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1 Executive Summary 
 

There is an ever-increasing demand for patients who have been 
initiated on anticoagulant therapy, to be discharged from hospital as 

quickly, efficiently and safely as possible. Therefore it is imperative that 
a strict protocol is followed to ensure a seamless transfer of 

responsibility, for that patient, to the Anticoagulant Clinic and then on 
to Primary Care.  

 

1.1 Scope of policy 

This policy refers not only to patients newly commenced on 

anticoagulant medication, but also to those taking it prior to admission.  
The policy applies to all patients who are discharged on all 

Anticoagulant Therapy, to ensure a safe discharge with a clear line of 
responsibility of prescribing and dosing of these high risk medicines.  

 
This document encompasses vitamin K antagonists (warfarin, 

acenocoumarol) as well as the direct anticoagulants (DOACs): 
apixaban, edoxaban, rivaroxaban (direct Xa inhibitors) and dabigatran 

(direct thrombin inhibitor) as well as low molecular weight heparins 
(LMWHs). There are now many options for anticoagulation and it is 

important that patients already on warfarin, or started on any 
anticoagulant are appropriately risk assessed, counselled, given 

information regarding their medication as well as followed up in the 

relevant clinic. 
 

Patients on LMWHs should follow this pathway for referral to the 
anticoagulation clinic on discharge. There is a separate ABUHB 

document with more specific information referenced in the appendices. 
 

2 Aims  
 

The aim of this document is to ensure that there is a safe, speedy and 
standardised way of discharging a patient who has been commenced 

on anticoagulant therapy, throughout ABUHB into the care of the 
Primary Care Provider or outpatient clinic.  

 
3 Policy Statement 

 

The following paragraph is a quote from the Welsh Medical Committee’s 
working group report: 

 
“The decision to commence and eventually stop anticoagulant therapy 

must be made by medical practitioners, who should also decide the 
therapeutic range and the duration of therapy. In reaching the decision 
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to anticoagulate the patient, an assessment must be made of the 
patient’s capability of properly complying with therapy in the 

primary care setting. 
 

These decisions must be recorded in the patient’s medical record before 
the patient leaves the hospital or on starting treatment if 

anticoagulation initiation is not in hospital. These details, together with 
the last two INR levels, the corresponding prescribed dose of 

anticoagulant and a record of concurrent medication, must be 

communicated to the primary care monitor”  
 

In view of the above and the NPSA Patient Safety Alert 18, the following 
recommendations must be followed:- 

 
 All patients who are discharged on anticoagulant therapy must 

be risk assessed for their capability of properly complying with 
the therapy, this being recorded in their notes and Risk 

Assessment Guidance form (Appendix 1). This includes patients 
admitted on anticoagulants, who must be re assessed as their 

clinical condition may have changed, e.g. presenting with new 
onset falls or head injury  

 
N.B. Please seek advice from the Consultant 

Haematologist (with special interest in Thrombosis and 

Haemostasis) on all pregnant patients and any patients 
with an extensive thrombosis, or thrombosis in an unusual 

site. 
   

 The clinical team (Doctor, Advanced Nurse Practitioner (ANP) or 
pharmacist) initiating anticoagulant therapy must provide 

adequate verbal and written information to the patient and/or 
carer before commencing therapy and document this in the 

notes. 
 

 The pharmacy team where possible must explain to the patient 
the key aspects of anticoagulant therapy and document this on 

the drug chart.  
 

 Without exception, all patients that are being discharged on 

warfarin, or newly initiated on DOACs should be referred to the 
Anticoagulation Clinic for counselling and subsequent planning 

discharge back into the community. The referral form 
encompasses a risk assessment containing creatinine clearance, 

weight, baseline bloods, and will be uploaded onto CWS for the 
clinical record. 
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An Anticoagulant referral form (see appendices) must be filled in and 
sent to the Anticoagulation Nurse specialists on Email: 

AnticoagulationClinicReferrals.ABB@wales.nhs.uk 
 

If there are immediate issues that need attention the contact 
numbers are below:  

 
Contact numbers 

 

RGH : 01633 238171 
Fax :  01633 212076 

NHH : 01873 732192 
Fax :  01873 732063 

YYF :  01443 802638 
Fax :  01443 802643 

 
 On discharge, the CWS summary will include the CHA2DS2-VASc 

and HAS-BLED score for AF patients as part of the standard AF 
prescription (called initiation of anticoagulation: AF patients on 

CWS). The referral form to the anticoagulation service includes a 
risk assessment    - once the patient has attended clinic the risk 

assessment will be sent to the patients GP and uploaded to CWS.  
 

 If patients are co prescribed antiplatelet agents, please ensure 

that the reasons and indication are clearly documented on the 
discharge summary. Co prescribing may be necessary in certain 

conditions but there is a clear increased risk of bleeding which 
needs to be explained to the patient, and communicated back to 

primary care. 
 

