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Introduction. Antiplatelet and anticoagulant medicines are key components of thromboembolic stroke treatment. Adherence to recommended antithrombotic treatment is high during hospitalisation. However, treatment after discharge, including use of antiplatelet and anticoagulant agents, remains less well studied.
Aims. The aim of the study was to describe the use of antiplatelet and anticoagulant treatment in patients for two years following hospitalisation for thromboembolic stroke and to identify factors associated with discontinuation of treatment and poor patient outcomes.
Methods. Hospital and community medicines data for adult patients with a primary diagnosis of thromboembolic stroke between 01/01/2017 and 31/12/2021 in Canterbury, New Zealand, were linked with demographic, morbidity, and outcome data. Anticoagulant use was described for patients with atrial fibrillation or prior anticoagulant therapy (group B). Antiplatelet use was described for the remaining patients (group A). Variables associated with initiation of and persistence with treatment were identified.
Results. In group A (1,922 patients) 78% were dispensed an antiplatelet after discharge. In group B (1,072 patients) 66% were dispensed an anticoagulant after discharge. Reduced dispensing of both antiplatelets and anticoagulants after discharge was associated with prior haemorrhage and discharge into supported care (group A adjusted odds ratios [aOR] 0.4, 95% CI 0.3-0.7, and aOR 0.4, 0.3-0.6 respectively, and group B aOR 0.6, 0.4-0.8, and aOR 0.5, 0.3-0.7 respectively). Of those dispensed treatment following discharge, 49% persisted on antiplatelet treatment and 53% persisted on anticoagulant treatment until censored. Persistence on antiplatelet treatment was greater with polypharmacy (adjusted hazard ratio [aHR] 1.6, 1.4-1.9) and persistence on anticoagulation treatment reduced with higher deprivation (aHR 0.7, 0.5-0.9).
Discussion. Real-world use of antiplatelet and anticoagulant treatment following thromboembolic stroke was suboptimal when compared to guidelines. There are opportunities to improve this, particularly in managing discharge medicines and medicines prescribed at the first community visit.
