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This guide details the steps required to assess a patient with atrial fibrillation (AF) and the different 
aspects to consider before initiating anticoagulation for stroke prevention.  Figure 1 summarises the 
patient pathway and the content of this guide.  Steps 1 to 6 detail the different stages involved when 
a patient is diagnosed with AF, followed by step 7 with additional information on how to further 
reduce the risk of stroke by addressing other cardiovascular risk factors.   
 
Figure 1: Patient Pathway 
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1. Confirm Atrial Fibrillation Diagnosis 
 

Screening: 30 second pulse check  
All patients over 65 should have their pulse routinely checked every 5 years 

and annually if they have a major long term condition with increased CVD risk 

     if irregular pulse* 

Diagnosis: 12 lead ECG 
Identify the nature of the irregular pulse including AF 

 
If paroxysmal AF is suspected, a 24hour ambulatory ECG monitor should be used.   

 
*A mobile ECG device such as the Alivecor Kardia can be used to check a pulse or check a manually 
detected pulse irregularity. If an abnormality is confirmed the patient will still require a 12 led ECG.     
 
More information on how to use Alivecor Kardia can be accessed on: https://www.alivecor.com/ 
 

2. Clinical Evaluation 
  

Atrial fibrillation is the most common cardiac arrhythmia with a prevalence of 1-2% in England.  
Prevalence increases with age and is uncommon under 65 years but by the age of 85 years it 
increases to 1 in 8 people and is a major cause of stroke.   

 

 AF may be asymptomatic, but when symptomatic, patients may present with:  
o Palpitations 
o Dizziness/syncope 
o Fatigue 
o Fainting 
o Breathlessness/dyspnoea 

 

 Investigate factors triggering AF; such as infection, alcohol, caffeine, exercise, family history, 
thyroid disease or associated cardiovascular disease.   

 

 Order an echocardiogram if you suspect heart failure, structural heart disease, valvular heart 
disease.   

 

 Order the following baseline blood tests: 
 
o Full blood count 
o Clotting screen (including INR) 
o Liver function tests 
o Urea and electrolytes  
o Thyroid function tests (to exclude any underlying thyroid disease which maybe 

causing palpitations) 
 
 

https://www.alivecor.com/
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3. Assessing Risk of Stroke and Bleeding 
 

AF patients are five times more likely to develop a stroke in comparison to someone with normal 
heart rhythm.  
 
 
Use the CHA2DS2-VASc score to risk assess all the 
following types of AF which may require anticoagulation, 
the risk factors are listed in table 1:1  

- Paroxysmal 
- Persistent 
- Permanent 
- Atrial flutter 
- A continuing risk of arrhythmia recurrence after cardioversion back to sinus rhythm  

 
Table 1: CHA2DS2-VASc score2 
 

Risk factors Definition Score 

Congestive heart 
failure 

The presence of signs and symptoms of either right or left 
ventricular failure or both, confirmed by non-invasive or 
invasive measurements demonstrating objective evidence of 
cardiac dysfunction. 
Left ventricular ejection fraction <40 %. 

1 

Hypertension A resting blood pressure >140 mmHg systolic and/or >90 mmHg 
diastolic on at least 2 occasions 
Or current antihypertensive pharmacologic treatment 

1 

Age >75  2 

Diabetes mellitus Fasting plasma glucose level >7.0 mmol/L (126 mg/dL)  
Or treatment with oral hypoglycaemic agent and/or insulin 

1 

Stroke/TIA/ 
Thromboembolism 

 2 

Vascular disease Prior myocardial infarction, angina pectoris, percutaneous 
coronary intervention or coronary artery bypass surgery.  
Presence of: intermittent claudication, previous surgery or 
percutaneous intervention on the abdominal aorta or the lower 
extremity vessels, abdominal or thoracic surgery, arterial and 
venous thrombosis.  

1 

Age 65-74  1 

Sex female  1 

Maximum score 9 

 
 
Patients should be made aware of their risks of stroke which is represented in table 2 and what 
measure can prevent this.   
 
