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NICE Quality Standards
• Statement 1

– Adults with non-valvular atrial fibrillation and a CHA2DS2-VASc stroke risk score 
of 2 or above are offered anticoagulation

• Statement 2
– Adults with atrial fibrillation are not prescribed aspirin monotherapy for stroke 

prevention
• Statement 3

– Adults with atrial fibrillation who are prescribed anticoagulation discuss the 
options with their healthcare professional at least once a year.

• Statement 4
– Adults with atrial fibrillation taking a vitamin K antagonist who have poor 

anticoagulation control have their anticoagulation reassessed
• Statement 5

– Adults with atrial fibrillation whose treatment fails to control their symptoms 
are referred for specialised management within 4 weeks

• Statement 6 (Developmental)
– Adults with atrial fibrillation on long term vitamin K antagonist therapy are 

supported to self-manage with a coagulometer



NICE Quality Standards

That never was



Case finding and Screening



NICE AF Guideline June 2014

Diagnosis of Atrial Fibrillation:-
NICE CG180

NB Always perform an ECG to confirm the diagnosis of AF

• Perform pulse palpation to assess for the presence of an irregular 
pulse which may suggest AF in people presenting with: 

• breathlessness or dyspnoea, 

• Palpitations

• Syncope 

• Dizziness

• Chest discomfort

• Stroke or transient ischaemic attack
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Undiagnosed AF

QoF Prevalences
• AF

– National 1.2%
– North East Essex 1.6% average (up to 4.8% in 

some practices)
• Stroke

– National 1.6%
– North East Essex 1.7% (up to 4% in some 

practices)
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Vaccination
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Outcomes

37/43 practices in N E Essex Signed up to 
LES

• 34,201 patients screened in 6 weeks
– 3154 Patients found with irregular pulse 

(9.2%)
– 189 Patients found with AF (0.55%)
– 342 Patients found with other Arrhythmias 

(0.99%) including 2 in Complete H. Block!
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Outcomes

37/43 practices in N E Essex Signed up to 
LES

• 34,201 patients screened in 6 weeks
– 3154 Patients found with irregular pulse 

(9.2%)
– 189 Patients found with AF (0.55%)
– 342 Patients found with other Arrhythmias 

(0.99%) including 2 in Complete H. Block!17 ECGs for every AF diagnosed



Take the Opportunity



Action in the Community

●Take the pulse
●Record ECG

Presenter
Presentation Notes
The Economic Burden of AF: Contributing Factors
Hospital costs represent the largest component of non-drug medical costs associated with AF
In the Cost of Care in Atrial Fibrillation (COCAF) study (France), hospitalisation represented:
52% of total societal costs
60% of healthcare payor costs

Reference:
Le Heuzey JY, et al. Am Heart J 2004; 147(1): 121–6




AF Detection on iPhone ECG

Sensitivity Specificity Accuracy Kappa
Learning set (n = 109)

Cardiologist A 100% 90% 94% 0.87
Cardiologist B 95% 94% 95% 0.88
Original algorithm 87% 97% 94% 0.86
Optimized algorithm 100% 96% 97% 0.94
Validation set (n = 204) Algorithm was optimized by increasing weighting of absence of P waves

Optimized algorithm 98% 97% 97% 0.92

Lau JK, et al. International Journal of Cardiology 2013;165:193-4



MyDiagnostick
● Acquires a one minute ECG 

(Lead I)

● Performs ECG analysis and 
provides diagnostic outcome 
directly after ECG acquisition

● Diagnostic outcome is simply red 
(AF) or green (No AF) easy 
interpreted by physician and patient

● Web-portal for ECG viewing, 
storage and management

● 573 patients ≥ 65 years old 
attending flu clinic and 95 
patients had an irregular pulse

● 21 had prior AF, 68 were invited 
for ECG and 39 attended

● 2 new cases of AF were 
diagnosed

Rhys GC, et al. Keele University, UK

● 61 pts (age 70.1±5.2 years) of 676 
pts (age 74±7.1 years) attending for 
flu vaccine had AF

● Correct diagnosis in 55 pts 
(prevalence 8.1%) 