 All patients who have been started on anticoagulant therapy 
must be given an Anticoagulant Referral form (and if on 

warfarin), an Oral Anticoagulant Therapy pack, both of which 
must be filled in correctly with the following details:- patients 

details, condition requiring anticoagulation, duration of 
treatment, the last 2 INR levels if on warfarin and corresponding 

prescribed dosage. If commenced on a DOAC, they should be 
issued with the appropriate alert card and patient information 

leaflet, available from the ward pharmacists. 

 
 These documents must be given to the anticoagulant clinic or 

sent via email. At clinic review, the Anticoagulation Nurse 
Specialist will explain all about the Anticoagulant Clinic and 

Anticoagulation Therapy. 
 

mailto:AnticoagulationClinicReferrals.ABB@wales.nhs.uk
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 Within ABUHB the vast majority of GP practices are undertaking 
warfarin dosing and management under the Local Enhanced 

Service (LES) for anticoagulation. Once the patient is stable post 
discharge, they will be referred back to primary care for ongoing 

monitoring by the anticoagulation nurse team. There are some 
complex patients who remain under the care of the 

haematologists and the hospital dosing service –these will be 
seen and dosed accordingly, and the primary care team informed 

that they remain under the secondary care team. 

  
 Patients who were admitted on warfarin anticoagulant therapy 

should be referred back to the Anticoagulation clinic without 
exception to ensure safe and appropriate re-anticoagulation on 

discharge. This is particularly important in the elderly, as the 
clinical situation may change and a further risk assessment will 

be needed to ensure the patient is appropriately treated. 
 

 The Anticoagulation clinic will then liaise with the GP Practice if 
appropriate for continuing care. It is the responsibility of the 

medical team looking after the patient to prescribe and dose 
the patient appropriately until such time that they are reviewed 

in the anticoagulation clinic. Such patients should be considered 
as virtual inpatients (VIPs) until their clinic visit. 

 

 If patients are house bound and unable to come to clinic, then 
they will be offered a telephone consultation if appropriate. If this 

is not feasible, the anticoagulation clinic will liaise directly with 
the GP practice  

 
 It is not acceptable to expect patients to be dosed by their 

GPs during this time as they will not have access to their 
previous dosing on the inpatient warfarin chart, or their 

recent INR’s. This should not however lead to delays in 
discharge. 

 
 Looking at the patients previous dosages, will help in stabilising 

the patients INR as quickly as possible. 
 

 It is important that any hospital admission and dosage changes 

or medication change in patients on warfarin is communicated 
either via the patients blue DAWN slip or a referral letter to the 

anticoagulation clinic and who will then pass on any information   
to the GP. 

 
 For guidance on treatment of patients who have been over or 

under anticoagulated, please refer to (Appendix 2) 
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 Patients who have reached the end of their anticoagulant therapy 

will be stopped by the Anticoagulant Nurse Specialist according 
to agreed protocols. For AF this is not relevant as the treatment 

is long term. For VTE, the decision for long term treatment will 
be decided in secondary care and communicated to primary care. 

 
 If the symptoms persist then the patient should be referred back 

to the original team who started them on anticoagulant therapy 

or the Consultant Haematologist to be reviewed appropriately. 
 

 For Perioperative anticoagulation guidance including day cases 
please refer to the appropriate policy. 

 
4 Responsibilities 

 
1. Referring doctor must complete the referral form including the risk 

assessment when initiating anticoagulation treatment, counsel the 
patient and refer the patient to the anticoagulant clinic. This is 

relevant for new AF patients and for treatment of thrombosis. 
 

2. Doctor completing the discharge summary must complete the 
standard prescription for AF patients, ensuring the CHA2DS2-VASc 

and HAS-BLED have been documented and the appropriate drugs 

on discharge for VTE patients (see CWS initiation of anticoagulation: 
AF patients). 

 
3. The Anticoagulant Nurse Specialists to monitor and dose the 

patients. 
 

5 Training  
 

Any staff who prescribe, adjust the dosage, dispense, prepare, 
administer, monitor and discharge patients on anticoagulant therapy 

must receive adequate training to ensure they have the necessary work 
competences to undertake their duties safely. 

 
The NPSA has commissioned e-learning modules on initiating and 

maintaining anticoagulant therapy. Whilst Skills for Health have 

established 6 work competences, they are:- 
 

 Initiating anticoagulant therapy 
 Maintaining anticoagulant therapy 

 Managing anticoagulant therapy 
 Dispensing oral anticoagulants 

 Preparing and administering heparin therapy 
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 Reviewing the safety and effectiveness of an anticoagulant 
service 

 
Local organisations are responsible for systems of clinical supervision 

where senior staff oversee and assess work competences of less 
experienced staff and should keep records of those that have been 

trained. 
 

http://www.nrls.npsa.nhs.uk/resources/?EntryId45=61790 

Within ABUHB Anticoagulation Service there is in house training for our 
nursing staff twice yearly as well as the opportunity to attend external 

courses on anticoagulation. 
 

