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Satisfaction, quality of life and perception

of patients regarding burdens and benefits of Comparative

of vitamin K antagonists compared with
direct oral anticoagulants in patients with
nonvalvular atrial fibrillation

Aim: To compare the satisfaction of patients treated with vitamin K antagonists (VKA)
with that of patients treated with direct oral anticoagulants (DOACs) and to determine
the impact on quality of life of both treatments in patients with nonvalvular atrial
fibrillation (NVAF). Methods: Cross-sectional multicenter study in which outpatients
with NVAF completed the ACTS (Anti-Clot Treatment Scale), SAT-Q (Satisfaction
Questionnaire) and EQ-5D-3L (EuroQol 5 dimensions questionnaire, 3 level version)
questionnaires. Results: The study population comprised 1337 patients, of whom
587 were taking DOACs and 750 VKAs. Compared with VKAs, DOACs were more
commonly prescribed in patients with a history of stroke and in patients with a higher
thromboembolic risk. The study scores were as follows: SAT-Q: 63.8 + 17.8; EQ-5D-3L
total score: 75.6 + 20.9; visual analog scale: 63.1 + 20.6; ACTS Burdens: 51.8 + 8.4 and
ACTS Benefits: 11.9 + 2.4. The ACTS Burdens score and ACTS Benefits score were higher
with DOACs than with VKAs (54.83 + 6.11 vs 49.50 + 9.15; p < 0.001 and 12.36 + 2.34
vs 11.48 + 2.46; p < 0.001 respectively). Conclusion: NVAF patients treated with oral
anticoagulants had many comorbidities and a high thromboembolic risk. Satisfaction
and quality of life with oral anticoagulants were high, although they were both better
with DOACs than with VKAs.
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Atrial fibrillation (AF) is associated with
a fivefold excess risk of stroke [1-4]. Except
when contraindicated, chronic oral anticoag-
ulants are the therapy of choice for reducing
the risk of thromboembolic complications in
most patients with AF [2,3]. Vitamin K antag-
onists (VKAs) have traditionally been used
for this purpose. In fact, they reduce the risk
of stroke effectively, with a relatively low risk
of bleeding [5]. However, VKAs have many
limitations, including a narrow therapeutic
window, variability of response, large num-
ber of interactions with foods or other drugs
and the need for coagulation monitoring,
dose adjustments and dietary restrictions [6].
These limitations most likely have a direct

impact on the quality of life and satisfaction
of patients taking VKAs [7].

New direct oral anticoagulants (DOACs)
are at least as effective as warfarin for reduc-
ing the risk of stroke and systemic embolism
in patients with nonvalvular AF (NVAF),
although they have a better safety profile,
including a lower risk of intracranial bleed-
ing (8]. Importantly, since DOACs have a
wide therapeutic window and a predictable
anticoagulant effect, no monitoring of anti-
coagulant activity is required, fixed doses can
be prescribed and no food restrictions are
necessary [6]. Therefore, DOACs may impact
satisfaction and quality of life differently
than VKAs [7].
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Even though improving the quality of life of patients
with chronic conditions should be considered a target
in itself, few data are available on the impact of anti-
coagulation therapy on satisfaction and quality of life
in patients with AF [7]. The objective of the ALADIN
trial was to validate the Anti-Clot Treatment Scale
(ACTS) questionnaire in outpatients with AF treated
with oral anticoagulants attended in internal medicine
and neurology departments in Spain [9]. The results
for validation of the ACTS questionnaire were recently
published. The objectives of the present study were
to analyze the impact of treatment with oral antico-
agulants (VKAs and DOACs) on quality of life, sat-
isfaction and patients’ perception of the burdens and
benefits of anticoagulation therapy and to identify the
factors associated with these variables.

