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REVIEWS

PREVENTION AND TREATMENT OF ISCHEMIC STROKE  
IN PATIENTS WITH ATRIAL FIBRILLATION

Daniela Arabadzhieva

First Clinic of Neurology, St. Marina University Hospital of Varna

SOCIAL EPIDEMIOLOGY
Atrial fibrillation (AF) is the most common 

sustained arrhythmia encountered in clinical 
practice (4,35,39). AF is independently associated 
with a fivefold increased risk of ischemic stroke (IS). 
IS caused by AF is particularly severe and disabling 
and IS prevention is of rising significance nowadays 
(47), particularly in the elderly. AF presence leads 
to more severe initial neurological involvement, 
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longer hospitalization, greater disability and a lower 
probability of discharge to home (39).

Acute IS incidence rate is studied in Kurashiki 
City, Japan, between March 2009 and February 2010. 
Crude incidence rate for first-ever cerebral infarction 
per 100,000 residents is 108,8 (95% confidence 
interval, 99,4-118,1). Using the world population 
model, age-adjusted incidence rate is 38,4 (95% 
confidence interval, 26,3-50,5) (25).

The Argentinean National Stroke Registry 
prospective, country-wide, hospital-based study 
demonstrates that 39,5% of 726 acute IS patients are 
unemployed. In-hospital mortality is higher in these 
patients than those who are employed (12,0% versus 
5,0%; p=0,003). On multivariate analysis, being 
unemployed (p=0,005), IS severity (p=0,018), and 
infarction size >15 mm (p=0,019) are related to higher 
in-hospital mortality rate indicating that social factors 
influence on poor outcomes after IS (44).

ABSTRACT
Atrial fibrillation (AF) is the most common sustained arrhythmia. It affects a considerable number of pa-
tients in the world and is responsible for ischemic stroke (IS) in many of them. Age greater than 75 years, 
congestive heart failure, arterial hypertension, diabetes mellitus, tobacco smoking and other structural le-
sions of the heart represent the main risk factors for IS in AF patients. Long-term anticoagulation thera-
py with warfarin is considered the most effective therapy for IS prevention in selected patients with AF and 
other risk factors. However, management of the drug presents with some challenges such as need for fre-
quent monitoring, interactions with food and other medications, variability in metabolism and delayed on-
set of action. Antiplatelet therapy may provide some benefit for patients who can’t tolerate warfarin. Re-
cently, direct oral thrombin inhibitor dabigatran and oral factor Xa inhibitors rivaroxaban and apixaban 
are approved by the Food and Drug Administration (FDA. Non-pharmacologic approaches to IS prevention 
in AF focus on occlusion or ligation of the left atrial appendage, which is often the location of thrombus for-
mation and on percutaneous techniques that may not require anticoagulation afterwards as well. New di-
agnostic modalities detect paroxysmal AF and expand the potential impact of preventive strategies on the 
population. 
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PATHOPHYSIOLOGICAL 
MECHANISMS OF AF
AF causes IS by thrombus formation in the left 

atrial appendage (LAA) and subsequent embolism to 
the brain. There is a link between AF and endothelial 
dysfunction explaining the relationship between AF, 
cardiovascular risk factors and IS (24). Endothelial 
dysfunction is a maladaptive state of endothelial 
cells, characterized by a constellation of impaired 
physiologic responses including: poor regulation 
of arterial tone, increased proinflammatory and 
prothrombotic mediators, overexpression of adhesion 
molecules and impaired endothelium-dependent 
vasodilation (24). Experimental AF is associated 
with these features and additionally enhanced 
platelet activation (24). Endothelial dysfunction 
can be particularly relevant in patients with other 
underlying disorders, such as arterial hypertension 
and diabetes mellitus, and offers some explanation 
as to why AF patients without other risk factors (i. e. 
those with ‘lone AF’) have a low risk of IS. Levels of 
von Willebrand’s factor are used in risk stratification 
for AF patients and are an independent risk factor for 
adverse events in them (37).

RISK FACTORS AND PROGNOSIS
Major risk factors for IS in the setting of AF 

include age greater than 75 years, congestive heart 
failure, arterial hypertension (AH), diabetes mellitus, 
tobacco smoking and other structural lesions of the 
heart (38). 

The analysis of 612 IS Japanese patients (293 with 
lacunar infarctions, 107 with large-artery occlusive 
infarctions, and 168 with embolic infarctions) 
indicates excess risk of IS in men with serum total 
cholesterol levels of ≥6,21 mmol/L than in those with 
the lowest category (<4,65 mmol/L). Multivariate 
hazard ratios and 95% confidence intervals are 1,63 
(1,14-2,35) for men and 1,03 (0,69-1,55) for women 
but concerning large-artery occlusive infarction, 
they are 2,86 (1,31-6,27) for men and 0,75 (0,28-2,01) 
for women, respectively (14).