 

QOF indicator:  
CHA2DS2-VASc score calculation  

TIP: Dosing of NOACs is based on CrCl using 
Cockroft and Gault Equation; 

 NOT eGFR.   
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Table 2: What is the patients’ risk of stroke? 
 

CHA2DS2-VASc score Adjusted stroke rate 
(%/year) 

0 - 

1 1.3% 

2 2.2% 

3 3.2% 

4 4.0% 

5 6.7% 

6 9.8% 

7 9.6% 

8 6.7% 

9 15.2% 

 
Anticoagulation should be offered to patients based on their CHA2DS2-VASc score as outlined in 
figure 2.   
 
Figure 2: CHA2DS2-VASc score determines the need for anticoagulation  
 
 
 
 
 
 

 
 
Paroxysmal AF and flutter should be treated in the same way as permanent or persistent AF with 
consideration of anticoagulation in males if CHA2DS2-VASc score is 1.  Males and females with a 
CHA2DS2-VASc score of 2 or above should be offered anticoagulation (unless there is a 
contraindication).   
 
Bleeding and other contraindications 
 
If there is a history of gastro-intestinal bleeding, intracerebral bleeding, clotting abnormality or drug 
interaction, anticoagulation should be discussed with a haematologist.  
 

CHA2DS2-VASc score 

No Anticoagulant treatment 
required 

Consider Anticoagulation 
Educate patients on risks  

Offer Anticoagulation 
Educate patients on risks  

 

0 if male or 1 if female  1 if male   
≥2 in any patient 
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The HASBLED score assesses the risk of bleeding in people who are starting or established on 

anticoagulation as listed in table 3.  This score is not used to identify people contraindicated for 

anticoagulation; however it may highlight factors that can be modified to reduce the risk of bleeding.   

 
 
 
 
 
Table 3: HAS-BLED score2 

 

Risk factors Definition Score 

Hypertension Uncontrolled, if >160 mmHg systolic 1 

Abnormal liver 
function 

Cirrhosis or bilirubin >2x normal 
AST/ALT/ALP >3x normal 

1 

Abnormal renal 
function 

Dialysis, transplant, Cr >200 µmol/L 1 

Stroke Previous history, particularly lacunar 1 

Bleeding Bleeding history or predisposition (anaemia) 1 

Labile INRs (Patients on warfarin) Therapeutic time in range <60% 1 

Elderly Age >65 1 

Drugs  Antiplatelet agents or NSAIDs 1 

Alcohol Alcohol use >8 units/week 1 

Maximum score 9 

 
 

4.  Start an Anticoagulant  
 
Do not offer antiplatelet (i.e. aspirin) monotherapy for stroke prevention as the risk reduction of 
stroke is insignificant and the bleeding profile is comparable to that of anticoagulants.3   
 
 
Refer the following groups of patients to an anticoagulation 
clinic for initiation (also refer to table 1): 

- Aged <18 years 
- Renal impairment (creatinine clearance <30ml/minute) 
- Uncontrolled severe hypertension > 160mmHg systolic  
- Those on chemotherapy for malignant tumours 
- Pregnancy 
- Liver failure  
- Gastrointestinal bleed  of significance 
- Organ biopsy within the last 4 weeks  
- Unexplained anaemia 
- Alcohol dependence 
- Liver cirrhosis 
- Mechanical heart valve 
- Valvular heart disease 
- Previous intracerebral haemorrhage 
- Antiplatelet therapy which cannot be stopped    
- A known hereditary or acquired bleeding disorder e.g. Haemophilia  

TIP: Caution is advised for people with HASBLED 
score of > 3 and may require frequent monitoring 

but does not indicate a contraindication to 
anticoagulation. 

 

QOF indicator:  
CHA2DS2-VASc score >2 & on 

anticoagulation therapy  
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- Patient weight above 120kg 
- Recent acute coronary syndrome requiring a dual antiplatelet therapy 
- Warfarin initiation; unless the primary care organisation is set up locally to initiate this 

 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
 
 
 
Educate the patient on the different anticoagulant agents available; vitamin K antagonists such as 
warfarin or the NOACs such as apixaban, dabigatran, edoxaban and rivaroxaban.  Discuss the options 
with the patient and base the choice on their clinical features and preferences.  Use the table 4, 5 
and figure 3 to assist in this joint decision making process.   
 