E learning module for Anticoagulation – register at  
https://www.prescqipp.info/register/registers 

 
BMJ E learning 2017 update 

 
http://learning.bmj.com/learning/module-intro/maintaining-

patients-on-anticoagulants--how-to-do-
it.html?moduleId=5004429 

 
6 Monitoring and Effectiveness 

 

Audit anticoagulant services using BSH/NPSA safety indicators. The 
audit results should inform local actions to improve safe use of 

anticoagulants, and should be communicated to clinical governance, 
and drugs and therapeutics committees (or equivalent). This 

information should be used by commissioners and external 
organisations as part of the commissioning and performance 

management process.  
 

7 Further Information 
 

Refer to National Patient Safety Agency (Patient Safety Alert 18) 
http://webarchive.nationalarchives.gov.uk/20171030131022/http://

www.nrls.npsa.nhs.uk/resources/type/alerts/?entryid45=59814&p=3 
 

8 References 

 
 Welsh Medical Committee’s Working Group Report on “Quality 

specifications in primary care anticoagulant monitoring”. 
 

 Guidelines on oral anticoagulation with warfarin – fourth edition 
– BCSH Guidance: David Keeling.Trevor Baglin 

 

http://www.nrls.npsa.nhs.uk/resources/?EntryId45=61790
https://www.prescqipp.info/register/registers
http://learning.bmj.com/learning/module-intro/maintaining-patients-on-anticoagulants--how-to-do-it.html?moduleId=5004429
http://learning.bmj.com/learning/module-intro/maintaining-patients-on-anticoagulants--how-to-do-it.html?moduleId=5004429
http://learning.bmj.com/learning/module-intro/maintaining-patients-on-anticoagulants--how-to-do-it.html?moduleId=5004429
http://webarchive.nationalarchives.gov.uk/20171030131022/http:/www.nrls.npsa.nhs.uk/resources/type/alerts/?entryid45=59814&p=3
http://webarchive.nationalarchives.gov.uk/20171030131022/http:/www.nrls.npsa.nhs.uk/resources/type/alerts/?entryid45=59814&p=3
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Keeling%2C+David
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Baglin%2C+Trevor
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14 June 2011 
https://doi.org/10.1111/j.1365-2141.2011.08753 

 
 Guidance for Management and Discharge of Patients on Low 

Molecular Weight Heparins (LMWH): 
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinic

al_0028%20Management%20and%20Discharge%20of%20Patient
s%20on%20Heparin%20ALL%20DOCS_Issue%203.pdf 

 

 
9 Appendices 

 
1. Discharge form including Risk Assessment Guidance Form: 

 Patients with AF – Atrial Fibrillation: Stroke Risk Assessment  
 Patients with VTE – Initiation of oral anticoagulants (AOC) for 

Thrombosis 
 

2. Treatment advice for over or under anti-coagulated patients on 
warfarin 

 
3. Pathway for Major Haemorrhage on DOACs 

 
4. Clinical pathway for discharge of all patients on anticoagulants

https://doi.org/10.1111/j.1365-2141.2011.08753.x
https://doi.org/10.1111/j.1365-2141.2011.08753.x
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0028%20Management%20and%20Discharge%20of%20Patients%20on%20Heparin%20ALL%20DOCS_Issue%203.pdf
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0028%20Management%20and%20Discharge%20of%20Patients%20on%20Heparin%20ALL%20DOCS_Issue%203.pdf
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0028%20Management%20and%20Discharge%20of%20Patients%20on%20Heparin%20ALL%20DOCS_Issue%203.pdf


SPAF- Stroke Risk Assessment & Prescription August 2018   

ATRIAL FIBRILLATION: STROKE RISK ASSESSMENT & 
PRESCRIPTION FOR INITIATION OF ANTICOAGULATION 

 
 

Patient Addressograph 
 
 
 
 

 
Patient/carer’s home telephone no: 

 Weight (kg)              Cr(micromol/l)                   
 
CrCl ml/min  (see overleaf for Cockroft &  

                          Gault formula) 

 
- Dabigatran C/I if < 30 ml/min 

- Rivaroxaban, Apixaban & Edoxaban 
C/I if < 15ml/min 

Consultant: 
 
Ward/Clinic: 
 
GP Details: 
 
Date completed : 

 

Please ensure all patients starting anticoagulants have baseline U&Es, LFTs, FBC, Coagulation Screen and weight 

 

