
 

ATRIAL FIBRILLATION AND POTENTIAL GAPS IN CARE 
 
BACKGROUND     
 
Atrial fibrillation (Afib) is the most common sustained cardiac arrhythmia worldwide.1,2 In 2019, an 
estimated  2.7 million to 6.1 million individuals living in the United States (US) alone have Afib, 
with approximately 12 million US cases projected by year 2030.1,2 Common risk factors for 
incidence of Afib include advancing age, hypertension, smoking, diabetes and ischemic heart 
disease.2 Afib-affected individuals have a four-to-fivefold increased risk of lifetime stroke as 
compared to individuals not affected by Afib.3 Afib-associated strokes have consistently been 
classified as more debilitating, more deadly, and more likely to recur than strokes of other 
etiologies.1–3  Given this information, it is not surprising that Afib-associated strokes are also linked 
to higher hospital, physician, and nursing home-related costs.1,4 Despite increased risk and 
severity of Afib-associated stroke, appropriate pharmacological anticoagulation serves as a major 
modifiable protective factor against stroke in patients living with Afib.1,3,5 

Pharmacological stroke prophylaxis within the Afib population is 
achieved through oral anticoagulant therapy.1,3,5  The chronic 
use of oral anticoagulants within the Afib population reduces 
the ability of blood to clot within the atria during fibrillation 
and decreases stroke risk. In 2019 the American Heart 
Association (AHA)/ American College of Cardiology (ACC)/ 
Heart Rhythm Society (HRS) Focused Update of the 2014 
Guideline for Management of Patients with Atrial Fibrillation 
was published.   In the selection of appropriate candidates for 
thromboembolism prophylaxis, emphasis is placed on 
balancing risks and benefits.5 The guideline identified the 
CHA2DS2VASc risk assessment criteria (Figure 1) as an 
appropriate tool to guide pharmacological decision-making within the Afib population.3,5 
CHA2DS2 stands for (Congestive heart failure, Hypertension, Age (> 65 = 1 point, > 75 = 2 
points), Diabetes, previous Stroke/transient ischemic attack (2 points). VASc stands for vascular 
disease (peripheral arterial disease, previous myocardial infarction, aortic atheroma), and sex 
category (female gender) is also included in this scoring system. For patients with AFib and an 
elevated CHA2DS2-VASc score of 2 or greater in men or 3 or greater in women, oral anticoagulants 
are recommended.3,5 Common therapeutic choices for stroke prevention in atrial fibrillation 
include non-vitamin K oral anticoagulants, or NOACs, [apixaban (Eliquis), edoxaban (Savaysa), 
dabigatran (Pradaxa), and rivaroxaban (Xarelto)], and vitamin K antagonists [warfarin 
(Coumadin)].3 While the guideline recommends NOAC therapy over warfarin therapy in indicated 

 

Figure 1. CHA2DS2VASc criteria and scoring 
system for stroke risk in atrial fibrillation. 



 

populations, the American College of Chest Physicians (CHEST) emphasizes the importance of 
patient preference and cost in this decision.3  Detailed tables of the recommendations for 
selecting an anticoagulant regimen can be found in Appendix A.5 

MS-DUR conducted an analysis of Medicaid beneficiaries with a diagnosis of Afib to assess 
potential gaps in care.   Beneficiaries with a diagnosis of Afib and indication for chronic 
antithrombotic therapy based on CHA2DS2VASc criteria but not on oral anticoagulant therapy were 
identified.  

 
METHODS   
 
A retrospective analysis was conducted using Mississippi Medicaid fee-for-service (FFS) and 
coordinated care organization [CCOs: UnitedHealthcare (UHC), Magnolia (MAG), and Molina 
(MOL)] claims for the period of December 1, 2018 to November 30, 2019. Medicaid beneficiaries 
with atrial fibrillation were identified using the CMS Chronic Conditions Warehouse (CCW) 
algorithm of at least 1 inpatient claim or 2 outpatient claims at least 30 days apart using the first 
two diagnosis codes. Beneficiaries that were dual-eligible in Medicaid and Medicare at any time 
during the study period were excluded from the analysis. Information on the beneficiaries’ race, 
gender, age, and health plan (FFS/UHC/MAG/MOL) was summarized in the analysis. Age and 
health plan were assessed as of the date for the first Afib claim in the analysis period, hereafter 
referred to as the index Afib diagnosis date.  
 