The patients with prior IS or transient ischemic 
attack (TIA) and AF face the highest risk, more than 
twice that of AF patients without such a history. 
These factors are incorporated into risk stratification 
tools such as the commonly used CHADS2 

score (C=congestive heart failure, H=history of 
hypertension, A=age ≥75 years, D=diabetes, S=prior 
stroke or TIA). IS or prior TIA is assigned 2 points, 
while the other risk factors count for 1 point each. 
This 0- to 6-point scale can be used to quantify the 
patient’s risk of IS and thus guide decision making 
regarding the need for anticoagulation. This system 
is a widely used system for estimating the risk of IS 
in AF patients As a CHADS2 score of 2 is accepted 
as the level at which anticoagulation should be 
administered, any patient with a history of IS or TIA 
automatically reaches this threshold. More modest 
risk factors include female gender and presence 
of coronary artery disease or peripheral vascular 
disease (29). 

IS severity is assessed in 298 patients with AF-
related IS using National Institutes of Health Stroke 
Scale (NIHSS) and modified Rankin Scale scores ‘at 
discharge’ instead of the more common time of three 
months after onset (26). A high-risk CHADS2 score at 
admission is a powerful predictor of poor neurological 
outcome after controlling for all possible confounders 
and thus an independent predictor of all causes of 
death during the follow-up (26). Recently, however, 
neurological scores at discharge sufficiently represent 
the final neurological outcome of patients (8).

Additional risk factors include 
echocardiographic findings of complex aortic 
plaque or functional left atrial abnormalities. Age 
is a critical risk factor, too. Some additional factors 
are included in the scoring system CHA2DS2-VASc 
which considers the presence of vascular disease (V), 
age between 65 and 74 years (A) and female gender 
(Sc) (37). This expanded scoring system is most 
useful at risk-stratifying those patients at the lower 
end of CHADS2 spectra (48). 

The relationship between AF episode duration 
and the risk of IS is of great interest. Though 
paroxysmal and persistent AF have similar IS risks, 
there is no clear threshold for the AF duration 
necessary to form a thrombus in the left atrium (38). 
A period of 48 hours is accepted as the period before 
which cardioversion can be performed without the 
need for prior anticoagulation or transesophageal 
echocardiography (TEE). However, studies of 
patients being continually monitored via their 
implanted cardiac rhythm management devices 
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such as pacemakers and defibrillators render this 
threshold questionable.

Pacemaker patients at low risk (CHADS2=0) 
have a low risk of IS regardless of their AF burden 
(9) while patients at a high risk (CHADS2≥3) have a 
high risk of IS even with no documented AF. For the 
intermediate-risk group, the risk of IS depends on the 
patient’s AF burden as patients with more AF have an 
increased risk of IS. The comparison of traditional 
methods of monitoring patients for AF episodes with 
recordings from the implanted devices shows that 
occasional Holter monitoring typically done to assess 
AF burden is of low sensitivity and poor negative 
predictive value (9). The uncertainty surrounding 
the minimum AF duration needed to cause IS raises 
important questions as to the appropriate threshold 
for anticoagulation therapy in patients in whom the 
duration of AF can be reliably measured.

Current IS and bleeding risk scoring schemes 
in AF patients are based on complex scoring systems 
including similar risk factors which could confuse 
clinical decision making to balance these two risks and 
limits the applicability of these schemes. Along with 
physicians’ fear of inducing bleeding complications 
it results in reduced usage of anticoagulation 
therapy in older patients. A pragmatic approach 
based on a yes/no decision rather than a risk scoring 
stratification unless there is a contraindication for 
oral anticoagulation is suggested (3).

In univariate analysis, risks such as age ≥75 
years, history of cerebral ischemia, CHADS(2) score 
≥2 and TEE presence significantly correlate with 
IS incidence rate of patients with nonvalvular AF 
(NVAF) (45).

AH, hyperlipidemia and tobacco smoking are 
identified as risk factors of new vascular events by 
nearly 90% of 182 surviving primary care patients 
with previous IS or TIA while AF and diabetes 
mellitus are recognized by less than 50% of these 
patients (43). 

There are increased hazard ratios of IS among 
manual workers in Sweden occupationally exposed 
to small (<1 μm) as well as large particles (>1 μm) for 
≥5 years. The risks are higher for workers exposed 
for ≥5 years compared to ‘ever exposed’ participants 
indicating a dose-response relationship (42).

About one half of cases with IS can be prevented 
through control of modifiable risk factors and lifestyle 
changes. Recent clinical trials of new anticoagulants 
(factor Xa inhibitors and direct thrombin inhibitors) 
indicate alternative strategies in IS prevention for AF 
patients (17).

A systematic review of the evidence on 
the relationship between the individual clinical, 
echocardiographic and laboratory characteristics 
of AF patients and the risk of IS demonstrates the 
following good independent predictors of IS: a prior 
IS or TIA (15/16 positive studies, risk ratio (RR) 
2,86), AH (11/20 positive studies, RR 2,27), aging 
(9/13 positive studies, RR 1,46 per decade increase), 
structural heart disease (9/13 positive studies, RR 
2,0) and diabetes mellitus (9/14 positive studies, RR 
1,62) (33).

Among 1688 IS patients alive at three months, 
age, prestroke dependency, IS severity, and absence of 
comorbidities are statistically significantly associated 
with good functional outcome. In multivariate 
analysis, a higher probability of good outcome is 
observed in patients with college or university degree 
than in those with no completed education (23).

DRUG THERAPY
Initially, anticoagulation with the vitamin K 

antagonist warfarin represents the optimal drug for 
IS prevention in moderate- to high-risk AF patients. 
Aspirin exerts a more modest effect and reduces the 
risk of IS by a relative factor of 21% (38). 

