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1. INTRODUCTION 

1.1 Preamble 

The aim of the chart is to improve dosing and monitoring of anticoagulants and subsequently 
reduce the risk of anticoagulant related patient harm. To achieve this, the chart co-locates 
recommended dosing and monitoring regimen with the prescription orders. Where monitoring 
is required (warfarin and intravenous heparin), the test results are co-located with prescription 
orders to facilitate appropriate dose adjustments. 

The dosing and monitoring regimen provided represent current best practice in the majority of 
patients; however, they do not cover all clinical scenarios and do not replace the need for 
clinical judgement. 

The best practice recommendations included in this document refer to the in-hospital 
management of anticoagulants and may not be appropriate in ambulatory care. 

The benefits of the WA Anticoagulation Medication Chart (WA AMC): 

¶ Provides one chart for all anticoagulant prescriptions to reduce the risk of duplicate 
prescribing; 

¶ Point of care guidelines for initiation, monitoring and reversal of anticoagulants; 

¶ Enables the effective achievement of therapeutic levels;  

¶ Minimise the risk of bleeding events due to supra-therapeutic levels. 

1.2 When should this chart be used? 

This chart should be used for every hospital episode where an adult inpatient is prescribed an 
oral, intravenous or subcutaneous anticoagulant. This includes but is not limited to warfarin, 
direct oral anticoagulants (DOAC) including apixaban, dabigatran or rivaroxaban, 
unfractionated heparin (UFH) and low molecular weight heparin (LMWH). 

1.3 Important ï Cross-referencing with WA Hospital Medication Chart 

Ensure that use of the anticoagulant chart is documented on the main medication chart WA 
hospital medication chart (WA HMC). 

This can be done by cross-referencing on the front (example 1) and inside (example 2) of the 
WA HMC. In addition, the ñWarfarin/Anticoagulant in Useò box on the inside of the WA HMC 
should also be ticked (example 3). 

Example 1: Front of WA HMC 

 

Example 2: Inside of WA HMC  

 

 

 

V Anticoagulation  

V 
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Example 3: Inside of WA HMC  

 

Ensure that the active WA AMC is filed alongside the current active WA HMC. Several 
medication incidents have been identified through DATIX Clinical Incident Management 
System (CIMS) which were attributed to the anticoagulant chart not being filed appropriately 
next to the active medication chart. 

Please note that some sites use the ôPatient on Anticoagulantô sticker. If applicable, place this 
sticker in the place of a regular medicine order inside the WA HMC. This sticker (iProc code ï 
188190Y) can be ordered through iProcurement as part of the óHSS100116 ï User Applied 
labels for Injectable Medicines Fluids and Lines, Sterile Container Labels and Miscellaneous 
Itemsô.   

 

 

In principle, the requirements for using the WA AMC are the same as those of the WA HMC. 
Refer to WA HMC user guide on the Medication Chart website. 

1.4 Recommendations for use of anticoagulants 

The recommendations on the WA AMC for the use of LMWH, DOACs, warfarin and 
intravenous and subcutaneous UFH represent current best practice.  

However, these do not cover all clinical scenarios and do not replace the need for clinical 
judgement. Further guidelines on each type of anticoagulant can be found on the Medication 
Chart website. 

1.5 Patient Information 

The following sections are identical to the WA HMC and should be completed following the 
Health Department Guidelines, including: 

¶ Patient location 

¶ Patient identification 

¶ Patient weight and height 

¶ Number of charts 

1.6 Adverse Drug Reactions 

If an adverse drug reaction (ADR) including any allergies is recorded on the WA HMC, affix a 
red ADR alert sticker to the front page of the WA AMC in the space provided. 

 

 

  

V 

https://www.health.wa.gov.au/Articles/U_Z/WA-Hospital-Medication-Chart
https://www.health.wa.gov.au/Articles/U_Z/WA-Anticoagulation-Medication-Chart
https://www.health.wa.gov.au/Articles/U_Z/WA-Anticoagulation-Medication-Chart
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2. RELEVANT MEDICAL HISTORY 
Prior to initiating any anticoagulant therapy, it is important to screen patients for bleeding risk 
including: 

¶ co-existing diseases or conditions that could affect the decision to prescribe or dose 
requirements 

¶ past anticoagulant related adverse incidents 

¶ concomitant antiplatelet or antithrombotic therapy 
 

The óBleeding Risk considered before prescribing anticoagulantsô section must be completed 
by the first prescriber on the anticoagulant chart.  Please refer to local Venous 
Thromboembolism (VTE) guidelines for bleeding risk assessment. 

