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Impact of mental health conditions on anticoagulation prescription in people with atrial fibrillation
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The association between atrial fibrillation (AF) and stroke is well established.  With AF-related strokes being larger and associated with worse outcomes(1), appropriate oral anticoagulant (OAC) prescribing is paramount.  However, patients presenting with AF are a heterogeneous group and anticoagulant prescribing practice may vary depending on numerous factors, including comorbidities, socio-demographic characteristics and likelihood of medication adherence.  Evidence examining the impact of mental health conditions (MHCs) on OAC prescription is limited.

In this issue of European Heart Journal: Quality of Care & Clinical Outcomes, Jaakkola et al. present the findings from an analysis of anticoagulant prescribing practice in those with MHCs, from a large (n=239,222) Finnish registry, FinACAF(2).  Specifically, the authors examined anxiety disorder, depression, bipolar disorder and schizophrenia.  MHCs were prevalent in approximately 1 in 5 patients and were more common in women and those with cardiovascular comorbidities.  OAC initiation was significantly lower among those with MHCs compared with controls without MHCs (64.9% vs. 73.3%, p<0.001) and for each MHC individually.  The associations were attenuated after adjustment for comorbidities and year of cohort entry, but remained significant(2).  Median time to OAC initiation was also significantly longer in MHC patients compared with controls (16 vs. 12 days, p<0.001).  Analyses of propensity score matched patients with and without MHCs to adjust for significant differences in baseline characteristics demonstrated similar findings (cumulative incidence of OAC initiation 57.7% vs. 62.2%).  The overall rate of prescription improved over time, from 45.3% in 2007 to 76.8% in 2017, in line with increasing awareness of the importance of anticoagulation, changes to AF guidelines and the introduction of non-vitamin K antagonist OAC (NOACs), however, the prescription rate remained lower in those with MHCs.

The FinACAF study addresses an important gap in our knowledge: whilst there is evidence of under-treatment of cardiovascular disease in those with MHCs(3) – and whilst MHCs are not uncommon amongst the AF population(4,5) – there is little data on anticoagulation prescribing practice in this group in the era of NOACs.

The potential for confounding should be considered in this complex patient group, particularly as there are recognised interactions between cardiovascular and arrhythmia risk, bleeding, mental health, socio-economic status (SES) and stroke risk (Figure 1).  For example, it has previously been shown that OAC prescribing rates are worse for those with lower SES(6), which is also a recognised risk factor for poorer mental health(7,8); the present study(2) was not able to adjust for SES.  A similar, Danish, study (including over 147,000 patients) of OAC prescribing in MHC patients adjusted for SES and found that OAC prescribing was significantly attenuated after adjustment(9,10). In particular, differences in bipolar disorder were largely explained by SES, though the deficit in OAC prescribing in schizophrenia remained unexplained(10).  There are, however, differences between the Danish(9,10) and Finnish(2) studies, including absence of primary care data in the Danish study, differences in NOAC usage, and varying diagnostic codes used to identify MHCs, which limits the ability to compare directly.

A number of factors affect anticoagulant prescribing practice in patients with MHCs.  For example, there may be interactions between OACs and psychotropic medications, or contraindications due to bleeding, particularly in those at risk of deliberate self-harm.  Many MHCs are associated with impaired cognition, which may affect the patient’s ability to engage with shared decision making and medication adherence, and reduce the likelihood of adhering with monitoring requirements and daily intake of OAC.  For example, a retrospective study of 419,952 US patients estimated non-adherence to be as high as 68.2% in MHC patients prescribed anti-psychotics(11). There is also an increased risk of alcohol excess in those with MHCs(12) may affect the patient’s willingness to initiate or adhere to treatment.  These factors may impact on physician prescribing practice, either due to perceived increased bleeding risk or doubt over appropriate self-management behaviours and medication adherence required for life-long OAC prescription.  These factors may be compounded by healthcare systems which separate psychiatric services from other medical services, as well as difficulties or delays accessing psychiatric care in some countries.

Whilst OAC prescribing rates were demonstrably lower in those with MHCs in the present study, it is also important to assess the impact of this on hard clinical endpoints, such as stroke, bleeding and mortality, in future research.  Treatment adherence and quality of INR control (among those receiving vitamin-K antagonists) are important co-factors.  These aspects were outside of the scope of this study, however the same author group recently undertook a systematic review and meta-analysis and demonstrated that the presence of MHCs increased the risk of both stroke and major bleeding in AF patients(13).  OAC prescribing, as with the present study, was lower in MHC patients, and time-in-the-therapeutic-range (TTR) was also worse.  A previous Danish nationwide study (which also demonstrated significantly lower rates of OAC prescription among patients with severe MHCs), found that there was no significant difference in ischaemic stroke risk compared to those without MHCs after adjustment for comorbidities(12).  However, other studies have shown an independent association between MHCs and the risk of stroke(14), with depression and anxiety symptoms associated with increased mortality rates among those prescribed OACs(15).

Some of this complex interplay may be explained by the concept of the “heart-brain-axis”, which is increasingly recognised as an important factor in conditions such as Takotsubo cardiomyopathy, peri-partum cardiomyopathy and AF(16).  Higher burden of AF has been linked to reduced cognitive function, only partially explained by silent embolic events and micro-haemorrhage, and studies are underway to attempt to understand the underlying mechanisms(16–18).  This highlights the multifactorial and convoluted relationship between MHCs, AF, stroke and bleeding; whilst OAC prescribing practice likely plays a role, the full story is significantly more complex (Figure 1).

How, then, should we manage patients with concomitant AF and MHCs?  A standardised approach such as the “Atrial Fibrillation Better Care” (ABC) pathway provides physicians with a straightforward, evidenced-based system to manage care for all AF patients.  The ABC approach has been shown to lower the risk of adverse outcomes(19), and the “C” component includes psychosocial management, including mental health status.  Greater attention needs to be paid to assessment of mental health given the impact on treatment, morbidity and mortality, and quality of life.
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