Warfarin therapy is complicated by interactions 
with food and other drugs, variability in metabolism, 
a delayed onset of action and requirement for regular 
monitoring (10). Patients who are monitored by 
specialized anticoagulation clinics are out of the 
therapeutic range about 37% of the time, and warfarin 
patients monitored in community-based ones do 
49% of the time (6). Warfarin-associated hemorrhage 
results in a mortality of 42% with another 34% of 
patients suffering from major disability (20).

A total 1953 IS patients discontinue warfarin 
3-4 days before AF ablation (first group) and 1,327 
ones continue this therapy during the periprocedural 
period (second group). Symptomatic IS or TIA occur 
in 13 patients (0,67%) of the first group and in 2 
patients (0,15%) of the second one (p=0,021). Major 
hemorrhagic complications occur in 26 patients 
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(1,3%) of the first group and in 15 patients (1,1%) of 
the second one (p=0,80). The continued warfarin 
therapy could reduce IS incidence rate without 
increasing the hemorrhagic complications (27).

The Rochester Epidemiology Project Medical 
Linkage System is used to examine 100 acute IS 
patients with AF on warfarin treatment for secondary 
IS prevention from 1980 to 1994. Major bleeding 
events occur in 41 patients at a median of 19 months 
after warfarin initiation. Patients with a history 
of hemorrhage before warfarin treatment develop 
more commonly major hemorrhage (15% versus 3%; 
p=0,04) which indicates high lifetime bleeding risk 
associated with warfarin treatment (40).

The risk of IS due to the use of warfarin and 
aspirin is estimated in a population-based cohort 
study of all patients aged at least 18 years with a first-
ever diagnosis of chronic AF in 1993-2008 within 
the UK General Practice Research Database. IS is 
diagnosed in 5519 out of a total of 70766 AF patients. 
Warfarin provides a net clinical benefit maintained 
with longer duration of use within therapeutic range 
(5).

Some patients with AF and concomitant IS risk 
factors can be unsuitable for anticoagulation because 
of refusal to comply with regular international 
normalized ratio (INR) monitoring, fall risk or prior 
major hemorrhage due to an irreversible cause. The 
Atrial Fibrillation Clopidogrel Trial with Irbesartan 
for Prevention of Vascular Events compares aspirin 
with combined aspirin and clopidogrel in patients 
with AF judged to be warfarin ineligible (13). The 
combination therapy reduces by 0,9% the absolute 
risk of IS and increases the risk of major bleeding 
(2,0% versus 1,3%). Although this result suggests 
that the bleeding risks of combination therapy often 
outweigh its benefits, this therapy can be sufficient 
in patients who are already receiving it following a 
coronary intervention, are at a lower IS risk, or are 
warfarin ineligible (13).

A meta-analysis of 13 randomized trials 
comparing the combination of clopidogrel and 
aspirin versus aspirin alone and covering a total of 
90433 participants at a mean age 63 years shows that 
IS reduction by means of dual antiplatelet therapy by 
23%. Among 1930 participants with recent (<30 days) 
brain ischemia from four trials, IS reduces by 33% 

by using of clopidogrel plus aspirin when compared 
to aspirin alone. However, dual antiplatelet therapy 
enhances the risk of major bleeding by 40% (31).

Warfarin’s many disadvantages have prompted 
a search for oral anticoagulants that are more 
predictable in their anticoagulant effects, easier to 
administer and potentially safer. Other oral vitamin 
K antagonists are being explored, as well as two 
alternate classes of anticoagulants: direct thrombin 
inhibitors (DTIs) and factor Xa inhibitors. They have 
minimal drug and food interactions and require no 
dosage adjustments or hematologic monitoring. DTIs 
include ximelagatran and dabigatran, the first new 
anticoagulant to receive FDA approval. The earliest 
member of this class is ximelagatran. It is proven non-
inferior to dose-adjusted warfarin, with a similar 
rate of major bleeding with both treatments (2). Its 
hepatotoxicity causes its withdrawal prior to FDA 
review. Its value is proof of principle that a DTI could 
be at least as effective as warfarin in high-risk AF 
patients, without the logistic drawbacks of warfarin. 
Dabigatran does not require INR monitoring and 
can be considered more cost-effective than vitamin 
K antagonists for IS prevention of AF patients in 
Switzerland (34).

The RE-LY (Randomized Evaluation of Long-
Term Anticoagulant Therapy, Warfarin, Compared 
with Dabigatran) trial compares dabigatran with 
dose-adjusted warfarin in 18113 patients with NVAF 
concerning IS, hemorrhagic stroke and systemic 
embolism (12). 

Two doses of dabigatran are compared with 
warfarin and although the dose of dabigatran 
is double-blinded, assignment to warfarin or 
dabigatran is not blinded. Low-dose dabigatran (110 
mg BID) is non-inferior to warfarin for all stroke and 
systemic embolism (1,53% per year for dabigatran 
versus 1,69% per year for warfarin; p<0,001 for non-
inferiority). High-dose dabigatran (150 mg BID) is 
superior to warfarin (1,11% versus 1,69% per year; 
p<0,001 for superiority). Most benefits of high-
dose dabigatran over warfarin are for IS prevention, 
with a 36% relative risk (RR) reduction in favour 
of the former (p<0,001). Low-dose dabigatran 
demonstrates safety superior to that of warfarin, 
with significantly less major bleeding (2,71% 
versus 3.36% per year; p=0,03). The risk of major 
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intracranial and extracranial bleedings with high-
dose dabigatran is insignificantly lower than that 
with warfarin (3,11% versus 3,36% per year; p=0,31). 
Although all anticoagulant-associated bleeding has 
the potential to be life-threatening, anticoagulation-
associated hemorrhagic stroke carries a 76% risk of 
death or permanent disability and is the most feared 
complication of this therapy (20). 

