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Abstract. Atrial fibrillation (AF) is considered one of the main causes of ischemic 

stroke. The CHA2DS2VASC score can predict the stroke risk. Proper anticoagulation 

can significantly reduce such risk. Anticoagulation involves a risk of bleeding, which 

can be predicted by the HAS-BLED score. The non-documentation of both AF risk 

scores in the medical notes of patients presenting with acute or paroxysmal AF has 

alerted our team, for fear of missing administering the proper anticoagulation. A 

baseline audit showed that the CHA2DS2VASC score was documented in 27% of such 

patients, while the HAS-BLED score was documented in 5% of them. A quality 

improvement project was planned and included two PDSA cycles over a period of five 

months. The first cycle was based on raising the awareness of the junior doctors on risk 

assessment of AF patients and the importance of anticoagulation prescription. This 

involved educational posters, emails, and presentations. On the second cycle, the 

baseline audit showed a 69% improvement (from 27% to 46%) in the rate of 

CHA2DS2VASC score assessment and a 140% improvement (from 5% to 12%) in the 

rate of HAS-BLED scoring. However, the rate of anticoagulation prescription remained 

almost the same in both cycles (55% and 52%). A doctors’ survey showed that they are 

not quite comfortable prescribing long-term anticoagulation on acute care units because 

of the inadequate assessment of the bleeding risk, and the associated comorbidities that 

can disturb the action of the oral anticoagulants. They preferred to refer the patient to a 

specialised AF clinic for further assessment and prescription. On auditing the patient 

referral on discharge, it was found that 91% of the patient were seen at the AF clinic in 

2 weeks. The remainders were referred to their GP for further assessment and 

prescription. That seemed to be a safer way of anticoagulation prescription for such 

patients. 
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Introduction:  

Atrial fibrillation (AF) forms a huge health burden on the healthcare system in the UK and worldwide. 

In the UK, it represents 6% of all acute hospital admissions and 33% of admissions for cardiac 

arrhythmias. It is responsible for different thromboembolic complications including ischemic stroke.1 

Ischemic stroke is a major cause of cardiovascular mortality. One-third of ischemic strokes are 

estimated to be caused by AF.2 The risk of stroke can be effectively predicted by calculating the 

CHA2DS2VASC score.3 Such risk can be effectively reduced by administration of the suitable 

anticoagulation; orally or parenterally. The savings due to adverse event reduction in AF patients after 

oral anticoagulation prescription in the UK are estimated to be 13.5 million pounds.4 Anticoagulation 

prescription carries a risk of bleeding. Such risk can be predicted using the HAS-BLED score.5 The 

European Society of Cardiology (ESC) and the National Institute for Health and Clinical Excellence 

(NICE) recommended the calculation of CHA2DS2VASC and HAS-BLED for all AF patients to guide 

the decision regarding the anticoagulation prescription.6,7 Acute care units, including the Emergency 

department (ED) and Acute Medical Unit (AMU), have special challenges that may hinder 

anticoagulation prescription to AF patients. These include time constraints and clinically unwell 

patients.8  

We identified low use of CHA2DS2VASC and HAS-BLED scores in patients presenting with AF ( acute 

or paroxysmal). This might reflect inadequate prescription of oral anticoagulants to indicated patients. 

Therefore, we designed a quality improvement project aiming at the improvement of the practice of AF 

patients’ assessment and prescription of oral anticoagulants in the acute care units.  

Methods: 

The working team included three senior house officer doctors, under the supervision of a consultant 

physician in Acute Medicine. Initially, we audited AF risk scoring and anticoagulation prescription. 

The audit included 60 patients presenting to the acute care units with either a new or a paroxysm of non 

sustained AF. It was done retrospectively between March 2019 and March 2020 using electronic 

records. We collected the data using an online electronic proforma. The trust’s clinical audit team 

carried out the data analysis. The proposed minimum accepted compliance rate for both 

CHA2DS2VASC and HAS-BLED scores was 90%, and that for anticoagulation prescription was 95%. 

In this audit, the CHA2DS2VASC and HAS-BLED scores were calculated in 27% and 5% of the patients 

respectively. An anticoagulant was prescribed in 55% of the patients. (Fig 1) The AMU performed 

slightly better than ED regarding CHA2DS2VASC score calculation and anticoagulation prescription. 

(Fig 2) 

The first cycle of PDSA: 

The team suggested that the causes of the gap between the actual performance and the minimum 

compliance rate may include the inability of doing the risk scores within the high workloads; the under-

documentation of the risk scores; and the unawareness of the national guidelines and the local policy. 

