
 

 

 

Planned DCCV in Clinic as Elective Out-Patient with Atrial Fibrillation/Flutter 

 

 

 

 

 

 

  

                                                                                                                                                                                                                       

                                                                                                              

                                                                                                         

                                                                                                    

                                                                                                                                                                                 

 

 

 

 

 

 

 

 

 

 

Already established 

on oral anticoagulant 

****CrCl >30mls/min 

and non-valvular AF 

-Consent and advise 

patient of the 

importance of not 

missing a dose*.  

-If on DOAC explain 

importance of 

taking all doses for 

the weeks before 

and after DCCV.  

CHADsVASc = 0  

 

-Where there is a delay >1 week 

starting warfarin a DOAC should be 

considered. 

-Initiate DOAC for >3 weeks prior to 

DCCV.  

-Unlicensed use**. Document in 

case-notes and advise patient. 

-Consent and advise patient of the 

importance of not missing a dose 

for the weeks before and after 

DCCV *.  

-Hospital to supply 8-12 weeks 

Start warfarin. 

INR must be 

>2 for >3 

weeks prior to 

DCCV 

Reassess in clinic post 

DCCV. 

-Continue DOAC / 

warfarin from GP.  

Consider amiodarone     

for 12 months post 

procedure. 

Not currently on any anticoagulation 

CHADsVASc = > 1 

DCCV 

DCCV 

Reassess in clinic post DCCV. Continue 

DOAC for 4-6 weeks post DCCV then 

stop. Hospital to supply full course to 

cover pre and post DCCV.  

-Consider amiodarone to be continued 

for 12 months if DCCV successful. 

 

 

-Reassess in clinic post DCCV. 

-Discuss with patient re:  choice of 

anticoagulation to continue.  

-Consider amiodarone for 12 months post 

procedure if DCCV successful. 

Consider amiodarone for 4 

weeks prior to cardioversion 

if appropriate***** 

 

 

 

 

DCCV 

Pre-assessment clinic 

consent if not done * 

Pre-assessment clinic  

Consent if not done * 

Pre-assessment clinic 

consent if not done * 

-Initiate DOAC for >3 weeks prior to DCCV.  

-Consent and advise patient of the 

importance of not missing a dose for the 

weeks before and after DCCV *. 

Offer anticoagulation. Discuss choice 

available to patient. Explain possible delay 

to DCCV on warfarin (where applicable). 

Follow local AF thromboprophylaxis policy. 

Decision for 

warfarin 
Decision for DOAC 

No Yes 

Consider amiodarone for 4 weeks prior to 

cardioversion once anticoagulated for >3 

weeks if appropriate***** 

 

 

 

 

Consider amiodarone for 4 weeks 

prior to cardioversion once 

anticoagulated for >3 weeks if 

appropriate***** 

 

 

 

 



 

 

 

 

Urgent DCCV of Non- Valvular Atrial Fibrillation/Flutter 

 

                                                

                                                                              

 

                                                                                     

 

 

 

                                                        

 

 

 

 

 

 

 

 

              

                                             

                                                                                                                                                                                                             

                                                                          

 

Within 48 hours since onset of AF/flutter 

CHADsVASc = 0 
CHADsVASc = > 1 

Offer anticoagulation. Discuss choices available to patient 

according to renal function****. Follow local AF thrombo- 

prophylaxis policy.  

Or continue on pre-existing anticoagulation and stop 

LMWH (once INR >2 if on warfarin) 

 

Consider DOAC if non-valvular AF and; 

Discharge likely to be delayed starting warfarin post DCCV. 

Initiate DOAC (when the next scheduled dose of LMWH was 

due) from 4 hours post DCCV and stop LMWH. Continue DOAC 

for 4-6 weeks post DCCV.  Must be informed of importance to 

take all doses and informed of ‘off-license’** use.  

Full treatment course to be supplied at discharge.  

GP NOT to continue DOAC, include in discharge summary. 

Consider Warfarin if; 

Patient staying in hospital for other clinical / social reason or 

patient preference start warfarin as an in-patient and continue 

4-6 weeks post discharge. Stop LMWH when INR >2. 

***DOAC (non-valvular AF) 

Stop LMWH and start DOAC of 

choice post DCCV when next 

dose of LMWH was due.  

Must be informed of 

importance to take all doses  

Initiate as per local policy *** 

Supply to be continued by GP. 

 

Warfarin 

Initiate warfarin post 

DCCV and continue 

treatment dose 

LMWH until INR >2. 