Based on the results of the RE-LY trial, 
dabigatran (Pradaxa, Boehringer-Ingelheim) 
is approved by the FDA in October 2010 for IS 
prevention in NVAF patients at a dose of 150 mg BID 
in patients with creatinine clearance >30 mL/min 
and 75 mg BID in those with creatinine clearance 
between 15 and 30 mL/min. Even among patients 
with moderate renal impairment, the 150-mg dose 
of dabigatran is more effective than the 110-mg one 
as it diminishes IS incidence rate by almost half 
(1,3 versus 2,4 events/100 patient-years) while not 
increasing major bleeding incidence rate (5,3 versus 
5,7 events/100 patient-years) (7,49). The 110-mg dose 
is approved in most other countries, including those 
of Europe.

An analysis of RE-LY data concerning the 
bleeding risks associated with either dose of 
dabigatran indicates that extracranial bleeding rates 
increase with age and are comparable to or slightly 
higher than those with warfarin in patients aged over 
75 years. Intracranial bleeding rates are significantly 
lower than those with warfarin and are not affected 
by age (RR for 150 mg dabigatran compared to 
warfarin: 0,43 in patients under the age of 75 years 
and 0,42 in patients aged 75 years or more) (18). 
Dabigatran is more cost-effective than warfarin 
for patients at a high (CHADS2≥3) moderate 
(CHADS2≥2) risk for IS provided that the time in 
the therapeutic range is greater than 57,1% (41). It 
is not cost-effective for patients with a CHADS2=1, 
although another analysis (21) concludes otherwise, 
primarily due to methodological differences. Both 
analyses are conducted based on cost data in the USA 
and can’t be applicable in other countries.

Tecarfarin is a new oral vitamin K epoxide 
reductase antagonist (19). It is a structural 
analogue of warfarin, highly protein bound (99%) 
and metabolized by carboxyl esterases in liver 
microsomes. Its mechanism of action is identical to 

that of warfarin, although it differs substantially in 
that it is not metabolized by the CYP450 system. It 
offers the possibility of effective anticoagulation that 
can be monitored by INR, but with fewer CYP450-
mediated drug-drug and drug-food interactions. 

Two oral factor Xa inhibitors, rivaroxaban and 
apixaban, are investigated as alternatives to warfarin 
for IS prevention in high-risk AF patients. They 
present with potential advantages over warfarin 
similar to those of DTIs such as consistent dosing 
without significant food or drug interactions or 
the need for monitoring. The ROCKET-AF trial 
demonstrates that rivaroxaban is non-inferior 
to warfarin for the prevention of IS or systemic 
embolism. However, unlike dabigatran, rivaroxaban 
does not decrease the risk of IS. The overall risk of 
major and non-major clinically relevant bleeding is 
comparable, but there is a lower risk of intracranial 
and fatal bleeding in the rivaroxaban group (32).

Apixaban is compared to warfarin in the 
ARISTOTLE trial (Apixaban for the Prevention of 
Stroke in Subjects with Atrial Fibrillation) involving 
18201 patients with a mean CHADS2 of 2,1 and a 
median follow-up duration of 18 years. Patients are 
randomized to a twice daily dose of apixaban (5 mg) 
or warfarin titrated to an INR of 2,0-3,0. Apixaban 
is superior to warfarin for the prevention of IS and 
systemic embolism (hazard ratio = 0,79; p=0,01) and 
presents with a lower risk of bleeding (hazard ratio = 
0,69; p<0,001) (22).

Thrombolysis is administered for 31 out of 
698 cases (5%) with first-ever and recurrent cerebral 
infarction in Japan. Its rate is 16% of 197 cerebral 
infarction patients admitted within three hours of 
onset (25).

OCCLUSION DEVICES
Autopsy studies suggest that most cerebral 

emboli in patients with AF originate in the LAA. 
It is theoretically desirable to isolate the LAA from 
the circulation, presumably preventing embolism 
from this site, even after anticoagulation is ceased. 
The non-randomized continued access protocol 
registry for the Watchman device shows a lower 
complication rate such as pericardial effusion and 
suggests that greater operator experience decreases 
the rate of major complications (36). LAA exclusion 
protects against AF-related IS and other embolic 
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complications through different strategies such 
as surgical amputation or ligation, percutaneous 
endocardial occlusion by deployment of occlusive 
devices, and ligation of the LAA via a closed-chest, 
percutaneous, epicardial catheter-based approach in 
selected patients (4).

