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Abstract
Introduction: Globally, cardiovascular disease is the main contributor to mortality, accounting for about
17.5 million deaths, or 46.2% of deaths from non-communicable diseases.

Objectives: The main objective of the study is to �nd the diabetes-related complications and mortality in
patients with atrial �brillation receiving different oral anticoagulants.

Material and methods: This cross-sectional study was conducted in Services Institute of medical
sciences, Lahore during June 2021 to December 2021. The data were collected from 120 diabetic
patients who diagnosed with AF. After permission from hospital ethical committee, total 120 patients
meeting the inclusion and exclusion criteria was enrolled in the study. Detailed history of DM and
physical examination was done to meet the inclusion and exclusion criteria.

Results: The data was collected from 120 patients. Out of 120 participants, 60 were treated with warfarin
while 60 were considered as control group. Median age was 26 years in the group I and 25.3 years in the
group II (p=0.705). Female cases counted for 41 (86%) and 19 (14%) in I and II groups, respectively.

Conclusion: It is concluded that patients with AF and diabetes have a high overall cardiovascular risk.
Non–vitamin K antagonist oral anticoagulants were associated with lower hazards of diabetes
complications and mortality than warfarin in patients with AF and DM.

Introduction
Globally, cardiovascular disease is the main contributor to mortality, accounting for about 17.5 million
deaths, or 46.2% of deaths from non-communicable diseases. Atrial �brillation (AF) is present in
approximately 3% of the general adult population and the prevalence is expected to rise, mainly due to
the ageing population [1]. With the estimated future rise in the number of persons with AF from 14 to 17
million in Europe by 2030, together with the associated �ve-fold increased risk of stroke and two-fold
increased risk of mortality, AF will have a signi�cant impact on future healthcare costs [2].

Diabetes mellitus is known as being an acute disease that is really a leading public disease. It impacts
around two to �ve percent in the adult populace within evolved nations. The frequency of type 2 diabetes
is expected increase more than a decade, as well as the realities, unveiled that 425 million individuals
have diabetes within the whole world at the moment and even more than thirty-nine million people within
the MENA Region; through 2045 this would increase to 67 million. There are 7.474.000 cases of diabetes
within Pakistan in 2017 [3]. 

Both atrial �brillation (AF) and diabetes mellitus (DM) are medical conditions that nowadays affect
western populations at an epidemic rate. These diseases have both evolved into a severe health threat
and a costly global health burden [4]. AF is the most clinically important cardiac rhythm disorder; its
prevalence will have risen to 16 million by 2050. At the same time, individuals with DM have
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approximately 40% greater risk for AF than their non-diabetic counterparts [5]. Well-documented
cardiovascular (CV) risk factors put individuals at risk for developing both AF and DM, even if the precise
etiology of this relation has long eluded our understanding [6].

Over the years, numerous studies have examined the in�uence that DM exercises over the prognosis of
AF and over the e�cacy of its treatment. Nevertheless, the relation between AF and DM still remains a
promising �eld of study, because of the growing evidence that their concomitance affects and perplexes
clinical outcomes. Despite the plethora of studies on AF and DM, there is still no su�cient data on the
blood glucose regulation as a prognostic modi�er in DM patients with AF [7].

Objectives

The main objective of the study is to �nd the diabetes-related complications and mortality in patients
with atrial �brillation receiving different oral anticoagulants.

Material And Methods
This cross sectional study was conducted in Services Institute of medical sciences, Lahore during June
2021 to December 2021. The data were collected from 120 diabetic patients who diagnosed with AF. 

Inclusion criteria:

Age between 18 to 60 years.

Both male and female.

Patients diagnosed with DM with AF.

Exclusion criteria:

Already taking any anticoagulant drug

Patients suffering from renal disease. 

Any bleeding disorder. 

Patients who are not willing to give consent 

DATA COLLECTION METHOD:

After permission from hospital ethical committee, total 120 patients meeting the inclusion and exclusion
criteria was enrolled in the study. Detailed history of DM and physical examination was done to meet the
inclusion and exclusion criteria. Informed consent was obtained.

The data was collected into two groups:

Group I: Treated with Warfarin
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Group II: Control group

Group I patients will be given warfarin 15mg daily twice a day for one month then 20mg daily for 5
months throughout the treatment period. Diagnosis was made with a clinical presentation of DM
consistent with AF. Both the groups was followed during hospitalization and after discharge of the
patient for 30 days for the development of any complications. Effectiveness was de�ned as ischemic
stroke or systemic embolism. Safety was de�ned as intracranial hemorrhage or gastrointestinal
bleeding.  Post discharge follow up was done monthly on OPD basis.

STATISTICAL ANALYSIS

All the data was analysed by SPSS (Statistical Package for social sciences release 20.0; SPSS, Inc;
Chicago, IL) system for Windows. Continuous variables is expressed as mean ± SD (Standard deviation)
while categorical variables is expressed as frequencies and percentages.