Table 4: Differences of warfarin and NOACs 
 

 Warfarin  NOAC 

Ongoing Monitoring INR Renal function, LFT, FBC 

Dosing Variable Constant dose 

Interactions Dietary & Medicines  Medicines 

Bleeding profile Higher risk of intracranial 
haemorrhage 

Higher risk of gastrointestinal 
haemorrhage 

 
Table 5: Differences between the NOACs 
 

 Apixaban Dabigratran Edoxaban Rivaroxaban 

Dosing Twice daily Twice daily Once daily Once daily 

Dosette Box Suitable NOT suitable Suitable Suitable 

Intake with food No No No Mandatory 

Lactose intolerance NOT suitable NOT suitable Suitable NOT suitable 
Antidote None available None None 

Avoid when CrCl of 
less than 

15 ml/min 30 ml/min 15 ml/min 15 ml/min 

Extreme body 
weights:  
Specialist 
consultation 

<50kg Or >120kg 

 
 

TIP: Patients that are supplied warfarin or NOACs from their 
anticoagulation clinic or pharmacy rather than GP, should be coded 

annually as follows: 
- ‘Anticoagulation prescribed by third party’; 
-  Record warfarin on prescribing system so it will appear on 

summary care record but not issued 
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For NOACs; prescribe one month supply and endorse the prescription with ‘NMS’.  This new 
medicines service (NMS) endorsement will indicate the community pharmacy to support the patients 
education on the newly prescribed anticoagulant, specifically supporting adherence.  This service 
allows the patient to be invited on two occasions within the first months for initiation to discuss any 
pharmaceutical issues with the pharmacist.  Thereafter, on-going support for the patient can be 
conducted annually via the medicine use review service.   
 
Potential for drug-drug interactions with NOACs 
Strong inhibitors of CYP3A4 and P-glycoprotein or inducers of CYP3A4 can have significant interactions 
with NOACs, which should either be avoided or a dose adjustment for the NOAC may be required.  
Refer to Summary of Product Characteristics (SPC) for further information.  Below is a list of common 
interactions with NOACs: 
 

Strong inhibitors of P‑glycoprotein and CYP3A4 (Avoid concurrent use) 
- Azole antifungals (e.g., itraconazole, ketoconazole, posaconazole, and voriconazole) 
- HIV protease inhibitors (e.g., darunavir fosamprenavir, indinavir, lopinavir nelfinavir, ritonavir,  

and saquinavir) 
 

Strong inducers of P‑glycoprotein (Avoid concurrent use) 
- Carbamazepine 
- Phenobarbital 
- Phenytoin 
- Rifampin 
- St. John’s Wort 
 

Inhibitors of P‑glycoprotein and/or CYP3A4 (use with caution) 
-      Amiodarone  
-      Diltiazem, Verapamil  
-      Ticagrelor 
-      Azithromycin, erythromycin, clarithromycin 
-      Tamoxifen 
-      Grapefruit (fruit or juice) 

TIP: Doses and dose adjustments for NOACs are 
different for patients treated for other 

indications such as venous thromboembolism.  
NOAC doses for AF are lists in figure 4.   
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Figure 4: Dosing of NOACs for Atrial Fibrillation (AF) 
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5. Patient counselling 
 

Use a counselling checklist to go through all the key points with the patient before starting 
anticoagulation (see appendix 1 as an example).   
 
To support patient education, patient information booklets on NOACs are available from the 
manufactures, the contacts are listed in table 6.   
 

