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Case history

 Mrs RC

 76 year old lady reviewed in hypertension

 known AF

 Drug history

− Amlodipine 10mg

− Losartan 25mg daily

− Simvastatin 20mg daily

− Aspirin 75mg daily

AF is the leading  cause of 

embolic stroke

Risk increases with  age

Without preventive 

treatment, approximately 1 

in 20 patients (5%) with AF 

will have a stroke each year

AF related strokes are 

associated with higher 

mortality and more disability 
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Think of a patient……. (1)

76 year old female

 Irregular pulse       AF confirmed 

on ECG

Relevant PMH

Hypertension

How do we know if she is at risk....?
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Atrial Fibrillation
Stratification of Stroke Risk: CHADS2 Score

Gage BF et al. JAMA 2001;285: 2864–2870
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Age > 75 years 1
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CHA2DS2-VASc

Score
Annual stroke rate, 

%

0 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

• Congestive heart failure/ 1

LV dysfunction

• Hypertension 1

• Age  75 2

• Diabetes mellitus 1

• Stroke/TIA/TE 2

• Vascular disease 1

(CAD, CArD, PAD)

• Age 65-74 1

• Sex category (female) 1

Score 0 – 9

Validated in 1084 NVAF patients not on  OAC 

with known TE status at 1 year in Euro Heart 

Survey
OR for stroke if: Female: 2.53 (1.08 – 5.92), p=0.029; 

Vascular disease: 2.27 (0.94 – 5.46), p=0.063 

Approach to thromboprophylaxis in AF

AF = atrial fibrillation; CHA2DS2-VASc = cardiac failure, hypertension, age ≥ 75 (doubled), diabetes, stroke (doubled)-

vascular disease, age 65–74 and sex category (female); INR = international normalized ratio; OAC = oral anticoagulation, 

such as a vitamin K antagonist (VKA) adjusted to an intensity range of INR 2.0–3.0 (target 2.5).
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76 year old 
female with 

hypertension

Anticoagulate!

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

Study Year

1989; 1990

1991

1993

1997

1997

1999

2006

Drug X cf placebo/control Relative Risk Reduction (95% CI)

Favors Drug X Favors Placebo
or Control

100% 50% 0 -50% -100%

Efficacy of drug X Compared With Placebo
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Hart RG et al. Ann Intern Med. 2007;146:857-867

Study Year

AFASAK I 1989; 1990

SPAF I 1991

EAFT 1993

ESPS II 1997

LASAF 1997

Daily
Alternate day

UK-TIA
300 mg daily
1200 mg daily

1999

JAST 2006

Aspirin trials (n=7)

Aspirin cf placebo/control Relative Risk Reduction (95% CI)

Favors Antiplatelet Favors Placebo
or Control

100% 50% 0 -50% -100%

Efficacy of aspirin Compared With Placebo
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Study Year
AFASAK I 1989; 1990

SPAF I 1991

BAATAF 1990

CAFA 1991

SPINAF 1992

EAFT 1993

All trials (n = 6)

N = 2,900

Favors warfarin Favors placebo

or control

100% 50% 0 −50% −100%

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

Efficacy of Warfarin for Stroke Reduction
Compared With Placebo or Control in Six Studies

Relative risk reduction (95% CI)

Older AF patients less likely to get warfarin

Gallagher AM et al. J Thromb & Haem 2008;6:1500-1506

Younger

Older
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Cowan C, et al Heart 2013;0:1-7

Older AF patients less likely to get warfarin

Birmingham Atrial Fibrillation 

Treatment of the Aged

• 2001-2004; 260 GPs in England 
and Wales

• 973 pts  75 years (81.5 ± 4.2) 

• 72% CHADS2  2

• Warfarin (target INR 2–3) or 
aspirin (75 mg per day)

• 10 endpoint - fatal or disabling 
stroke (ischaemic or  haemo-
rrhagic), other intracranial 
haemorrhage, or clinically 
significant arterial embolism

BAFTA:

RR = 0.48 
(0.28–0.80) 
p = 0.0027
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Mant J, et al. Lancet 2007;370:493-503

24 (1.8%)

48 (3.8%)

Intra-cranial haemorrhage on W vs A:

0.5% vs 0.4% (RR 1.15, 0.29 – 4.77, n.s.)