A second type of LAA occlusion device, the 
Amplatzer Cardiac Plug (AGA, Minneapolis, MN, 
USA) is implanted in patients with contraindications 
to warfarin in Asia and Europe. Postimplantation 
treatment is 1-3 months of clopidogrel and lifelong 
aspirin. Initial results from 19 patients in the Asia 
study show no residual leakage around the device 
and no cases of IS or systemic embolism at a mean 
follow-up of 12,7 months (28). 

Emergent stent-assisted endovascular carotid 
artery thrombolysis of IS due to acute cervical 
internal carotid artery occlusion results in excellent 
recanalization rates and favourable clinical outcomes 
as assessed by using NIHSS scores (15). Twenty 
patients undergo mechanical thrombectomy for 
large vessel occlusion by means of Merci (MER), 
Penumbra (PEN) or Solitaire-FR (SOL) procedures. 
Complete recanalization is achieved in 59,1% of the 
cases, i. e. in 40% - with MER, in 45,5% - with PEN, 
and in 100% - with SOL. The SOL device presents 
with a significantly higher rate of angiographic 
recanalization, requires a lesser number of passes 
and other associated than MER and PEN (1). SOL is 
used as the first-line device to restore blood flow in 
141 acute IS patients at a mean age of 66 years and 
median NIHSS score of 18. Of them, 74 patients 
have received intravenous tissue-type plasminogen 
activator before endovascular treatment. There is 
complete revascularization in 120 of 142 occlusion 
sites (85%) and good outcome in 77 of 141 patients 
(55%). The latter is more frequent in patients on this 
drug therapy (in 66% versus 42%; p<0,01) (16).

PREVENTION
A meta-analysis of eight cohort studies from 

the United States, Northern Europe, Australia, and 
Japan published between January 1990 and May 
2012 reveal that total dietary fiber intake is inversely 
associated with risk of first hemorrhagic stroke plus 
IS. However, soluble fiber intake (4 g/day) does not 
relate to IS risk reduction. Recent findings support 

dietary recommendations to increase intake of total 
dietary fiber (46).

Alternative IS prevention strategies could 
spare patients with infrequent or short-lived 
paroxysms of AF the risks and inconveniences 
of continuous anticoagulation. These strategies 
are examined in individuals with dual-chamber 
pacemakers, cardioverter-defibrillator and cardiac 
resynchronization therapy defibrillator devices. 
Current device technology allows for nearly real-
time continuous remote monitoring and thus 
patients with infrequent AF episodes may start and 
stop anticoagulation only around the time of an AF 
episode. 

A final strategy to prevent IS and to reduce the 
risk of this pathology in AF patients is to maintain 
them in sinus rhythm (‘rhythm control’). AF is 
asymptomatic, symptoms are unreliable measures 
of rhythm control in those patients who do have 
them, antiarrhythmic drugs are often unsuccessful 
at maintaining sinus rhythm. Symptomatic AF 
episodes can be converted into asymptomatic ones 
by drug or ablation therapy. There is rising interest 
in the possibility that newer approaches to AF 
treatment may provide sufficient rhythm control 
to allow the cessation of anticoagulation. Novel 
antiarrhythmic agents are associated with a reduced 
risk of IS (11). In the ‘A Trial with Dronedarone to 
Prevent Hospitalization or Death in Patients with 
Atrial Fibrillation’ study, dronedarone diminishes 
the risk of IS in AF patients. Potential mechanisms 
for this reduction include decreasing blood pressure 
and lowering heart rate. Although it is possible that 
the reduced IS incidence rate is due to the patients 
having better rhythm control, even patients who are 
commonly with AF exhibit this decreased rate (11). 

Patients with high-risk AF who can tolerate 
anticoagulation have three options for IS prevention. 
Warfarin, dabigatran and rivaroxaban each have 
individual risks and lifestyle benefits that must be 
considered with each patient. In some patients unable 
or unwilling to use anticoagulants indefinitely, 
the risk-benefit ratio may favour the combination 
of aspirin and clopidogrel, or percutaneous LAA 
occlusion, for better IS prevention than aspirin 
monotherapy. New cardiac monitoring technology 
offers clinicians the ability to detect AF and the usage 
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of selective anticoagulation. Such advances improve 
the outlook for preventing both first and recurrent 
IS in patients at risk for AF-related cerebrovascular 
disease.

Promising neuroprotection that meets the 
Stroke Academic Industry Roundtable criteria and 
is based on a more profound understanding of the 
complex IS pathophysiology such as inhibitors of 
NADPH oxidases and PSD-95, hypothermia and 
ebselen, a seleno-organic compound with glutathione 
peroxidase-like activity, is nowadays intensively 
evaluated (30).

REFERENCES
1. Agrawal, A., D. Golovoy, S. Nimjee, A. Ferrell, T. 

Smith, G. Britz. Mechanical thrombectomy devices 
for endovascular management of acute ischemic 
stroke: Duke Stroke Center experience.- Asian J. 
Neurosurg., 7, 2012, No 4, 166-170. 

2. Albers, G. W., H. C. Diener, L. Frison, M. Grind, 
M. Nevinson, S. Partridge, et al.; SPORTIF 
Executive Steering Committee for the SPORTIF V 
Investigators. Ximelagatran vs warfarin for stroke 
prevention in patients with nonvalvular atrial 
fibrillation: a randomized trial.- JAMA, 293, 2005, 
No 6, 690-698.