 

3. ONCE ONLY AND TELEPHONE ORDERS 
This section is for telephone orders and/or single (STAT) doses that do not conform to the 
timing of regular orders. This is identical to the óOnce Only and Telephone Ordersô section of 
the WA HMC and should be completed following the WA HMC guidelines. 

 

4. REGULAR DOSE ORDERS ï PROPHYLAXIS AND TREATMENT 
This section is used for regular dose orders for anticoagulants including: 

¶ Subcutaneous unfractionated heparin 

¶ Subcutaneous enoxaparin or dalteparin  

¶ Direct oral anticoagulant (i.e. rivaroxaban, apixaban and dabigatran)  

It is similar to the Regular Orders section of the WA HMC and should be completed following 
the WA HMC guidelines. 

This section has been split into two ï orders for VTE prophylaxis and VTE treatment.   

The VTE prophylaxis section has been developed to cater for patients who need to change 
anticoagulant agent or change the indication of anticoagulant therapy.  

The date is to be written at the top of the orders. 
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VTE treatment should be prescribed in the therapeutic doses section of the regular dose order.  
The indication should be specified to assist nursing staff to check appropriate dose.   

 

 

4.1 Prescribing regular dose anticoagulants 

Information that is required in this section of the chart includes: 

Year, Day and 
Month  

Document year, day and month that first anticoagulant therapy is 
commenced. 

Date Document date the medication order was commenced in hospital.  

Medication Print generic name of anticoagulant.  

Creatinine 
Clearance 
(CrCl in 
mL/min) 

Document the baseline Glomerular Filtration Rate (GFR) used to 
determine LMWH dose.  

Ideal body weight (IBW) should be used in cases of extreme weight. 
Calculators for GFR and IBW are available online: 

¶ eviQ 

¶ Australian Medicines Handbook (AMH) 

¶ National Kidney Foundation 

Do not use eGFR provided with the laboratory results. 

Route Use route acceptable abbreviations: 

¶ Oral/Per oral: PO  

¶ Subcutaneous: SUBCUT (Avoid S/C or sc) 

Dose Recommendations for LMWH and subcutaneous UFH are available on 
page 3 of WA AMC. 

Recommendations for DOACs dosages available on page 4. 

Refer to local prescribing guidelines for further information. Treatment 
recommendations do not cover all clinical scenarios and do not replace the 
need for clinical judgement, seek specialist advice when indicated.  

Time of 
administration 

Preferred administration times for twice daily dosing are 0600 and 1800 
hrs. Daily thromboprophylaxis should be given in the evening.  

For thrice daily dosing, preferred administration times are 0600, 1200 and 
1800 hrs.  

Refer to local hospital guidelines/protocol where administration times differ 
from preferred dosing times, especially in relation to time of surgery. 

Indication VTE prophylaxis to be prescribed in the section titled ñProphylactic Dosesò. 

https://www.eviq.org.au/clinical-resources/eviq-calculators/3200-creatinine-clearance-calculator
https://amhonline.amh.net.au/calculators/adultcreatinineclearance?weight=45&age=40&sex=female&serum=90&height=152&calculate=Calculate
https://www.kidney.org/professionals/KDOQI/gfr_calculatorCoc
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Treatment doses to be prescribed in the section titled ñTherapeutic Dosesò. 
The prescriber is required to document the indication for the treatment 
dose (i.e. PE, AF, DVT etc.). 

Pharmacy This section is for use by the ward/clinical pharmacist. 

Creatinine There is provision to record creatinine to assist monitoring. Baseline Urea 
and Electrolytes (U&Es) recommended. 

Platelets There is provision to record platelets to assist monitoring. Measure 
platelets at baseline and at least twice weekly. Medical review if platelets 
less than 50 x 109/L. 

Contact Haematologist in all suspected cases of Heparin Induced 
Thrombocytopaenia (HIT). 

Prescriber 
sign and print 

The signature of the prescriber must be written to complete each 
medication order. For each signature, the name must be written in print at 
least once on the medication chart. 

Contact Contact number of the prescriber. 