Methods
ALADIN was an observational cross-sectional study
of 1337 patients from 63 neurology departments and
41 internal medicine departments in Spain. The study
population comprised patients aged 18 years or older
who had NVAF [3], had been treated with oral anti-
coagulants for at least 3 months before the inclusion
and had been seen at internal medicine and neurol-
ogy departments in Spain. The exclusion criteria were
mitral stenosis or other significant valvulopathy that
required specific treatment (implantation of a pros-
thetic heart valve, valvuloplasty), inability to complete
the specific questionnaires, hospitalization at inclu-
sion, participation in a clinical trial involving the use of
DOAC:s in the 6 months before inclusion and limited
life expectancy. The study was approved by the Clini-
cal Research Ethics Committee of Hospital Universita-
rio La Princesa, Madrid, Spain. All patients signed the
written informed consent document before inclusion.
Recruitment was between September 2014 and
March 2015. The study involved a single visit that
coincided with one of the patient’s regular follow-up
visits. No specific diagnostic or therapeutic interven-
tion was performed during the study. Data were col-
lected from the medical history and an interview with
the physician and entered into a case report form. The
data recorded were sociodemographic data (age, sex,
weight, marital status and occupation), AF data (date
of diagnosis and type of AF), comorbidities, treat-
ments (type of oral anticoagulant, time in therapeutic
range in those patients taking VKAs and concomi-
tant drugs), Charlson comorbidity index [10], as well
as the CHADS,, CHA,DS,-VASC and HAS-BLED
scores [3]. Polypathology was defined as the presence of
at least two symptomatic chronic diseases with numer-
ous decompensations that negatively impact functional
capacity and require frequent medical attention [11]. To

assess patients’ control of the international normalized
ratio (INR), the time within the therapeutic range was
calculated by both the direct method (percent time
with INR values within the therapeutic range) and the
Rosendaal method [12]. Adequate control of INR was
defined as time in the therapeutic range >60% accord-
ing to the direct method and >65% according to the
Rosendaal method [3]. Polymedication was defined
as using five or more prescription drugs. In addition,
the physician’s opinion on the importance of oral
anticoagulant dosing was also sought.

All patients completed the ACTS, SAT-Q (Satis-
faction Questionnaire) and EQ-5D-3L (EuroQol 5
dimensions questionnaire, 3 level version) [9]. ACTS
is a patient-reported measure of satisfaction with anti-
coagulant treatment. It includes 12 items that assess
the burdens of anticoagulant treatment and three items
that assess the benefits of anticoagulant treatment.
Patients are required to report their experiences with
anticoagulant therapy during the previous 4 weeks on
a 5-point scale of intensity (from none at all [1 point]
to extreme [5 points]). The ACTS Burdens total score
ranges from 12 to 60 (reverse-scored: higher score indi-
cates lesser burden [higher satisfaction] with anticoag-
ulant treatment), and the ACTS Benefits total score
ranges from 3 to 15 (direct-scored: higher score implies
higher benefit [higher satisfaction] with anticoagu-
lant treatment) (9]. The SAT-Q is a tool that analyzes
patient satisfaction with medication and healthcare. It
ranges from 0 to 100 points, and a higher score rep-
resents greater satisfaction with treatment [7.9.13]. The
EQ-5D-3L is a standardized instrument for use as a
generic measure of health-related quality of life and of
health outcomes. On the visual analog scale, quality
of life and health ranged from 0 to 100, with 100 rep-
resenting the best health imaginable and 0 the worst
health imaginable (7.9.13].

Statistical analysis

In the descriptive analysis, quantitative variables were
described with measures of central tendency and dis-
persion (mean and standard deviation) and qualita-
tive variables were described as absolute (n) and rela-
tive frequencies (%). The Kolmogorov—Smirnov test
was used to assess the normality of the distribution. In
the bivariate analysis of two means, a parametric test
(¢ test) or nonparametric test (Mann—Whitney test) was
applied based on the sample distribution. Depending
on the sample size, percentages were compared using
the chi-square test or Fisher exact test. A logistic regres-
sion analysis was performed to identify those variables
associated with satisfaction, quality of life and percep-
tion of burdens and benefits of anticoagulation therapy

(EQ-5D-3L). The independent variables included in
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the logistic regression analysis were ACTS Burdens,
ACTS Benefits, department, type of oral anticoagu-
lant, age, sex, CHADS,, CHA DS -VASC and HAS-
BLED, Charlson comorbidity index, polymedication,
renal function and history of stroke. To perform the
logistic regression analysis, SAT-Q data were converted
into a categorical variable (satisfaction: yes [percentile
>75]/no [percentile <75]). Propensity score matching
based on multivariate analysis was performed to mini-
mize potential selection bias. Statistical significance was
set at p < 0.05. The statistical analysis was performed

using SPSS for Windows, version 17.0 (SPSS, IL, USA).