● 44 pts (6.5%) were known with AF, 
but 11 pts (1.6%) were not

● Mean CHA2DS2-VASc-score of 3
Tieleman R et al, Europace 2014 – in press



Zenicor





Crystal AFCrystal AF

CRYptogenic STroke and underlying 
AtriaL Fibrillation (CRYSTAL AF)



EMBRACE Study



NICE Quality Standards

• Statement 1
– Adults with non-valvular atrial fibrillation and a 

CHA2DS2-VASc stroke risk score of 2 or above are 
offered anticoagulation

• Statement 2
– Adults with atrial fibrillation are not prescribed aspirin monotherapy for stroke prevention

• Statement 3
– Adults with atrial fibrillation who are prescribed anticoagulation discuss the options with their healthcare professional at least 

once a year.
• Statement 4

– Adults with atrial fibrillation taking a vitamin K antagonist who have poor anticoagulation control have their anticoagulation 
reassessed

• Statement 5
– Adults with atrial fibrillation whose treatment fails to control their symptoms are referred for specialised management within 4 

weeks
• Statement 6 (Developmental)

– Adults with atrial fibrillation on long term vitamin K antagonist therapy are supported to self-manage with a coagulometer



Stroke risk in AF: CHA2DS2VASc
CHA2DS2VASc risk criteria Score

Cardiac failure 1

Hypertension 1

Age >75 yrs 2

Diabetes mellitus 1

Stroke or TIA (previous history) 2

Vascular disease (IHD, PAD) 1

Age 65-74 yrs 1

Sex Category 1



AF PIE:
PAST

Fuster V. Circulation 2012; epubl April 18

AF PIE:
FUTURE



Bleeding Risk



Stroke Prevention in AF

Balancing the benefits and risks

Stroke risk

Bleeding risk



Differences between perspectives of physicians and patients on 
anticoagulation in patients with atrial fibrillation: observational study

Devereaux PJ et al. BMJ 2001;323:1–7
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Risk factors for stroke and
thrombo-embolism in non-valvular AF Clinically relevant non-

major 
risk factors

Clinically relevant non-major 
risk factors
CHF or moderate to severe LV systolic 
dysfunction [e.g. LV EF ≤40%)

Hypertension

Diabetes mellitus

Age 65–74 years

Female sex

Vascular disease

Major risk factors

Previous stroke

TIA or systemic embolism

Age ≥75 years

European Heart Journal 2010;31:2369–2429



Risk factors for stroke and
thrombo-embolism in non-valvular AF Clinically relevant non-

major 
risk factors

Clinically relevant non-major 
risk factors
CHF or moderate to severe LV systolic 
dysfunction [e.g. LV EF ≤40%)

Hypertension

Diabetes mellitus

Age 65–74 years

Female sex

Vascular disease

Major risk factors

Previous stroke

TIA or systemic embolism

Age ≥75 years

European Heart Journal 2010;31:2369–2429



Clinical characteristics comprising the HAS-BLED bleeding risk 
score

HAS-BLED risk criteria Points awarded

Hypertension (i.e. Uncontrolled BP) 1

Abnormal renal and liver function (1 point each) 1 or 2

Stroke 1

Bleeding 1

Labile INRs 1

Elderly (e.g. age >65 years, frail condition) 1

Drugs or alcohol (1 point each) 1 or 2
Maximum 9 points





Frailty as a risk



• 90y woman
• Lives in supervised 

accommodation
• Assistance with personal 

care (PADL)
• Assistance with shopping, 

messages (IADL)

Frailty as a risk



Frailty as a risk

Warfarin (n=83) Antiplatelet (n=98) None (n=26)

Haem Stroke Both Haem Stroke Both Haem Stroke Both

Frail 30% 7% 37% 25% 9% 34% 8% 29% 38%

Not Frail 19% 2% 21% 14% 5% 18% 0% 50% 50%

Total 23% 4% 27% 22% 8% 31% 8% 31% 38%

Age and Ageing 2009; 38: 156–162        doi: 10.1093/ageing/afn293

Prospective study of a cohort of 220 acute inpatients aged ≥70 years with AF 
Patients followed up at 6 months = 207 
Frail = 130; Not Frail = 77