 

4.2 Correct use of Regular Dose Order 

 

Example 1: If the anticoagulant agent is the same and there is no change in indication, the 
prescriber can continue to order on the consecutive line as shown below:  

 

 

 

 

 

 

 

 

22  

4/8  

28  

Enoxaparin  

subcut  
20mg daily  

A.Medic  

A.B 4/8  

A.Medic     pager 1234   

1800   

4/8  5 /8  6 /8  7 /8  8 /8  9 /8  

16/8  

22  

Enoxaparin  

subcut  28  20mg daily  

A.B 16/8  

A.Medic  A.Medic     pager 1234   

1800   

AD 

AD AD 

AD 

AD 

CT CT CT 

CT 

CT PL PL PL PL ZA ZA 

ZA ZA KF KF KF KF MN MN 

122  

213  

132 

206  

98  

224  
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Example 2: Prescription of anticoagulant has changed during the patientôs admission. When 
changing the anticoagulant agent or the indication, the day and month of the order must be 
carried in the corresponding column across the order as shown below:  

 

This helps to ensure that the date can be easily followed across the separate orders and 
prevent any confusion on whether an agent was administered on a particular day or not. 

4.3 Low Molecular Weight Heparin (LMWH) 

Dosing of LMWH is recognised to be a function of the indication, perception of bleeding risk 
and modifying factors (e.g. renal failure). In WA, the recommended dosing regimen for 
enoxaparin and dalteparin are outlined in the table below. 

 

22  

4/8  Heparin  

Enoxaparin  

Enoxaparin  

22  

22  

68  

66  

66  

subcut  

subcut  

subcut  

5000 units BD   

1800   

0600   ZA ZA ZA ZA 

MN MN MN MN 

A.B 4/8  

A.Medic  

A.Medic  

A.Medic  

8/8  

80mg BD    

1800   

Ceased 7/8/22  

40mg daily    

1800   X X X X TN TN TN TN 

Ceased 11/8/22  

12/8  

DVT 

A.B 8/8  

A.B 12/8  

A.Medic     pager 1234   

A.Medic     pager 1234   

A.Medic    pager 1234   

X X X X X X X X ST ST ST ST 

0600   X X X X X X X X KM KM KM KM 
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The Modification of Diet in Renal Disease (eGFR) provided with laboratory results should not 
be used for dose adjustment. Instead the GFR, which is a measure of kidney function, should 
be estimated using the Cockroft-Gault equation.  Dose modification of these medicines is 
required when the creatinine clearance (CrCl) is GFR less than 30 mL/minute. 

Routine monitoring of residual anti-factor Xa activity as a measure of LMWH therapy is not 
required. However, in the case of patients at high risk of bleeding, obese (BMI Ó 30 kg/m2), 
pregnant, renal impairment or frail elderly, anti-factor Xa monitoring may be appropriate. Refer 
to local  hospital guidelines for more detailed advice on monitoring anti-factor Xa levels if 
applicable. 

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. 

Reversing of LWMHs 

Seek specialist/senior advice as protamine only partially neutralises LMWH.  As a guide:  

¶ Only consider protamine if LMWH has been given within the last 12 hours.  

¶ Check hospital guidelines for more detailed advice on protamine use.  
As a guide: Give 1mg protamine sulfate per 1mg enoxaparin (maximum 50mg as a 
single dose). 

¶ Administer initial dose (up to 50mg) by slow intraveous (IV) push (over 10 minutes) and 
remaining dose by intravenous infusion (maximum infusion rate 5mg/minute) in 5% 
glucose or 0.9% sodium chloride over 6 to 8 hours. Reassess the patient and the 
activated partial thromboplastin time (aPTT) in 2 - 4 hours and consider a repeat dose if 
the patient is still bleeding or the aPTT remains prolonged. 

4.4 Direct Oral Anticoagulants (DOACS) 

Currently the Direct Oral Anticoagulants available in Australia are apixaban, dabigatran and 
rivaroxaban. This group of medications are also known as Novel Oral Anticoagulants (NOACs). 

These medications are to be prescribed on the Regular Dose Order section of the 
anticoagulant chart. As they can be used for prophylaxis or treatment, the prescriber must 
ensure that they are prescribed in the correct section. The prescriber is required to document 
the indication for the treatment dose (i.e. PE, AF, DVT, etc.). 
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Reversal of DOACs 

Idarucizumab is the reversal agent for dabigatran.  Andexanet alpha is provisionally approved 
by the TGA as a reversal agent for apixaban and rivaroxaban.  It is not listed on the Statewide 
Medicines Formulary (SMF) and only available through local Drug/Medicine and Therapeutics 
Committee Individual Patient Approval for acute life-threatening bleeding. 