Results

The study population comprised 1337 patients, of
whom 865 (64.7%) were from the department of neu-
rology and 472 (35.3%) were from the department
of internal medicine. Paroxysmal AF was reported in
26.5% of patients, persistent AF in 6.2% and per-
manent AF in 70.3%. As for therapy, 750 patients

Satisfaction, quality of life & anticoagulation Research Article

(56.1%) were taking VKAs (91.9% acenocoumarol
and 8.1% warfarin), and 587 patients (43.9%) were
taking DOACs (42.6% rivaroxaban, 29.5% apixaban
and 27.9% dabigatran). Mean time on anticoagulant
therapy was 36.7 + 48.5 months (52.28 months with
VKAs and 17.07 months with DOACs). The total
number of daily pills was 9.1 £ 4.5.

Analysis of the clinical characteristics of the study
population according to the type of oral anticoagulant
(DOACs vs VKAs) revealed that hypertension and his-
tory of stroke were more common in patients receiving
DOAC:s than in those taking VKAs (Table 1). Simi-
larly, the estimated glomerular filtration rate, mean
CHADS, score, CHA,DS,-VASC score and Charl-
son comorbidity index were higher in patients tak-
ing DOACs. In contrast, heart failure and chronic
obstructive pulmonary disease were more common in
patients taking VKAs.

Among patients taking VKAs, 8.1% were receiv-
ing warfarin and the remaining 91.9% were receiv-

Table 1. Clinical characteristics of the study population according to the type of oral anticoagulant

(direct oral anticoagulant vs vitamin K antagonist).

Variable Total (n = 1337) DOAC (n =587; 43.9%7) VKA (n =750; 56.1%*) p-value$
Age (years) 75.0 £ 8.97 76.1£8.5 75.3+9.2 0.170
Sex, male (%) 55.8 54.5 56.8 0.462
Hypertension (%) 85.3 87.5 83.6 0.045
Prior ischemic stroke (%) 60.8 71.2 52.6 0.000
Heart failure (%) 25.7 22.9 27.9 0.041
COPD (%) 16.1 13.3 18.3 0.020
eGFR (ml/min/1.73 m?): 64.6 + 19.6" 66.9 £ 19.5 61.8 £ 20.6 0.000

- <30 ml/min/1.73 m? (%) 3.6 1.9 5 0.003
—31-59 ml/min/1.73 m? (%) 29 24.4 32.7 0.001
—>60 ml/min/1.73 m? (%) 66.8 73 61.8 0.000
Mean CHADS, score 3.2+ 1.37 3412 3+£1.3 0.000
Mean CHA,DS,-VASC score 4.8 + 1.57 5.03+1.4 46+15 0.000
Mean HAS-BLED score 2.0+0.97 25=x13 26=x15 0.776
Charlson comorbidity index 2.0 + 1.6" 22+1.7 2+1.6 0.042
Polypathology (%) 38.9 42.5 431 0.882
Dementia (%) 3.2 3.4 3.1 0.807
Anemia (%) 14.2 15.2 13.3 0.339
No dependency (%) 71 68.5 73 0.068
Partial dependency (%) 25 27.2 23.3 0.087
Total dependency (%) 4 4.3 3.8 0.652
27.9% of patients were taking dabigatran, 42.6% rivaroxaban and 29.5% apixaban.

*91.9% of patients were taking acenocoumarol and 8.1% warfarin.

Sp-value of DOAC versus VKA.

