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Introduction Results Discussion
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Eligibility criteria for selecting studies: Published

Figurel : Process of study selection
Of the 8,647 articles screened, 24 studies were

selected for systematic review. For meta-analysis, four

Tablel: Pooled HR of efficacy & safety outcomes from
studies comparing DOACs to warfarin, for each study design
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Data analysis: CMA version 3 software was used to

of hemorrhagic stroke at baseline.
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Figure 2 : Forest plot for Stroke/SE in claims
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Figure 2b: Forest plot for Stroke/SE in cohort or trial
subgroups

being compared were no longer exchangeable.
Heterogeneity was assessed using the standard
|2statistics.



