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Introduction: Current guidelines on atrial fibrillation (AF) recommend prescribing oral anticoagulants (OACs) for high-risk 
patients. However, the rate of OAC prescriptions by emergency department (ED) physicians remains lower than expected. This 
study explores the barriers that prevent ED physicians from prescribing OACs at discharge for newly diagnosed AF patients.
Methods: This qualitative case study included semi-structured interviews with 26 emergency medicine specialists and 
residents at a tertiary care hospital with 280,000 annual emergency visits. The interviews comprised 26 open-ended 
questions across three sections. Thematic analysis was used to identify factors influencing physician decision-making.
Results: Inductive content analysis of the interviews revealed three key themes: (1) management of AF in the ED, (2) 
thromboprophylactic approach, and (3) opinions and recommendations. Physicians frequently consulted cardiologists for 
AF management. The primary barrier to prescribing OACs was concern over inadequate follow-up after discharge. Physicians 
emphasized the need for healthcare system revisions, particularly early cardiology outpatient follow-ups post-ED discharge 
and long-term monitoring by family physicians, to increase OAC prescription rates.
Discussion and Conclusion: The study highlights the need to clearly define the role of ED physicians in managing AF 
patients. A comprehensive improvement plan should address systemic barriers, establish a seamless diagnosis–treatment–
prescription–follow-up chain, and enhance physician education. These measures could improve adherence to guidelines 
and optimize care for AF patients.
Keywords: Anticoagulant drug; atrial fibrillation; drug prescribing; emergency medicine.

Atrial fibrillation (AF) is the most frequently diagnosed 
cardiac arrhythmia within emergency medical 

facilities[1]. The prevalence of AF in the United States has 
been projected to experience a significant increase in the 

coming years. In 2010, it was estimated to affect 1.2 million 
individuals; however, it is estimated that this number will 
rise to 2.6 million by the year 2030, representing a more 
than twofold increase[2]. It has been widely acknowledged 
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that emergency physicians often fall short of initiating oral 
anticoagulant (OAC) therapy in patients with AF who are at 
risk of stroke in accordance with established guidelines[3]. 
Approximately 25% of individuals newly diagnosed with AF 
receive their diagnosis in an emergency department (ED) 
setting. This highlights the significance of ED as a crucial 
site for the identification of AF and initiation of appropriate 
treatment[4]. Despite the prevalence of AF diagnoses in ED, a 
significant proportion of patients who are identified as being 
at a high risk of stroke are not prescribed OAC therapy. The 
prevalence of OAC prescriptions in this patient population 
is estimated to range from 20% to 60%. This disparity 
underscores the need for improvement in the identification 
and management of patients with AF in ED settings[5-7].

The guidelines for the management of AF in ED have 
not undergone sufficient validation, as compared to 
the guidelines recommended for the management of 
inpatient populations with AF. This disparity highlights 
the need for increased attention and resources dedicated 
to the validation of AF management guidelines in ED, 
in order to ensure that patients receive appropriate and 
effective care[8-10]. The variability in physician attitudes 
and practices for the management of AF in ED has been 
attributed to the insufficient validation of guidelines for 
AF management in this setting. This variability has led to 
a multitude of potentially preventable hospital admissions 
and underscores the need for standardization and 
improvement in AF management protocols in ED[11].

In view of the potential impact on the prevention of 
AF-related strokes and other thromboembolic events, it is 
deemed of utmost importance to determine the barriers 
to the prescribing of OAC drugs in accordance with the 
guidelines for newly diagnosed AF patients in ED.

In this study, we aimed to assess the extent to which 
emergency medicine residents and specialists utilize 
guidelines in the management of AF and their attitudes 
towards assessing the risk of stroke and implementing 
preventive measures. Furthermore, we aimed to examine 
the factors affecting physician decision-making and the 
use of OAC drugs, as well as reservations about prescribing 
OAC drugs and thoughts on optimal AF management.

Given the limitations of quantitative methods in 
apprehending the underlying concerns, biases, and other 
intangible parameters that may impact physician behavior, 
we chose to employ a qualitative approach in evaluating 
the attitudes and behaviors of emergency physicians in the 
management of AF.