Recommended interval for repeat U&Es (based on baseline CrCl) =  
Initiation of Anticoagulation    
OR 
Patient switching from warfarin/other Vit K Antagonist / other NOAC: State which………………………………. 
All patients with AF should undergo a CHA2DS2-VASc stroke risk assessment (see below) 

 CHA2DS2-VASc ≥ 2: recommend anticoagulation. 
 CHA2DS2-VASc = 1: consider anticoagulation if male 
 CHA2DS2-VASc 0 or 1(female) : usually no anticoagulant 

CHA2DS2-VASc score and stroke rate 

Risk factor Score  Total score Stroke (% / year) 

None 0  0 0 

Heart failure / LV dysfunction 1  1 1.3 

Hypertension 1  2 2.2 

Age ≥ 75 2  3 3.2 

Diabetes mellitus 1  4 4.0 

Stroke / TIA / thromboembolism 2  5 6.7 

Vascular disease 1  6 9.8 

Age 65 - 74 1  7 9.6 

Female  1  8 - 9 6.7 – 15.2 

 All patients should have assessment of bleeding risk before starting antithrombotic therapy (see below) 
 HAS-BLED score > 3 indicates “high risk” – caution and regular review following initiation of anticoagulant 

 

HAS-BLED bleeding risk score    

 Characteristic Suggested Criteria Points    
       

H Hypertension Systolic BP >160mmHg 1    

 Liver abnormality Cirrhosis. Bilirubin x2 normal with AST  1    

A  or ALT or Alk Phos x3 normal   Score % Bleeds/100 

 Renal abnormality Dialysis, transplant, creatinine ≥200 µmol/L  1   patient-years 

S Stroke Stroke 1  0-1 Low Risk 1.1% 

B Bleeding history GI bleed/active ulcer disease, recent surgery, 1  2 Intermediate 

  recent ICH, coagulation or platelet disorder    Risk 1.9% 

L Labile INRs Unstable or high INRs. TTR<60% 1  >3 High Risk 4.9% 

E Elderly  Age > 65 years 1   Or more 

 Drugs NSAID, antiplatelet agents inc aspirin, 1    

D  clopidogrel     

 Alcohol Evidence of excess consumption 1    

 Total score (Max 9 points)     
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Note absolute criteria for warfarin are: eGFR <15ml/min/1.73m2, body weight <50kg & >120kg or BMI >40kg/m2, 
any poorly compliant patient, mechanical heart valve, patients with HIV  

 Anticoagulant and dose choice: (refer to individual SmPCs for advice on dosage reductions for renal impairment, age and 
low body weight). First month supplied by hospital pharmacy, subsequent supplies from GP. Please tick: 
*NB where more than one DOAC is an option, edoxaban is the preferred choice for ABUHB due to its significantly lower acquisition cost. 
See http://www.wales.nhs.uk/sites3/Documents/814/WhichNOACforWhichPatientFINAL.pdf  

Warfarin with target INR 2.5     (supply 1mg & 3mg tablets) 
 

 

Apixaban 5mg twice a day   Apixaban 2.5mg twice a day  
 

 

Dabigatran 150mg twice a day  Dabigatran 110mg twice  a day 
 

 

Edoxaban 60mg once a day* 
 

 Edoxaban 30mg once a day*  

Rivaroxaban 20mg once a day 
 

 Rivaroxaban 15mg once a day  

 Patient currently on: 
 
 

 Antiplatelet to continue when anticoagulant started – decision 
discussed with senior clinicians and risk benefit explained to 
patient 

 

Reason for anticoagulant choice  
 

Intolerance to VKA        Failure to achieve good INR    Patient choice    DCCV   

 

Medication in MDS tray  Unable to attend INR clinic   Other (specify) ....................................... 

Dr’s Name (Block letters) 
 
 

Signature 
 

Bleep no / Ext Date 
 

 

Patients should be counselled on initiation of treatment and followed up in the Anticoagulation Clinic 

Counselled by:                                                                                 Date: 

Name of drug 
 

 Reason for medication  

Dose, frequency & timing of doses 
 

 Follow up arrangements e.g. INR clinics, repeat U&E’s 
etc. 