Falls as a risk

• Cost benefit analysis shows the number of 
falls on average likely to cause greater risk 
than benefits with warfarin = 295

– Arch Intern Med. 1999;159(7):677-685. doi:10.1001/archinte.159.7.677

• Beware fallers with significant injury
– Major head injury with proven SDH
– Major bruising resulting in surgery



NICE Quality Standards
• Statement 1

– Adults with non-valvular atrial fibrillation and a CHA2DS2-VASc stroke risk score of 2 or above are offered anticoagulation

• Statement 2
– Adults with atrial fibrillation are not prescribed 

aspirin monotherapy for stroke prevention
• Statement 3

– Adults with atrial fibrillation who are prescribed anticoagulation discuss the options with their healthcare professional at least 
once a year.

• Statement 4
– Adults with atrial fibrillation taking a vitamin K antagonist who have poor anticoagulation control have their anticoagulation 

reassessed
• Statement 5

– Adults with atrial fibrillation whose treatment fails to control their symptoms are referred for specialised management within 4 
weeks

• Statement 6 (Developmental)
– Adults with atrial fibrillation on long term vitamin K antagonist therapy are supported to self-manage with a coagulometer



Aspirin vs Placebo in
Stroke Prevention in AF

Favors Placebo/
Control

Antiplatelet therapy reduces incidence of 
stroke by about 22%

Hart R, et al. Ann Intern Med. 2007;146:857-867.

All Trials

100%           50%             0%           -50%          -100%

AFASAK-1 
SPAF I
EAFT
ESPS-II
LASAF, daily

UK-TIA, 300 mg daily

Favors Antiplatelet

LASAF, alternate day

UK-TIA, 1200 mg daily
JAST
Aspirin Trials 
SAFT
ESPS II, Dipyridamole
ESPS II, Combination



NICE Quality Standards
• Statement 1

– Adults with non-valvular atrial fibrillation and a CHA2DS2-VASc stroke risk score of 2 or above are offered anticoagulation
• Statement 2
• Adults with atrial fibrillation are not prescribed aspirin monotherapy for stroke prevention

• Statement 3
– Adults with atrial fibrillation who are prescribed 

anticoagulation discuss the options with their 
healthcare professional at least once a year.

• Statement 4
– Adults with atrial fibrillation taking a vitamin K 

antagonist who have poor anticoagulation control 
have their anticoagulation reassessed

• Statement 5
– Adults with atrial fibrillation whose treatment fails to control their symptoms are referred for specialised management within 4 

weeks
• Statement 6 (Developmental)

– Adults with atrial fibrillation on long term vitamin K antagonist therapy are supported to self-manage with a coagulometer



Warfarin vs Placebo in
Stroke Prevention in AF

100% 50% 0% -50% -100%

AFASAK-1 

SPAF
BAATAF

CAFA

SPINAF

EAFT

ALL Trials

Favors Warfarin Favors Placebo/
Control

Hart R, et al. Ann Intern Med. 2007;146:857-867.

Warfarin reduces incidence 
of stroke by about 64%



Date of preparation January 2016

L.GB.MKT.01.2016.14475

Global Anticoagulant Registry in the 
FIELD (GARFIELD)

GARFIELD is supported by an unrestricted 

research grant from Bayer Pharma AG to the 

Thrombosis Research Institute 



Date of Preparation January 2016
L.GB.MKT.01.2016.14475

Antithrombotic use according to CHA2DS2VASc score 

Fitzmaurice et al Society for Academic Primary Care 2013
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Date of preparation January 2016

L.GB.MKT.01.2016.14475

• 36.2% of patients in 
Cohort 1 were 75 y.o. 
or older (n=3813)

• ¾ of this population 
had CHA2DS2-VASc 
≥ 4

Mantovani et al. AHA 2012 

GARFIELD-AF Cohort 1 : 
Outcomes in elderly newly diagnosed AF patients (1)
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Schwammenthal Y, et al. Am J Cardiol. 2010;105:411-416.

