
Article reprinted with permission from EP LAb DigEst March 2013, Vol. 13, No. 3. 
©2013 HMP Communications

34

     

Mellanie True Hills, Speaker and CEO, 
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In recent years, there have been 
many revelations about heart dis-
ease and how it specifically af-

fects women. Research has shown 
that women frequently have different 
symptoms of a heart attack than men, 
and women are often worse off after a 
heart attack.1 

Not surprisingly, the diagnosis, 
symptoms, and treatments of atrial 
fibrillation (afib) can differ for wom-
en, too. One stark, potentially dead-
ly difference: in women 20 to 79 
years old, the risk of stroke is 4.6-
fold greater in women than men.2 In 
addition, mortality for women with 
afib is up to 2.5 times greater than 
that for men.3 

Afib affected approximately 2.66 
million people in the United States in 

2010, according to the U.S. Centers 
for Disease Control. And the numbers 
will only climb. With the aging Baby 
Boomer population, estimates from 
the Centers for Disease Control in-
dicate that afib will affect 12 million 
people by 2050.4 Afib sufferers have a 
five-fold increase in stroke risk com-
pared to the general population. The 
numbers for women tell a dire story: 

about 55,000 more women than 
men have strokes.5

of death for women.5 

percent of stroke-related deaths.5

age for afib onset, 60 percent of those 
with afib are women.5 

men when patients have other condi-
tions, such as diabetes mellitus, con-
gestive heart failure, hypertension, 
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Figure 2: The two main stroke risk assessment tools are CHADS2 and CHA2DS2-
VASc. As part of the CHA2DS2-VASc score, the female gender is included as a risk 
factor. Source: Assessing Stroke and Bleeding Risk in Atrial Fibrillation: Consen-
sus Statement on Appropriate Anticoagulant Use.26 http://bit.ly/a�b-consensus

Figure 3: The HAS-BLED tool helps healthcare providers accurately weigh the 
risks of bleeding from anticoagulants versus bene�ts of stroke prevention. 
Source: Assessing Stroke and Bleeding Risk in Atrial Fibrillation: Consensus 
Statement on Appropriate Anticoagulant Use.26 http://bit.ly/a�b-consensus

Figure 1: StopA�b.org founder Mellanie 
True Hills is an a�b survivor who believes 
that better communication between a�b 
patients and healthcare providers leads to 
better care.
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valvular disease, and myocardial 
ischemia.6

in women.6
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POTENTIAL MISPERCEPTIONS 
ABOUT WOMEN AND AFIB
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Figure 4: The European Society of Cardiology advises oral anticoagulants for 
female patients with a�b except those who meet the “age <65 and lone AF 
criterion.” So female a�b patients under 65 with just one minor risk factor, and 
those between 65 and 74 years of age with no additional risk factors, should 
be on oral anticoagulants. [With permission of Oxford University Press (UK) (c) 
European Society of Cardiology, www.escardio.org/guidelines. A. John Camm 
et al. 2012 focused update of the ESC Guidelines for the management of 
atrial �brillation: An update of the 2010 ESC Guidelines for the management 
of atrial �brillation. Developed with the special contribution of the European 
Heart Rhythm Association. Eur Heart J. (2012) 33(21): 2719-2747, doi:10.1093/
eurheartj/ehs25, Fig. 1].27

continued on page 36
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These differences between men and 
women with afib may be based in phys-
iology, vascular biology, genetics, hor-
mones, or thromboembolic factors. Cer-
tainly, menstrual cycles and hormones 
play a role in women.6 Biomarkers for 
inflammation, such as high-sensitivity C-
reactive protein, soluble intercellular ad-
hesion molecule-1, and fibrinogen, have 
been associated with afib in women 
with a history of heart disease.15 Women 
also live longer than men, placing them 
in the susceptible age range for afib for a 
longer amount of time.16 

Social and psychological differences 
between men and women also relate 
to afib. For example, we know that car-
diovascular events are more common 
among women who have high-stress 
jobs.17 Although heavy alcohol con-
sumption is associated with higher risk 
of afib among men, there is no such as-
sociation in women.18

Another critical difference is com-
munication. Women communicate 
differently than men, and understand-
ing those differences can go a long 
way to helping your afib patients. For 
ideas of ways to better talk with afib 
patients, especially women, see the 

sidebar “Improving Communication 
with Afib Patients.”

RATE AND RHYTHM TREATMENT 
DIFFERENCES FOR WOMEN WITH 
AFIB 

To control arrhythmia, medications 
are typically prescribed. Other treat-
ments include catheter ablation and 
surgical ablation procedures. But there 
are differences in treatment, too.

Research shows that women are pre-
scribed beta blockers and digoxin (rate 
control drugs) more often, whereas 
men are more often prescribed class 
I or class III anti-arrhythmic drugs 
(rhythm control drugs).13 

What are the implications of these 
treatment differences? Women may 
be left in afib longer without treat-
ment because the condition may not 
be viewed as worthy of treatment in 
women. Or women may just be left 
on rate control, which doesn’t treat the 
condition or the symptoms, some of 
which may be inaccurately attributed 
to aging instead of afib. For many, rate 
control leads to a lower quality of life 
as these medications may leave them 
fatigued and even “in a fog.”

What’s absolutely tragic: being left 
on rate control long term, and in afib, 
may allow fibrosis to continue to build 
in their hearts, increasing their stroke 

risk. While we don’t know what causes 
women’s greater stroke risk, perhaps 
delayed treatment or less aggressive 
treatment in women plays a role.

