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This initiative represents an opportunity to standardize care 
for non-valvular AF patients throughout Atlantic Canada
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OAC Initiative Overview

Unrestricted/untied grants were received from……

No Industry partners participated in or influenced Panel decision-making.  



OAC Initiative Panel

Dr. David Marr Cardiology N.B.  
Dr. Jafna Cox Cardiology N.S. 
Dr. Sean Connors Cardiology N.L.
Dr. Ron Bourgeois Cardiology N.B.
Dr. Lenley Adams Cardiology P.E.I
Dr. Gregg McLean Neurology N.B.
Dr. Martin MacKinnon Nephrology N.B.
Dr. David Anderson Hematology N.S.
Dr. Tara Rector Emergency Medicine N.L.
Dr. Mohamed Ravalia Primary Care N.L 
Rachel Harris (Pharm.D) Pharmacy N.B.
Dr. Gord Gubitz Heart & Stroke Atlantic
Dr. Carl Abbott Patient Representative N.S.
Kathy Harrigan CVHNS N.S.
Michel Boucher CADTH National



Recommendation Levels



We recommend that Atlantic clinicians proactively screen all patients
aged ≥ 65 years for AF via pulse palpation and/or cardiac
auscultation; clinicians should then explore positive pulse diagnoses
by ECG.

Screening for the co-morbidities of hypertension, hyperthyroidism
(via Serum TSH) and diabetes is also recommended for patients
exhibiting a positive pulse diagnosis

AF Screening & Risk Stratification



We recommend that the risk stratification tool CHA2DS2-VASc
should be preferentially used (versus CHADS2) to predict the need for
OAC therapy for stroke prophylaxis in Atlantic patients with AF.

In addition, the new CCS algorithm CHADS-65 is an efficient and easy
means through which a physician can simply determine a patient's
eligibility for oral anticoagulant therapy. (Verma 2014)

AF Screening & Risk Stratification



CCS Algorithm for OAC Therapy in AF

Age		≥	65

Prior	Stroke	or	TIA								or				

Hypertension																		or					

Heart	failure																				or

Diabetes	Mellitus											or

(CHADS2 Risk	factors)	

No	Antithrombotic

CAD	or	

Arterial	vascular	

disease	 																

(Coronary,	aortic,	peripheral)

ASA

YES

NO

NO

NO

YES

OAC*

OAC*

YES

* Consider	and	modify	(if	

possible)	all	factors	

influencing	risk	of	bleeding	

during	OAC	treatment	

(Hypertension,	antiplatelet	

drugs,	NSAIDs,	excessive	

alcohol,	labile	INRs)	and	

specifically	bleeding	risks	

for	NOACs	(Low	eGFR,	age	

≥	75,	Low	Body	Weight).

Verma et. al., 2014 Focused Update of the Canadian Cardiovascular Society Guidelines for the

Management of Atrial Fibrillation, Canadian Journal of Cardiology, Volume 30, Issue 10, October

2014.



AF Screening & Risk Stratification



We recommend using a bleeding risk scoring system to assess
bleeding risk prior to prescribing OAC therapy.

We suggest that the HAS-BLED bleeding risk assessment score be
used preferentially due to its validation and ease of use.

AF Screening & Risk Stratification



We recommend using a bleeding risk scoring system to assess
bleeding risk prior to prescribing OAC therapy.

We suggest that the HAS-BLED bleeding risk assessment score be
used preferentially due to its validation and ease of use.

AF Screening & Risk Stratification

PRACTICAL TIPS: 

� Employing the ESC management process for patients with non-valvular AF places 
the initial emphasis on stroke reduction then bleeding risk: 

A. Establish the patient’s risk of stroke via CHA2DS2-VASc

B. Select the appropriate OAC therapy

C. Calculate a HAS-BLED risk score; define & modify the patient’s bleeding risk 
factors

� The HAS-BLED bleeding risk assessment tool should not be used to deny required 
therapy.



We suggest that one of the DOACs (dabigatran, rivaroxaban, or
apixaban) should be prescribed preferentially over a VKA based on
the DOAC’s ease of use and superior clinical benefit, particularly
related to ICH.

Selecting OAC Therapy

VALUES & PREFERENCES:

The Panel endorses the OAC prescribing recommendations published in
the CCS Atrial Fibrillation guidelines (Skanes 2012), Canadian Best
Practice Recommendations for Stroke Care (Lindsay 2012) and ESC
Atrial Fibrillation Guidelines (Camm 2012). In addition, the Panel
agrees with the recommendation that the preference for DOACs over
VKAs is less relevant for patients on VKAs who have stable INRs
(greater than 65% TTR) and no bleeding complications.



We suggest that NO DOAC be used in patients with a CrCl < 30
ml/min as there are no RCT data available. (This is a standardized
and conservative approach for all DOAC’s)

We suggest prescribing a VKA for patients with severe renal
insufficiency who are not on dialysis (CrCl = 15 – 30 ml/min) and a
VKA or nothing for patients with CrCl < 15 ml/min who are on
dialysis, according to physician and patient preferences.