Extra-cranial haemorrhage:

1.4% vs 1.6% (RR 0.87, 043 – 1.73, n.s.) 
INR > 3.0 14% of the time

Stroke: 
0.8% vs 1.8%
RR = 0.30
(0.13-0.63)
p = 0.0004
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Falls

• Markov decision analytic model was used to 

determine the preferred treatment strategy in patients 

> 65 yrs/old

• Patients need to fall >295 times per year for risk to 

outweigh benefit

• Mean number of falls/ year of elderly people who fall: 

1.8

Man-Son-Hing et al Arch Intern Med. 1999;159:677-685

 Atrial fibrillation – detection and optimal therapy in 

Primary care

− Identifying new patients

− Ensuring appropriate pathways

− Appropriate assessment of anticoagulation

− Cost of NOT prescribing anticoagulant

• 46% who should be are not on warfarin

• RRR with warfarin 50 – 70% ….. That’s good!

• 4500 strokes and 3000 deaths could be prevented if 

anticoagulated

• Direct cost of strokes £3b (£8b indirect)

QIPP agenda

Provided by the Stroke Improvement Programme
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Stroke Prevention: Anticoagulant 
Effect 

Meta-analysis of stroke or systemic embolism

Modified from Camm AJ. EHJ 2009;30:2554-5 

Favours 

warfarin

0 0.3 0.6 0.9 1.2 1.5 1.8 2.0

Favours other 

Rx

Category
Relative Hazard Ratio 

(95% CI)

W vs Placebo

W vs Wlow dose

W vs Aspirin

W vs Aspirin + Clop

W vs Ximelagatran

W vs Dabigatran 110

W vs Rivaroxaban

W vs Dabigatran 150

W vs Apixaban 5

Favours 

warfarin

0 0.3 0.6 0.9 1.2 1.5 1.8 2.0

Favours other 

Rx

0 0.3 0.6 0.9 1.2 1.5 1.8 2.0

W vs Dabigatran 110

W vs Rivaroxaban

W vs Dabigatran 150

W vs Apixaban 5

W vs Dabigatran 110

W vs Rivaroxaban

W vs Dabigatran 150

W vs Apixaban 5

Major bleeding

ICH
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Case history

 Mrs RC

 76 year old lady reviewed in hypertension

 known AF

 Drug history

− Amlodipine 10mg

− Losartan 25mg daily

− Simvastatin 20mg daily

− Aspirin 75mg daily

Case history

 Mrs RC

 Previously been on warfarin but felt that in view of 

poor TIR, warfarin was not suitable
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Case history

 Mrs RC

 Previously been on warfarin but felt that in view of 

poor TIR, warfarin was not suitable

 Referred to haematology

− CrCl 30mls/min

− Rivaroxaban 15mg daily

− How would we counsel this lady?
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 How would the counselling differ if prescribed 

dabigatran?
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Counselling

 Reduces the chance of unwanted blood clots forming 

which helps prevent strokes

 Take regularly ,

− any time is ok – when would be easiest for you

− Warfarin – evening to coincide with INR test

− Forgotten doses 

• W – if before midnight

• D – if within 6 hrs of next dose (miss)

• R/A  – take immediately, do not double within the same day

 Like all medicines – unwanted side effects

− If unusual bleeding, such as dark or bloody stools, urine or 

unexplained bruising tell your doctors

− NSAIDs can’t be taken with anticoagulants

− Specifics Dabigatran – Indigestion



16

N5-319 Cumm Presentation

4/16/2014 4:45 PM



17

N5-319 Cumm Presentation

4/16/2014 4:45 PM



18

N5-319 Cumm Presentation

4/16/2014 4:45 PM



19

N5-319 Cumm Presentation

4/16/2014 4:45 PM

Reducing Risk of Bleeding

1. Address uncontrolled hypertension

2. Review benefit/risk of concomitant aspirin:

− Hypertensives, diabetics, CHD and no acute ischemic event 

or intervention in the last year

 Stop aspirin when INR in therapeutic range

3. Risk of bleeding is greatest in first 90 days of 

OAC therapy 

• Caution : drug interactions and new drugs

• Close or more frequent monitoring

4. Review concomitant use of NSAIDS

5. Consider a PPI

Hylek, E.M., Evans-Molina, C, Shea, C. et al. (2007), Major hemorrhage and tolerability of warfarin in the first year of therapy among elderly patients with 
atrial fibrillation, Circulation, 115, 2689-2696.


