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Abstract
Background
We previously tested an intervention featuring educational outreach with modified academic detailing
(AD) to increase anticoagulation (AC) use in patients with atrial fibrillation (AF). Currently, we compare
providers receiving and not receiving AD in terms of inclusion of our AD educational topics and shared
decision-making elements in documentation.
Methods
Physicians reviewed themes discussed with providers during AD and evaluated charts for evidence of
shared decision-making. We then compared frequency of documentation of individual items for providers
receiving AD compared with non-AD providers. To understand baseline documentation practices of AD
providers, we also randomly selected encounters of AD providers before their AD participation.
Results
There were 113 eligible encounters in the four months after AD - 36 from AD providers and 77 from nonAD providers. We also identified 35 encounters from AD providers before participating in the intervention.
Providers infrequently documented many reviewed items (% documenting): AC mentioned (44%), multiple
options for AC (5%), CHA2DS2-VASc score (11%), bleeding risk factors (2%). Compared with non-AD
providers, AD providers had statistically significant higher percentages for the following items: mention of
AC (64% versus 35%), stroke risk (11% versus 0%), AC benefits (8% versus 0%), patient involvement (70%
versus 0%). There was no improvement, however, for AD providers compared with baseline
documentation percentages.
Conclusions
Providers infrequently documented important items in AC management and shared decision-making. AD
participation did not improve documentation. Improving adoption of AD educational items may require
more prolonged interaction with providers. Improving shared decision-making may require an intervention
more focused on it and its documentation.
Trial Registration
The trial was registered as NCT03583008 on Clinicaltrials.gov on July 11, 2018.

Background
Anticoagulation (AC) therapy is the cornerstone for stroke prevention in patients with atrial fibrillation
(AF). However, only about half of eligible patients receive AC in US-based, ambulatory registries.1 There
are multiple factors that likely contribute to the gap in AC use. Healthcare providers often over-estimate
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risks and seriousness of bleeding from AC and under-estimate risks of stroke from AC undertreatment in
their AF patients.1 At the same time, patients may be reluctant to initiate or continue AC due to real or
perceived risks of side effects, burdens from monitoring, and financial costs.2
Giving healthcare providers up-to-date evidence about use of AC may help to reduce undertreatment. In
addition, giving providers information about direct oral anticoagulants (DOACs) may enable them to
overcome patient hesitation to use AC based on prior poor experience/dissatisfaction with use of
warfarin. In light of the complexity of the decision and the strong influence of patient preferences and
knowledge of successful AC treatment, the American Heart Association/American College of Cardiology
Atrial Fibrillation treatment guidelines recommend that healthcare providers use shared decision-making
when advising AF patients about the risks and benefits of oral anticoagulation.3 Without full patient
understanding of the risks and benefits, patients may fail to realize the value of the therapies providers
suggest.
Traditional educational methods, such as continuing medical education (CME) and/or dissemination of
treatment guidelines, have not proven effective in reducing the AC treatment gap.4 We recently completed
a cluster randomized controlled trial comparing increase in AC use for providers receiving electronic
messaging and educational outreach in the form of academic detailing (AD) with usual care.
Approximately one third of providers participated in both parts of the intervention whereas another third
received only electronic messaging. We did not see a statistically significant effect on AC use for the
combined messaging + AD intervention. Comparing documentation of encounters conducted by AD
providers to those conducted by non-AD providers may shed light into the AC management and use of
elements of shared decision-making.
We therefore conducted a comprehensive review of the documentation of patient encounters occurring up
to four months after completion of AD. Our intent was to understand how often providers addressed AC
for AF in their documentation and how often their documentation reflected the various topics covered
during our AD sessions. We also reviewed their documentation for evidence of shared decision-making
elements, including mention of options for treatment, mention of the risk of stroke, risk of bleeding, and
evidence of involvement of the patient in discussion about AC.

Methods
This study was approved by the University of Massachusetts IRB.

