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Introduction Results

Atrial fibrillation (AF) is common after bioprosthetic aortic valve replacement (BAVR), including transcatheter aortic valve Study Characteristics (Figure 4)
replacement (TAVR), and requires long-term anticoagulation to prevent stroke and systemic embolism. Selecting the optimal agent Bleeding Risk by Anticoagulant Class (Figure 2)
remains challenging because patients differ in their risk profiles and the available evidence continues to evolve. Clinicians must Twelve studies were included (N = 36,112;
balance protection from thromboembolic events with the risk of bleeding, which contributes to uncertainty in decision making. DOAC VKA DOAC = 13,030; VKA = 23,082, Figure 4).
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PRISMA Diagram (Figure 1) Effect of DOACs vs VKAs Across Clinical Outcomes (Figure 3)
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