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CHADS2 score and stroke rate 

*The adjusted stroke rate was derived from the multivariable analysis assuming no aspirin usage; these stroke rates are 

based on data from a cohort of hospitalised AF patients, published in 2001, with low numbers in those with a CHADS2 score 

of 5 and 6 to allow an accurate judgement of the risk in these patients. Given that stroke rates are declining overall, actual 

stroke rates in contemporary non-hospitalised cohorts may also vary from these estimates. Adapted from Gage BF et al. 

 AF = atrial fibrillation; CHADS2 = cardiac failure, hypertension, age, diabetes, stroke (doubled). 
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Risk factors for stroke and 
thrombo-embolism in non-valvular AF 

AF= atrial fibrillation; EF = ejection fraction (as documented by echocardiography, radionuclide ventriculography, cardiac 

catheterization, cardiac magnetic resonance imaging, etc.); LV = left ventricular; TIA = transient ischaemic attack. 
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Risk factor-based point-based scoring  
system - CHA2DS2-VASc   

*Prior myocardial infarction, peripheral artery disease, aortic plaque. Actual rates of stroke in contemporary 

cohorts may vary from these estimates. 
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Adjusted stroke rate according  
to CHA2DS2-VASc score 
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Use of oral anticoagulation for 
stroke prevention in AF  

AF = atrial fibrillation; OAC = oral anticoagulant; TIA = transient ischaemic attack. 
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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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The HAS-BLED bleeding risk score 

*Hypertension is defined as systolic blood pressure  > 160 mmHg. 

INR = international normalized ratio. 
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Cardioversion, TOE and anticoagulation 

AF = atrial fibrillation; DCC = direct current cardioversion; LA = left atrium; LAA = left atrial appendage; OAC = oral anticoagulant; 

SR= sinus rhythm; TOE= transoesophageal echocardiography. 
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Thromboembolic Risk and 
Treatment 



1. In patients with AF, antithrombotic therapy should be 
individualized based on shared decision making after 
discussion of the absolute and RRs of stroke and  
bleeding, and the patient’s values and preferences.  

(Level of Evidence: C)  

 

2. Selection of antithrombotic therapy should be based 
on the risk of thromboembolism irrespective of 
whether the AF pattern is paroxysmal, persistent, or 
permanent (64-67). (Level of Evidence: B) 

 



3. In patients with nonvalvular AF, the CHA2DS2-VASc 

score is recommended for assessment of stroke risk 

(68-70). (Level of Evidence: B) 
 

4. For patients with AF who have mechanical heart 

valves, warfarin is recommended and the target 

international normalized ratio (INR) intensity (2.0 to 3.0 

or 2.5 to 3.5) should be based on the type and location 

of the prosthesis (71-73). (Level of Evidence: B) 

Class I 



5. For patients with nonvalvular AF with prior 
stroke, transient ischemic attack (TIA), or a 
CHA2DS2-VASc score of 2 or greater, oral 
anticoagulants are recommended. Options 
include: 

warfarin (INR 2.0 to 3.0)  (Level of Evidence: 
A), dabigatran  (Level of Evidence: B), 
rivaroxaban  (Level of Evidence: B), or 
apixaban . (Level of Evidence: B) 



6. Among patients treated with warfarin, the INR should 

be determined at least weekly during initiation of 

antithrombotic therapy and at least monthly when 

anticoagulation (INR in range) is stable (77-79). (Level of 
Evidence: A) 
 

7. For patients with nonvalvular AF unable to maintain a 

therapeutic INR level with warfarin, use of a direct 

thrombin or factor Xa inhibitor (dabigatran, rivaroxaban, 

or apixaban) is recommended. (Level of Evidence: C) 

Class I 



8. Re-evaluation of the need for and choice of 
antithrombotic therapy at periodic intervals is 
recommended to reassess stroke and bleeding risks. 
(Level of Evidence: C) 

9. Bridging therapy with unfractionated heparin (UFH) or 
low-molecular-weight heparin (LMWH) is 
recommended for patients with AF and a mechanical 
heart valve undergoing procedures that require 
interruption of warfarin. Decisions regarding bridging 
therapy should balance the risks of stroke and 
bleeding. (Level of Evidence: C) 



 
10. For patients with AF without mechanical heart valves 

who require interruption of warfarin or newer 

anticoagulants for procedures, decisions about bridging 

therapy (LMWH or UFH) should balance the risks of stroke 

and bleeding and the duration of time a patient will not be 

anticoagulated. (Level of Evidence: C) 

Class I 



11. Renal function should be evaluated prior to initiation 

of direct thrombin or factor Xa inhibitors and should be 

re-evaluated when clinically indicated and at least 

annually (80-82). (Level of Evidence: B) 
 
12. For patients with atrial flutter, antithrombotic therapy 

is recommended according to the same risk profile used 

for AF. (Level of Evidence: C) 

Class I 



1. For patients with nonvalvular AF and a CHA2DS2-
VASc score of 0, it is reasonable to omit 
antithrombotic therapy . (Level of Evidence: B) 

 

2. For patients with non valvular AF with a CHA2DS2-
VASc score of 2 or greater and who have end stage 
CKD (creatinine clearance [CrCl] <15 mL/min) or are 
on hemodialysis, it is reasonable to prescribe warfarin 
(INR 2.0 to 3.0) for oral anticoagulation . (Level of 
Evidence: B) 



1. For patients with nonvalvular AF and a CHA2DS2-
VASc score of 1, no antithrombotic therapy or 
treatment with an oral anticoagulant or aspirin may 
be considered. (Level of  Evidence: C) 

 

2. For patients with nonvalvular AF and moderate-to-
severe CKD with CHA2DS2-VASc scores of 2 or 
greater, treatment with reduced doses of direct 
thrombin or factor Xa inhibitors may be considered 
(e.g., dabigatran, rivaroxaban, or apixaban), but 
safety and efficacy have not been established. (Level 
of Evidence: C) 



3. In patients with AF undergoing percutaneous coronary 

intervention,* bare-metal stents may be considered to 

minimize the required duration of dual antiplatelet 

therapy. Anticoagulation may be interrupted at the time 

of the procedure to reduce the risk of bleeding at the site 

of peripheral arterial puncture. (Level of Evidence: C) 
 
4. Following coronary revascularization (percutaneous or 

surgical) in patients with AF and a CHA2DS2-VASc score 

of 2 or greater, it may be reasonable to use clopidogrel 

(75 mg once daily) concurrently with oral anticoagulants 

but without aspirin . (Level of Evidence: B) 

Class IIb 



1. The direct thrombin inhibitor, dabigatran, and the 
factor Xa inhibitor, rivaroxaban, are not recommended 
in patients with AF and end-stage CKD or on 
hemodialysis because of the lack of evidence from 
clinical trials regarding the balance of risks and 
benefits . (Level of Evidence: C) 



1. The direct thrombin inhibitor, dabigatran, should 
not be used in patients with AF and a mechanical 
heart valve (87). (Level of Evidence: B) 



For patients with CKD, dose modifications of the new 
agents are available ; however, for those with severe 
or end-stage CKD, warfarin remains the 
anticoagulant of choice, as there are no or very 
limited data for these patients. 

 Among patients on hemodialysis, warfarin has been 
used with acceptable risks of hemorrhage 





 

 

Class IIb 

     1. Surgical excision of the LAA may be         
considered in patients undergoing cardiac  
surgery. (Level of Evidence: C)                          