Population and setting. We have previously described our population and setting.5 Briefly, we identified
cardiology and primary care providers within the large health care system affiliated with our medical
school in central Massachusetts. To be eligible, providers had to be taking care of at least 5 patients with
AF who had an elevated stroke risk (i.e. CHA2DS 2-VASc score ≥2) and were not currently on AC using the
repository of patients available from our electronic medical record (EMR).
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Procedure:
AD intervention. Our AD approach included two live sessions spaced 1–2 months apart beginning July
2018 and finishing November 2018. For each session, conducted either in person or remotely by web
conferencing software, we reviewed those topics chosen by the provider from a list of 10 general topics.
Themes included the role of aspirin in preventing strokes, AC use in the elderly, use of stroke and bleeding
risk calculators, resuming AC after bleeding or fall, dual and triple antithrombotic therapy, treating a
patient with depression and/or cognitive impairment, DOAC information, common scenarios where AC
decision-making is complex, resources available to providers at our institution, and general resources.
(Appendix A for presentation material) We followed up our first meeting by supplying providers with any
evidence or articles that were discussed during the AD session. We also sent one email reminding the
provider about what we discussed and to prompt them to try to implement any practice changes that they
had agreed to try after the first session. The second session was shorter and included a recap of the first
session and dialogue about the provider’s experience with AC management for patients seen in the
interim between first and second sessions.
Chart review. We identified outpatient encounters of patients being seen by AD and non-AD providers in
the four months following AD (December 2018 until March 2019. Four physician reviewers were trained to
conduct chart reviews. Each physician reviewer had completed at least one year of internal medicine
residency. None of the physicians were aware of the treatment assignment of providers (i.e. they were
blinded). During the training process, the 4 resident physicians reviewed charts until their responses were
consistent with a faculty author (AK). Reviewers then each reviewed between 25 and 35 charts of the final
analysis set. Reviewers responded to several items included in a chart review form developed for our
study. In the form, we asked physicians to confirm the patient was not on AC at the time of the encounter.
We also asked reviewers to determine if the visit was a regular, comprehensive visit versus a visit
scheduled because of acute illness or other narrow purpose. Reviewers then evaluated if the patient
started AC within three months of the visit. Next, reviewers assessed whether providers discussed any of
the themes that we mentioned during our AD sessions. Finally, our reviewers evaluated charts for
evidence of shared decision-making, including mention of options for treatment, mention of the risk of
stroke such as documentation of the CHA2DS 2-VASc score, risk of bleeding, and evidence of involvement
of the patient in discussion about AC.
In addition to examining charts of encounters occurring after providers received AD, we also reviewed
charts for this group of providers prior to beginning the intervention to gain additional insight into the
impact of our intervention given that the providers who agreed to meet with us for AD were potentially
different in terms of diligence with documentation compared with other providers.

Analysis. We compared the frequency of documentation of individual items in providers receiving AD
compared with remaining providers. We also compared the frequency of each of the items in visits
conducted by AD providers before versus after intervention. For all our comparisons, we used Fisher’s
exact test due to relatively small numbers we were analyzing for the comparisons. To consider a
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comparison statistically significant, we used a p-value < 0.05. We conducted all analyses in Microsoft
Excel 2016 (Microsoft, Inc. Redmond, WA).

