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CONCLUSIONS
 ♦ Increasing age was associated with more frequent oral 
anticoagulant use, a greater incidence of co-morbidities 
and higher risks of stroke/systemic embolism, death and 
major bleeding events

 ♦ In the GARFIELD-AF Registry, cardiovascular-related death 
was not the primary cause of mortality in patients aged 
≥65 years with newly diagnosed AF

BACKGROUND
 ♦ Although non-valvular atrial fibrillation (AF) is a major cause  
of stroke in patients of all ages, the incidences of both AF and 
AF-related stroke increase with advancing age1

 ♦ The increased risk of adverse outcomes in older patients is 
thought to be associated with increased co-morbidity

 ♦ Although cardiovascular death is an important cause of 
mortality in patients with AF, many deaths are due to  
non-cardiovascular factors2

PURPOSE
 ♦ To investigate the relationship between age, baseline 
characteristics and clinical outcomes in patients with non-valvular 
AF in the Global Anticoagulant Registry in the FIELD-Atrial 
Fibrillation (GARFIELD-AF)

METHODS
 ♦ GARFIELD-AF is an ongoing, international, observational 
registry of consecutively recruited patients aged ≥18 years  
with newly diagnosed (≤6 weeks’ duration) non-valvular AF  
and ≥1 additional investigator-determined stroke risk factor(s)3

 ♦ Patients in this study were recruited into two successive cohorts; 
patient demographics, including age and presence of co-morbid 
conditions, were recorded and clinical outcomes were reported 
after 1 year of follow-up

 ♦ Clinical outcomes were the incidences of stroke/systemic embolism, 
major bleeding and death (overall, non-cardiovascular death and 
components of cardiovascular death)

RESULTS
 ♦ A total of 12,448 prospective patients with AF were enrolled  
at 739 sites in 30 countries between March 2010 and June 2013

 ♦ Overall, 29.2%, 31.9% and 38.9% of patients were aged 
<65 years, 65–74 years and ≥75 years, respectively, with the 
proportion of women in each age group rising from 29.9%  
to 43.4% to 54.3%

 ♦ Overall, there was a higher rate of co-morbid conditions and 
higher risk scores for stroke and bleeding in patients aged 
≥75 years compared with those aged <65 years. However, rates 
of hypertension and diabetes mellitus were highest in patients 
aged 65–74 years (Table 1)

Table 1. Baseline characteristics of patients with atrial fibrillation according to  
age category

<65 years 
(n=3637)

65–74 years 
(n=3971)

≥75 years 
(n=4840)

Age, years, mean (SD) 55.6 (7.7) 69.9 (2.8) 80.8 (4.5)

Women, % 29.9 43.4 54.3

Medical history, %

Congestive cardiac failure 19.2 18.9 22.0

Hypertension 72.2 80.8 79.6

Acute coronary syndrome 8.0 10.1 11.0

Coronary artery disease 15.9 20.8 21.9

Diabetes mellitus 19.6 25.1 21.4

Peripheral artery disease 4.1 6.8 9.3

Risk score, mean (SD)

CHADS2 1.3 (0.9) 1.6 (1.0) 2.6 (1.0)

CHA2DS2-VASc 1.8 (1.2) 3.2 (1.2) 4.4 (1.3)

HAS-BLED 0.6 (0.7) 1.6 (0.8) 1.8 (0.8)

SD, standard deviation.

 ♦ Oral anticoagulants, with or without antiplatelet therapy, were 
more frequently used in patients aged ≥65 years, whereas 
antiplatelet therapy alone was used more often in patients 
aged <65 years (Figure 1)

Figure 1. Antithrombotic treatment initiated at atrial fibrillation diagnosis by age 
category 
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 ♦ The unadjusted event rates of major bleeding and mortality 
increased by approximately 2.5- and 4-fold, respectively, in 
patients aged ≥75 years compared with those aged <65 years 
(Table 2) 

Table 2. Unadjusted outcomes by age category

Incidence, n (%) <65 years 
(n=3637)

65–74 years 
(n=3971)

≥75 years 
(n=4840)

Stroke/systemic embolism 25 (0.69) 51 (1.28) 60 (1.24)

Major bleeding 15 (0.41) 27 (0.68) 50 (1.03)

Mortality 57 (1.57) 109 (2.74) 300 (6.20)

Cardiovascular death 31 (0.85) 49 (1.23) 137 (2.83)

Non-cardiovascular death 26 (0.71) 60 (1.51) 163 (3.37)

 ♦ Event rates for stroke/systemic embolism increased from 0.69% 
in patients aged <65 years to 1.28% in those aged 65–74 years. 
Rates were similar in patients aged ≥75 years and 65–74 years 
(1.24% vs 1.28%, respectively)

 ♦ In patients aged ≥65 years, the overall mortality rate increased 
markedly compared with those aged <65 years, although 
cardiovascular-related death was not the predominant cause in 
patients aged ≥65 years

 – In patients aged <65 years, the rate of cardiovascular death was 
0.85% compared with a rate of 0.71% for non-cardiovascular 
death

 – In patients aged 65–74 years, the rates of cardiovascular 
death and non-cardiovascular death were 1.23% and 1.51%, 
respectively; in patients aged ≥75 years, these figures rose to 
2.83% and 3.37%, respectively (Figure 2)

Figure 2. Cause of death by age category
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Note: 10 patients were excluded from this analysis after abstract submission 
because of improper consent; as a result, the numbers of patients presented in 
this poster differ slightly from those in the submitted abstract. 
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