3. Ali, A., C. Bailey, A. H. Abdelhafiz. Stroke 
prevention with oral anticoagulation in older 
people with atrial fibrillation - a pragmatic 
approach.- Aging Dis., 3, 2012, No 4, 339-351.

4. Aryana, A., E. B. Saad, A. d’Avila. Left atrial 
appendage occlusion and ligation devices: what 
is available, how to implement them, and how to 
manage and avoid complications.- Curr. Treat. 
Options Cardiovasc. Med., 14, 2012, No 5, 503-519. 

5. Azoulay, L., S. Dell’Aniello, T. A. Simon, D. 
Langleben, C. Renoux, S. Suissa. A net clinical 
benefit analysis of warfarin and aspirin on stroke 
in patients with atrial fibrillation: a nested case-
control study.- BMC Cardiovasc. Disord., 12, 2012 
Jun 26, 49. doi: 10.1186/1471-2261-12-49.

6. Baker, W. L., D. A. Cios, S. D. Sander, C. I. 
Coleman. Meta-analysis to assess the quality of 
warfarin control in atrial fibrillation patients in the 
United States.- J. Manag. Care Pharm., 15, 2009, No 
3, 244-252.

7. Beasley, B. N., E. F. Unger, R. Temple. 
Anticoagulant options - why the FDA approved 

a higher but not a lower dose of dabigatran.- New 
Engl. J. Med., 364, 2011, No 19, 1788-1790.

8. Blinzler, C., L. Breuer, H. B. Huttner, P. 
D. Schellinger, S. Schwab, M. Köhrmann. 
Characteristics and outcome of patients with early 
complete neurological recovery after thrombolysis 
for acute ischemic stroke.- Cerebrovasc. Dis., 31, 
2011, No 2, 185-190.

9. Botto, G. L., L. Padeletti, M. Santini, A. 
Capucci, M. Gulizia, F. Zolezzi, et al. Presence 
and duration of atrial fibrillation detected by 
continuous monitoring: crucial implications for 
the risk of thromboembolic events.- J. Cardiovasc. 
Electrophysiol., 20, 2009, No 3, 241-248.

10. Bungard, T. J., W. A. Ghali, K. K. Teo, F. A. 
McAlister, R. T. Tsuyuki. Why do patients with 
atrial fibrillation not receive warfarin?- Arch. 
Intern. Med., 160, 2000, No 1, 41-46.

11. Connolly, S. J., H. J. Crijns, C. Torp-Pedersen, M. 
van Eickels, C. Gaudin, R. L. Page, et al.; ATHENA 
Investigators. Analysis of stroke in ATHENA: a 
placebo-controlled, double-blind, parallel-arm trial 
to assess the efficacy of dronedarone 400 mg BID 
for the prevention of cardiovascular hospitalization 
or death from any cause in patients with atrial 
fibrillation/atrial flutter.- Circulation, 120, 2009, 
No 13, 1174-1180.

12. Connolly, S. J., M. D. Ezekowitz, S. Yusuf, J. 
Eikelboom, J. Oldgren, A. Parekh, et al.; RE-LY 
Steering Committee and Investigators. Dabigatran 
versus warfarin in patients with atrial fibrillation.- 
New Engl. J. Med., 361, 2009, No 12, 1139-1151.

13. Connolly, S. J., J. Pogue, R. G. Hart, S. Hohnloser, 
R. Pfeffer, S. Chrolavicius, et al.; ACTIVE 
Investigators. Effect of clopidogrel added to aspirin 
in patients with atrial fibrillation.- New Engl. J. 
Med., 360, 2009, No 20, 2066-2078.

14. Cui, R., H. Iso, K. Yamagishi, I. Saito, Y. Kokubo, 
M. Inoue, et al.; JPHC Study Group. High serum 
total cholesterol levels is a risk factor of ischemic 
stroke for general Japanese population: the JPHC 
study.- Atherosclerosis, 221, 2012, No 2, 565-569.

15. Dalyai, R. T., N. Chalouhi, S. Singhal, P. Jabbour, 
L. F. Gonzalez, A. S. Dumont, et al. Stent-assisted 
endovascular recanalization of extracranial 
internal carotid artery occlusion in acute ischemic 
stroke.- World Neurosurg., 79, 2013, No 1, 143-148. 

16. Dávalos, A., V. M. Pereira, R. Chapot, A. 
Bonafé, T. Andersson, J. Gralla; Solitaire Group. 



14  Scripta Scientifica Medica, vol. 45, No 3, 2013, pp. 7-15
Copyright © Medical University of Varna

Prevention and treatment of ischemic stroke in patients with atrial fibrillation

Retrospective multicenter study of Solitaire FR for 
revascularization in the treatment of acute ischemic 
stroke.- Stroke, 43, 2012, No 10, 2699-2705. 

17. Di Legge, S., G. Koch, M. Diomedi, P. Stanzione, F. 
Sallustio. Stroke prevention: managing modifiable 
risk factors.- Stroke Res. Treat., 2012, 2012:391538. 
doi: 10.1155/2012/391538.

18. Eikelboom, J. W., L. Wallentin, S. J. Connolly, M. 
Ezekowitz, J. S. Healey, J. Oldgren, et al. Risk of 
bleeding with 2 doses of dabigatran compared 
with warfarin in older and younger patients with 
atrial fibrillation: an analysis of the Randomized 
Evaluation of Long-Term Anticoagulant Therapy 
(RE-LY) trial.- Circulation, 123, 2011, No 21, 
2363-2372.