Chronic Kidney Disease



Monitor frequency of kidney function as defined in the table below.

Chronic Kidney Disease



Perioperative Management for Planned Procedures
Assessment

We suggest that a patient’s bleeding risk (HAS-BLED) and stroke
risk (CHA2DS2-VASc) should be assessed and documented prior to a
planned surgical procedure.

In assessing risk, clinicians should consider kidney function, age,
hypertension, history of bleeding complications, and concomitant
medications. Physicians should proactively manage any modifiable
risk factors. Thereafter, consider the procedural bleeding risk and
manage OAC therapy accordingly.



Perioperative Management for Planned Procedures
Assessment



Perioperative Management for Planned Procedures
Management (DOAC)

We suggest that perioperative patients with AF who are prescribed DOAC therapy
be managed according to the strategies below. DOAC therapy should reach trough
concentrations (occurring 12 - 24 hours after the last dose depending upon bid or
OD regimen) for planned surgical procedures that may not necessarily require
discontinuation (Heidbuchel 2013)

Assess Creatinine Clearance



Consider bridging therapy in ANY post-operative patient who's OAC therapy can 
not be reinitiated within 72 hours based on undue delay.

Bridging therapy may not be necessary for non-valvular AF patients who are prescribed
DOAC therapy due to the speed of offset & onset. Short-term cessation and reinitiating
therapy must be synchronized with the procedure.

Renal function should be reassessed after surgery prior to restarting therapy as the dose
or even suitability of using a DOAC will depend on the actual CrCl.

If the patient is at low bleeding risk, DOAC therapy can be reinitiated within 24 hours
post-operatively. Patient's at higher bleeding risk can be reinitiated 48 - 72 hours post-
operatively unless still actively bleeding.

Perioperative Management for Planned Procedures
Management (DOAC)



Assess thrombotic risk

Very Low to Moderate Risk of Stroke 
(CHA2D2-VASc ≤ 1)

High Stroke Risk                        
(CHA2D2-VASc ≥ 2)

Low Bleeding 
Risk Procedure

High Bleeding 
Risk Procedure

Low Bleeding 
Risk Procedure

High Bleeding 
Risk Procedure

Continue Warfarin 
therapy (INR < 3)

Stop Warfarin 
5 days 

preoperatively

Continue Warfarin 
or initiate local 

bridging protocol 
5 days 

preoperatively

Stop  Warfarin & 
initiate local 

bridging protocol 
5 days 

preoperatively

Perioperative	Management	for	Planned	Procedures
Management		(VKA)

The BRIDGE Study, published in June 2015 (Douketis, 2015), was not
reviewed by the Primary Panel. This study addresses the need for
bridging anticoagulation during warfarin interruption; clinicians will
need to consider how to incorporate study findings into their practices.



Managing non life-threatening bleeding on an DOAC

Time is the most important DOAC antidote; therefore, it is important
to establish both the dosing regimen and last dose taken to determine
peak and trough plasma concentrations.

We suggest that the clinician estimate the normalization of
hemostasis at 12 to 48 hours for dabigatran (depending on renal
function) and 12 to 24 hours for rivaroxaban and apixaban.



Managing non life-threatening bleeding on an DOAC

We suggest that an aPTT assay be used to qualitatively determine if
dabigatran is actively circulating, a PT assay can be used for
rivaroxaban. There is no clear method for apixaban; however, the
Rotachrom anti-FXa assay may be of value.



Managing life-threatening bleeding on an DOAC

We suggest that clinicians follow Provincial life-threatening bleeding
protocols until antidotes for DOACs are available. Despite the
absence of any clinical trial evidence, PCC may be CONSIDERED to
control life threatening bleeding.



GENERAL PRINCIPLES

Administration of fibrinolytic, antiplatelet and antithrombin therapy to ACS
patients currently taking anticoagulant therapy should ONLY be considered if the
ischemic-reducing benefits are felt likely to outweigh the bleeding risks.

DOAC and warfarin therapy should generally be withheld during the acute in-
patient phase of ACS management while patients are receiving usual ACS
antiplatelet and antithrombin therapies.

Anticoagulant therapy should generally be restarted prior to discharge; the timing
and type of therapy will depend upon many factors but in particular the timing and
outcome of cardiac catheterization.

Acute management of patients with non-valvular AF who 
are already established on OAC therapy presenting with a 

definite ACS



ORAL ANTIPLATELET THERAPY

In the absence of allergy or active bleeding, the majority of patients with definite
ACS (STEMI or NSTEACS) should receive an immediate combination of oral
antiplatelet therapy with ASA (at least 162mg if ASA naïve then 81mg once daily)
and clopidogrel (300mg oral loading dose if clopidogrel naïve then 75mg once
daily). {Clopidogrel loading dose should generally be omitted in STEMI patients
>75 years receiving fibrinolytic therapy and in other patients felt to be at increased
risk of intracranial hemorrhage}

Clopidogrel is the preferred P2Y12 receptor for acute administration to ACS
patients currently receiving DOAC or VKA therapy; ticagrelor and prasugrel are
generally not recommended in the acute phase management.