Effective Anticoagulation – Stroke Severity and Survival: 
National Acute Stroke Israeli Survey

NIHSS Scale: National Institutes of Health stroke scale (stroke severity on admission)
Rankin Scale: Functional disability at discharge

Patients with AF admitted with acute ischemic stroke or transient ischemic attack



Time in therapeutic range (TTR) matters
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Presenter
Presentation Notes





The perfect anticoagulant
• Effective
• Oral
• Fast onset of action
• Short half life
• Predictable pharmacokinetics
• No drug/food interactions
• Fully reversible

• Do the NOACs fulfill these criteria?



Non Vitamin K Oral Anticoagulant Use 
for

Stroke Prevention in AF





DBG2919  |  September 2011
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RR 0.90
(95% CI: 0.74–1.10)
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RR 0.65
(95% CI: 0.52–0.81)
p<0.001 (NI)
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ARR, absolute risk reduction; RR, relative risk; CI, confidence interval; NI, non-inferior; Sup, superior

How does Pradaxa® compare to warfarin?
Time to first stroke / SSE

RRR
35%
ARR
0.60%

Connolly SJ et al. N Engl J Med 2009;361:1139–1151



Primary Efficacy Outcome
Stroke and non-CNS Embolism

Event Rates are per 100 patient-years
Based on Protocol Compliant on Treatment Population

No. at risk:
Rivaroxaban  6958     6211     5786     5468     4406     3407     2472     1496      634
Warfarin         7004     6327     5911     5542     4461     3478     2539     1538      655

Warfarin

HR (95% CI): 0.79 (0.66, 0.96)
P-value Non-Inferiority: <0.001

Days from Randomization
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ev
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)

Rivaroxaban

Rivaroxaban Warfarin
Event 
Rate 1.71 2.16



Primary Outcome
Stroke (ischemic or hemorrhagic) or systemic embolism

Apixaban 212 patients, 1.27% per year 
Warfarin   265 patients, 1.60% per year
HR 0.79 (95% CI, 0.66–0.95); P (superiority)=0.011 

No. at Risk
Apixaban 9120 8726 8440 6051 3464 1754
Warfarin 9081 8620 8301 5972 3405 1768

P (non-inferiority)<0.001
21% RRR



ARISTOTLE RE-LY ROCKET-AF

Apixaban superior to 
warfarin:
• In preventing stroke or 
systemic embolism
• In causing less bleeding 
including ICH 
• In reducing mortality.

Dabigatran 150mg superior to 
warfarin:
•In preventing stroke or systemic    
embolism
•In reducing ischaemic stroke
•In causing less ICH

Major bleeding rates are similar

Causes more GI bleed

Rivaroxaban non-inferior 
to warfarin:  (superiority 
with on-treatment analysis)
•In preventing stroke or 
systemic embolism

Similar rate of bleeding

Causes less ICH

Dabigatran 110mg non-inferior to 
warfarin:
In preventing stroke or systemic    
embolism

Causes less major bleeding 

Causes less ICH

Summary of results



Meta - analysis
• 3 major trials
• Total of 44,563 patients
• 22,327 to new oral anticoagulants and 22,236 to warfarin.
• Mean follow-up ranged from 657 to 730 days
• Average age ranged from 70 to 73 years. 
• Women 35% to 40%
• Mean time in the therapeutic range of warfarin ranged from 

55% to 64%.

Miller et al.  American Journal of Cardiology,  Epub 2012



All cause stroke and systemic embolism

Ischaemic and unspecified stroke

Haemorrhagic stroke



Major Bleeding

Intracranial Bleeding

GI Bleeding



Meta-analysis conclusions
• New oral anticoagulants are more efficacious 

than warfarin for the prevention of stroke and 
systemic embolism in patients with AF. 

