
Managing anticoagulant drugs 
in WA hospitals



Overview

This presentation will provide an overview of:

• The layout WA Anticoagulation Medication 
Chart (WAAMC)

• The management of anticoagulants using the 
chart

– Subcutaneous enoxaparin

– Oral warfarin

– IV heparin



Aim of the WAAMC

Enable the effective achievement of therapeutic levels
• Minimise the risk of a thromboembolic event due to 

sub- therapeutic levels
• Minimise the risk of bleeding events due to supra- 

therapeutic levels

To achieve this the chart includes:

• recommended dosing and monitoring regimen  

• important information required for dosing including 
test results, weight and renal function



Caution

The main medication chart MUST be 
annotated to identify when an 
anticoagulation chart is in use



The front page

Pre-prescription screen

Once only and telephone

Regular dose orders

Variable dose orders



The back page

Recommendations for LMWH (enoxaparin)

Recommendations for warfarin



The middle pages 
-prescribing and administering IV heparin

Prescription order

Initial bolus and infusion rate

Maintenance infusion rate and 
bolus dose

Infusion bag changes



The middle pages 
-dosing recommendations

Recommendations for 
intravenous unfractionated heparin

Infusion nomograms for 
intravenous unfractionated heparin

VenousThromboEmbolism 
nomogram

Acute Coronary Symdromes 
nomogram



Patient details – Page 1

Record all ADRs, including those 
related to anticoagulants on the 
NIMC.

If any ADRs recorded affix a RED 
ADR ALERT sticker here.



Check for co-existing conditions, past history of anticoagulant related adverse 
events and concomitant therapy before prescribing any anticoagulant medication.

These may influence the decision to prescribe a particular anticoagulant or indicate 
a need for closer monitoring and/or dose adjustment.

Patient details: pre-prescription screen

At least one box SHOULD be ticked. If there are no coexisting conditions, no history 
of anticoagulant related adverse events and no antiplatelet or antithrombotic 
therapy tick the “Nil Known” box.

First prescriber should complete this section then sign and print and name.



Once only and telephone

• Low molecular weight heparin (enoxaparin)
– Initial subcutaneous dose
– Intravenous starting bolus

• Unfractionated heparin
– Initial subcutaneous dose

• Initiating oral anticoagulant therapy

Check the route



Regular dose orders

Calculate and record CrCl

Check the route

Record baseline creatinine (and platelets)

• Subcutaneous heparin 
• Subcutaneous enoxaparin dosing based on
• Oral anticoagulant (rivaroxaban)



Recommendations for 
low molecular weight heparin 

• Dosing of LMWH is a function of the indication, perception of bleeding risk 
and modifying factors (eg renal failure). 

INDICATION

DOSE AND FREQUENCY 

Normal renal function Impaired renal function 
(GFR <30 mL/min)

Venous Thromboembolism (VTE) prophylaxis 40 mg once daily 20 mg once daily

DVT treatment 1.5 mg/kg once daily or 
1 mg/kg twice daily 1 mg/kg once daily

Acute Coronary Syndromes (ACS)/VTE treatment 1 mg/kg twice daily 1 mg/kg once daily

• Dose modification of these drugs is required when the creatinine clearance 
(GFR) is less than 30 ml/min. 

• Routine monitoring of residual anti-Xa activity as a measure of LMWH therapy 
is not required. However, in the case of patients at high risk of bleeding, 
anti-factor Xa monitoring may be appropriate.

• While the risk of heparin induced thrombocytopaenia (HIT) is lower with 
LMWH than unfractionated heparin, screening for HIT with a platelet count at 
day 5 of therapy is recommended.



Variable dose orders

- pre printed

Dr to complete prior to discharge

Check the route

Complete prior to discharge

Don’t forget

3 mg 2-3 3 months 21 5 08



Best practice when initiating warfarin

• Measure baseline INR prior to starting 
therapy

• Warfarin should be dose modified based on 
the INR result

• In the case of acute VTE treatment, heparin 
(unfractionated or low molecular weight) 
should be given for at least of 5 days and 
until the INR is greater than 2 for two 
consecutive days 



On going warfarin therapy

• Brand substitution not allowed
• In acutely ill patients daily monitoring 

of INR may be appropriate. 
• Monitor INR more frequently when any 

change in treatment involves drugs 
known to interact with warfarin.