 
ANTICOAGULATION AND 
BLEEDING DIFFERENCES

There are differences related to an-
ticoagulants, too. Women, especially 
those 75 years or older, have a high-
er risk of stroke than men, regardless 
of their use of warfarin.19 Women’s ad-
herence to anticoagulants isn’t an is-
sue, either. While some research shows 
that women are less adherent to med-
ications for some chronic conditions, 
that doesn’t appear to be the case for 
warfarin adherence. When it comes to 
warfarin, men have been found to have 
lower warfarin adherence rates than 
women.20 Women are also at a higher 
risk than men for afib-related throm-
boembolism when off of warfarin.21 

Another significant difference: wom-
en on warfarin spend more time out-
side of the therapeutic range than men. 
In a recently published study, on aver-
age, women were outside of the ther-
apeutic range 40 percent of the time 
compared to men’s 37 percent. Women 
also spent more time below the ther-
apeutic range, putting them at more 
risk for ischemic stroke, at 29 percent 
compared to 26 percent in men.22 

Patient self-monitoring of warfarin 
should help women stay in therapeu-
tic range. However, one study found 
more men than women (56 percent 
vs. 44 percent) were referred for self-
monitoring, leading to the question of 
whether women are referred for self-
monitoring less often.23

One of the most frustrating aspects 
of this issue has been discovering that 
women are sometimes told to “just 
take aspirin because you’re a CHADS

2
 

score of 1, with just one risk factor, 
so you are at low risk,” when in fact 
the latest guidelines (Figure 4) indi-
cate that having a single risk factor be-
yond afib increases a woman’s stroke 
risk and that she should consider an 
anticoagulant. 

Even more frustrating is when wom-
en 75 or over are automatically con-
sidered to be a “fall risk,” regardless of 
their physical condition, and thus are 
not considered for an anticoagulant 
and then often go on to have a stroke. 
Warfarin is superior to aspirin in re-
ducing the risk of stroke, especially in 
women, as it reduces the risk by 84 
percent in them compared to 60 per-
cent in men.6 However, women over 
75 years old were 54 percent less likely 
to receive warfarin and twice as like-
ly to receive aspirin. Aspirin is associat-
ed with a significantly decreased stroke 

Figure 5: StopA�b.org (http://bit.ly/epStart) contains many resources 
for healthcare providers and patients. The site includes a doctor �nder, 
a�b-related news and videos, a newsletter, and a discussion forum to 
connect patients. 

Figure 6: By handing out StopA�b.org patient cards, healthcare pro-
viders can connect patients to a wealth of information and sources of 
support. Contact us at http://www.stopa�b.org/contact.cfm to receive 
some patient cards.
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risk in men (44 percent), but the risk 
reduction in women is about half of 
that (23 percent).12 

While aspirin is currently part of 
the U.S. afib guidelines, many of the 
other afib guidelines have withdrawn 
aspirin for prevention of afib-related 
strokes. 

But what may be even better news 
for women is that stroke reduction re-
sults of the newer novel oral anticoag-
ulants are even stronger than warfarin.

When looking to prescribe antico-
agulant medication to women, addi-
tional risk of bleeding shouldn’t be a 
concern. Studies have shown bleeding 
risk for men and women to be about 
the same.20 This is another one of those 
perceptions that needs to change.

 
OTHER TREATMENT 
DIFFERENCES

Some other differences in afib treat-
ment for women include: 

-
nificantly less frequently in women.24 

-
ed only after more antiarrhythmic 
drugs in women than in men.6

-
en with afib are referred for cathe-
ter ablation less often or later than 
men.6

node ablation and under-represented 
in catheter ablation, according to data 
from a small, private practice study.25 

We need more studies to determine 
if the greater stroke risk for wom-
en is due to physiological differenc-
es or treatment differences, or both. In 
the meantime, by being aware of these 
differences in afib between men and 
women, medical professionals can de-
sign a safer, more effective, and person-
alized approach to managing afib. 

positive impact by recognizing these 
differences in diagnosing and treating 
atrial fibrillation in women. Wouldn’t 
you want that kind of care for your 
mom, grandmother, sister, daughter, 
or spouse? 
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Women communicate di±erently from men. Doctors may not 
comprehend how much a�b symptoms are a±ecting women’s 
quality of life. Often, doctors’ instructions may not have been 
understood. Or, perhaps, the signi�cance of the drug wasn’t 
completely conveyed or comprehended. Remember, the more 
vague medication instructions are, or the more di³cult it is to 
incorporate with other meds, the worse adherence will be. Here 
are a few tips for improving communications with a�b patients:

 Put yourself in the patient’s heart. 
 Slow it down and speak clearly and simply. Especially when 

a�b patients are initially diagnosed, they may not be able to 
process information as quickly. 

 Cut down on medical jargon. Don’t assume patients 
understand the jargon, as they probably don’t.

 Don’t just ask “How are you doing?” Instead ask: “What can’t 
you do now that you could do before a�b?” 

 Listen for what is said, and what is not said, and ask clarifying 
questions. Some women communicate with emotion rather 

than facts, so you may have to listen closely to distill symptoms 
and side e±ects from what is said. 

 De�ne options. When describing potential treatment 
options, be as descriptive as possible and assess whether 
the patient understands what you said. Yes, I know you have 
limited time, but you can refer them to StopA�b.org to learn 
more.

 Be a team. Explore treatment options together. Work with 
patients to understand their lifestyle and �nd the best type 
of treatment to �t it.

 
This is an area that I want to greatly expand upon to help you 
eliminate some of your frustrations in dealing with complex and 
often di³cult a�b patients. I am creating an email newsletter to 
share tips to help you engage and empower your patients. If 
you’re interested, just give me your email address at http://bit.
ly/engagepatients. Wouldn’t it be nice to enjoy treating your 
a�b patients!

IMPROVING COMMUNICATION WITH AFIB PATIENTS
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