Results
We identified 113 patients having encounters with 62 providers. Of these 113 encounters, we found that
22% of the time, patients started AC within three months of the index visit. Although more than 90% of the
encounters were scheduled/comprehensive visits, AF was mentioned only 57% of the time. Linked to this
finding is that providers discussed AC in only 44% of visits. Moreover, providers did not document having
discussed multiple options with patients (only 5% of the time). They also infrequently documented the
CHA2DS 2-VASc score (11% of the time). Similarly, providers infrequently documented discussion of the
resumption of AC after bleeding (although we did not establish how often a patient had a bleeding history
for which the resumption of AC was relevant). They also infrequently documented special topics (5% of
the time) that were part of our AD intervention.
Of the 113 encounters, 36 of these were with patients seeing one of 18 providers who received AD; 77
encounters included patients seeing one of 44 non-AD providers. We also identified 35 visits for patients
seeing one of 17 AD providers prior to the provider receiving the intervention; 12 of these providers were
also among the set of 18 AD providers contributing encounters in the post-intervention phase.
There were several differences in documentation between encounters of AD and non-AD providers. Most
notably, in 64% of encounters with AD providers, there was mention of AC vs. only 35% of encounters with
non-AD providers (p-value 0.005). In addition, AD providers more frequently documented the risk of stroke
(11% vs. 0% p-value 0.009). They also more frequently discussed the benefits of AC and more frequently
made reference to patient involvement in the discussions although in general both groups infrequently
documented these items. (Table 1 for further details)
When we compared the frequency of documentation of most items in AD providers pre- vs. postintervention, we found multiple differences. Prior to intervention, AD providers more frequently
documented multiple AC options (29% vs. 6% p-value 0.012). Similarly, prior to intervention, AD providers
more frequently documented discussing AC with their patients (40% vs. 17% p-value 0.037). Before
intervention, they documented a trend towards (as opposed to a statistically significant difference) more
patient involvement in the discussion (37% vs 17% p-value 0.064). In contrast, post-intervention AD
providers more frequently documented risk of stroke (11% vs 0% p-value 0.115), more frequently
addressed bleeding risk factors (6% vs 0% p-value 0.493), and more frequently documented one of the
special topics from AD (14% vs 3% p-value 0.199).

Discussion
We found low rates of documentation of several elements of AC management and shared decisionmaking. This included low rates of documentation of stroke risk (CHA2DS 2-VASc), bleeding risk, mention
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of multiple options for treatment, mention of timelines for resuming AC after bleeding, and special topics
we discussed in our AD sessions. Although AD providers more frequently documented these elements
compared with non-AD providers, this did not appear to reflect an improvement compared to review of
documentation written by AD providers prior to intervention.
AD has been shown to successfully improve provider adherence to guidelines in a variety of
circumstances including for blood pressure management of patients at high risk for cardiovascular
disease,6 appropriate use of antibiotics among hospitalists,7 and AC prescription for uptake of DVT
prophylaxis.8 In the context of stroke prevention for AF, previous investigators assessed written feedback
and AD sessions delivered among 66 providers over a 12-month period via telephone. They found no
significant difference in AC prescription rates among 1,116 AF patients treated by providers receiving the
intervention.9 We observed similar results in our SUPPORT-AF II study which we described above. To our
knowledge no one has previously assessed the impact of AD on quality of documentation of AC
management. Provider documentation often correlates with quality of patient care, particularly regarding
continuity of care between providers.10 In the 2011 AMIA policy meeting, participants discussed ways to
foster improved documentation practices with goal of reducing healthcare costs and improving quality.11
Therefore, assessing documentation of AC management is an important step in evaluating and
potentially improving AC management.
The main implication of our findings is that AD delivered using our approach of two meetings plus
interim correspondence and provider support did not predict an increase in the frequency of
documentation of elements of AC management, including shared decision-making. Improving the
documentation of these items may require more prolonged interaction with providers. In addition,
documentation of shared decision-making items may require an intervention more focused on
documentation. Although professional societies have made recommendations to encourage shared
decision-making with regard to AC for AF,3,12 to our knowledge, they have not disseminated document
templates/checklists for shared decision-making content or the organization of the content.
There are limitations to the findings we report. There is an unclear correlation between documentation of
discussion with patients compared with what was actually discussed. Audio recordings would provide
complete information but were not part of the original scope of our study. We welcome research looking
at the conversations occurring between patients and providers and examining the correlation with
provider documentation. In addition, there were some providers who participated in more than one of the
encounters that we reviewed. Therefore, the effective sample size of our study was relatively modest.
Nevertheless, given the overall low rates of documentation of the items of interest, we do not believe the
intervention as deployed would be successful in improving documentation in a larger sample.

Conclusions
Both AD and non-AD providers infrequently documented several important factors in AC management
and shared decision-making. Participation in our AD intervention did not significantly improve the
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documentation of these elements. Based on these findings, we suspect that this method of AD alone is
not sufficient to increase the frequency of documentation of these elements. For improving
documentation of shared decision-making, we encourage research using a more focused intervention and
the development of templates to facilitate shared decision-making documentation.
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