 

Duration of treatment 
 

 Importance of compliance and what to do if doses are 
missed 

 

Possible side effects  
 

 What to do if bleeding or injury occurs (MINOR 
bleeding – consult GP, MAJOR bleeding or head injury 
– go to A&E immediately) 

 

Signs of thrombo-embolic event 
 

 Other medications. 
Avoid unprescribed aspirin, NSAIDs & St John’s Wort 

 

Impact of food and drinks  
 

 Where to obtain repeat prescription and supplies of 
medication 

 

Inform other health professionals when 
required e.g. Dentist, Doctors, Pharmacist 

 Women of child bearing potential/contraception  

Alert card provided 
 

   

 

Pharmacy use 
only if 
dispensing 

Clinical check by Date Quantity 
dispensed 

Dispensed by Date Checked by Date Counselled Date 

         

 

Cockcroft and Gault formula (nb: if underweight use actual body weight, if obese use ideal body weight)  

Estimated Creatinine 
Clearance in mL/minute 

= (140 – Age in years) x Ideal Body Weight (Kg) x Constant (1.23 for men; 1.04 for women) 

Serum creatinine (micromoles/L) 

Or use online calculator at: https://www.mdcalc.com/creatinine-clearance-cockcroft-gault-equation 
 

Email form to: AnticoagulationClinicReferrals.ABB@wales.nhs.uk  

Yes / No / Not applicable                 Comments : 
 

http://www.wales.nhs.uk/sites3/Documents/814/WhichNOACforWhichPatientFINAL.pdf
https://www.mdcalc.com/creatinine-clearance-cockcroft-gault-equation
mailto:AnticoagulationClinicReferrals.ABB@wales.nhs.uk
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Initiation of ORAL ANTICOAGULANT (OAC) for Thrombosis : 
Prescription and Anticoagulation clinic referral form 

 
 

 

Contacts : RGH :  01633 238171   NHH : 01873 732192  YYF : 01443 802638 

 

Clinic appointment for OAC follow up: (within 3 weeks of start date) 
 

Location: Date: Time: 

 

I confirm that I have reviewed the above patient and they are aware of reasons for treatment and the risks and benefits of oral 
anticoagulation. 

 

Dr’s Name (Block letters): Signature: Bleep no/Ext: Date: 

Patient Addressograph Weight (kg)                       Cr (micromol/l) Consultant 

  
CrCl ml/min   (see overleaf for Cockroft & Gault 

Ward/Clinic 

  formula) 

  
GP Details 

Patient on antiplatelet  

Patient to   Whilst on OAC 
                                                     

Start Date 

   

Indication Provoked Unprovoked Recurrent  Duration of treatment Please tick or specify: 

PE     3 months then stop  

Above knee DVT     6 months then stop  

Below knee DVT     Review by initiating Appointment booked  

Other     consultant for .......... weeks 
   Indefinite  

Note absolute criteria for warfarin are: eGFR <15ml/min/1.73m2, body weight <50kg & >120kg or BMI >40kg/m2, any 
poorly compliant patient, mechanical heart valve, patients with HIV 

Choice of OAC – Tick one box 
  WARFARIN  INR Range  Load and cover with LMWH according to advice on WARFARIN chart then refer to 

INR clinic using this form & chart when in range 
Refer to manufacturers full prescribing information for advice on dose adjustment, 
cautions and contraindications. 
 

    

  RIVAROXABAN    APIXABAN 

Dose – 15mg TWICE DAILY for 3 weeks followed by 20mg ONCE 
DAILY for the remainder of the treatment course (Contraindicated 
if CrCl<15ml/min, consider maintenance dose reduction to 15mg 
once daily if CrCl=15-49ml/min and additional risk factors for 
bleeding outweigh risk of recurrent VTE) 
  

 Dose – 10mg TWICE DAILY for 7 days followed by 5mg TWICE 
DAILY for the remainder of the treatment course.  Dose can 
be further reduced to 2.5mg TWICE DAILY after 6 months. 
(Contraindicated if CrCl<15mls/min.  Use with caution if CrCl 
15-29ml/min.)  

1st supply – 15mg bd for 21 days, supply 42 x 15mg  1st supply – 10mg bd for 7 days, then 5mg bd thereafter, 
supply 56 x 5mg 

 Clinical Pharmacy 
Check 

Disp Check Date    Clinical Pharmacy Check Disp Check Date  

             

      
2nd supply    Once daily, supply 28 tablets       2nd supply - 5mg bd, supply 56 x 5mg tablets 

 Clinical Pharmacy 
Check 

Disp Check Date    Clinical Pharmacy 
Check 

Disp Check Date  

             

 Subsequent supplies to be obtained from GP   Subsequent supplies to be obtained from GP  

 

 
 

Stop Continue 

  

        mg 

  

  

Y N 
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Provision of counselling, written information and alert card confirmed by Pharmacy Sig: Date: 

 

Counselled by:                                                                                 Date: 

Name of drug 
 

 Reason for medication  

Dose, frequency & timing of doses 
 

 Follow up arrangements e.g. INR clinics, repeat U&E’s etc.  

