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Q In elderly patients with atrial fibrillation (AF) in primary care, is warfarin more effective than aspirin for preventing
major stroke, arterial embolism, and intracranial haemorrhage?

METHODS

Design: randomised controlled trial (Birmingham Atrial
Fibrillation Treatment of the Aged [BAFTA] study).

Allocation: concealed.*

Blinding: blinded (outcome assessors).*

Follow-up period: mean 2.7 years.

Setting: 234 general practices in England and Wales.

Patients: 973 patients >75 years of age (mean age 81y, 55%
men) with AF or flutter within the past 2 years (confirmed by
electrocardiography). Exclusion criteria included terminal illness,
rheumatic heart disease, major non-traumatic haemorrhage
within 5 years, intracranial haemorrhage, peptic ulcer in
previous year, oesophageal varices, warfarin or aspirin allergy,
surgery in previous 3 months, BP .180/110 mm Hg, or belief of
the primary care physician that 1 of the study medications is more
appropriate for the patient.

Intervention: warfarin (n = 488) with a target international
normalised ratio (INR) of 2.5 (acceptable range 2–3), evaluated
according to individual general practice routine, or aspirin, 75
mg/day (n = 485). Current treatment with warfarin or aspirin was
stopped if patients were randomised to the opposite treatment.

Outcomes: fatal or non-fatal disabling stroke, intracranial
haemorrhage (confirmed by brain imaging), or significant
arterial embolism (confirmed by vascular imaging, scintigraphy,
surgery, or autopsy). Secondary outcomes included other major
haemorrhage, other vascular events requiring hospital admission
or resulting in death, and all-cause mortality.

Patient follow-up: 965 patients (99%) (intention-to-treat
analysis).

*See glossary.

MAIN RESULTS
At a mean follow-up of 2.7 years, the incidence of major stroke, other
intracranial haemorrhage, or systemic embolism was lower in the
warfarin group than the aspirin group (table). All-cause mortality
(8.0% v 8.4% per y, respectively) and major haemorrhage (1.9% v
2.0% per y, respectively) were similar for both groups, although the
trial was not powered to detect group differences for those outcomes.

CONCLUSION
In patients >75 years of age with atrial fibrillation in primary care,
warfarin was more effective than aspirin for reducing major stroke.

Abstract and commentary also appear in ACP Journal Club.
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Warfarin v aspirin for preventing stroke in patients >75
years of age with atrial fibrillation*

Outcome at mean
2.7 years Warfarin Aspirin RRR (95% CI) NNT (CI)

Major stroke,
intracranial
haemorrhage, or
systemic embolism�

4.9%
(24/488)

9.9%
(48/485)

50%
(21 to 69)

21
(12 to 58)

*Abbreviations defined in glossary. RRR, NNT, and CI calculated from
data in article.
�Major stroke (4.3% v 9.1%), other intracranial haemorrhage (0.4% v
0.2%), and systemic embolism (0.2% v 0.6%).

Commentary

A
F is the most common arrhythmia in the elderly and is a strong
independent risk factor for stroke. Warfarin remains underutilised in
the elderly despite the fact that age independently predicts stroke risk

in AF.1 A recent meta-analysis of adjusted dose warfarin compared with
placebo in AF showed a relative risk reduction (RRR) of 64% and absolute
risk reduction (ARR) of 2.7%/year for stroke with warfarin.2 In the same
meta-analysis, adjusted dose warfarin compared with antiplatelet therapy
had an RRR of 37% and an ARR of 0.9%/year. Absolute increases in major
extracranial haemorrhage with warfarin were small (about 0.3%/y). A
limitation of prior randomised trials has been the under-representation of the
elderly. The BAFTA study is a step forward in helping to convince clinicians
that warfarin dosed to a target INR of 2.5 in the elderly is more effective in
preventing stroke and systemic embolism than aspirin. Although the study
was not powered to detect a difference in major bleeding, a low rate of such
bleeding in both groups is somewhat reassuring.

Study features that make the results more generalisable to the elderly
include enrolment from primary care practices, mean age of 81 years,
CHADS2 score of 1 or 23 in .70% of patients, blinded outcome
assessment, and a fair amount of crossover between groups. The aspect
that makes this study less generalisable is that .50% of the patients were
managed by hospital run anticoagulation clinics, which are better than
individual doctors in managing INR and, therefore, may be a reason for
the high rate of therapeutic INRs and the low rate of bleeding.

The BAFTA study results would support adjusted dose warfarin with a
target INR of 2.5 (range 2–3) for all patients >75 years with AF in the
absence of contraindications. This recommendation is more liberal than
the current referenced guidelines.1 3 4

Amir K Jaffer, MD
Leonard M Miller School of Medicine

University of Miami, Miami, Florida, USA

1 Fuster V, Rydén LE, Cannom DS, et al. Circulation 2006;114:e257–354.
2 Hart RG, Pearce LA, Aguilar MI. Ann Intern Med 2007;146:857–67.
3 Gage BF, Waterman AD, Shannon W, et al.JAMA 2001;285:2864–70.
4 Snow V, Weiss KB, LeFevre M, et al.Ann Intern Med 2003;139:1009–17.

172 THERAPEUTICS

www.evidence-basedmedicine.com EBM Volume 12 December 2007

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
. 

E
rasm

u
sh

o
g

esch
o

o
l

at D
ep

artm
en

t G
E

Z
-L

T
A

 
o

n
 M

ay 24, 2025
 

h
ttp

://eb
m

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
6 D

ecem
b

er 2007. 
10.1136/eb

m
.12.6.172 o

n
 

E
vid

 B
ased

 M
ed

: first p
u

b
lish

ed
 as 

http://ebm.bmj.com/

