
An Ounce  
Of Prevention:
Considerations For Stroke,  
Atrial Fibrillation And Hypertension

Atrial fibrillation (AF) and hypertension are two of the most important 
treatable risk factors for stroke.1,2

These risk factors are treatable: appropriate pharmacologic management with 
oral anticoagulants and antihypertensive therapies can significantly reduce 
the risk of stroke and other complications.1,2

This modular program includes up-to-date information on the management  
of AF and hypertension across four subject areas.

PROGRAM LEARNING OBJECTIVES
At the conclusion of this program, participants will be able to:

• Describe the best practices in the prevention and management of AF

• Identify the benefit and risks associated with oral  anticoagulants used for stroke prevention  
in AF patients

• Discuss optimal dosage of oral anticoagulants used for stroke prevention in AF patients

• Explain the current Canadian guideline recommendations for the use of oral anticoagulants in AF

• Recognize the best approaches for treating hypertension to prevent strokes

KEY TAKEAWAYS

OUTSTANDING QUESTIONS 

NOTES

By participating in this modular program,  
learners can engage in multiple CMEs  

on the management of AF and hypertension  
across four subject areas.



This modular program includes 4 topics.  
Here are the key messages/practice pearls that will be discussed during the delivery of the educational programs.
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Use trusted patient resources to help communicate key information about AF and hypertension and their treatment, e.g. on-line materials provided by:

Thrombosiscanada.ca Hypertension.ca ccs.ca

• AF not only increases the risk of stroke, but also is
associated with significantly higher mortality post-
stroke compared to non-AF stroke3.

• Hypertension, LV systolic dysfunction, obesity
and heavy alcohol consumption are the major
modifiable risk factors for AF4.

• Anticoagulation reduces the risk of stroke among
patients with AF by approximately two-thirds5,6.

• Patients who suffer a TIA or stroke should be
monitored by ECG to screen for AF7.

• Recommend an OAC to all your patients with AF
except those <65 years & no additional risk factors
for stroke8.

• There are 4 NOACs available in Canada for the 
treatment of AF: apixaban, dabigatran, edoxaban
and rivaroxaban21-24.

• There are some practical differences among the 
NOACs including: frequency of dosing (edoxaban
and rivaroxaban are once-daily, apixaban and
dabigatran twice-daily), extent of renal clearance
(ranging from 27% to 85%), and food effect
(rivaroxaban needs to be taken with food)21-24.

• These agents have clear dosing instructions and
the full recommended doses should be used a
except for patients meeting specific criteria for
lower doses21-24.

• The NOACs are frequently inappropriately (under- 
or over-) dosed25.

• Inappropriate use of lower NOAC doses is
associated with trends toward higher mortality
and complications, usually because of increased
stroke risk16,26.

• Thrombosis Canada has an online tool to guide
dosing of oral anticoagulants. The tool is also
available as an app for Apple and Android devices.

• Become familiar with the criteria for lower dose
for each of the 4 NOACs.

• Consider using once-daily OAC rather than twice
daily for patients for whom adherence may be a
concern27-29.

• AF increases the risk of ischemic stroke by a factor 
of 3 to 59,10.

• Warfarin has previously been shown to reduce 
stroke risk In AF by 64%6.

• Clinical trials vs. warfarin have shown that NOACs 
are at least as effective as and safe as warfarin for 
stroke prevention, with a significantly lower risk of 
intracranial hemorrhage compared to warfarin7.

• NOAC therapy is superior to aspirin for stroke 
prevention in AF, with no increased bleeding risk12.

• Anticoagulant therapy is underused and often 
under dosed in AF13-16.

• Fear of bleeding should not preclude use of 
anticoagulant therapy; the benefits in event 
reduction usually outweigh the bleeding risks1,17.

• Address reversible risk�factors for bleeding (e.g., 
NSAID use, excessive alcohol, anemia, blood 
pressure)1,18.

• If a patient suffers a bleed on an OAC, restart the 
therapy after the bleed risk has resolved18,20. 

• There is a linear relationship between increasing
BP and increasing stroke risk30.

• Out-of-office measurement Is the preferred
method of assessing blood pressure2.

• Automated office blood pressure (AOBP) Is the
preferred method of performing In-office BP
measurement2.

• Single-pill combination (SPC) is recommended as
a first-line option for treatment of hypertension,
regardless of the degree of BP elevation

• Recommended SPC choices are those in which an
ACE inhibitor is combined with a CCB, ARB with a
CCB, or ACE inhibitor or ARB with a diuretic2.

• For patients with hypertension in association
with diabetes in whom combination therapy
with an ACE inhibitor is being considered, a
dihydropyridine CCB is preferable to a thiazide/
thiazide-like diuretic2,33.

• Canadian hypertension guidelines now
recognize a specific subset of patients with high
cardiovascular risk, for whom there are new
thresholds and targets (SPRINT patients)2.

• For patients meeting high CV risk criteria, initiate
antihypertensive therapy for patients with an SBP
≥130 mmHg2.

• Consider a target SBP of <120 mmHg for these
high-risk patients2.

• When considering using a diuretic, because of
efficacy, duration of action and clinical evidence,
choose a thiazide-like agent (e.g., chlorthalidone,
indapamide) instead of a thiazide (e.g.,
hydrochlorothiazide)2,31,32.
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