
Patient presents with an irregular pulse

Haemodynamic compromise, marked dyspnoea,  
hypoxia or chest pain?

Clear onset within the last 72 hours

Undertake CHA2DS2VASc score Is the patient low 
risk?

Patient prefers to have Warfarin

Refer to Warfarin clinic for maintenance of INR. 
Range 2-3

After 3 months has there been • INR >5 • 2 
consecutive INRs <1.8 • Frequent INR testing 

required • Any side effects

After 3 months is the iTTR>65%

Take history and examination FBC, U&Es, LFTs, Hba1c, Lipids, TFT, ECG and possible *echo. 
Arrange 12-lead ECG to confirm AF (ideally same day to reduce the risk of missing Paroxysmal AF)

Discuss anticoagulation, this should include reference to bleeding risk (HASBLED score) 
Give written patient information (can be downloaded from patient.co.uk)

Continue oral anticoagulation indefinitely with annual reassessment of FBC, U&E, 
LFTs, TTR (Warfarin), BP, weight and consideration of bleeding risk

Is the patient <65yrs with no CVD?

Emergency admission to hospital

Discuss with on call cardiology

No, thromboprophylaxis required

Patient prefers to have DOAC

Commence DOAC (adjust dose 
according to the creatinine clearance). 

If there is very poor dietary intake 
then use edoxaban or apixaban 

(adjusted dose for creatinine 
clearance and weight) 

Refer to the anticoagulation 
service, if appropriate, for on going 

surveillance of the DOAC

Consider checking the pulse on all >65yrs or with 
known CVD. Screen by AliveCor is possible
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Bleeding risk can be calculated using the 
HASBLED score.
 
HASBLED score should not be used to 
preclude anticoagulation.

Modifiable risk factors should be adjusted: 
• Reduce blood pressure 
• Reduce alcohol intake 
• Review medication 

Absolute Contraindications; 

• Known large oesophageal varices. 

• Significant thrombocytopenia (platelet count < 50 x 109/L) 

• �Within 72 hours of major surgery with risk of severe bleeding - defer & reassess risk 
postoperatively.

• Previously documented hypersensitivity to either the drug or excipients. 

• �Acute clinically significant bleed - defer & re-assess stroke versus bleeding risk within 3 
months. 

• Decompensated liver disease or deranged baseline clotting screen (INR>1.5)

• Pregnancy or within 48 hours post-partum.

Relative Contraindications;

• Previous history intracranial haemorrhage:- seek the opinion of a stroke specialist. 

• �Recent major extracranial bleed within the last 6 months, where the cause has not been 
identified or treated - decision for oral anti-thrombotic therapy should be deferred. 

• �Recent documented peptic ulcer within last 3 months – decision for oral anti-thrombotic 
therapy should be deferred until treatment for PU completed & given PPI cover whilst on 
anti-thrombotic agent. 

• Recent history recurrent iatrogenic falls in patient at higher bleeding risk. 

	 • N.B. A risk of falls is not a contraindication to initiating oral anticoagulation. 

• �Dementia or marked cognitive impairment with poor medicines compliance & no access to 
carer support. 

• Chronic alcohol abuse - especially if associated with binge drinking.

The default option should be to 
undertake an echocardiogram. 

However if due to the clinical setting the 
echo will not change management then it 
should not be undertake.

Bleeding Risk:

Contraindications to oral anticoagulation:

*Echocardiogram consideration 
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