Materials and Methods 
This study was conducted in accordance with established 
Good Clinical Practices guidelines and the principles 
outlined in the Declaration of Helsinki. The study received 
ethical approval from the Istanbul Medeniyet University 
Göztepe Training and Research Hospital Clinical Research 
(approval number 2021/0364, dated 30.06.2021).

The research employed a qualitative case study design. This 
approach emphasizes the exploration and understanding 
of contemporary dynamics within a defined scenario[12].

The study was conducted using semi-structured interviews 
with emergency physicians working in an urban tertiary 
academic hospital with a yearly emergency room volume 
of 250,000 patients. We included all emergency physicians 
in our facility. The participants were asked open-ended 
questions related to the study topic face to face. The 
interview questionnaire, which was divided into two 
sections, is presented in Appendix 1. These sections 
aimed to maintain a structured and organized flow of the 
interviews and to facilitate the thematic analysis of the 
data: 1) attitudes towards the management of AF patients 
in the ED, 2) thromboprophylaxis approach at the time of 
discharge for AF patients.

This qualitative study aimed to examine the attitudes 
and practices of emergency medicine specialists and 
assistants regarding the initiation of OAC at the time of 
discharge for newly diagnosed AF patients in the ED. The 
study population consisted of 26 emergency medicine 
practitioners, consisting of 6 specialists and 20 assistants, 
who had participated in the management of at least one 
newly diagnosed AF patient in the past month.

Data was collected through semi-structured interviews, using 
an interview form developed for the purpose of the study, which 
included open-ended questions related to the management 
of AF patients in the ED, the thromboprophylactic approach at 
discharge, and opinions and recommendations on diagnosis, 
treatment, and follow-up. The interviewer was trained in 
interview techniques by a sociologist expert in the field prior 
to conducting the study.

The participants were asked to read and sign an informed 
consent form prior to the interview. The interviews took 
an average of 20 minutes and were conducted between 
October 10, 2021, and January 10, 2022, with a total data 
collection period of three months. The study population 
consisted of 9 female and 17 male participants, with ages 
ranging from 25 to 41 years and experience ranging from 
1 to 15 years.
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Statistical Analysis

Content analysis technique was used in the analysis of the 
data in this study, which aimed to evaluate the opinions of 
emergency medicine specialists and assistants regarding 
the initiation of OAC at the discharge of newly diagnosed 
AF patients through qualitative semi-structured interviews. 
The participants consisted of 6 emergency medicine 
specialists and 20 emergency medicine assistants working 
in a tertiary academic hospital with an annual emergency 
room volume of 250,000 patients in Istanbul, Türkiye.

These narratives were independently reviewed and 
collated using a qualitative thematic framework[10] by 
members of the research team using NVivo 9.1 software 
(QSR International Pty Ltd, Doncaster, Vic, Australia), 
resulting in 1074 views. Interview transcripts were 
independently reviewed by multiple researchers. The 
coding resulted in the identification of 1,074 individual 
views across different themes. An independent physician 
categorized the responses separately. Emerging findings 
were discussed, and themes were negotiated and agreed 
upon. We used an inductive coding approach, allowing 
themes to emerge organically from the data. A high level 
of coding consistency, calculated to be 93.2% (1001/1074), 
was achieved after re-evaluating the remaining 73 codes 
that could not be agreed upon. 

Results
The study population consisted of 26 emergency medicine 
practitioners, including 6 specialists and 20 assistants. After 
conducting the content analysis, the data collected from 
the participant responses were categorized and grouped 
under three main themes. These themes were:

1. attitudes towards the management of patients with AF 
in the ED,

2. thromboprophylactic approach at discharge of AF 
patients,

3. opinions and recommendations.

Table 1 provides insight into the attitudes held by medical 
professionals towards the management of AF patients in 
the emergency setting. Emergency physicians assess AF 
patients using various clinical tools and guidelines. A total 
of 103 answers detailed their approach to AF management, 
highlighting variability in decision-making based on clinical 
assessments and consultation. The CHA₂DS₂-VASc score was 
mentioned by 24 participants, while other sources such as 
the AHA guideline,[3] HAS-BLED score (2), ESC guideline (1), 
and clinical experience (1) were also referenced. Decisions 

regarding patient observation were influenced by factors 
such as additional complaints (11), rate control needs (11), 
vital signs (9), unstable hemodynamics (8), and the need for 
cardiac monitoring (3). The choice to discharge AF patients 
was driven by absence of need for observation (7) and the 
cardiology specialist’s opinion (6).