Intravenous infusions
1

2

3

4

5



Best practice in the use of IV heparin

• Main indications are Venous thromboembolism (VTE) 
and Acute coronary syndromes (ACS)

• Less intensive initial and maintenance dosing ACS 
than VTE

• Initial bolus and infusion rates are weight based
• Maintenance dose modification based on

– weight
– the activated partial thromboplastin time (aPTT) 

• Monitor aPTT   
– within 6 hours of every rate change or
– within 24 hours (next morning) – when aPTT within target 

range
• Each laboratory should determine its own 

therapeutic target range 



Weight based nomograms 
valid for standard target aPTT

Venous ThrombEmbolism

Acute Coronary Syndromes

Initiation regimen

Initiation regimen

Maintenance regimen

Maintenance regimen

<55

55-<70

70-90

>90-105

>105-120

>120

<55

55-<70

70-105

>105-120

>120



Weight based guides 
–valid for standard solution 50 units/mL

<55

55-<70

70-105

>105-120

>120

<55

55-<70

70-90

>90-105

>105-120

>120

Weight 
based 
guides 

Venous ThromboEmbolism

Acute Coronary Syndromes

Initiation regimen

Initiation regimen

Maintenance regimen

Maintenance regimen



When should chart NOMOGRAMS NOT be used?

Nomograms only apply
for STANDARD aPTT

TARGETS



Prescription order

Document indication Document actual patient weight

74 kg

Standard solution – may be pre-printed
If not applicable cross out  and document as 
appropriate

Weight based guides are only applicable when 
the standard solution is used

Document target aPTT
Weight based nomograms only applicable with STANDARD aPTT therapeutic ranges

70-105



Initial bolus dose and infusion rate

The aPTT must be checked within 6 hours of initial dose

70-105

Page 2

14/5 14/5 0200 6000 27

Page 3

70-105

45

Document as soon as available 



Prescribing a maintenance infusion regimen 
using the weight based nomogram

• If section not completed
– the doctor must be contacted following each aPTT test

• Prescriber to be contacted following each aPTT test
– the doctor must prescribe all dose adjustments

• Nursing staff to adjust dose based on nomogram then two nurses should
– check the aPTT result 
– determine whether 

• IV bolus required  or infusion needs to be “held”
• Infusion rate change required

75

75

Prescriber to write date, sign and print name. 



Maintenance regimen 
continuous infusion – should only be stopped when indicated by nomogram

• aPTT should be checked 
– within 6 hours of every rate change or
– within 24 hours (next morning) – when aPTT within target range

• There should be a timely dose adjustment to each aPTT measurement
• The infusion should be continuous – only stop when indicated by aPTT
• The prescriber should always be contacted for EXTREME aPTT levels
• In all cases the prescriber should check the aPTT result and 

subsequent infusion rate changes in a timely manner



Maintaining the infusion regimen 
using the weight based nomogram and weight based guide

14/5 0800 62

14/5 1400 110

<55

55-<70

70-105

>105-120

>120

30000830 MV/
GH

0830 30 27 + 3
MV

GH

1430 27 30 - 3
KJ   
MN

14/5 2000 85 2030 27 PO
MG



CAUTIONS

• Appropriate monitoring of the aPTT  
with timely dose adjustments

• Contact prescriber when aPTT is within 

the highest range
• Continuous infusion unless indicated by 

the aPTT. That means NOT
– allowing the infusion bag run out
– stopping the infusion for the patient to 

shower or go to xray ect



Infusion bag changes

020014/5 1800

Document the time the bag was changed/stopped.

480 ml

Document volume infused. (Total volume minus volume remaining)

This extra information will assist monitoring actual doses delivered

14/5 1800



Summary

• Anticoagulants are high risk drugs
– Complex dosing regimen
– Monitoring required

• WAAMC designed to enable appropriate 
dose selection and monitoring

• BUT it is only a piece of paper – 
practice has to change



wamsg@health.wa.gov.au
www.watag.org.au/wamsg

mailto:wamsg@health.wa.gov.au
http://www.watag.org.au/wamsg

	Managing anticoagulant drugs �in WA hospitals
	Overview
	Aim of the WAAMC
	Caution
	The front page
	The back page
	The middle pages�-prescribing and administering IV heparin
	The middle pages�-dosing recommendations
	Patient details – Page 1
	Patient details: pre-prescription screen
	Once only and telephone
	Regular dose orders
	Recommendations for �low molecular weight heparin 
	Variable dose orders
	Best practice when initiating warfarin
	On going warfarin therapy
	Intravenous infusions
	Best practice in the use of IV heparin
	Weight based nomograms� valid for standard target aPTT
	Weight based guides �–valid for standard solution 50 units/mL
	When should chart NOMOGRAMS NOT be used?
	Prescription order
	Initial bolus dose and infusion rate
	Prescribing a maintenance infusion regimen�using the weight based nomogram
	Maintenance regimen�continuous infusion – should only be stopped when indicated by nomogram
	Maintaining the infusion regimen�using the weight based nomogram and weight based guide
	CAUTIONS
	Infusion bag changes
	Summary
	Slide Number 30