Results
The data was collected from 120 patients. Out of 120 participants, 60 were treated with warfarin while 60
were considered as control group. Median age was 26 years in the group I and 25.3 years in the group II
(p=0.705). Female cases counted for 41 (86%) and 19 (14%) in I and II groups, respectively. Risk factors,
clinical presentation, affected vessels and AF for both groups are depicted in Table I. Results from both
groups were comparable and statistically no signi�cant differences were observed (p•value more than
0.05).

Table 01: Demographic characteristics of selected patients 
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Baseline characteristics All patients 
 

Warfarin Control group  p-Value

AGE (mean, min-max) 25.3 (15–45) 26 (15–36) 27 (15–45)  

GENDER        

 Male 13 (18%) 14 (14%) 15 (21%)  

 Female 47 (82%) 46 (86%) 45 (79%)

RISK FACTOR    

 OCP 08 (18%) 03 (14%) 05 (21%) .613

 Anemia 13 (29%) 06 (29%) 07 (29%)

 Dehydration 06 (13%) 04 (19%) 02 (08%)

 Pregnancy/Puerpureum 22 (49%) 10 (48%) 12 (50%)

 Unknown Factor 07 (16%) 03 (14%) 04 (17%)

 Thrombophilia 04 (09%) 01 (05%) 03 (13%)

  Ischemic stroke 25 (56%) 12 (57%) 13 (54%) .843

  Hemorrhagic stroke 17 (38%) 08 (38%) 09 (38%) .968

  Myocardial infarction 13 (29%) 06 (29%) 07 (29%) .965

  Intracranial hemorrhage 17 (38%) 08 (38%) 09 (38%) .968

 Duration (months) mean (min-max) 03 (03–12) 03 (03–12) 03 (03–12) .058

Mean weight was 75.63 ± 8.35 cm. Most of the patients 64 (58.12%) were with the BMI of ≤30 kg/m2.

Table 02: Percentage of patients according to BMI (n=120).

 

BMI

Group A (n=60) Group B (n=60) Total (n=120)

No. of patients %age No. of patients %age No. of patients %age

≤30 kg/m2 34 58.18 34 58.18 68 68.12

>30 kg/m2 26 41.82 26 41.82 52 41.82

Mean ± SD 29.15 ± 3.42 29.05 ± 3.34 29.12 ± 3.41

The P-value of the gender male was 0.027 and female was 0.159. Female showed more positive results
than male in both Group A and group B. The number of patients in both groups were 55.

Table 03: Strati�cation of drug e�cacy with respect to gender.
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Gender

Group A (n=60) Group B (n=60)  

P-valueE�cacy E�cacy

yes no yes no

Male 22 04 15 11 0.027

Female 26 08 22 12 0.159

Discussion
Lifestyle modi�cation is a new and highlighted treatment domain in the guidelines. In patients with
diabetes, several lifestyle factors such as obesity, physical inactivity and as shown in our study, alcohol
overconsumption in the younger age groups might contribute to AF and the subsequent associated worse
prognosis and multifactorial intervention is indeed important in prevention of diabetes complications [7].
In the small randomised ARREST-AF study, in which 17% of patients with AF had known diabetes,
multifactorial intervention reduced the risk of recurrent AF.10 In the recent LEGACY study, in which around
30% had diabetes and 10% impaired glucose tolerance, sustained weight loss reduced the burden of
recurrent AF [8]. Interestingly, a contemporary improvement in echocardiographic abnormalities with a
reduction in left atrial volume and left ventricular septal thickness was found [9]. A similar effect as a
result of multifactorial intervention in AF was reported in a recent singlecentre trial from Australia [10].
Those studies were too small to evaluate the effect in the subgroups with diabetes and AF, but since the
clustering of cardiovascular risk factors is even more pronounced in those with diabetes, there are
reasons to believe that such multifactorial intervention could be even more bene�cial for these patients.
We found the highest event rates among those treated with insulin [11]. The most likely explanation is
that insulin treatment is a proxy for longer diabetes duration, which is also supported from a recent
nationwide study from Denmark that reported higher mortality and thromboembolism risk with longer
diabetes duration in AF patients [12]. Due to the observational character of our study, it cannot be
concluded that insulin per se is responsible for the adverse outcome, rather that insulin use signi�es a
high risk individual. There are several possible explanations for the increased risk of incident AF and
subsequent cardiovascular events in patients with diabetes. Risk factors associated with the metabolic
syndrome and diabetes, such as hypertension, ischaemic heart disease, obesity and arterial stiffness, are
all individually associated with an increased AF risk and also with the development of cardiovascular
complications [13]. At the myocardial level, several mechanistic explanations have been suggested as a
consequence of diabetes, including structural, metabolic, electrical and electromechanical atrial
remodelling changes [14]. Moreover, diabetes might lead to the development of diabetic cardiomyopathy
and heart failure with either a preserved or a reduced ejection fraction, increasing the risk of AF, as well as
worsening prognosis [15].

Conclusion
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It is concluded that patients with AF and diabetes have a high overall cardiovascular risk. Non–vitamin K
antagonist oral anticoagulants were associated with lower hazards of diabetes complications and
mortality than warfarin in patients with AF and DM.
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