Table 2 highlights the thromboprophylactic approach 
adopted at the time of discharge of AF patients. Among 53 
different answers, the decision to start OAC at discharge 
was discussed, with some preferring new-generation oral 
anticoagulants (NOACs) (56). The most cited considerations 
in drug selection included low risk of complications (23), 
ease of administration (11), high safety profile (7), ease 
of monitoring (7), and cost (6). Referral to a cardiology 
specialist was a preferred strategy among 11 participants, 
while 14 participants planned for cardiology outpatient 
follow-ups instead.

Table 3 presents sample ideas collected from participants 
and categorizes them based on the themes that emerged 
from the data. Examples from the pathways in Table 1 and 
Table 2 have been provided, with the notation K_(number) 
representing the participant and their corresponding 
identification number (Table 3).

Discussion
In our study, we analyzed the approaches and attitudes of 
emergency physicians to newly diagnosed atrial fibrillation 
patients, especially the factors affecting their treatment 
approaches. When comparing our findings to those of 
previous studies, it is essential to consider the potential 
differences in clinical practice across regions and healthcare 
systems. For example, the study by Kea et al.[13] in the USA 
examined OAC prescription practices among emergency 
physicians; however, their findings may not fully reflect the 
practices observed in Türkiye or other regions.

While directly assessing the practice of prescribing OAC 
according to guidelines in the study by Kea et al.,[13] in 
our study, we observed that the recommendations made 
by the cardiologists regarding the prescription of OAC in 
patients diagnosed with AF were strictly adhered to by 
the emergency physicians. This finding contrasts with the 
results of a previous retrospective study conducted in the 
USA, which revealed that only 5 out of 40 AF patients who 
were not recommended OAC by the cardiologist received 
OAC prescriptions from the emergency physician, whereas 
7 out of 10 AF patients who were not prescribed OAC by 
the emergency physician were seen for consultation with 
a cardiologist. This discrepancy highlights the need to 
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consider the role of various factors, such as the healthcare 
system, population demographics, and physician beliefs, in 
influencing the approaches taken by emergency physicians 
in prescribing OAC for AF patients.[14]

The majority of the emergency physicians considered 
their role in the management of AF patients to be limited 
to diagnosing and referring the patient to a cardiologist, 
with only a minority starting oral anticoagulant therapy. 
This approach may reflect the perceived risk of bleeding 
associated with oral anticoagulant use, which emergency 
physicians may feel less comfortable assuming, compared 
to the responsibility for bleeding associated with a drug 
prescribed by the cardiologist.

However, the participants did acknowledge that certain 
factors, such as the availability of early cardiology 
appointments and a lack of knowledge and experience, 
may contribute to an increased frequency of oral 
anticoagulant prescribing by emergency physicians. When 
making decisions about prescribing OAC at discharge for AF 
patients, emergency physicians considered patient-related 
factors such as the presence of comorbidities, age, and 
gender. These factors are aligned with components of the 
CHA₂DS₂-VASc score, commonly used to evaluate the risk 
of stroke in patients with AF.[15]

In our study, the reasons behind the choice not to prescribe 
OAC in patients with newly diagnosed AF at discharge 
from the ED were also explored. The findings indicated 
that several factors associated with the patients, such 
as their lack of social support and low education level, 
played a significant role in the decision of not prescribing 
OAC. The emergency physicians reported a concern that 
these patients may not use the anticoagulant medication 
appropriately, leading to inadequate stroke prophylaxis. 
This is in line with a previous study, which showed that 
patients in lower-income quintiles have an increased risk of 
hospitalization for warfarin-related bleeding compared to 
those in higher-income quintiles. These findings highlight 
the importance of considering patient-related factors in 
the decision-making process for prescribing OAC in AF 
patients.[16]

A study conducted in Canada analyzed the socioeconomic 
status of AF patients who switched from warfarin to 
dabigatran between 2008 and 2010, a time when dabigatran 
was not yet covered by insurance reimbursement. The 
results indicated that 11.4% of patients in the highest 
income quintile switched to dabigatran, compared to 7.3% 
in the lowest income quintile, and a significant difference 
was observed at the 50% level.[17]

