
Table 3

Atrial fibrillation anticoagulation chart according to thromboembolic risk and bleeding risk
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Table 1

CHA2DS2-Vasc score

Table 2

HAS-BLED score

Key: AC = anticoagulant therapy;  * = refer to specialist centre to consider left atrial appendage occlusion
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HAS-BLED risk factors
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Congestive heart failure/
LV dysfunction
Hypertension
Age ≥ 75 years
Diabetes mellitus
Stroke/TIA
Vascular disease (prior MI,
PAD, aortic plaque)
Age 65-74 years
Sex category (female gender)

Uncontrolled Hypertension
Abnormal renal and/or liver function
Stroke
Bleeding tendency or predisposition
Labile INR
Elderly (age > 65 years)
Drugs (concomitant aspirin or
NSAID) and/or alcohol

Score
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1
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-VASc score (adjusted annual stroke rate in no AC)

AC not required

AC not required

AC not required

AC not required

AC not required

AC not required

0 (0%)

?*

?*

?*

AC recommended

AC recommended

AC recommended

2 (2.2%)

?*

?*

?*

AC recommended

AC recommended

AC recommended

3 (3.2%)

?*

?*

?*

AC recommended

AC recommended

AC recommended

4 (4%)

?*

?*

?*

AC recommended

AC recommended

AC recommended

5 or more ( ≥ 6.7%)

AC
contraindicated
AC
contraindicated
AC
contraindicated
AC
suggested
AC
suggested
AC
suggested
1 (1.3%)

5 or more 
(12.5%)
4 
(8.7%)
3 
(7.2%)
2 
(1.88%)
1 
(1.02%)
0 
(1.13%)

Oral anticoagulant therapy
When appropriate, oral anticoagulant
therapy should be promptly initiated,
choosing the best option for the
patient.

Oral anticoagulant therapy can
reduce the risk of having a stroke by
approximately 50-70%. 

Until recently, warfarin was the only
available option. Although cheap and
effective, the need for regular
monitoring and dose adjustments,
combined with multiple food and
drug interactions, results in
suboptimal time in the therapeutic
range, a high rate of non-compliance
and treatment cessation in 25-40% by
three-year follow-up. 

Starting in 2012, a number of drugs
belonging to a new generation of
novel oral anticoagulants (NOACs)
have been approved by NICE for
prevention of stroke and systemic
embolism in patients with non-
valvular (i.e. not caused by rheumatic
heart disease) AF: dabigatran,4

rivaroxaban5 and apixaban.6

Their anticoagulant effect is
predictable, thus they do not require
regular monitoring and dose
adjustments. It should be noted that
their excretion is affected by renal
function, their safety in the very
elderly is not known and they also
have side effects and still have a
relatively high incidence of
discontinuation. Although they do not
have formal antidotes, studies show
that this does not have an impact on


