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EDITORIAL COMMENT

Aspirin in Atrial Fibrillation
The Clot Thickens*
Sanjay Deshpande, MD, L. Samuel Wann, MD
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not prescribing anticoagulation in one-third of their
qualifying patients, as deﬁned by our guidelines. This
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This risk is real, but may be overestimated or magni-

expert opinion.” However, the ESC (15) and NICE (16)
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guidelines are unequivocal: aspirin is not recom-
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prescribing
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Atrial ﬁbrillation is a chronic disease requiring
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Hsu et al. (13) and the participants in the NCDR
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relying instead on aspirin, which has bleeding risk, but
little, if any, therapeutic beneﬁt. “Take 2 aspirin and
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for a patient with atrial ﬁbrillation at risk for throm-
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boembolism. The clot only thickens.

E-mail: samuelwann@gmail.com.

REFERENCES
1. Nunn JF. Ancient Egyptian Medicine. London,
UK: British Museum Press, 1996.

8. Neuwlaat R, Capucci A, Lip GYH, et al. Antithrombotic treatment in real-life atrial ﬁbrillation

the Heart Rhythm Society. J Am Coll Cardiol 2014;
64:e1–76.

2. Hennekens CH, Dyken ML, Fuster V. Aspirin as a

patients: a report from the Euro Heart Survey on
Atrial Fibrillation. Eur Heart J 2006;27:3018–26.

15. Camm AJ, Lip GYH, De Caterina R, et al., ESC

therapeutic agent in cardiovascular disease: a
statement for healthcare professionals from the
American Heart Association. Circulation 1997;96:
2751–3.
3. Freedman SB, Gersh BJ, Lip GYH. Misperceptions of aspirin efﬁcacy and safety may
perpetuate anticoagulant underutilization in atrial
ﬁbrillation. Eur Heart J 2015;36:653–6.
4. Aguilar MI, Hart R, Pearce LA. Oral anticoagulants
versus antiplatelet therapy for preventing stroke in
patients with non-valvular atrial ﬁbrillation and no
history of stroke or transient ischemic attacks.
Cochrane Database Syst Rev 2007:CD006186.
5. Hart RG, Pearce LA, Aguilar MI. Meta-analysis:
antithrombotic therapy to prevent stroke in patients who have non-valvular atrial ﬁbrillation.
Ann Int Med 2007;146:857–67.
6. Flaker GC, Eikelboom JW, Shestakovska O, et al.
Bleeding during treatment with aspirin versus
apixaban in patients with atrial ﬁbrillation unsuitable for warfarin: the Apixaban Versus Acetylsalicylic Acid to Prevent Stroke in Atrial Fibrillation
Patients Who Have Failed or Are Unsuitable for
Vitamin K Antagonist Treatment (AVERROES) trial.
Stroke 2012;43:3291–7.

9. Lip GYH, Nieuwlaat R, Pisters R, et al. Reﬁning
clinical risk stratiﬁcation for predicting stroke and
thromboembolism in atrial ﬁbrillation using a
novel risk factor-based approach: the Euro Heart
Survey on Atrial Fibrillation. Chest 2010;137:
263–72.
10. Glazer NL, Dubin S, Smith NL, et al. Newly
detected atrial ﬁbrillation and compliance with
antithrombotic guidelines. Arch Intern Med 2007;
167:246–52.
11. Scowcroft ACE, Lee S, Mant J. Thromboprophylaxis of elderly patients with AF in the UK: an
analysis using the General Practice Research
Database (GPRD) 2000–2009. Heart 2013;99:
127–32.
12. Leyden JM, Kleinig TJ, Newbury J, et al. Adelaide Stroke Incidence Study: declining stroke
rates but many preventable cardioembolic strokes.
Stroke 2013;44:1226–31.
13. Hsu JC, Maddox TM, Kennedy K, et al. Aspirin
instead of oral anticoagulant prescription in atrial
ﬁbrillation patients at risk for stroke. J Am Coll
Cardiol 2016;67:2913–23.

7. ACTIVE Writing Group of the ACTIVE Investigators. Clopidogrel plus aspirin versus oral
anticoagulation for atrial ﬁbrillation in the Atrial

14. January CT, Wann LS, Alpert JS, et al., American College of Cardiology/American Heart Association Task Force on Practice Guidelines. 2014
AHA/ACC/HRS guideline for the management of

ﬁbrillation Clopidogrel Trial with Irbesartan for
prevention of Vascular Events (ACTIVE W): a randomized controlled trial. Lancet 2006;367:1903–12.

patients with atrial ﬁbrillation: a report of the
American College of Cardiology/American Heart
Association Task Force on Practice Guidelines and

Committee for Practice Guidelines (CPG). 2012
focused update of the ESC guidelines for the
management of atrial ﬁbrillation. Eur Heart J
2012;33:2719–47.
16. Jones C, Pollit V, Fitzmaurice D, et al. The
management of atrial ﬁbrillation: summary of
updated NICE guidance. BMJ 2014;348:g3655.
17. Active Investigators. Effect of clopidogrel
added to aspirin in patients with atrial ﬁbrillation.
N Engl J Med 2009;360:2066–78.
18. Steinberg BA, Kim S, Piccini JP, et al., ORBITAF Investigators and Patients. Use and associated
risks of concomitant aspirin therapy with oral
anticoagulation in patients with atrial ﬁbrillation:
insights from the Outcomes Registry for Better
Informed Treatment of Atrial Fibrillation (ORBITAF) registry. Circulation 2013;128:721–8.
19. Stroke Prevention in Atrial Fibrillation
Investigators. Adjusted-dose warfarin versus lowintensity, ﬁxed-dose warfarin plus aspirin for
high-risk patients with atrial ﬁbrillation: Stroke
Prevention in Atrial Fibrillation III randomised
clinical trial. Lancet 1996;348:633–8.
20. Harmon-Jones E, Mills J, editors. Cognitive
Dissonance: Progress on a Pivotal Theory in Social
Psychology. Washington, DC: American Psychological Association, 1999.

KEY WORDS anticoagulants, registries, stroke,
thromboembolism

