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Antithrombotic treatments initiated at AF diagnosis in Asia and Europe. 
P<0.001 by chi-squared test.
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CONCLUSIONS
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DECLARATION OF INTEREST

TABLE Patient baseline characteristics: Asia and Europe 

DVT, deep vein thrombosis; GFR, glomerular filtration rate; IQR, interquartile range; 
PE, pulmonary embolism; SD, standard deviation; TIA, transient ischaemic attack. 
*Analysis of variance or chi-squared test, as appropriate.  
†Based upon 1475 and 2898 patients, respectively. 
‡Calculated retrospectively. 
¶Based upon 1026 and 2210 patients, respectively; excluding international normalized ratio.

Asia
(n = 1587)

Men, %

Age, median
(IQR), years

Body mass index,
mean±SD, kg/m2

Pulse, mean±SD, 
bpm

Smoking status
(current/previous), %

Medical history, %

 Congestive heart failure

 Hypercholesterolaemia

 Hypertension

 Acute coronary syndromes

 Coronary artery disease

 Family history of premature
 cardiac disease

 Diabetes mellitus

 Stroke or TIA

 Cirrhosis

 Peripheral artery disease

 Carotid occlusive disease

 Systemic embolism

 Bleeding

 Heavy alcohol consumption†

 PE or DVT

 Renal dysfunction
 (GFR <60 mL/min)

Risk score‡, mean±SD

 CHADS2 

 CHA2DS2-VASc 

 HAS-BLED¶

61.1

68 (58–74)

24.3±3.3

86.2±23.7

33.8

20.5

18.6

66.2

7.1

17.7

6.1

19.5

10.8

1.0

1.9

0.9

0.4

2.6

4.6

0.3

8.0

1.6±1.1

2.7±1.5

1.4±0.9

Europe
(n = 3237)

54.8

73 (65–79)

28.4±5.2

90.1±26.8

33.9

21.4

44.9

82.0

10.9

19.9

20.2

23.0

13.5

0.6

9.0

4.9

0.7

2.7

1.3

3.7

13.4

2.0±1.2

3.4±1.6

1.4±0.9

P value*

<0.001

<0.001

<0.001

0.001

0.98

0.48

<0.001

<0.001

<0.001

0.072

<0.001

0.006

0.009

0.078

<0.001

<0.001

0.16

0.88

<0.001

<0.001

<0.001

<0.001

<0.001

0.001

FIGURE 3

FIGURE 1

Outcomes at 1 year after AF diagnosis in patients from Asia and from Europe

AP, antiplatelet; DTI, direct thrombin inhibitor; FXaI, factor Xa inhibitor; VKA, vitamin K antagonist.
*Includes patients who received a heparin, heparinoids, or other anticoagulant.

*Estimated from Cox proportional hazards model with appropriate adjustment. 
CI, confidence interval; HR, hazard ratio

METHODS
GARFIELD is an ongoing, international, prospective, 
observational study of consecutively recruited adults (≥18 
years) with newly diagnosed (≤6 weeks previously) 
non-valvular AF and ≥1 additional investigator-determined 
stroke risk factor(s).2 Such risk factors were not prespecified in 
the study protocol, nor were they limited to those in 
risk-stratification schemes such as CHADS23 or CHA2DS2-VASc.4

Patients were recruited into cohort 1 at 540 randomly selected, 
representative sites in 19 countries in Europe (Austria, Denmark, 
Finland, France, Germany, Italy, Netherlands, Norway, Poland, 
Spain, Sweden, UK), Asia (China, Korea, Japan), the Americas 
(Canada, Brazil, Mexico), and Australia over a 2-year period. 
Of the 10,614 patients recruited into cohort 1, 5089 patients were 
recruited retrospectively as a validation cohort, and 5525 were 
recruited prospectively. Among the prospective patients, in whom 
events occurring early after diagnosis were captured, 4824 were 
from Europe or Asia and comprise the population for this analysis. 

Outcomes at 1 year after AF diagnosis (all-cause death, 
stroke/systemic embolism [SE], major bleed, acute coronary 
syndromes [ACS]) are reported in 4547 patients for whom data 
were available. 

The effect of region (Asia vs Europe) on clinical outcomes at 1 
year was investigated using a Cox proportional hazards model. 
Outcomes of all-cause death, stroke/SE and ACS were adjusted 
for relevant components of CHA2DS2-VASc4 plus antithrombotic 
therapy initiated at AF diagnosis. The outcome of major bleed5 
was adjusted for relevant components of HAS-BLED6 plus 
antithrombotic therapy initiated at AF diagnosis.

BACKGROUND
The prevalence of atrial fibrillation (AF) is lower in Asian 
populations (≈1%) than in white populations (≈2%), but the 
overall disease burden is higher.1

Compared with Europe and the USA, few stroke prevention 
studies have been carried out in Asian patients with AF; 
current management guidelines are therefore based largely on 
data from predominantly white populations.

RESULTS
Of 5525 prospective patients in cohort 1, 1587 (28.7%) were 
enrolled in Asia and 3237 (58.6%) in Europe. 

Overall use of vitamin K antagonists (VKAs) initiated at 
diagnosis of AF was higher in Europe than Asia (Figure 1), 
regardless of risk level (Figure 2), and antiplatelet use was 
lower. A higher proportion of patients in Asia did not receive 
a VKA, factor Xa inhibitor/direct thrombin inhibitor or 
antiplatelet for stroke prevention (Figure 1).
One-year rates of all-cause death and major bleeds were lower 
among patients from Asia than those from Europe, while the 
rate of stroke/SE was higher (Figure 3). After adjustment, only 
all-cause death was statistically significantly different in 
patients from Asia (Figure 3).

Patients in Asia were on average more likely to be male, 
younger, and have a lower body mass index than those in 
Europe. They were also less likely to have various comorbidities, 
resulting in lower mean stroke risk scores (Table).

PURPOSE
We sought to compare the characteristics, anticoagulant 
treatments at diagnosis, and associated clinical outcomes 
of patients newly diagnosed with non-valvular AF in Asian 
countries with those in Europe. 

In the GARFIELD Registry, patients with newly diagnosed 
non-valvular AF and ≥1 stroke risk factor who were 
recruited in Asia were generally at lower risk of stroke 
than those recruited in Europe, and were less likely to 
receive anticoagulant therapy for stroke prevention.

These multinational observational data suggest a 
generally better outcome – in terms of fatal events – in 
patients recruited in Asia, even with a generally lower 
use of anticoagulants compared with patients recruited 
from Europe; these findings indicate the presence of 
regional differences between Asia and Europe in 
patients with newly diagnosed non-valvular AF.

Patients in Asia had a lower risk of all-cause death at 
1 year compared with patients enrolled in Europe.

Rates of stroke/SE, major bleed and ACS were low in 
‘real-world’ practice, and were similar in patients 
enrolled in Asia and in Europe. 
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Stroke/SE 1.27
(0.70–2.30)

Adjusted
HR*

(95% Cl)

0.67 
(0.45–0.99)

0.41
(0.05–3.34)

0.44

P value

0.046

0.40
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Asia
(n = 1454)

34 (2.3)

3 (0.2)
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Europe
(n = 3093)
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Event rates, n (%)

All-cause
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Major
bleed
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(0.70–3.02)

0.3213 (0.9) 25 (0.8)ACS

1 32
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in Asia
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None/other*
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Use of VKAs at AF diagnosis according to region and CHA2DS2-VASc score. 
P<0.001 by chi-squared test for both comparisons. 
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These data are preliminary so the results should be 
interpreted with caution. 


