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 Examine motives to anticoagulate in the AF 

patient population to prevent stroke 

 Evidence and ease of anticoagulation  

 Review of stroke risk assessment  

 Case study 

 Concerns surrounding anticoagulation 
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2015/16 71.4% 70.0% 53.3% 83.9% 62.9% 72.3% 85.5% 

2016/17 43.8% 61.1% 87.5% 72.0% 68.6% 69.1% 85.5% 

2017/18 86.7% 74.4% 63.6% 70.3% 62.5% 71.0% 85.6% 
Reference: CorHealth Ontario Stroke Report Card;  

Data Source: CIHI DAD & ODB Database 



 In Canada, stroke is the leading cause of adult 

neurological disability with 400,000 Canadians 

living from its effects 

 AF found to be responsible for more than 15% of all 

ischemic strokes 

 Ischemic strokes caused by AF are twice as likely 

to be fatal and associated with more impairment 

compared to non-AF strokes 

 Several randomized trials have established the 

efficacy of anticoagulation for stroke protection  

 







 for those with mechanical valve or mitral 
stenosis 

 an option in renal dysfunction 

 reasonable to continue if INR stable 

 But many are challenged with INR monitoring, 
attaining and achieving therapeutic range 

 many interactions to consider 



Warfarin Interactions 





 CHADS2: measured and validated 1733 

patients and repeatedly validated but weak 

tool to differentiate low-risk individuals 

 CHADS65: derived from Danish data which 

revealed age stronger predictor than 

hypertension and diabetes for stroke 

 CHA2DS2VASc: consideration of female sex, 

age and vascular 







 Ms.B 76 year old female with atrial fibrillation, 

smoking history and hypertension 

 Referred to arrhythmia clinic after an assessment 

at rapid cardiac clinic post ED visit 

 CHA2DS2VASc=3 (maybe 4 if HTN) 

 Discussion re: rate control and anticoagulation 

 Patient reluctant to start anticoagulation 

 “believes in living off the land” and “AF only 

happens once in awhile” 

 





 Started Apixaban but in a follow up call… 





 onset of stroke symptoms unknown, found by 

neighbours, unable to speak 

 Persistent AF 

 Global aphasia No hemiparesis 

 CT: Right MCA subacute stroke/left superior 

cerebellar stroke/right PCA chronic stroke 

 

 



 Patient and caregiver beliefs, fears/refusal 

 Health care provider beliefs and experiences 
◦ Proper dosing 

 Bleeding risk or bleeding in patient history 
even before anticoagulation…NASH,GAVE, 
hematological disorders  

 Stopping for procedures/surgery 

 Antiplatelet and anticoagulation (post CAD, 
post aneurysm, post stroke) 

 Cost and LU code 



 Patients with frequent falls 

 Antiepileptic medication may decrease 

efficacy (Dilantin) 

 Deteriorating kidney function and dialysis 

 Liver dysfunction and alcohol 

 What to do after intracerebral hemorrhage 
◦ Intracranial hemorrhage is a risk factor for stroke 

 Cardiac ablation…to continue or not... 

 How much AF = anticoagulation 

 



 scoring tools available  
◦  ATRIA, HAS BLED, HEMORR2HAGES 

 antiplatelet and anticoagulation (does patient 

need both) 

 Plavix and ASA…not less bleeding and not as 

effective for stroke protection  

 No robust studies have shown benefit in 

withholding anticoagulation 

 Avoid bridging unless mechanical valve  

 Low dose of anticoagulation not necessarily lower 

bleeding…need to treat underlying issue 



 Atrial appendage closure may be option 

 Discuss with patient bleeding risks versus 
stroke… be transparent 

 Bleeding is often treatable BUT stroke can 
leave life long disability or be fatal 

 Collaborate with partners to find balance 
between stroke risk and bleeding (hematology, 
gastroenterology, neurology) 

 Educate about the importance of restarting 
anticoagulation if held 
 
 
 



 Provide knowledge of what we know regarding 

AF and stroke…BUT we do not know daily risk 

 ASA not enough protection against stroke in AF 

 Urge patients to be active in decision making and 

ensure they understand anticoagulation “life long” 

 Educate all care providers and patients regarding 

proper dosing  

 Collaboration between patient and health care 

members is a key for success 



Perspectives from Community Pharmacist 
 Rapid Response Nurse 

Family Physician 



Barriers/Predicaments:  
 Financial - Patients that do not qualify for LU criteria or have a 

drug plan, DOACs can be quite cost prohibitive  & going back to 
the prescriber to recommend warfarin & monitoring can be time 
consuming & delays treatment   

 Tracking down prescribers -It is sometimes quite difficult to 
track down prescribers to clarify prescriptions or for missing LU 
codes.  Discharge papers often do not have direct numbers to 
prescribers or fax numbers. This delays therapy  

 
Interventions/Tips: 
 Re-educating patient's on importance of anticoagulation & 

stroke risk at first dispensing 
 Offering compliance packaging 
 Tracking down missing LU codes & clarifying prescriptions  
 Sending refill requests to primary care provider to avoid gaps in 

care once hospital Rx has run out 
 



Barriers/Predicaments:  
 Patient fears 
 Lack of education/understanding  
 Cost (Drug cards) 
 When there is no medical practitioner  
◦ It’s challenging to ensure patient will go to after-hours or walk-in 

clinic for medication renewals 
 

Interventions/Tips: 
 Health teaching using the Stroke Journey  guide  
 Reviewing medications with the patient emphasizing that 

they are to continue for life  
 If there are financial issues, linking with SE LHIN CC and 

request drug card &/or social work if not already 
authorized  

 



Barriers/Predicaments: 
 Coumadin- need for blood work 
 NOAC- no routine monitoring to show that patient is 

taking as prescribed 
 As Dr Gregory House says… “everybody lies” i.e. about 

taking their meds  
 

Interventions/Tips:  
 Regular follow up & review of benefits 
 Bring meds to every visit 
 Blister pack for those with many meds 
 PrescribeIT ® 
 Coumadin was difficult… but at least we knew patients 

were taking it  
 For those on few meds, consider single daily dosing 

 

https://prescribeit.ca/
https://prescribeit.ca/
https://prescribeit.ca/


Questions for the Panel? 

 

Sharing from the Audience: 

1. What are the top predicaments or barriers 
you see in your practice for patients taking 
anticoagulation medication? 

2. What are the top tips or interventions you 
use to support or ensure patients taking 
anticoagulation medication daily?  