Mean =+ standard deviation.

gr?tzg(:)ri?trlonic obstructive pulmonary disease; DOAC: Direct oral anticoagulant; eGFR: Estimated glomerular filtration rate; VKA: Vitamin K
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Table 2. Clinical characteristics according to the type of direct oral anticoagulant.

Variable Dabigatran (n = 163)
Age (years) 75.9 £ 8.3"

Sex, male (%) 55.6

Prior ischemic stroke (%) 78.4

eGFR (ml/min/1.73 m?): 70 + 18.47

— <30 ml/min/1.73 m? (%) 0.6
—31-59 ml/min/1.73 m? (%) 17.6
->60 ml/min/1.73 m? (%) 81.8

Mean CHADS, score 3.4+ 1.2°F
Mean CHA,DS,-VASC score 5.1 % 1.5¢
Mean HAS-BLED score 2.6 £1.3F

Charlson comorbidity index 2.3 +1.8*

Polymedication 81.6
Antiplatelet drugs (%) 14.8
Gastric and duodenal ulcers 2.0
(%)

Anemia (%) 11.3

*p-value of dabigatran versus rivaroxaban versus apixaban
*Mean + standard deviation.

DOAC: Direct oral anticoagulant; eGFR: Estimated glomerular filtration rate.

Rivaroxaban (n = 249) Apixaban (n = 173) p-value’
756 +9.4 76.3+7.6 0.314
53.7 55.2 0.913
64.4 74 0.006
67.7 + 20.3 64.3 + 22 0.005
1.6 3.5 0.151
241 30.8 0.02
73.5 64.5 0.002
3.3+ 1.1 3.5+x1.2 0.067
49+14 51«15 0.235
2413 2411 0.449
2117 23x17 0.089
78.3 82.7 0.497
5.2 7.6 0.003
5.8 8.5 0.037
14.3 20.2 0.073

ing acenocoumarol. The mean HAS-BLED score was
higher in patients taking acenocoumarol (2.65 = 1.49
vs 2.29 + 1.43; p < 0.05), although hypertension was
more common in patients taking warfarin (93.3%
vs 82.9%; p < 0.05). No other significant differences
were found between the groups.

The mean percent time in the therapeutic range
among patients taking VKAs was 56.0 = 23.8%
according to the direct method and 60.3 + 26.1%
according to the Rosendaal method. Patients with
a shorter time in the therapeutic range had a higher
mean HAS-BLED score (p < 0.001).

Analysis of the clinical characteristics of patients
according to the type of DOAC (rivaroxaban
vs apixaban vs dabigatran) revealed that a history
of ischemic stroke, concomitant use of antiplate-
let drugs and estimated glomerular filtration rate
260 ml/min/1.73 m* were more common in patients
taking dabigatran (Table 2). The presence of gastric
and duodenal ulcers was more frequent in patients
taking apixaban.

The mean SAT-Q score was 63.8 + 17.8 (54.7 + 20.1
on the Effectiveness scale and 82.5 + 17.3 on the Conve-
nience scale). The mean total EQ-5D-3L score was 75.6
+20.9 and the visual analog scale score was 63.1 + 20.6.
At the time of the visit, the ACTS Burdens score was
51.8 + 8.4 and the ACTS Benefits score was 11.9 + 2.4.

As for satisfaction, the ACTS Burdens score was
higher in patients from the neurology department, in

patients taking DOACs and in patients with no polypa-
thology, history of stroke, higher estimated glomerular
filtration rate and higher CHADS,, CHA,DS -VASC
and HAS-BLED scores (Table 3). The ACTS Benefits
score was higher in patients taking DOACs than in
patients taking VKAs.

The logistic regression analysis performed with data
from the SAT-Q showed that the variables associated
with greater satisfaction were treatment with DOACs,
care in an internal medicine department and higher
scores in both the ACTS Burdens and the ACTS
Benefits scales (Table 4). Propensity score matching
based on the multivariate analysis was performed
to minimize potential selection bias (OR: 1.07;
95% CI: 1.003-1.15; p = 0.042).