Table 6: Contact details for ordering patient education material for NOACs 

NOAC Manufactures websites Contact for booklet ordering 
(Medicines information department) 

Apixaban https://www.eliquis.co.uk/   01895 523 740 

Dabigatran https://www.pradaxa.co.uk/  01344 742 579 

Edoxaban http://www.lixiana.co.uk/  01753 482 771 

Rivaroxaban http://www.xarelto-info.co.uk/  01635 563 000 

 
 

Signposting patients for more information on atrial fibrillation 
 

Arrhythmia Alliance: 
http://www.heartrhythmalliance.org/aa/uk 
 
Atrial Fibrillation association: 
http://www.heartrhythmalliance.org/afa/uk 
 
 

6. Follow up 
 

6.1 Warfarin 
 

Regular monitoring of INR in an anticoagulation clinic will be carried out, at least every 12 weeks 

when warfarin is stabilised.  If poor anticoagulation control cannot be improved, the risks and 

benefits of alternative stroke prevention strategies should be reassessed and discussed with the 

patient. Poor anticoagulation is defined as: 

- 2 INR values higher than 5 or 1 INR value higher than 8 within the past 6 months 

- 2 INR values less than 1.5 within the past 6 months 

- Time in therapeutic range (TTR*) less than 65% 

*TTR: Time in Therapeutic Range calculated with a validated method of measurement such as the Rosendaal 

method. 

 
 
 
 
 
 
 
 
 
 

https://www.eliquis.co.uk/
https://www.pradaxa.co.uk/
http://www.lixiana.co.uk/
http://www.xarelto-info.co.uk/
http://www.heartrhythmalliance.org/aa/uk
http://www.heartrhythmalliance.org/afa/uk


 

 

6.2 NOAC 
 

A one month follow-up after NOAC initiation is recommended to review as listed in table 7. 
 
Table 7: Checklist for Anticoagulation Follow-up 

Checklist follow-up Interval Comments 

1. Adherence 1 month then 

at each visit 

Instruct patient to bring remaining medication: assess the 

number of missed doses, note and calculate average 

adherence 

Re-educate on importance of strict intake schedule 

Inform about adherence aids and support (special boxes, 

smartphone applications, referral to Medicine Use Review) 

2. Thromboembolism 1 month then 

at each visit 

Systemic circulation (TIA, stroke, peripheral) 

Pulmonary circulation 

3. Bleeding 1 month then 

at each visit 

“nuisance” bleeding, bleeding with impact on quality of life: 

preventive measures possible? (PPI, haemorrhoidectomy, etc.) 

Motivate patient to diligently continue anticoagulation 

4. Side effects 1 month then 

at each visit 

Assess relation with NOAC and discuss with patients to decide 

continuation (through motivation), change with another 

anticoagulant drug or temporary cessation (with bridging). 

5. Co-medication 1 month then 

at each visit 

Review possible interaction (prescription drugs, over-the-

counter drugs especially NSAIDs and aspirin, herbal products) 

6. Blood sampling  
 

Yearly 
6-monthly 
x-monthly 

 
 

Haemoglobin, renal and liver functions 

 General population 

if > 75-80 years (especially if on apixaban or dabigatran) 

if impaired renal function CrCl <60 ml/min: recheck interval 

(x)= CrCl/10 

 

 

 
 
 
 
 

TIP: The frequency of testing renal function is determined by baseline renal blood using 
the following equation: 
 

Creatinine clearance (Cockroft and Gault Equation) = X months 
                                                                             10 

(The Cockroft and Gault equation is available on the ‘NOAC template’ on EMIS systems) 
 



 

 

 
7. Optimise therapy for blood pressure lipid control 

 
Stroke and heart attack prevention can be optimised by addressing cardiovascular risk factors such as 
high blood pressure, serum cholesterol, obesity and smoking with heart-healthy lifestyle changes and 
medicines. Almost all patients with AF have QRisk CVD risk > 10% and atorvastatin 20mg for primary 
prevention and atorvastatin 40mg (or 80mg) for secondary prevention are advised. 
 

7.1 Hypertension  
 

Hypertension is a stroke risk factor in AF; uncontrolled high blood pressure increases the risk of 
stroke and bleeding events and may lead to recurrent AF.  Hypertension should be controlled to 
<140/90mmHg (or lower if associated relevant co-morbid diabetes, stroke or CKD). 
 
Hence, blood pressure has to be checked regularly and treated appropriately according to current 
NICE Guidelines CG127 and CG180.   
 

