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Background:
Sex differences in atrial fibrillation (AF) have been suggested.  Specifically, women may be less likely to receive anticoagulation, may have worse outcomes with rhythm control compared with rate control, and tend to report a lower quality of life (QoL) irrespective of treatment strategy.  
Question:  Are there sex differences in presentation, treatment, and outcomes of patients with AF?
Methods:  Data were from the Euro Heart Survey on Atrial Fibrillation study, a previously conducted multicenter prospective observational trial among cardiology practices in Europe.  The dataset included 5,333 ambulant or hospitalized patients with AF on EKG or Holter enrolled during the qualifying admission (Sept. 2003-July 2004) or within the preceding 12 months.  Those with only atrial flutter were excluded.  Outcomes included stroke, major bleeding, mortality, heart failure (HF), and QoL at one year.
Results:  42% of the cohort were women.  At baseline, women were older, had more comorbidities (hypertension, valvular heart disease, hyperthyroidism, diabetes, previous CVA/TIA), and had a lower QoL than men.  Men more frequently had CAD and lone AF.  Men and women were equally likely to have HF, but women more often had diastolic HF, whereas men more often had systolic HF.  Women were more symptomatic, particularly with palpitations, dyspnea, and chest pain.  In patients with typical AF symptoms (palpitations or syncope), the treatment strategy (rate vs. rhythm control) did not differ between the sexes, but in those with atypical or no symptoms, women were treated more conservatively with rate control as opposed to rhythm control.  There was no significant difference in oral anticoagulation prescription rates, even after correcting for the higher prevalence of stroke risk factors in women.  At one year, after adjusting for age and stroke risk, women had a significantly higher rate of stroke (OR 1.83, 95% CI 1.10 to 3.03), but no difference in major bleeding, mortality, HF, or QoL.  The difference in stroke rate was largely attributable to a higher stroke rate in women who did not receive oral anticoagulation, who had at least a 1 stroke risk factor, and who underwent rhythm control. 
Conclusion:  Women with AF are older, sicker, more symptomatic, and have a lower QoL.  Women are also at a higher risk of stroke than men and may require more aggressive anticoagulation therapy, particularly when rhythm control is being used.  The finding of a more conservative treatment strategy using rate control in women with atypical or no AF symptoms is felt to be appropriate. 