Analysis of satisfaction according to the type of
oral anticoagulant based on the SAT-Q questionnaire,
the ACTS Burdens scale and the ACTS Benefits scale
showed that satisfaction was greater in patients taking
DOAC: (Table 5). According to the EQ-5D-3L ques-
tionnaire, patients taking VKAs with a longer time in
the therapeutic range (Rosendaal method) were more
satisfied (7791 + 19.88 vs 72.79 + 21.19; p < 0.05).
Finally, among patients taking DOACs, satisfac-
tion with treatment was independent of the type of
DOAC (Table 6). However, 81.3% of physicians con-
sidered that compared with the twice-daily dose, tak-
ing medication only once daily was important or very
important.
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Discussion boembolic complications) and safety (risk of bleeding)
Clinical trials and observational studies have focused of antithrombotic therapy, but not on satisfaction, qual-
mainly on analyzing the efficacy (reduction of throm- ity of life or perception of the burdens and benefits of

Table 3. Variables associated with satisfaction according to the ACTS Burdens scale and ACTS

Benefits scale.

Variables ACTS burdens ACTS benefits
(Mean = SD; p- value') Mean = SD; p-value')

Department:

- Neurology department 53.38 + 7.14 11.92 £ 2.49

- Internal medicine department 49.01 £ 9.67 11.78 £ 2.36
0.000 0.112

Type of oral anticoagulant:

- DOAC 54.83 + 6.11 12.36 +2.34

- VKA 49.50 +9.15 11.48 + 2.46
0.000 0.000

CHADS,:

-0-1 50.26 + 8.71 11.55 £ 2.42

-2 50.70 + 8.88 11.88 + 2.25

->2 52.17 + 8.25 11.90 + 2.44
0.02 0.363

CHA,DS,-VASC:

-0-2 49.34 +9.37 11.70 £ 2.36

-3 50.96 + 8.83 12.04 +2.35

->3 52.14 + 8.28 11.88 + 2.44
0.005 0.516

HAS-BLED:

-0-1 50.49 + 9.03 11.82+2.34

-2-3 52.53 +8.02 11.92 + 2.48

->3 49.69 = 8.71 11.71 £ 2.10
0.000 0.385

Polypathology:

- No 52.59 + 7.98 11.91 £ 2.45

-Yes 51.18 + 8.41 11.87 + 2.32
0.02 0.379

eGFR (ml/min/1.73 m?):

-<30 48.42 + 8.71 11.67 £ 2.11

-30-59 51.19 + 8.56 11.73 £2.39

->60 52.25 +8.29 11.94 + 2.48
0.01 0.097

Prior stroke:

-No 50.20 +9.33 11.79 £ 2.37

-Yes 52.92 +7.55 11.91 £ 25
0.000 0.224

"p-value between the previous rows.

DOAC: Direct oral anticoagulant; eGFR: Estimated glomerular filtration rate; SD: Standard deviation; VKA: Vitamin K antagonist.
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Table 4. Factors associated with satisfaction with treatment according to the SAT-Q (logistic

regression analysis).

Variables Odds ratio 95% CI
DOACs! 1.07 1.003-1.15
ACTS Benefits scale 1.64 1.46-1.84
Neurology department 0.64 0.43-0.96
ACTS Burdens scale 1.1 1.07-1.15
Estimation of treatment effect adjusted by Propensity Score Matching.
ACTS: Anti-Clot Treatment Scale; DOAC: Direct oral anticoagulant.

Regression coefficient p-value
0.07 0.042
0.49 <0.001
-0.45 0.032
0.10 <0.001

anticoagulants 7). Importantly, the preferences of patients
regarding their antithrombotic therapy should also be
considered when selecting the most appropriate treat-
ment. Interestingly, the impact of patients’ preferences
on the treatment of AF has been analyzed [14.15].