Duration of treatment 
 

 Importance of compliance and what to do if doses are missed  

Possible side effects  
 

 What to do if bleeding or injury occurs (MINOR bleeding – consult 
GP, MAJOR bleeding or head injury – go to A&E immediately) 

 

Signs of thrombo-embolic event 
 

 Other medications. 
Avoid unprescribed aspirin, NSAIDs & St John’s Wort 

 

Impact of food and drinks including alcohol 
 

 Where to obtain repeat prescription and supplies of medication  

Inform other health professionals when 
required e.g. Dentist, Doctors, Pharmacist 

 Women of child bearing potential/contraception  

Alert card provided 
 

 Written information provided  

 
 

Cockcroft and Gault formula (nb: if underweight use actual body weight, if obese use ideal body weight)  

Estimated Creatinine 
Clearance in mL/minute 

= (140 – Age in years) x Ideal Body Weight (Kg) x Constant (1.23 for men; 1.04 for women) 

Serum creatinine (micromoles/L) 

Or use online calculator at: https://www.mdcalc.com/creatinine-clearance-cockcroft-gault-equation 

 

Email form to: AnticoagulationClinicReferrals.ABB@wales.nhs.uk 

 

 

 

https://www.mdcalc.com/creatinine-clearance-cockcroft-gault-equation
mailto:AnticoagulationClinicReferrals.ABB@wales.nhs.uk
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Appendix 2 
 

Over Anticoagulation, Out Patient Management of INR >8 and 
Under Anticoagulation 

 
Over Anticoagulation with Warfarin 

 
For any life threatening bleeding on Warfarin please refer to the Health 

Board protocol on the use of Octaplex (PCC) and seek advice from the 
Haematology Consultant on call. 

 

Policy for the use of Praxbind for the reversal of the direct thrombin 
inhibitor Dabigatran (Pradaxa): 

 
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_

0463%20Protocol%20for%20the%20administration%20of%20PCC%
20for%20the%20reversal%20of%20life%20threatening%20over-

anticoagulation%20due%20to%20Warfarin_Issue%204.pdf 
 
 
Patients with a prosthetic heart valve and target 3 - 4.5 – please 

contact cardiology or cardiothoracic surgeons. We would suggest these 

patients are referred to their local medical admissions unit if the INR is 
>6 as they will need close monitoring and regular INR checks. 
 
 
 

 

http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0463%20Protocol%20for%20the%20administration%20of%20PCC%20for%20the%20reversal%20of%20life%20threatening%20over-anticoagulation%20due%20to%20Warfarin_Issue%204.pdf
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0463%20Protocol%20for%20the%20administration%20of%20PCC%20for%20the%20reversal%20of%20life%20threatening%20over-anticoagulation%20due%20to%20Warfarin_Issue%204.pdf
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0463%20Protocol%20for%20the%20administration%20of%20PCC%20for%20the%20reversal%20of%20life%20threatening%20over-anticoagulation%20due%20to%20Warfarin_Issue%204.pdf
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0463%20Protocol%20for%20the%20administration%20of%20PCC%20for%20the%20reversal%20of%20life%20threatening%20over-anticoagulation%20due%20to%20Warfarin_Issue%204.pdf
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Out patient management of INR > 8 
Advice for the anticoagulation clinic nursing staff 

 
All patients with a high INR should have a bleeding assessment. 

Those at increased risk of bleeding include: 
 

 Age >75 Concurrent illness 
 Malignancy 

 Polypharmacy 
 

Contact patient and establish if: 

 
 If there are any signs of bleeding 

 If there are any signs of bruising 
 If there is any new onset headache 

 If they have started any new medication 
 If they are feeling generally unwell 

 Liver disease and alcohol excess 
 

Bleeding Assessment 
 

If the patient answers YES to any of the above, please ask them to 
attend their local medical assessment unit (NHH or RGH). 

 
Please contact hospital bed management with the patient’s details and 

the admitting medical team explaining reason for admission. 

 
If patient answers NO to above: 

 
 Tell patient to stop warfarin 

 Give vitamin K  
 Advise patient to attend local hospital if develops any bruising, 

bleeding or becomes unwell 
 Recheck INR at local hospital 24hrs post vitamin K  

 Can restart warfarin once INR < 4 
 

If staff are unable to contact the patient, please contact the 
GP out of hours service on 0845 6001231 and advise them of 

the patient’s name, address, date of birth and INR 
 

The anticoagulant nurses are available for advice with regards to the 

above Monday to Friday 0900 - 18.00 
 

RGH :  01633 238171 
Fax :  01633 212076 

NHH : 01873 732192 
Fax :  01873 732063 

YYF :  01443 802638 
Fax :  01443 802643 
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Management of a High INR 
(All Wales Warfarin Chart) 

 

 
 
 

No Bleeding  

INR Vitamin K Advice 

 
5-8 

 

 
Not indicated 

 Omit Warfarin until INR back in 
therapeutic range. 