19. Ellis, D., M. H. Usman, P. Milner, D. Canafax, 
M. D. Ezekowitz. The first evaluation of a novel 
vitamin K antagonist, tecarfarin (ATI-5923), in 
patients with atrial fibrillation.- Circulation, 120, 
2009, No 12, 1029-1035.

20. Fang, M. C., A. S. Go, Y. Chang, E. M. Hylek, L. E. 
Henault, N. G. Jensvold, et al. Death and disability 
from warfarin-associated intracranial and 
extracranial hemorrhages.- Am. J. Med., 120, 2007, 
No 8, 700-705.

21. Freeman, J. V., R. P. Zhu, D. K. Owens, A. M. 
Garber, D. W. Hutton, A. S. Go, et al. Cost-
effectiveness of dabigatran compared with warfarin 
for stroke prevention in atrial fibrillation.- Ann. 
Intern. Med., 154, 2011, No 1, 1-11.

22. Granger, C. B., J. H. Alexander, J. J. McMurray, 
R. D. Lopes, E. M. Hylek, M. Hanna, et al.; 
ARISTOTLE Committees and Investigators. 
Apixaban versus warfarin in patients with atrial 
fibrillation.- New Engl. J. Med., 365, 2011, No 11, 
981-992.

23. Grube, M. M., H. C. Koennecke, G. Walter, 
J. Thümmler, A. Meisel, I. Wellwood, et al.; 
Berlin Stroke Register. Association between 
socioeconomic status and functional impairment 
3 months after ischemic stroke: the Berlin Stroke 
Register.- Stroke, 43, 2012, No 12, 3325-3330. 

24. Guazzi, M., R. Arena. Endothelial dysfunction and 
pathophysiological correlates in atrial fibrillation.- 
Heart, 95, 2009, No 2, 102-106.

25. Iguchi, Y., K. Kimura, K. Sone, H. Miura, H. Endo, 
S. Yamagata, et al.; Kurashiki Stroke Registry 
investigators. Stroke incidence and usage rate 
of thrombolysis in a Japanese urban city: the 

Kurashiki Stroke Registry.- J. Stroke Cerebrovasc. 
Dis., 22, 2013, No 4, 349-357. 

26. Kim, D., J. W. Chung, C. K. Kim, W. S. Ryu, E. S. 
Park, S. H. Lee, et al. Impact of CHADS2 score on 
neurological severity and long-term outcome in 
atrial fibrillation-related ischemic stroke.- J. Clin. 
Neurol., 8, 2012, No 4, 251-258.

27. Kuwahara, T., A. Takahashi, Y. Takahashi, A. 
Kobori, S. Miyazaki, A. Takei, et al. Prevention of 
periprocedural ischemic stroke and management 
of hemorrhagic complications in atrial 
fibrillation ablation under continuous warfarin 
administration.- J. Cardiovasc. Electrophysiol., 24, 
2013, No 5, 510-515. 

28. Lam, Y. Y., G. W. Yip, C. M. Yu, W. W. Chan, B. 
C. Cheng, B. P. Yan, et al. Left atrial appendage 
closure with Amplatzer cardiac plug for stroke 
prevention in atrial fibrillation: initial Asia-Pacific 
experience.- Catheter. Cardiovasc. Interv., 79, 2012, 
No 5, 794-800. 

29. Lane, D. A., G. Lip. Female gender is a risk 
factor for stroke and thromboembolism in atrial 
fibrillation patients.- Thromb. Haemost., 101, 2009, 
No 5, 802-805.

30. Minnerup, J., B. A. Sutherland, A. M. Buchan, C. 
Kleinschnitz. Neuroprotection for stroke: current 
status and future perspectives.- Int. J. Mol. Sci., 13, 
2012, No 9, 11753-11772. 

31. Palacio, S., R. G. Hart, L. A. Pearce, D. C. 
Anderson, M. Sharma, L. A. Birnbaum, et al. Effect 
of addition of clopidogrel to aspirin on stroke 
incidence: Meta-analysis of randomized trials.- Int. 
J. Stroke, 2013 May 22. doi: 10.1111/ijs.12050.

32. Patel, M. R., K. W. Mahaffey, J. Garg, G. Pan, D. E. 
Singer, W. Hacke, et al.; ROCKET AF Investigators. 
Rivaroxaban versus warfarin in nonvalvular atrial 
fibrillation.- New Engl. J. Med., 365, 2011, No 10, 
883-891.

33. Pisters, R., D. A. Lane, F. Marin, A. J. Camm, G. 
Y. Lip. Stroke and thromboembolism in atrial 
fibrillation.- Circ. J., 76, 2012, No 10, 2289-2304.

34. Pletscher, M., R. Plessow, K. Eichler, S. Wieser. 
Cost-effectiveness of dabigatran for stroke 
prevention in atrial fibrillation in Switzerland.- 
Swiss Med. Wkly, 143, 2013 Jan 8; w13732. doi: 
10.4414/smw.2013.13732.