We studied more than 1300 outpatients with NVAF
treated with oral anticoagulants in neurology and inter-
nal medicine departments in Spain. Compared with
other observational studies, the patients in our study
had a worse clinical profile, with a higher risk of throm-
boembolic and bleeding events [16,17]. These differences
could be explained by the fact that the patients were
recruited only from neurology and internal medicine
departments. The interest of our data lies in the fact
that these patients have more risk factors and comor-
bidities. With regard to the type of oral anticoagulant,
our data showed that DOACs were prescribed more fre-
quently than VKAs in patients with a history of stroke
and in patients with a higher thromboembolic risk.
Compared with warfarin, DOAC:s significantly reduce
the risk of stroke and systemic embolic events by 19%),
the risk of hemorrhagic stroke by 51% and the risk of
intracranial hemorrhage by 52% (8]. Since patients with
a history of stroke and patients with higher CHADS,
and CHA DS, -VASC scores are at the highest risk of
recurrence [4], it is not surprising that DOACs were
more commonly prescribed in this population.

Consistent with prescription patterns in Spain, aceno-
coumarol was the most commonly prescribed VKA.
Mean percent time in the therapeutic range for patients
taking VKAs was approximately 56—-60%. The vari-

ous studies that have analyzed control of anticoagula-
tion in patients with NVAF taking VKAs show that
anticoagulation control rates are similar to those we
detected [16,18-20]. Of note, patients with a longer time
in the therapeutic range (Rosendaal method) were
more satisfied according to the EQ-5D-3L question-
naire. The association between better control of INR
and better quality of life has also been reported by other
authors [21.22].

We analyzed clinical characteristics according to
the type of DOAC. Recent studies, such as XANTUS
or the Dresden DOAC registry, analyzed the use of
DOAC:s in clinical practice [23-27]. Compared with
these studies, we found a higher risk of stroke, pos-
sibly because patients who attend the neurology and
internal medicine departments are at a greater risk and
require more complex clinical management.

Our study specifically analyzed satisfaction, quality
of life and patients’ perception of the burdens and bene-
fits of oral anticoagulants. We found that both satisfac-
tion with oral anticoagulation and quality of life were
high. Quality of life associated with anticoagulation
therapy diminishes after initiation of therapy, although
it improves in the long term [28]. Similarly, short-term
anticoagulation therapy (<1 year) has been associated
with poorer quality of life 29]. In our study, mean time
on anticoagulants was approximately 37 months.

The ACTS Burdens score was higher in individu-
als with a higher thromboembolic risk. This is not
surprising, since these patients may benefit more from
anticoagulant therapy 3.

Table 5. Anti-Clot Treatment Scale, SAT-Q and EQ-5D-3L scores according to the type of oral

anticoagulant.

Variables TOTAL (n = 1337)* DOACs (n = 587)* VKAs (n = 750)* p-value*
Mean SAT-Q score 63.79 = 17.75 70.21 + 14.87 58.72 + 18.20 <0.001
Mean EQ-5D-3L score 75.58 + 20.88 76.26 + 20.63 75.05 + 21.07 0.297
Mean ACTS Burdens score  51.84 + 8.38 54.8 + 6.1 49.5+9.2 <0.001
Mean ACTS Benefits score  11.87 + 2.45 124+ 2.3 11.5+25 <0.001
"Mean = standard deviation.
*p-value of DOACs versus VKA.
DOAC: Direct oral anticoagulant; VKA: Vitamin K antagonist.
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Table 6. ACTS, SAT-Q and EQ-5D-3L scores according to direct oral anticoagulant.

Variables Dabigatran® Rivaroxaban® Apixaban® p-value
Mean SAT-Q score 69.7 + 15.63 70.62 + 13.69 69.62 + 15.91 0.879
Mean EQ-5D-3L score 74.75 = 19.86 78.33 £ 20.79 75.06 + 21.04 0.065
Mean ACTS Burdens score 55.54 +5.33 54.58 £ 6.24 54.36 + 6.82 0.299
Mean ACTS Benefits score 12.26 +2.48 12.42 +2.13 12.33 +2.53 0.918
"Mean + standard deviation.