Therefore, we put an action plan to target these causes. We designed an awareness-raising campaign to 

educate junior doctors on the magnitude of the problem and the national recommendations on the 

management of AF patients. The campaign involved the presentation of eye-catching posters among 

the acute care clinical areas including the easy-memorable Acronym SBAN ( Stroke risk; Bleeding risk; 

Anticoagulate). We also ran our posters as screen savers on the computers across the hospital. 

Educational emails were sent to all junior doctors including the NICE guidance and local policy 

recommendations. The team presented the audit results in different scientific meetings including the 

Medical Grand Round, the Cardiology department MDT meeting and the trust’s clinical governance 

meeting. We planned a follow-up audit in a five-month time, taking into consideration the COVID 

pandemic situation. This cycle ran between December 2020 and April 2021.  

The second cycle of PDSA: 
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This cycle started with an audit that included 33 patients who presented to the acute care units with 

either a new or a paroxysm of AF between December 2020 and April 2021 (the same period of 

implementation of the improvement plan). We studied those patients retrospectively using their 

electronic records. We used an electronic online proforma to collect data, and these were analysed by 

the clinical audit team. This audit showed a 69% improvement in the rate of CHA2DS2VASC score 

assessment (from 27% to 46%) and a 140% improvement in HAS-BLED score assessment (from 5% 

to 12%). However, the rate of anticoagulation prescription remained almost the same (55% and 52% in 

the first and second cycles respectively). ( Fig 3) 

 

 

Fig 1: The performance across the acute care units regarding AF risk scoring and anticoagulation 

presciption 
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Fig 2: Difference between ED and AMU in CHA2DS2VASC score calculation and anticoagulation 

prescription 

21

Technium BioChemMed Vol. 2, Issue 3 pp.18-24 (2021)
ISSN: 2734-7990

www.techniumscience.com



 

 

 

Despite the noticeable improvement in risk scores assessment, anticoagulation prescription did not 

change across both cycles. Our team surveyed the junior doctors working in the acute care sites and 

found that the majority of them (93%) did not feel comfortable prescribing long-term anticoagulation 

in an acute setting. In such a setting, there is a time constraint on an in-depth discussion regarding the 

importance of anticoagulation and assessment of the bleeding risk. Acute medical patients may also 

have disturbances of the kidney and/or liver function, which can affect the kinetics of action of the oral 

anticoagulants. Doctors preferred to refer the patients to the AF clinic, where patients present in a stable 

clinical condition and have more time for anticoagulation discussions. 

Based on our findings, we re-audited the same 33 patients included in the second cycle regarding the 

rate of their referral after their acute admission to a proper healthcare facility for anticoagulation 

discussion and prescription. We found that 91.4% of the patients were referred to AF clinic on 

discharge, and those were seen in a two-week time. The time to assessment was discussed with a 

consultant cardiologist and electrophysiologist and was found safe for those patients. The remaining 

patients were referred back to their GP for anticoagulation assessment and prescription. We felt that 

patients’ safety was not undermined by anticoagulation prescription as an outpatient. 

Discussion: 

This project aimed at improving the management of anticoagulation in AF patients in the acute setting. 

It tried to ingrain the culture of the use of CHA2DS2VASC and HAS-BLED risk scores to guide 

anticoagulation prescription. The project managed to increase the use of these scores and highlighted 

the challenges facing anticoagulation prescription in the acute setting.  

Oral anticoagulants are the most frequently incriminated medication in fatal drug errors and legal 

claims.9 Lack of the proper skills and environment for bleeding risk assessment can lead to unsafe 

prescription. Patient factors such as memory problems can also make the task more difficult and can 

lead to lethal consequences if health professionals do not give the appropriate time for counselling.10 

Acute care environments are quite busy with a lot of disruptions that can cause documentation and 

communication errors.11 All these factors caused a reduction in the rate of anticoagulation prescription 

Fig 3: Comparison of the AF risk scoring and anticoagulation prescription between the first and 

second cycles. 
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which was corroborated in this project. However, a timely referral to a specialised facility (e.g. AF 

clinic) seems to be a safe solution for the anticoagulation prescription to acute patients. 

A limitation to this project is that it was run at the time of the COVID pandemic, which added a lot of 

pressure on the health care facilities. This may have lead to a reduced rate of risk score calculation and 

anticoagulant prescription to acute AF patients. However, patient safety was not endangered as they 

were referred appropriately to the AF clinic. The pandemic also limited our chances to give face-to-

face education to the medical staff on the topic. 

In conclusion, our project managed to raise the awareness of junior doctors to the importance of usage 

of CHA2DS2VASC and HAS-BLED scores on assessment of AF patients. It also confirmed the 

maintenance of a safe anticoagulant prescription in the acute setting of ED or AMU. Potential for further 

improvement in the care of AF patients can be through the use of the CHA2DS2VASC score as a triaging 

tool to decide the urgency of patient assessment by GP or AF clinic. 
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