7.2 Obesity and smoking  

Obesity increases the risk for AF with a progressive increase according to body mass index (BMI). 
Adopting an integrated approach, consider raising awareness of services among health and social 
care professionals to support your patient with their lifestyle weight management.  Smokers should 
be supported to stop smoking. Refer to NICE Guidelines CG434 and CG1815 to advise lifestyle 
modifications. 



 

 

8. Perioperative management of NOAC therapy6 

 Warfarin  
Dabigatran

 
 

 
Rivaroxaban 

 
  

Apixaban  
Edoxaban  

OAC use with no 
clinically important 
bleeding risk  

Dental procedures — outpatient dental 
surgery (including extractions) can usually 
be undertaken without temporarily 
stopping or reducing the dose of 
warfarin. It is recommended that the INR 
is checked 72 hours before dental 
surgery. The risk of significant bleeding in 
people with a stable INR within the range 
of 2 to 4 is very small, but the risk of 
thrombosis may be increased if oral 
anticoagulants are temporarily 
discontinued  
 
Surgery — in general, warfarin is usually 
stopped 5 days before planned surgery, 
and once the person's international 
normalised ratio (INR) is less than 1.5 
surgery can go ahead. Warfarin is usually 
resumed at the normal dose on the 
evening of surgery or the next day if 
haemostasis is adequate.  

The procedure can be performed just before the next dose of dabigatran, rivaroxaban or apixaban is due, or approximately 18–24 hours after the last dose was taken 
(treatment should be restarted 6 hours later).  

 
For dental procedures such as extractions of less than 3 teeth, consider prescribing tranexamic acid 5% mouth wash; 10 mL as a mouth wash four times a day for 5 days 
starting on the day of the procedure.  

OAC use and 
undergoing surgery 
with a low bleeding 
risk 

 
Dabigatran should be stopped 24 hours 
before the procedure.  
 
If the person has creatinine clearance 50–
80 mL/min dabigatran should be stopped 
36 hours before the intervention  
 
If the person has creatinine clearance 30–
50 mL/min dabigatran should be stopped 
48 hours before the intervention  

 
Rivaroxaban should be stopped 24 
hours before the procedure.  
 
If the person has a creatinine clearance 
between 15–30 mL/min rivaroxaban 
should be stopped 36 hours before the 
procedure.  

Apixaban should be stopped 24 hours 
before the procedure.  
 
If the person has a creatinine 
clearance between 15–30 mL/min, 
apixaban should be stopped 36 hours 
before the procedure.  

Edoxaban should be stopped 24 hours 
before the procedure.  

  

OAC use and 
undergoing surgery 
with a high bleeding 
risk 

Dabigatran should be stopped 48 hours 
before the procedure.  
 
If the person has creatinine clearance 50–
80 mL/min dabigatran should be stopped 
72 hours before the intervention  
 
If the person has creatinine clearance 30–
50 mL/min dabigatran should be stopped 
96 hours before the intervention   

Rivaroxaban should be stopped 48 
hours before the procedure.  

Apixaban should be stopped 48 hours 
before the procedure.  

  

 
Restarting OACs after 
surgery  

See local guidelines. Treatment should be restarted as soon as possible after the procedure or surgical intervention provided the clinical situation allows and adequate haemostasis has been established as 
determined by the treating physician. Onset of action of NOACs is much faster than that of warfarin.  

NO CLINICALLY IMPORTANT BLEEDING RISK  
 
DENTAL INTERVENTIONS SUCH AS; EXTRACTION OF 1 TO 3 TEETH, 
PERIODONTAL SURGERY, INCISION OF ABSCESS AND IMPLANT 

POSITIONING.CATARACT OR GLAUCOMA INTERVENTIONS.   

ENDOSCOPY WITHOUT SURGERY.   
MINOR SURGERY (E.G. ABSCESS INCISION AND SMALL 

 DERMATOLOGIC EXCISIONS).   

SOME EXAMPLES OF SURGERY WITH LOW BLEEDING RISK  

ENDOSCOPY WITH BIOPSY.   

PROSTATE OR BLADDER BIOPSY.   