The utilization of NOACs for stroke prophylaxis in AF 
patients has been on the rise since 2010. In a recent 
study conducted in Türkiye, it was found that emergency 
physicians did not prescribe NOAC.[13] It is observed that 
the participants had not yet incorporated the use of NOAC 
in their clinical practice. These findings suggest the need 
for further studies to evaluate the extent of factors that 
impact the management of AF in the ED and the need for 
physician education and awareness on NOAC.[18] This may 
be attributed to a lack of knowledge and experience with 
these drugs among the emergency physicians participating 
in the study. Some participants acknowledged their limited 
understanding of NOACs. However, a deeper examination 
of the issue suggests that the jurisdiction of emergency 
physicians regarding NOACs requires further evaluation.

In Türkiye, the cost of NOACs is not covered by 
insurance if prescribed by emergency physicians but 
can be reimbursed if prescribed by specialists including 
cardiologists, pulmonologists, cardiovascular surgeons, or 
neurologists, based on a six-month medical board report 
with the participation of at least three of these specialists. 
There is a need for further research to compare the cost 
of complications that may arise in high-risk AF patients 
diagnosed in the ED and discharged without prescribing 
NOAC due to insurance reimbursement issues, with the 
cost of prescribing NOACs by emergency physicians.

In our study, the majority of participants reported that they 
prescribe low-molecular-weight heparin (LMWH) as the 
preferred anticoagulant at discharge for AF patients. This 
preference is not supported by current guidelines, which 
only recommend the use of LMWH for specific situations 
such as prior to cardioversion.[19] Upon examination of the 
participants' responses, it was found that their preference 
for LMWH is rooted in the belief that it does not require 
drug level monitoring. Additionally, participants who 
prescribed LMWH at discharge of AF patients stated that 
the belief that patients would follow up increased their 
preference for OAC. LMWH was perceived as an alternative 
method that reduced concerns regarding follow-up in the 
cardiology outpatient clinic. However, despite these beliefs, 
participants acknowledged that LMWH is administered 
subcutaneously, is difficult for patients to self-administer, 
and can cause discomfort with repeated use, which 
highlights the advantages of NOACs.

In summary, barriers to emergency department 
physicians prescribing oral anticoagulant medication 
include the requirement for insurance coverage, 
uncertainty surrounding the monitoring of bleeding 
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risks, and the potential for biased treatment based on a 
patient's sociocultural background. These factors have 
led emergency physicians to employ strategies such as 
prescribing off-label medications like low-molecular-weight 
heparin, which may not be included in established 
guidelines. In order to address these issues, strategies such 
as the development of patient follow-up protocols, the 
establishment of appointment systems for these patients, 
and the widespread implementation of in-service training 
programs to ensure adherence to guidelines are necessary.

Limitations of the Study

The limitations of the semi-structured interviews with 
emergency physicians should be noted. The average 
duration of 20–25 minutes per interview may have resulted 
in some participants experiencing difficulty in maintaining 
concentration throughout the duration of the interview. 
Additionally, it is possible that individual physicians may 
have presented idealized or overly standard answers rather 
than their actual clinical practices. Furthermore, among the 
physicians participating in the study, only one had more 
than 20 years of experience, and the most experienced 
physician only had 15 years of experience, which may have 
limited the ability to analyze the responses of physicians 
with more than 15 years of experience. These factors may 
have impacted the validity of the results obtained from 
the interviews. One of the primary limitations of our study 
is the relatively small sample size, which may limit the 
generalizability of our findings to broader populations.

Conclusion
The initiation of oral anticoagulant drugs at the discharge 
of newly diagnosed AF patients by emergency medicine 
specialists is influenced by various factors. Adherence 
to guidelines specific to emergency medicine, which 
recommend the use of anticoagulants in the discharge of 
AF patients, may help to reduce variations in approaches 
among emergency physicians. This could be achieved 
through comprehensive developments, including 
improvements at the system level, the establishment of a 
diagnosis–intervention–prescription–follow-up chain, and 
the provision of educational opportunities for healthcare 
providers.
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