Scripta Scientifica Medica, vol. 45, No 3, 2013, pp. 7-15
Copyright © Medical University of Varna   15

Daniela Arabadzhieva

35. Prasad, V., R. M. Kaplan, R. S. Passman. New 
frontiers for stroke prevention in atrial fibrillation.- 
Cerebrovasc. Dis., 33, 2012, No 3, 199-208.

36. Reddy, V. Y., D. Holmes, S. K. Doshi, P. Neuzil, S. 
Kar. Safety of percutaneous left atrial appendage 
closure: results from the Watchman left atrial 
appendage system for embolic protection in 
patients with AF (PROTECT AF) clinical trial and 
the continued access registry.- Circulation, 123, 
2011, No 4, 417-424.

37. Roldan, V., F. Marin, B. Muina, J. M. Torregrosa, D. 
Hernandez-Romero, M. Valdes, et al. Plasma von 
Willebrand factor levels are an independent risk 
factor for adverse events including mortality and 
major bleeding in anticoagulated atrial fibrillation 
patients.- J. Am. Coll. Cardiol., 57, 2011, No 25, 
2496-2504.

38. Sacco, R. L., R. Adams, G. Albers, M. J. Alberts, 
O. Benavente, K. Furie, et al.; American Heart 
Association; American Stroke Association 
Council on Stroke; Council on Cardiovascular 
Radiology and Intervention; American Academy of 
Neurology. Guidelines for prevention of stroke in 
patients with ischemic stroke or transient ischemic 
attack: a statement for healthcare professionals 
from the American Heart Association/American 
Stroke Association Council on Stroke: co-
sponsored by the Council on Cardiovascular 
Radiology and Intervention: the American 
Academy of Neurology affirms the value of this 
guideline.- Stroke, 37, 2006, No 2, 577-617.

39. Santamarina, E., J. Alvarez Sabín. Impacto social 
del ictus producido por fibrilación auricular.- 
Neurologia, 27, 2012, Suppl. 1, 10-14. 

40. Seet, R. C., A. A. Rabinstein, T. J. Christianson, G. 
W. Petty, R. D. Brown Jr. Bleeding complications 
associated with warfarin treatment in ischemic 
stroke patients with atrial fibrillation: a population-
based cohort study.- J. Stroke Cerebrovasc. Dis., 22, 
2013, No 4, 561-569.

41. Shah, S. V., B. F. Gage. Cost-effectiveness of 
dabigatran for stroke prophylaxis in atrial 
fibrillation.- Circulation, 123, 2011, No 22, 
2562-2570.

42. Sjögren, B., M. Lönn, K. Fremling, M. Feychting, G. 
Nise, T. Kauppinen, et al. Occupational exposure 
to particles and incidence of stroke.- Scand. J. Work 
Environ. Health, 39, 2013, No 3, 295-301.

43. Sloma, A., L. G. Backlund, L. E. Strender, Y. 
Skånér. Knowledge of stroke risk factors among 
primary care patients with previous stroke or TIA: 
a questionnaire study.- BMC Fam. Pract., 11, 2010 
Jun 15; 47. doi: 10.1186/1471-2296-11-47.

44. Sposato, L. A., P. Ioli, G. Povedano, M. M. 
Esnaola y Rojas, G. Saposnik; Argentinean 
Neurological Society and ReNACer Investigators. 
Unemployment: a social risk factor associated with 
early ischemic stroke mortality? Results from the 
Argentinean National Stroke Registry (ReNACer).- 
J. Stroke Cerebrovasc. Dis., 21, 2012, No 8, 679-683. 

45. Takashima, S., K. Nakagawa, T. Hirai, N. Dougu, 
Y. Taguchi, E. Sasahara, et al. Transesophageal 
echocardiographic findings are independent and 
relevant predictors of ischemic stroke in patients 
with nonvalvular atrial fibrillation.- J. Clin. Neurol., 
8, 2012, No 3, 170-176.

46. Threapleton, D. E., D. C. Greenwood, C. E. Evans, 
C. L. Cleghorn, C. Nykjaer, C. Woodhead, et al. 
Dietary fiber intake and risk of first stroke: a 
systematic review and meta-analysis.- Stroke, 44, 
2013, No 5, 1360-1368.

47. Tu, H. T., B. C. Campbell, S. Christensen, M. 
Collins, D. A. De Silva, K. S. Butcher, et al.; 
Echoplanar Imaging Thrombolytic Evaluation 
Trial (EPITHET) Investigators. Pathophysiological 
determinants of worse stroke outcome in atrial 
fibrillation.- Cerebrovasc. Dis., 30, 2010, No 4, 
389-395.

48. Van Staa, T. P., E. Setakis, G. L. Di Tanna, D. A. 
Lane, G. Y. Lip. A comparison of risk stratification 
schemes for stroke in 79,884 atrial fibrillation 
patients in general practice.- J. Thromb. Haemost., 
9, 2011, No 1, 39-48.

49. Wann, L. S., A. B. Curtis, K. A. Ellenbogen, N. A. 
Estes 3rd, M. D. Ezekowitz, W. M. Jackman, et 
al. 2011 ACCF/AHA/HRS focused update on the 
management of patients with atrial fibrillation 
(update on dabigatran): a report of the American 
College of Cardiology Foundation/American Heart 
Association Task Force on practice guidelines.- J. 
Am. Coll. Cardiol., 57, 2011, No 11, 1330-1337.