 If vitamin K indicated-  Use 0.2ml 
Konakion MM paediatric 
(phytomenadione 2mg in 0.2ml). Draw 
up into oral dispenser and drop onto 
tongue 

 Recheck INR after 24 hours, consider 
repeat dose of oral vitamin K if INR > 5.0 
 

 
5-8 (in elderly patients or 

those at high risk of 
bleeding) 

 

 
2mg oral 

 
>8 

 

 
2mg oral 

Minor Bleeding  

INR Vitamin K Advice 

 
>5 

 

 
2mg intravenous 

 
 

• Give 2mg vitamin K  IV (0.2ml 
phytomenadione 10 mg/ml - Konakion 
MM®.) Give as an IV bolus over 3-5 
minutes undiluted or diluted with 10-20ml 
glucose 5% to aid slow administration 

• Omit Warfarin until INR back in 
therapeutic range. 

• Recheck INR after 24 hours, consider 
repeat dose of IV vitamin K if INR > 5.0 

 

Major Bleeding 

INR Vitamin K Advice 

 
For all 

 
5mg intravenous 

 Stop Warfarin. 

 Give 5mg vitamin K  IV (0.5ml 
phytomenadione 10 mg/ml - Konakion 
MM®.) Give as an IV bolus over 3-5 
minutes undiluted or diluted with 10-20ml 
glucose 5% to aid slow administration 

 Give prothrombin complex concentrate 
(PCC - Factor II, VII, IX, and X 
concentrate) - dose to be advised by 
haematologist. Administer over 10 
minutes (see local protocol for further 
details on administration) 

 Repeat INR within 1 hour of giving of 
PCC - consider further dose if INR 
remains >1.5 and patient still bleeding 

 Consider risk/benefit of recommencing 
warfarin 
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Under Anticoagulation with Warfarin  
 
Prosthetic Heart Valves  

 
Please refer to ABUHB policy for Anticoagulation in Patients with 

Heart Valve Replacements - Guideline for Primary and Secondary 
Care:  

 

http://howis.wales.nhs.uk/sitesplus/documents/866/ABHB_Clinical_0
780%20Anticoagulation%20in%20patients%20with%20heart%20val

ve%20replacements%20guidelines_Issue%201.pdf 
 

Acute Venous Thrombosis – DVT/PE (first 6 weeks) 
 

INR < 2.0 give treatment dose LMWH 
 

Antiphospholipid Syndrome 
 

INR < 2.0   consider treatment dose LMWH. These patients will 
usually be under the care of the haematologists and will have specific 

individualised care plans for their anticoagulation. 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

http://howis.wales.nhs.uk/sitesplus/documents/866/ABHB_Clinical_0780%20Anticoagulation%20in%20patients%20with%20heart%20valve%20replacements%20guidelines_Issue%201.pdf
http://howis.wales.nhs.uk/sitesplus/documents/866/ABHB_Clinical_0780%20Anticoagulation%20in%20patients%20with%20heart%20valve%20replacements%20guidelines_Issue%201.pdf
http://howis.wales.nhs.uk/sitesplus/documents/866/ABHB_Clinical_0780%20Anticoagulation%20in%20patients%20with%20heart%20valve%20replacements%20guidelines_Issue%201.pdf


Aneurin Bevan University Health Board ABUHB/Clinical/0039 
Initiation and discharge of Patients on Anticoagulation  

Owner: Haematology Consultants  

 

 

Appendix 3 
 

Management of Major Bleeding on DOACS: 
Dabigatran 

 

Dabigatran – there is a direct reversal agent Pradaxa. Please refer 

to the policy below: 
 
 
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0823%20Policy%
20for%20the%20use%20of%20Praxbind%20for%20the%20reversal%20of%20the%20di
rect%20thrombin%20inhibitor%20Dabigatran%20%28Pradaxa%29_Issue%201.pdf 
 
 
 
 
 
 
 
 
 

  

http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0823%20Policy%20for%20the%20use%20of%20Praxbind%20for%20the%20reversal%20of%20the%20direct%20thrombin%20inhibitor%20Dabigatran%20%28Pradaxa%29_Issue%201.pdf
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0823%20Policy%20for%20the%20use%20of%20Praxbind%20for%20the%20reversal%20of%20the%20direct%20thrombin%20inhibitor%20Dabigatran%20%28Pradaxa%29_Issue%201.pdf
http://howis.wales.nhs.uk/sitesplus/documents/866/ABUHB_Clinical_0823%20Policy%20for%20the%20use%20of%20Praxbind%20for%20the%20reversal%20of%20the%20direct%20thrombin%20inhibitor%20Dabigatran%20%28Pradaxa%29_Issue%201.pdf


Reversal of Novel Oral Anticoagulants –DABIGATRAN (Pradaxa) 