Ynsaurriaga ez al. [7] found that quality of life was
impaired by AF, particularly in patients taking anti-
coagulation therapy [7]. However, the patients studied
were taking VKAs. DOACs have relevant advantages
over VKAs and this could lead to improved quality of
life in patients with AF. In our study, the ACTS Bur-
dens and ACTS Benefits scales and the logistic regres-
sion analysis showed that satisfaction was greater with
DOAC:s than with VKAs. In recent years, small-scale
studies have suggested that DOAC:s are associated with
a better quality of life than VKAs [30-32]. In a study
of 80 patients, mean ACTS Burden scores were more
favorable in patients with AF receiving nonwarfarin
thromboprophylaxis than in those receiving warfarin-
based prophylaxis 33]. In the XANTUS-ACTS sub-
study, switching from a VKA to rivaroxaban (n = 1291)
yielded statistically and clinically significant improve-
ments in the ACTS Burdens and Benefits scores [34]. In
a study of 200 patients treated with VKAs, up to 65%
of patients stated that they would change to DOACs:,
particularly those who were less satisfied with their cur-
rent treatment. No requirement for regular laboratory
monitoring and a lower risk of bleeding were the most
important arguments for switching to a DOAC [35]. In
contrast, in another study, patients considered efficacy
to be more important than safety and both consider-
ably more important than convenience-related factors
(blood tests, dose frequency and interactions with
drugs and food). Cost of treatment was also taken into
account [36]. Therefore, many factors could impact sat-
isfaction and should be considered when prescribing
an oral anticoagulant. This is particularly relevant in
polymedicated elderly patients [13]. In a large sample of
patients, we found that satisfaction and quality of life
were higher with DOACs than with VKAs. The use
of VKAs, but not DOACs, implies relevant behavior
and lifestyle modifications that may have a negative
impact on quality of life [7]. In addition, not maintain-
ing INR levels close to recommended targets has been
associated with increased anxiety and poorer quality
of life, particularly when variations are high 377. No
significant differences were observed for quality of life
with DOACs. However, our study was not specifically
designed for this purpose. In summary, the quality

of life of patients with AF receiving anticoagulation
therapy, including frail patients with polypathology, is
improved by DOACs.

Finally, although satisfaction with treatment was
independent of the type of DOAC, more than 80% of
physicians considered that compared with twice daily
dosing, taking medication once daily was important or
very important. In patients with chronic conditions,
treatment must be simplified to improve adherence. It
has been reported that patients with AF seem to prefer
treatment options which are easier to administer [38].
Thus, in patients with NVAF, once daily dosing regi-
mens for chronic medications are associated with an
approximately 26% higher likelihood of adherence
than twice-daily regimens [39].

Since this study was performed in NVAF patients
attended in neurology or internal medicine depart-
ments in Spain, the conclusions can only be extended
to patients with a similar clinical profile and health-
care system. Thus, our data can be extended to patients
with polypathology, comorbidities associated with
advanced age or a history of stroke. Nevertheless, we
performed propensity score matching to reduce poten-
tial selection bias. The other limitations of the present

study were addressed in a study of the validation of the
ACTS SAT-Q p9).

Conclusion

Satisfaction and quality of life were better in patients
taking DOAC:s. Being attended in the internal medi-
cine department and achieving higher scores in both
the ACTS Burdens and ACTS Benefits scales were
associated with greater satisfaction. Most physicians
considered that compared with twice-daily dosing,
taking medication only once daily was important or
very important.
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Summary points

anticoagulants than with vitamin K antagonist.

important or very important.

e Patients with nonvalvular atrial fibrillation treated with oral anticoagulants attended in neurology and
internal medicine departments in Spain had many comorbidities and a high thromboembolic risk.
e Satisfaction and quality of life with oral anticoagulants were high and were better with direct oral

e Being attended in the internal medicine department and achieving higher scores in both the Anti-Clot
Treatment Burdens and the Anti-Clot Treatment Benefits scales were associated with greater satisfaction.
e Most physicians considered that compared with twice daily dosing, taking medication only once daily was
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