Refer to the 

anticoagulant clinic 

for follow up. 

Start LMWH at treatment 

dose (agent used locally, e.g. 

tinzaparin 175u/kg daily) 

DCCV 

Already anticoagulated? 

If definitely <48 hours since onset of 

AF/flutter and anticoagulant has been 

sub-therapeutic or doses missed, 

DCCV likely still appropriate but 

ensure adequate anticoagulant post 

procedure. Cover with LMWH if 

required. 

No 

Yes 

DCCV 

Continue on usual 

anticoagulant and 

ensure remains 

therapeutic post DCCV. 

Yes 

If > 48 hours onset of AF and 

acute DCCV is required, 

consider TOE to rule out LA 

thrombus. If no thrombus 

present proceed to DCCV. An 

anticoagulant should still be 

considered post DCCV. 

Discuss with a Cardiologist 

> 48 hours since onset of AF/flutter 

Urgent DCCV required as haemodynamically compromised: 

Ventricular rate >150 plus one of the following; systolic BP<90, 

chest pain, reduced conscious level or pulmonary oedema 

 



 

 

 

 

Table 1: CHA2DS2-VASc score and stroke rate 

Risk factor Score 

Congestive heart failure/LV 

dysfunction  

1 

Hypertension  1 

Age >75  2 

Diabetes mellitus  1 

Stroke/TIA/thrombo-embolism  2 

Vascular disease
 

1 

Age 65–74  1 

Sex category (i.e. female sex)  1 

Maximum score 

 

9 

CHA2DS2VASc score  Adjusted stroke rate 

(%/year)
 

0  0% 

1  1.3% 

2  2.2% 

3  3.2% 

4  4.0% 

5  6.7% 

6  9.8% 

7  9.6% 

8  6.7% 

9  15.2% 

  

 

 

 

 

 

 

 

 

 

 

Unlicensed use of DOAC**: 

-Apixaban, rivaroxaban, dabigatran and edoxaban are not licensed 

for patients with a CHADSVASc of 0 and those who do not meet the 

licensed criteria. Inform the patient of unlicensed use and 

document in the notes.  

- Only rivaroxaban has evidence for patients with a CHADSVASc of 0 

in DCCV. 

- Rivaroxaban and edoxaban are licensed to be initiated and 

continuation for cardioversion.  

- DOACs are not licensed in atrial flutter but patients were included 

in the original trials 

 

Missed Doses of DOAC*: 

If 1 or more doses are missed in the 3 weeks prior to DCCV consider 

TOE guided DCCV or reschedule to a later date. 

  

General Advice***: 

Rivaroxaban and edoxaban are licensed to be initiated or 

continued in non-valvular AF patients who may require DCCV. 

Apixaban and dabigatran are licensed to be continued if they are 

already established in non-valvular AF prior to DCCV. 

All patients considered for a DOAC must have interactions (see 

appendix), clotting and renal function checked prior to initiation.  

Possible delay in DCCV where a DOAC should be considered 

includes: 

- expected or known difficulty in maintaining a therapeutic INR 

(interacting medication/blister pack). 

- local warfarin service unable to initiate promptly.  

Rivaroxaban and edoxaban may be initiated prior to TEE guided 

DCCV in patients not previously anticoagulated. Rivaroxaban must 

be started at least 4 hours before and edoxaban 2 hours before 

DCCV to ensure adequate anticoagulation. 

Refer to individual SPC’s for information on interactions. 

 

Renal Function****: 

Dabigatran is contraindicated if CrCl <30mls/min. Consider an 

alternative DOAC if CrCl <50mls/min. 

Apixaban, Rivaroxaban and edoxaban are licensed in patients with 

a CrCl=>15mls/min in non-valvular AF, however, evidence in DCCV 

in this population is limited. 

 

Definitions: 
Valvular atrial fibrillation is defined as mod-severe mitral 
stenosis and prosthetic heart valves. 
DOAC = Direct-acting oral anticoagulant/non VKA 
anticoagulant e.g. apixaban, Rivaroxaban, dabigatran and 
edoxaban 
DCCV = direct current cardioversion 
AF = atrial fibrillation 
VKA = vitamin K antagonist 

TEE = transesophageal echocardiogram 

 

 

Amiodarone***** 

Baseline CXR, TFTs and LFT’s before initiation. Start loading 

dose as per local policy then continue on maintenance 

dose. If on concurrent warfarin, amiodarone can increase 

INR’s and dabigatran levels and requires close monitoring. 
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