 CHA2DS2-VASc stroke risk score 
For each beneficiary with Afib, CHA2DS2-VASc stroke risk score was determined to assess stroke 
risk. CHA2DS2-VASc risk score was calculated in the 12 month period prior to the index Afib 
diagnosis date based on diagnoses for congestive heart failure, hypertension, diabetes, vascular 
disease, prior stroke or thromboembolism or transient ischemic attack, age (65-74 years, ≥75 
years), and gender. The CHA2DS2-VASc risk score was dichotomized into two categories: high and 
low. For females, the threshold for high CHA2DS2-VASc risk score was 3 or more, while it was 2 or 
more for males.  
 
Prior bleeding events 
History of bleeding events was assessed for each beneficiary with Afib in the 12 months prior to 
the index Afib diagnosis date. A history of major bleeding events as defined by medical claims of 
gastrointestinal bleeding (MGB), intracranial hemorrhage (ICH), and major bleeding from other 
sites was assessed for the analyses.  
 
 



 

Anticoagulant drug utilization 
Finally, for beneficiaries with Afib having high CHA2DS2-VASc risk scores and no history of bleeding 
events, anticoagulant drug utilization was assessed in the study period. Anticoagulant drugs 
included in the assessment were warfarin, apixaban, dabigatran, rivaroxaban, betrixaban, and 
edoxaban. (Although betrixaban does not have an indication for stroke prophylaxis, utilization was 
assessed.  There were no claims found for betrixaban during the study period.) As a follow-up to 
our primary analysis, any hospitalization event experienced by beneficiaries with Afib who had a 
high CHA2DS2-VASc risk score, no history of bleeding events, and no anticoagulant drug use during 
the analysis period was flagged.       
 
RESULTS   
 
Table 1 provides a descriptive summary of Medicaid beneficiaries with a diagnosis of atrial 
fibrillation during the study period. 
 

 
 

• A total of 1022 beneficiaries had a diagnosis of AFib during the study period. 
• Of the 1022 beneficiaries, 54.5% (557) were males and 45.5% (465) were females. 



 

• 73.1% (747) of beneficiaries with Afib diagnosis were calculated to have a high CHA2DS2-
VASc risk score (> 2 for males or > 3 for females).  

• The majority of beneficiaries (84.5%) were ages 45-64 years. 
• 65.7% (671) of beneficiaries with an Afib diagnosis had no history of bleeding events with 

35.8% (240) of those beneficiaries not having a claim for anticoagulant therapy. 
 
Table 2 combines CHA2DS2-VASc risk scores and history of prior bleeding events to identify 
beneficiaries that are candidates for anticoagulant therapy based on claims data. 
 

 
 

• For the 747 Afib beneficiaries with a high CHA2DS2-VASc risk score, 451 had no prior 
bleeding events identified. 

• Of those with a high CHA2DS2-VASc risk score and no prior bleeding events identified, 144 
beneficiaries had no anticoagulant claim during the study period. 

 
 



 

For additional analysis, MS-DUR examined hospitalization events experienced by beneficiaries 
with Afib who had a high CHA2DS2-VASc risk score, no history of bleeding events, and no 
anticoagulant drug use during the analysis period.  (Table 3) 
 

 
 

• 48.6% (70) of beneficiaries with high risk scores, no prior bleeding events identified, and no 
anticoagulant use were hospitalized during the study. 

• Regardless of the reason for the hospitalizations, these hospitalizations represent 
opportunities for transitions of care services to recognize and initiate oral anticoagulant 
therapy for these 70 beneficiaries. 

 
CONCLUSIONS 
 
Although a small number of Medicaid beneficiaries have a diagnosis of Afib, these individuals are 
at a significantly increased risk of lifetime stroke compared to those without Afib.  Afib-associated 
strokes have been shown to be more debilitating, have higher mortality, and are associated with 
higher costs than strokes of other etiologies.  Preventing even a small number of Afib-associated 
strokes can have a significant impact.  Opportunities exist for beneficiaries diagnosed with Afib to 
be properly treated with anticoagulants for stroke prophylaxis.  
 
RECOMMENDATIONS 
 
1) DOM should implement an educational intervention notifying prescribers of those beneficiaries 
diagnosed with Afib that are potential candidates for anticoagulant therapy. 
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APPENDIX A 
 

 
Note: COR – Class of Recommendation; LOE – Level of Evidence 

 
 
 



 

 

 
 



 

 
 

 
 



 

 
 

 