Acute management of patients with non-valvular AF who 
are already established on OAC therapy presenting with a 

definite ACS



FIBRINOLYTIC	THERAPY	IN	PATIENTS	WITH	NON-VALVULAR	AF	AND	STEMI

STEMI patients taking maintenance DOAC therapy who do not have access to timely
primary PCI should generally receive immediate fibrinolytic therapy and usual adjunctive
antithrombin therapy.

STEMI patients taking maintenance VKA therapy who do not have access to timely primary
PCI should have their INR checked urgently. The INR result and overall risk of bleeding
should be factored into the decision whether or not to administer fibrinolytic and adjunctive
antithrombin therapy. {Excessive anticoagulation with warfarin is strongly associated with an
increased risk of ICH in STEMI patients receiving fibrinolytic therapy, especially in older
patients with an INR ≥ 4. (Brass, 2000)}

Fibrinolytic therapy should not be administered to STEMI patients taking maintenance
DOAC or VKA therapy in whom the bleeding risks are felt to be prohibitive; transfer for
primary PCI should be considered even if a longer than normal treatment delay is anticipated.

Acute management of patients with non-valvular AF who 
are already established on OAC therapy presenting with a 

definite ACS



PRIMARY	PCI	IN	PATIENTS	WITH	NON-VALVULAR	AF	AND	STEMI

STEMI patients taking maintenance DOAC therapy who have access to timely
cardiac catheterization should general be referred for urgent primary PCI; radial
artery access is strongly preferred. The recent administration of DOAC therapy
should be taken into account when choosing appropriate adjunctive antiplatelet
and antithrombin therapy.

STEMI patients taking maintenance VKA therapy who have access to timely
cardiac catheterization should generally be referred for urgent primary PCI. The
INR should be checked urgently but this should not delay PCI; radial access is
strongly preferred. The INR result should be taken into account when choosing
appropriate adjunctive antiplatelet and antithrombin therapy.

Acute management of patients with non-valvular AF who 
are already established on OAC therapy presenting with a 

definite ACS



Patients with non-valvular AF who cannot discontinue OAC after undergoing PCI
following an ACS or for stable CAD will require a period of treatment with both
OAC and oral antiplatelet therapy. The optimal combination and duration of
treatment should be individualized and take account of the risk of stroke, bleeding
and ischemia/stent thrombosis. Discussion should preferably commence before PCI
and involve the Interventional Cardiologist who performs the procedure.

Management of patients with non-valvular AF on OAC 
therapy who are undergoing PCI post-ACS or for stable 

CAD



Managing OAC therapy and thrombolysis for 
acute ischemic stroke 

We suggest that AF patients on a VKA and diagnosed with an acute
ischemic stroke NOT be thrombolyzed if INR > 1.7

We recommend that until such time when there is a commercially
available and validated assessment tool to establish circulating DOAC
levels, and until such time it is reliably known what these levels mean
clinically, tPA should not routinely be administered to patients on
DOACs presenting with acute ischemic stroke.



Reinitiating OAC therapy after a TIA  
or acute ischemic stroke

We recommend that patients with transient ischemic attack and
atrial fibrillation should begin oral anticoagulation (dabigatran, or
rivaroxaban, or apixaban, or warfarin) immediately after brain
imaging has excluded intracranial hemorrhage or large infarct.

For patients with an acute ischemic stroke, we suggest that the
optimal timing to reinitiate OAC therapy is unclear; common practice
is to wait 2 to 14 days and repeat brain imaging (CT or MRI) to rule
out asymptomatic ICH before reinitiating OAC therapy. Infarct size
and other clinical circumstances will factor when anticoagulation is
reinitiated.



Switching OAC therapy after an 
acute ischemic stroke

We recommend switching to a DOAC if a patient’s INR remains
outside of the acceptable TTR.

If a stroke or TIA is diagnosed while a patient is on a VKA and their
INR is consistently documented within therapeutic levels in the
previous months, we suggest switching therapy from the VKA to a
DOAC.

If a patient is diagnosed with a cardioembolic stroke while prescribed
a DOAC, we suggest that medication adherence be assessed; relevant
risk factors explored (e.g., hypertension, diabetes, dyslipidemia,
smoking, obesity, sleep apnea) and non-cardioembolic mechanisms
excluded before considering a switch to a VKA.



DOAC use  in children 

The safety and efficacy of DOACs have not been established in
children (< 18 years) and no indication currently exists. We
recommended that DOACs NOT be used.

OAC	use	during	pregnancy	

Thrombolytic and anticoagulant agents can induce teratogenic effects,
placental hemorrhage, prematurity and potential fetal loss. We
recommended that DOACs NOT be prescribed during pregnancy.



Please register with the Atlantic 
Cardiovascular Society to receive 

updates regarding this and subsequent 
projects that will be of clinical value. 

www.ac-society.org