• With a decreased risk for intracranial bleeding, 
they appear to have a favorable safety profile, 
making them promising alternatives to 
warfarin



Indications and Dosing

Dabigatran Apixaban Edoxaban Rivaroxaban

Prevention of 
VTE post 
THR/TKR

110mg bd 2.5mg bd 10mg od

Prevention of 
CVA in AF

150mg bd
(110mg bd)

5mg bd
(2.5mg bd) 60mg od 20mg od

Treatment of 
acute VTE 150mg bd

10mg bd for 
7/7

5mg bd
60mg od

15mg bd for 
3/52

20mg od

SPC Dabigatran, Rivaroxaban, Apixaban



Renal function

Anticoagulant Creatinine clearance (ml/min)
30-50 30-15 <15

Apixaban 5mg bd 2.5mg bd AVOID
Dabigatran 150mg bd (110mg bd) AVOID
Edoxaban 60mg 30mg AVOID
Rivaroxaban 15mg od 15mg od AVOID



How do NOACs affect the 
coagulation screen?



Coagulation tests with Anticoagulant 
Drugs

Test UFH LMWH Warfarin Rivaroxaban Apixaban Dabigatran
PT - - ↑↑↑ ↑/- -/↑ -/↑
APTT ↑↑↑ -/↑ ↑ -/↑ -/↑ ↑↑↑
Fibrinogen - - - - - -
Thrombin 
Time

↑↑↑ ↑ - - - ↑↑↑

Anti-Xa ↑ ↑↑↑ - ↑↑↑ ↑↑↑ -

Haemoclot ↑↑ ↑ - - - ↑↑↑

Rivaroxaban and Apixaban:
The PT and APTT cannot be used to determine whether anticoagulant drug present



Switching from one 
anticoagulant to another



Switching from warfarin to NOAC

• Apixaban
– Wait till INR < 2.0

• Dabigatran
– Wait till INR < 2.0

• Edoxaban
– Wait till INR < 2.5

• Rivaroxaban
– Wait till INR < 3.0 AF
– Wait till INR < 2.5 DVT, PE



Emergency Surgery and 
Bleeding



Warfarin

• Vitamin K
– IV 6 hours
– PO 24 hours

• Prothrombin complex concentrates (PCCs)
– Factors II, VII, IX, X
– Reversal within 30 minutes

• Can assess INR for effectiveness/safety



NOACs
• No specific reversal agent
• Well-adsorbed to activated charcoal

– give within two hour of swallowing
• Dialysis

– Dabigatran – yes
– Rivaroxaban, apixaban – no

• General principles
– Check coagulation screen

• Assess effect
– Check renal function

• Assess half life
• Products

– largely speculation/ based on non-clinical data
– off-licence use; safety issues (thrombosis)



Vitamin K - no Immediate Effect on INR
• Schematic diagram showing effect of vitamin K on INR
• Vitamin K has a slow onset (>24 hours)1

– Vitamin K supports generation of normal, functioning clotting factors in the liver
– Effectivity of INR normalization depending on VKA used (different half-lifes; (from 

9–11 hours for acenocoumarol, to 90–140 hours for phenprocoumon)1,2

1. Heidbuchel et al, 2013; 2. Scharf et al, 2009

Day 1 Day 2

PD profile (INR) of VKA
t½ of VKA ~4–5 days

IN
R

PD profile (INR) after 
administration of vitamin K3

2

Vitamin K
injection

4

Presenter
Presentation Notes
Abbreviations
INR, international normalized ratio; PD, pharmacodynamic; t½, half-life; VKA, vitamin K antagonist.

References
Heidbuchel et al. Europace 2013;15:625–651
Scharf et al. Hämostaseologie 2009;29:388–398



Emergencies in Anticoagulated Patients

• Schematic diagram showing PK/PD characteristics of VKA and rivaroxaban
– Reversal strategies may be required if action of drug is long and needs to be antagonized 

in emergency situations

1. Makris et al, 2012; 2. Kubitza et al, 2005; 3. Kubitza et al, 2008

Day 1 Day 2

PD profile (INR) of VKA

PK/PD profile of rivaroxaban

t½ of VKA ~4–5 days

t½ of rivaroxaban 5–9 hours (young) or 11–13 hours (elderly)
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PD, pharmacodynamic; PK, pharmacokinetic; t½, half-life
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Abbreviations
INR, international normalized ratio; PD, pharmacodynamic; PK, pharmacokinetic; t½, half-life; VKA, vitamin K antagonist.

