
Choice of oral anticoagulants in older 
patients with non-valvular atrial fibrillation
Sir,
With the recognition that aspirin does 
not mitigate the risk of cardioembolic 
stroke attributable to non-valvular atrial 
fibrillation (National Institute for Health 
and Care Excellence, 2014) clinicians 
should anticipate an increase in the number 
of elderly patients with non-valvular atrial 
fibrillation taking oral anticoagulants instead 
of antiplatelet agents for prophylaxis against 
cardiogenic systemic embolism. 

As a review by Eikelboom and Merli 
(2016) showed, the associated risk of 
both intracranial haemorrhage and severe 
gastrointestinal bleeding can be mitigated by 
judicious choice of oral anticoagulants. In 
that review of bleeding risk associated with 
three of the new direct oral anticoagulants 
(dabigatran, apixaban and edoxaban) vs 
warfarin, intracranial haemorrhage was 
shown to be significantly (P<0.001) less 
likely with any of those new anticoagulants 
than with warfarin. The risk of intracranial 
haemorrhage was lower with either the 
150 mg twice daily or 110 mg twice daily 

dose of dabigatran, irrespective of age. Even 
with rivaroxaban intracranial bleeding was 
significantly (P=0.02) less likely than with 
warfarin. 

Gastrointestinal bleeding, however, was 
significantly more likely with dabigatran 
150 mg twice daily (P<0.001), rivaroxaban 
(P<0.0001) and edoxaban 60 mg/day 
(P=0.03) than with warfarin. In comparison 
with warfarin neither dabigatran 110 mg 
twice daily, apixaban or edoxaban 30 mg/
day were associated with increased risk of 
gastrointestinal bleeding. In fact, edoxaban 
30 mg/day was associated with significantly 
(P<0.001) lower risk of severe gastrointestinal 
bleeding than warfarin (Eikelboom and 
Merli, 2016). 

Supporting these observations, among 
225 patients (mean age 81 years) with 
mild head injury during oral anticoagulant 
therapy, the rate of intracranial haemorrhage 
was significantly (P<0.05) lower in patients 
treated with direct oral anticoagulants than 
in patients treated with warfarin (Riccardi 
et al, 2017).

The caveat is that dabigatran is the only 
direct oral anticoagulant to have a reversal 
agent, namely idarucizumab (Pollack et al, 
2015).
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