Refer to local hospital guidelines for further information. 

DOAC-Medicine interactions 

Completing this section is the responsibility of the pharmacist and allows the pharmacist to 
communicate potential clinically significant DOAC-medicine interactions to the prescriber. 
Resources that can be used to confirm significant medicine interactions include Australian 
Medicines Handbook, AUSDI, Stockleyôs Drug Interactions or UpToDate, all available online 
via Health Service Provider (HSP) libraries. 

 

 

At the Time of Admission 

¶ List all concomitant therapy that has a significant interaction. 

During the Hospital Episode 

¶ Add any new medicines that have a significant interaction, and 

¶ Highlight any change(s) made to the medicine(s) listed. 

Each entry should be signed and dated and where applicable should be discussed with the 
treating team. Pharmacists may also document any significant interactions in the integrated 
patient notes or WA Medication History and Management Plan form (WA MMP). If pharmacists 
document the interactions elsewhere than the WA AMC, they are to cross-reference on the 
chart. 

5. WARFARIN VARIABLE DOSE ORDERS 
This section of the chart is specifically for warfarin. 
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5.1 Prescribing Warfarin 
 

The left-hand side of the chart is completed at the time the order is started: 

Year, Day and 
Month  

Document year, day and month that warfarin is commenced. 

Dose at 
admission 

This refers to the patientôs dose of warfarin prior to hospital admission.  

If the patient was taking an alternating dose, please specify the last dose 
taken prior to hospital admission. For example, if the patient usually takes 
4mg alternating with 5mg, specify the dose the patient had prior to admission.  

Tick the brand the patient was taking prior to admission (Marevan® or 
Coumadin®). Warfarin brands are not equivalent and cannot be used 
interchangeably. 

If warfarin was not used prior to hospital presentation tick Not Applicable.  

Date Document the date medication order was started in hospital. 

Medication  Warfarin is pre-printed.  

Indication Indication for warfarin treatment (e.g. AF, MVR).  

Target INR Document the target International Normalised Ratio (INR). Target INR ranges 
available on page 4. 

 

Pharmacy This section is for use by the ward/clinical pharmacist. 

Prescriber 
Sign and 
print name 

The signature of the prescriber must be written to complete each medication 
order. For each signature, the name must be written in print at least once on 
the medication chart. 

Contact 
number 

Contact number of the prescriber. 

Dose time The recommended time is 1600, which is pre-printed on the chart. If this is not 
suitable, cross out 1600 and enter appropriate time. 

The right-hand side of the chart must be completed each day: 

INR result Recommended time for INR testing is 0700 (morning blood round). Document 
the INR result for this day. If no test was performed this day, leave blank. 

Dose 
documented 

Dose prescribed for this day. If a dose is to be withheld this should be 
documented following the WA HMC guidelines. If initiating warfarin, see 
initiation nomogram on the next page. 

Prescriber Initials of doctor prescribing the daily warfarin dose. For each signature, the 
name must be written in print at least once on the medication chart. 

Phone orders Phone orders are not appropriate at all institutions - check local policy. Where 
allowed, two nurses must check the prescription and sign appropriately. 
Nursing staff should record full details in medical record and the doctor must 
sign order within 24 hours. 

Given by Initials of the nurse administering the daily dose. 
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The two brands of warfarin available in Australia (Marevan® and Coumadin®) are not 
interchangeable and swapping brands may affect INR control. WA HSPs should use the 
Marevan® brand for patients initiated on warfarin. Coumadin® is for continuation only as per 
the WA SMF. 

When commencing warfarin, it is important to measure the baseline INR. If the baseline INR is 
1.4 or above without warfarin, then liver function and nutrition status should be assessed, and 
specialist advice sought regarding the patientôs suitability for anticoagulation with warfarin.  

Warfarin therapy should be monitored, and dose modified based on the INR result. Refer to 
eTG for further information. 

 

Initiating treatment  

A dosing guide is available for prescribers initiating warfarin in treatment naïve patients on the 
WA AMC (page 4). The dosing guide represents current best practice in majority of patients. 
However, they do not cover all clinical scenarios and do not replace the need for clinical 
judgement. 

 

  

Warfarin brands are NOT equivalent and cannot be used interchangeably. 
