References
Makris et al. BJH 2012;160:35–46
Kubitza et al. Eur J Clin Pharmacol 2005;61:873–880
Kubitza et al. Curr Med Res Opin 2008;24:2757–2765



Specific Reversal Agents for Non-VKA 
Oral Anticoagulants

Company Compound
Reversal for:

StatusFactor Xa 
inhibitor

Factor IIa
inhibitor

LMWH/
fondaparinux

Portola 
Pharma-
ceuticals

PRT064445/
(andexanet alfa) Universal No

Yes 
(antithrombin-

mediated 
Factor Xa 
inhibition)

Phase II completed 
One phase III with 

apixaban completed; 
rivaroxaban and 

edoxaban - onngoing

Boehringer
Ingelheim

BI 655075 
(idarucizumab) No Specific for 

dabigatran No Phase I completed;3 

phase III started4

Perosphere, 
Inc.

PER977
(aripazine) Universal Universal Universal Phase I completed5

Presenter
Presentation Notes
References
www.clinicaltrials.gov/show/NCT01758432
www.portola.com
www.clinicaltrials.gov/show/NCT01688830
www.clinicaltrials.gov/ct2/show/NCT02104947 
www.clinicaltrials.gov/ct2/show/NCT01826266





Idarucizumab mode of action

Idarucizumab rapidly binds to
dabigatran in the plasmaIdarucizumab alters the 

equilibrium – dabigatran 
dissociates from thrombin

Antidote 
(idarucizumab)

Thrombin

Dabigatran molecule

Dabigatran inhibiting 
thrombin

Dabigatran bound 
to plasma proteins

Unbound
dabigatran

Presenter
Presentation Notes
1. When the antidote is administered it rapidly binds to the dabigatran in the plasma.
2. The introduction of idarucizumab alters the equilibrium, causing dabigatran to dissociate from thrombin and the dabigatran in other tissues to move into the plasma. 
3. Due to the high binding affinity of the antidote to dabigatran, thrombin is left uninhibited and able to resume its normal role in the coagulation cascade.






Bradford Teaching Hospitals NHS Trust



Guideline for management of bleeding (and urgent reversal in case of need for emergency surgery) in patients on rivaroxaban

Rivaroxaban is an oral factor Xa inhibitor with a half life of 7-11 hours and mostly renal 66% excretion.

There is no licensed reversal agent for rivaroxaban.









↓












Rivaroxaban-related bleeding



Or requirement for urgent reversal in case of need for emergency surgery



















STOP rivaroxaban







Assess clinical bleeding 1,2 and resuscitate patient as appropriate. May need to act before lab results are back in emergency.



Check:  FBC, G&S, U&E and Clotting screen, PT, APTT, TT, Fibrinogen, d-dimer



Rivaroxaban prolongs PT – if PT is normal rivaroxaban levels are low.



Consider rivaroxaban plasma level



Indicate time of last rivaroxaban dose when requesting test and considering management options.















































Mild bleeding 











Moderate-Severe bleeding











Life-threatening or site critical bleeding 















Discuss with haematologist on call











Discuss with haematologist on call











Delay next dose or discontinue treatment as appropriate.







With normal renal function level of riavaroxaban reduces rapidly in 24 hours







Monitor clotting screen and PT















Activate massive haemorrhage pathway



Symptomatic treatment



Consider tranexamic acid (avoid in DIC)



Mechanical compression



Surgical intervention



Activated charcoal (if rivaroxaban ingestion < 2 hours before



Fluid replacement and haemodynamic support- ensure good diuresis



Consider Prothrombin complex concentrate (Octaplex) (50 units/Kg), max 3000 units, IV infusion at 10ml/min



blood product support as indicated



consider role for interventional vascular radiology







Reassess clinically



Repeat FBC, U&E, Clotting.



PT and rivaroxaban level to be monitored



















Manage as for Moderate-Severe bleeding



Give Prothrombin complex concentrate (Octaplex) (50 units/Kg), max 3000 units, IV infusion at 10ml/min























1Moderate to Severe bleeding: - reduction in Hb ≥ 2gd/L, transfusion of ≥ 2 units of red cells or symptomatic bleeding in critical area (i.e. intraocular, intracranial, intraspinal, intramuscular with compartment syndrome, retroperitoneal, intraarticular or pericardial bleeding).