ELECTROPHYSIOLOGICAL STUDY OR RADIOFREQUENCY CATHETER ABLATION FOR 
SUPRAVENTRICULAR TACHYCARDIA (INCLUDING LEFT-SIDED ABLATION VIA SINGLE 

TRANS-SEPTAL PUNCTURE).   

ANGIOGRAPHY.   

PACEMAKER OR IMPLANTABLE CARDIOVERTER DEFIBRILLATOR  (ICD) IMPLANTATION 

(UNLESS COMPLEX ANATOMICAL SETTING, E.G. CONGENITAL HEART DISEASE).   

SOME EXAMPLES OF SURGERY WITH HIGH BLEEDING RISK  
COMPLEX LEFT-SIDED ABLATION (PULMONARY VEIN ISOLATION; VT ABLATION).  

SPINAL OR EPIDURAL ANAESTHESIA.   

LUMBAR DIAGNOSTIC PUNCTURE.   

THORACIC SURGERY.   

ABDOMINAL SURGERY.   

MAJOR ORTHOPAEDIC SURGERY.   

LIVER BIOPSY.   

TRANSURETHRAL PROSTATE RESECTION.   

KIDNEY BIOPSY.   



 

 

           Anticoagulation counselling checklist 
 

Patient name: ………………………………………………………………………. Date: …………………………………… 
Prescribed treatment: …………………………………………………………… 

Common checklist for all oral anticoagulants 

 Treatment indication and mode of action: AF, makes blood less sticky, takes longer to clot 

 Reasons to initiate an OAC: prevention of stroke  and other  thromboembolism events 

 Duration of treatment: depends on the condition being treated – AF treatment is generally lifelong. 

 Possible adverse events (bruising, bleeding) and appropriate actions according to severity:  

o Minor bleeds whilst brushing teeth or gums, more bruising than usual; quite normal if not recurrent  
o Major bleeds if nosebleed longer than 10 mins, recurrent bleeds in urine or stools; seek health professional 

advices 

 Use of information booklet and alert card: has to  carry alert card  in all circumstances   

 Inform all healthcare staff:  Physicians, Pharmacist, Dentist about the anticoagulant treatment  

 New prescribed drugs/self-prescribed drugs/over-the-counter drugs with potential for drug 

interactions: avoid NSAIDs and aspirin/prefer paracetamol.  

 Explanations about the prescribed dose and how to take medicine: aim to take at the same time each 

day 

 Hobbies and leisure activities: avoid contact sports and other higher risk sports, as increased risk of 

bruising/bleeding 

 Travels: always take prescription and alert card 

 Healthcare professional support: give names and contacts in case of adverse events 

Specific key points for NOACs apixaban, dabigatran, edoxaban, rivaroxaban 

 Tablet regimen: dose, frequency, rivaroxaban with food to improve absorption 

 Importance of adherence: risk (i.e. short half-life and loss of efficacy if poorly compliant) and reminders (i.e. 

special boxes, smartphone apps)  

 Missed dose: a forgotten dose of dabigatran or apixaban can be taken up until 6hours after the scheduled intake 

whereas a forgotten dose of rivaroxaban or edoxaban can be taken up until 12hours after the scheduled intake 

 Associated blood tests and frequency: liver and kidney function (generally yearly unless impaired renal 

function) 

 Specific possible side effects: GI disruption (dabigatran), itching, bleeding 

 Normal diet and no interaction with alcohol 

 Pro and cons compared to warfarin for AF, NOAC are as effective as warfarin for the prevention of stroke and 

systemic embolism, with a similar rate of major bleeding, but with a lower risk of intracranial haemorrhage 

 Contraception, pregnancy, and hormone replacement therapy (if relevant): women should not 

become pregnant nor breast feed whilst taking NOACs, reliable contraception is required 

Patient to sign this to agree he/she understands the contents of this checklist.   
 
Patient/advocate/representative        

Print name:                                                                                 Signature:                                               Date: 
 

The patient must receive a patient information booklet and patient alert card. The alert card MUST 
be fully completed and the patient advised to keep it with him/her at all times. 
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