Research letter

Starting anticoagulation for
atrial fibrillation in the
emergency department safely

Atrial fibrillation (AF) is a common
morbidity, which is increasing in preva-
lence." AF predisposes patients to stroke
while anticoagulation therapy reduces
the stroke risk in this population. The
proportion of patients with AF receiving
oral anticoagulation is one of the pan-
Canadian quality indicators set by the
Canadian Cardiovascular Society.> Our
review of local ED practice identified that
only 17% of patients with AF eligible for
anticoagulation were being prescribed
an anticoagulant.” We implemented a
simple ED pathway for initiating anti-
coagulation in patients with AF in four
EDs. The pathway was available for emer-
gency patients who had a diagnosis of AF
or atrial flutter (new-onset or previously
known) being discharged home. We deter-
mined the proportion of patients who
were appropriately anticoagulated and
90-day clinical outcomes.

Rapid specialist follow-up, reliable
communication with the family doctor
and ease of patient education increase
ED doctor comfort in prescribing antico-
agulation for AE.* Using these principles,
a multidisciplinary, multisite working
group developed a one-page pathway to
guide assessment of risks and indication
for anticoagulation in emergency patients
being discharged home with AF (called
Safe Anticoagulation for Atrial Fibrilla-
tion in the Emergency (SAFE) pathway,
figure 1). Based on the Canadian Asso-
ciation of Emergency Physicians guide-
lines,” the pathway used CHADS6S to
determine eligibility for anticoagulation
(patients with heart failure, hypertension,
diabetes, prior stroke or age 65 years and
over being eligible). The pathway outlined
contraindications to starting a direct oral
anticoagulant (DOAC), instructions on
how to prescribe a DOAC, educational
patient information and a family doctor
letter. The pathway doubled as the clinic
referral form and was refined with feed-
back from emergency doctors, clerical and
pharmacy staff. The ED pharmacist called
the patient within a week of discharge.
The primary outcome was the proportion
of CHADSG65-positive patients with no
contraindications to DOAC prescription
who received anticoagulation. Patients
were followed for 90 days by both medical
record review and telephone call.

Between 20 June 2018 and 30 May
2020, 311 patients were managed using
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STEP 1: IDENTIFY CONTRAINDICATIONS

SELECT ALL THAT APPLY
Already on anticoagulant

Prescribed 2 antiplatelet agents (e.g., Aspirin, clopidogrel, ticagrelor, prasugrel)
Prescribed carbamazepine, phenytoin, antiHIV or antiTB medications
Serious bleeding in the past year (GI/GU/intracranial/retroperitoneal)

Creatinine clearance < 30 ml/min
Platelet count < 100
Hemoglobin < 80
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Pregnant or breast feeding

We aimed to avoid DOAC prescriptions for patients
atincreased risk of bleeding (dual antiplatelets,
recent major bleeding, thrombocytopenia and

anaemia).
Weincduded the DOAC product monograph
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30 ml/min, cirrhosis, CYP3A4 and P-gpinhibitors /
inducers, pregnancy and breast feeding).

Do NOT prescribe anticoagulation if any of the above apply.
STEP 2: CLINICAL ASSESSMENT

SELECT ALL THAT APPLY

265 years

History of heart failure

Hypertension

Diabetes

Prior stroke / TIA / peripheral embolism
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PRESCRIBE Elements of the
anticoagulation CHADSE65 score
if any apply

STEP 3: DETERMINE DOSING & PRESCRIBE ANTICOAGULATION

WEIGHT (in kg) CREATININE

(MDCalc)

PRESCRIBE ANTICOAGULATION
O Information leaflet given to patient ~-AND- prescribe:

CREATININE CLEARANCE

SCAN FOR MDCalc

RIVAROXABAN (LU code 435)
[ Creatinine clearance > 50 ml/min

[ Creatinine clearance 30-50 ml/min

>  Prescribe rivaroxaban 20 mg PO daily x 30 days

>  Prescribe rivaroxaban 15 mg PO daily x 30 days

Dosing as per the product
monographs

-OR- [ Prescribe APIXABAN 5mg PO BID x 30 days (LU code 448)
-OR- IF2outof3: [JAge>80 [JWeight<60kg [JCreatinine>133
[ Prescribe APIXABAN 2.5mg PO x 30 days (LU code 448)
-OR-
O I do not want to prescribe anticoagulation for the following reason:
O Patient declines to start anticoagulation for the following reason:

STEP 4: ADMINISTRATIVE DETAILS
STAFF NAME SIGNATURE

DATE

BILLING #

Figure 1

Safe Anticoagulation for Atrial Fibrillation in the Emergency pathway. DOAC, direct oral

anticoagulant; Gl, gastrointestinal; GU, genitourinary; TIA, transient ischaemic attack.

the SAFE pathway in four EDs (median
age 69 years (IQR 61-78), 48% female,
CHA,DS ‘VASc 3 (IQR 1-4)). Eight of
the 311 patients were already taking an
anticoagulant medication leaving 303
patients assessed for anticoagulation initi-
ation with the pathway (figure 2). Anti-
coagulation prescriptions were offered to
201/220 (91.4%; 95% CI 86.6 to 94.6) of
the target population (CHADS65-positive
patients with no contraindication to a
DOAC). Four patients declined anticoag-
ulation. We established the 90-day antico-
agulation status of 281/303 study patients.
In the target group, 161/199 (80.9%; 95%
CI 74.6 to 86.0) were taking an anticoag-
ulant at 90 days, 21 could not be reached.

We confirmed through medical record
review and telephone follow-up that 273
of 311 patients had been followed up by
their family physician and/or cardiology
or internal medicine clinic for antico-
agulation review. Of these 273, 199
(72.9%) had seen another doctor within
30 days and 259 (94.5%) within 90 days.
One patient was diagnosed with a stroke
within 90 days, making a 90-day arterial
embolism rate in the target group 1/220
(0.4%; 95% CI 0.1 to 2.5). This patient
was offered but declined a prescription of
anticoagulation. The adjudicated 90-day
major bleed rate (International Society of
Thrombosis and Haemostatis definition®)
among CHADS65-positive patients with
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311 AF pathways completed

June 2018-May 2020
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303 no OAC

8 taking OAC

1 CHADSS -ve
CltoDOAC

59 CHADSES -ve
no Clto DOAC

23 CHADS65 +ve
Cl'to DOAC

220 CHADS6S +ve
no Cl to DOAC

1not prescribed DOAC:
Obleeds

0stroke/TIA/embolism
1taking OAC at 90 days
(090-day OAC status unknown)

42 not prescribed DOAC:
0 bleeds
0stroke/TIA/embolism
7 taking OAC at 90 days
(0 90-day OAC status unknown)

17 patients prescribed DOAC:
0 bleeds
0stroke/TIA/embolism
9 taking OAC at 90 days
(1 90-day OAC status unknown)

14 not prescribed DOAC:
Obleeds
0 stroke/TIA/embolism
6 taking OAC at 90 days
(090-day OAC status unknown)

9 patients prescribed DOAC:
Obleeds
0 stroke/TIA/embolism
7 taking OAC at 90 days

(090-day OAC status unknown)

23 not prescribed DOAC:
Obleeds
1stroke/TIA/embolism
12 taking OAC at 90 days
(1.90-day OAC status unknown)

197 patients prescribed DOAC:

16l bleed
0stroke/TIA/embolism
149 taking OAC at 90 days
(20 90-day OAC status unknown)

Figure 2 Flow chart describing patient management of clinical outcomes. AF, atrial fibrillation;

DOAC, direct oral anticoagulant; G, gastrointestinal; OAC, oral anticoagulant; TIA, transient

ischaemic attack.

no contraindication to a DOAC was 1/220
(0.4%; 95% CI 0.1 to 2.5). The 90-day
major bleed rate in the same group who
started anticoagulation was 1/197 (0.5%;
95% CI 0.1 to 2.8). This patient was initi-
ated on rivaroxaban and returned within
2weeks with a large haemoglobin drop.
Endoscopy and colonoscopy were nega-
tive. Anticoagulation was stopped.

This study suggests that our new
pathway for initiating anticoagulation in
ED patients discharged with a diagnosis of
AF is safe and effective. The pathway was
a low-tech intervention, which we believe
could be implemented in other EDs. We
do not have a comparison group, so we
cannot compare these clinical outcomes
with those with standard care or alterna-
tive pathways. In conclusion, our simple
pathway facilitated anticoagulation initi-
ation for ED patients with AF at risk of
stroke, with a low adverse event rate at 90
days.
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