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Table 2

CHA2DS2-VASc score

Table 3

HAS-BLED score

Risk factors

Uncontrolled Hypertension
Abnormal renal 
and/or 
abnormal liver function

Stroke
Bleeding tendency or predisposition
- Genetic
- Anaemia
- Reduced platelet count/function
- Malignancy
- History of previous bleeding
- Vascular malformations
Labile INR
Elderly (age > 65 years)
Drugs (concomitant aspirin 
or NSAID) 
and/or 
alcohol (>8 drinks/week)
Total

Risk factors

Maximum

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)

Score

1

1
2
1
2
1

1
1

9

Score

1
1

1

1
1

1
1
1

1
9

Modifiable?

Modifiable
Potentially modifiable (except in the case of dialysis-
dependent renal failure or kidney transplant)
Potentially modifiable (except in the case of
cirrhotic liver disease)
Non-modifiable

Non-modifiable
Potentially modifiable
Potentially modifiable
Non-modifiable
Non-modifiable
Potentially modifiable
Modifiable
Non-modifiable
Modifiable

Modifiable

physical examination (blood pressure
measurement, cardiovascular
examination for valvular heart disease
or heart failure and lung examination for
signs of lung disease or pulmonary
oedema), blood tests, including urea
and electrolytes, liver function tests, full
blood count, blood glucose and thyroid
function tests. 

The following five aspects should be
considered:

Haemodynamic instability or severe
symptoms
Signs of haemodynamic instability or
severe symptoms (unstable angina,
evolving TIA or stroke, heart failure or
severe bradycardia) should be promptly
identified and lead to urgent referral of
the patient to specialist care. 

Precipitating factors 
Precipitating factors (e.g. thyrotoxicosis,
sepsis, pneumonia or postoperative AF)
and underlying cardiovascular conditions
should be identified. Transthoracic
echocardiography is often used to
investigate underlying causes and guide
management. It is recommended if a
rhythm control strategy is contemplated,
when there is suspicion of underlying
heart disease (heart murmur, abnormal
ECG or symptoms), to guide
anticoagulation risk stratification or 
in patient groups where AF is less
common, e.g. in the younger patient. 
It may not be required in asymptomatic
individuals in whom anticoagulation is
mandated for other reasons.

As understanding of the patho-
physiology of AF and the number of
known aetiologies has increased
together with improvements in the
ability to image and diagnose heart
disease, any underlying concealed or
manifest heart disease can be identified
in most cases of AF, with progressive
reduction in the number of cases that
could be defined as lone AF. For this
reason, the new ESC guidelines
recommend avoiding using this term.  

Stroke and bleeding risks
The patient’s stroke and bleeding risks
and their need for anticoagulation
should be defined. The CHA

2
DS

2
-VASc

score, see table 2, above right, is
recommendedto assess stroke risk. 
Oral anticoagulation (OAC) should be
offered to patients with a CHA

2
DS

2
-VASc

score ≥ 2, and considered for men with
a  score of 1 and women with a score of
2, balancing the expected stroke
reduction, bleeding risk, and patient
preference. 

Importantly, age > 65 conveys a

relatively high and continuously
increasing stroke risk that also
potentiates other risk factors (such as
heart failure and male gender), while
female gender does not appear to
increase stroke risk in the absence of
other stroke risk factors. 

The risk of severe bleeding with
warfarin should be assessed using the
HAS-BLED score, see table 3, below. 
A score ≥ 3 indicates that caution is
required when starting anticoagulant
therapy, however a high bleeding risk
score or a perceived high risk of
bleeding (cognitive dysfunction,
frequent falls, frailty) should generally
not result in withholding OAC as a net
benefit from OAC often persists. Ideally,
bleeding risk factors should be identified
and treatable factors corrected.  

OAC should be used in all patients
with increased stroke risk as it can
prevent up to two-thirds of ischaemic
strokes in AF patients and can reduce
mortality by a quarter.14,15

The need for regular monitoring and
dose adjustments with warfarin, and the
potential for multiple food and drug
interactions, results in suboptimal time in
the therapeutic range and a high rate of
non-compliance and treatment
cessation. A range of non-vitamin K oral
anticoagulants (NOACs)16-19 have been
approved for use in non-valvular AF, see
table 4, p14. Edoxaban is the most recent
NOAC to be approved by NICE.19

The NOACs do not require regular

monitoring as their anticoagulant effect
is predictable. As their excretion is
affected by renal function, dose
adjustment is required in cases of renal
failure. The only NOAC with an available
antidote is dabigatran, although
antidotes to the other NOACs are under
development. The lack of antidote has
not been shown to be detrimental and 
a number of studies have shown that
following severe bleeds patients on
NOACS have better outcomes than
those on warfarin.20

Deciding between warfarin and the
different NOACs is a complex process
that should take into account not only