Major Bleed: Symptomatic bleeding in a critical 
area or organ, such as intracranial, intraspinal, 
intraocular, retroperitoneal, intra-articular, 
pericardial or intramuscular with compartment 
syndrome
(Schulman et al J Thromb Haemost 2010; 3:692-694)

FFP = Fresh Frozen Plasma

Proceed immediately to surgery
or invasive procedure
If time permits, measure aPTT
and/or TT 

Give PRAXBIND 5g
After discussion with haematologist

Mild Bleeding

Maintain BP and Urine Output
(dabigatran 80% renal excretion)

Moderate to severe bleeding Life or Limb threatening bleeding/

need for emergency surgery

 Optimise tissue oxygenation
 Control haemorrhage
 Fluid replacement
– Mechanical compression
– Surgical / radiological intervention

 Tranexamic Acid (1g i.v.)
 Red cell and Platelet transfusion 
– Aim Plt > 75 x 109/l + Hb > 8 g/dl
– If CNS bleed aim Plt > 100 x 109/l

 Consider FFP 25ml/kg
 Identify bleeding source e.g. surgery, 

endoscopy, interventional radiology

Continues to bleed

STOP ANTICOAGULANT 

Vitamin K and protamine sulphate will NOT reverse this drug

Consider activated charcoal if drug ingested within 2 hrs

 Local haemostatic compression
 Tranexamic Acid
– oral 25 mg/kg
– or i.v. 10 mg/kg

 Delay next dose  and  review 
indication for anticoagulation

Start standard resuscitation measures 
Check coagulation screen (PT, APTT, Fib),, TCT, FBC, U and Es URGENTLY 

Contact on call haematologist

Measures as for moderate
to severe bleeding
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Appendix 3 
 

Management of Major Bleeding on DOACS: 
Apixaban, Edoxaban Rivaroxaban 

 
 
 
 
 
  



Reversal of Novel Oral Anticoagulants – Rivaroxaban, Edoxaban, Apixaban

Major Bleed: Symptomatic bleeding in a critical 
area or organ, such as intracranial, intraspinal, 
intraocular, retroperitoneal, intra-articular, 
pericardial or intramuscular with compartment 
syndrome
(Schulman et al J Thromb Haemost 2010; 3:692-694)

FFP = Fresh Frozen Plasma

PCC – Prothrombin Complex Concentrate

Repeat coagulation screen 

Treat supportively as major bleed

Give PCC 30 IU/kg
After discussion with haematologist

Mild Bleeding

Maintain BP and Urine Output

Moderate to severe bleeding Life or Limb threatening bleeding/

need for emergency surgery

 Optimise tissue oxygenation
 Control haemorrhage
 Fluid replacement
– Mechanical compression
– Surgical / radiological intervention

 Tranexamic Acid (1g i.v.)
 Red cell and Platelet transfusion 
– Aim Plt > 75 x 109/l + Hb > 8 g/dl
– If CNS bleed aim Plt > 100 x 109/l

 Consider FFP 25ml/kg
 Identify bleeding source e.g. surgery, 

endoscopy, interventional radiology
 Consider PCC (30 IU/kg)

Continues to bleed

STOP ANTICOAGULANT 

Vitamin K and protamine sulphate will NOT reverse these drugs

Consider activated charcoal if drug ingested within 2 hrs

 Local haemostatic compression
 Tranexamic Acid
– oral 25 mg/kg
– or i.v. 10 mg/kg

 Delay next dose  and  review 
indication for anticoagulation

Start standard resuscitation measures 
Check coagulation screen (PT, APTT, Fib), FBC, U and Es, drug level

Contact on call haematologist

Measures as for moderate
to severe bleeding
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Appendix 4 

Clinical Pathway  
 

Discharge of all patients on Anticoagulants 
 

To ensure safe transition of anticoagulation therapy from 
Inpatient care within ABUHB to outpatient setting 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

Patient ready for discharge from ward – if on warfarin  
INR taken and reviewed by ward doctors and pharmacist to 
ensure levels stable (if new therapy, has information booklet 

and been counselled). 
If on DOAC, ensure patient has been counselled and has an 

information booklet 
 
 

Ensure referral completed and sent to anticoagulation clinic 
along with risk assessment form. Email form to: 

AnticoagulationClinicReferrals.ABB@wales.nhs.uk 

 

Appointment given by Anticoagulation Clinic to review 
patient within 5 days if on warfarin, within 2-3 weeks if on 

DOAC/LMWH 

Ensure patient has dosing in place and adequate supplies 
of medication until review in anticoagulation clinic  

Ward pharmacist check point 

Discharge letter and clear plan of dosing must be faxed 
to the GP to keep informed of any changes 

Remember it is the responsibility of the medical team for dosing the patient on 

discharge until they are reviewed in the anticoagulation clinic 

mailto:AnticoagulationClinicReferrals.ABB@wales.nhs.uk