2Life-threatening bleeding:  – symptomatic intracranial bleed, reduction in Hb ≥ 5gd/L, transfusion of ≥ 4 units of red cells, hypotension requiring inotropic agents or bleeding requiring surgical intervention.

















Pros
• Predictable anticoagulation 

response
• Absence of food 

interactions, and limited 
drug interactions

• Convenience
– No need for monitoring
– No need for frequent dose 

adjustment

• Rapid onset of action and 
relatively short half-life 
periods

– Convenient around procedures; no 
need for bridging 

Cons
• Reversal?
• Missed dose can increase the 

risk of stroke
• No routine coagulation 

monitoring may facilitate 
non-compliance

• No coagulation assay easily 
available to precisely 
measure anticoagulation 
effect

• Cost
• Not advisable in CrCl<30



• Patient education is important
• Compliance
• Missed doses

Practical Points







NICE Quality Standards
• Statement 1

– Adults with non-valvular atrial fibrillation and a CHA2DS2-VASc stroke risk score of 2 or above are offered anticoagulation
• Statement 2

– Adults with atrial fibrillation are not prescribed aspirin monotherapy for stroke prevention
• Statement 3

– Adults with atrial fibrillation who are prescribed anticoagulation discuss the options with their healthcare professional at least 
once a year.

• Statement 4
– Adults with atrial fibrillation taking a vitamin K antagonist who have poor anticoagulation control have their anticoagulation 

reassessed
• Statement 5

– Adults with atrial fibrillation whose treatment fails to control their symptoms are referred for specialised management within 4 
weeks

• Statement 6 (Developmental)
– Adults with atrial fibrillation on long term vitamin 

K antagonist therapy are supported to self-
manage with a coagulometer



Patient self Testing/Management

• Decreased number of thromboembolic 
events and overall mortality without 
increase in bleeding

• TTR up to 85%









Patient Self Testing/Management

• For patients:
• greater convenience 
• savings of time and transportation costs. 
• control of their condition



Germany 20

• 81,859,000
• 800,000 on oral 

anticoagulants
• 160,000 self management1

(20%)

England 3.4

• 62,262,000
• 500,000 on oral 

anticoagulants 
• 17,000 self 

testing/management2

(3.4%)

1. International Self Monitoring Association of Oral Anticoagulated Patients (ISMAAP) http://www.ismaap.org/index.php?id=586 Accessed 25/6/12
2. 2. Roche diagnostics - Personal communication

http://www.ismaap.org/index.php?id=586


Costs Model



Costs Model



NICE Quality Standards+1
• Statement A

– Find AF but don’t call it screening and using simple ECG acquisition devices 
• Statement 1

– Adults with non-valvular atrial fibrillation and a CHA2DS2-VASc stroke risk score 
of 2 or above are offered anticoagulation

• Statement 2
– Adults with atrial fibrillation are not prescribed aspirin monotherapy for stroke 

prevention
• Statement 3

– Adults with atrial fibrillation who are prescribed anticoagulation discuss the 
options with their healthcare professional at least once a year.

• Statement 4
– Adults with atrial fibrillation taking a vitamin K antagonist who have poor 

anticoagulation control have their anticoagulation reassessed
• Statement 5

• Statement 6 (Developmental)
– Adults with atrial fibrillation on long term vitamin K antagonist therapy are 

supported to self-manage with a coagulometer



6 Lessons in AF
1. AF is there is you know where to look…
…Just take the pulse, don’t need to rewrite the book

2. Just anticoagulate them all, apart from the healthy 
That keeps the patient well and the healthy economy wealthy

3. Check for those still taking the little useless Aspirin…
Give them warfarin or a NOAC and make it long lastin’ 

5. Don’t let bleeding ruin the day…
Use HASBLED to show how to keep it at bay

4. Let the patient choose their modality of treatment…
They will know best and what is right and what’s decent

6. Falling is terrible it can give you a bump
But a stroke is even worse it gives you the hump



Thank you for your attention

matthew.fay@bradford.nhs.uk

@fatherofhan
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