиологии. 2018;14(1):40-6]. DOI: 
10.20996/1819-6446-2018-14-1-40-46


