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T
he recent cerebral hemorrhage
experienced by Ariel Sharon
once again raises the issue of the
optimal use of anticoagulation
in stroke patients. Mr. Sharon

apparently suffered an ischemic stroke,
thought to be cardioembolic in origin. 

While details are sketchy, it appears he
was treated with anticoagulation (some
reports indicate that he was receiving low
molecular weight heparin; a few name it as
Enoxaparin), and was scheduled for a car-
diac procedure to prevent further risk
related to patent foramen ovale. He subse-
quently suffered a cerebral hemorrhage on
the day he was scheduled for his proce-
dure, resulting in coma. Mr. Sharon has
since undergone several brain surgeries to
control the bleeding, but as of this writing
remains in a minimally responsive state
with little hope of recovering conscious-
ness on a meaningful level. His departure
from the political scene was made official
when the Kadima party did not put him
on a list for the March 28th elections. 

During this period in which stroke
risks and treatments are given prominence
in the lay media due to this high-profile
case, it is worthwhile to review the litera-
ture and see where things stand in 2006 so
that we can be better educators of our
patients and can update our clinical skills
in acute stroke care as well.

The Science of Risk Reduction
Over the years, there have evolved fewer
and fewer evidence-based indications for
either acute or long-term anticoagulation
therapy. For long-term prophylaxis, the
WARSS (Warfarin Aspirin Recurrent
Stroke Study) trial suggested that antico-

agulation with warfarin was no better than
aspirin in non-cardioembolic stroke. In
addition, the WASID (Warfarin Aspirin
Symptomatic Intracranial disease) trial
seemed to indicate that bleeding risk out-
weighed the benefit in symptomatic
intracranial stenosis patients. Similarly, for
acute stroke, the IST (International Stroke
Trial) found that high-dose subcutaneous
heparin did not result in overall reduction
in early recurrent stroke rate. Although the
incidence of ischemic stroke was reduced,
hemorrhagic stroke was increased, negat-
ing the benefit of therapy. 

Moreover, the use of subcutaneous
LMWH heparin, which apparently Mr.
Sharon was receiving at the time of his
hemorrhage, has not been definitively
shown effective in large randomized trials
of acute stroke either for improvement of
neurological deficit nor for the prevention
of early stroke recurrence. In fact, several
studies have suggested no benefit for
either unselected stroke patients or stroke
patients with atrial fibrillation. 

Nevertheless, many physicians, includ-
ing a substantial number of stroke experts,
continue to recommend the use of these
agents for a variety of indications such as
atrial fibrillation, large artery stenosis and
cervical dissection. In addition, there are
many other, less well established indica-
tions, such as patent foramen ovale or aor-
tic arch atheroma, for which anticoagula-
tion is commonly employed. 

While there is nothing wrong with ad-
ministering anticoagulant therapy for
these and other clinical situtations, as a
practical matter neurologists will need to
more clearly justify their rationale for
using anticoagulant therapy given the

insufficient data supporting effectiveness
in many situations. 

Questions From Patients
In addition, and perhaps most important-
ly, Mr. Sharon’s plight has made many
patients question their physicians over the
need for anticoagulant therapy in their
cases. There have already been a number
of anecdotal reports of patients discontin-
uing anticoagulant therapy due to the
Sharon case, sometimes with dire results. 

Thus, neurologists will need to be pre-
pared to justify anticoagulant treatment in
individual cases. We will also need to
explain the uncertainty regarding this
treatment for many indications. Given the
recent media scrutiny, our patients will
understandably have concerns, and we
must assure them that they can trust us to
be forthright with our answers. 

Discussing the unfortunate events
regarding Mr. Sharon’s condition and how
it applies to an individual patient may
seem like an unpleasant prospect, but this
is not necessarily a bad thing. By honestly
informing our patients about the uncer-
tainties of their care, we may actually
strengthen the therapeutic alliance needed
for high-quality medical treatment. While
it may also take more time and effort in
order to clearly explain pros and cons of
specific therapy, this appears to be a neces-
sary component for providing appropriate
information, strengthening the doctor-
patient relationship. PN
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