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1 Introduction 
 

1.1 Anticoagulation therapy is essentially the use of medications to prevent blood 
from clotting. Medicines may take oral or parenteral form, and it is important 
that Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust (the 
Trust/CNTW) has guidance to ensure the safe use of the commonly used 
anticoagulants: warfarin, low-molecular weight heparins (LMWHs) and the 
novel oral anticoagulants (NOACs). 

 
 
2 Prescribing Anticoagulants 
 
2.1 Anticoagulants must only be initiated by an authorised CNTW prescriber under 

the guidance of an appropriate specialist prescriber.  The CNTW prescriber 
must ensure that they feel confident with the plan for the patient before 
prescribing an anticoagulant.  

 
2.2 When a patient is admitted or transferred on anticoagulant treatment, ongoing 

treatment will need to be prescribed by an authorised CNTW prescriber 
confident in doing so.  

 
2.3 The CNTW prescriber must ensure the patient is being appropriately monitored 

where applicable. 
 
2.4 The CNTW prescriber must ensure that they communicate any anticoagulant 

management plan with the patient’s care team. This may include dosing 
schedules, monitoring and recording requirements. 

 
 
2.5 Safety Issues 

 
2.5.1 The patient’s care team must be aware of signs of toxicity for anticoagulants. 

Adverse events occur due to inefficient blood clotting and warning signs include 
excessive bleeding or bruising. Any concerns should be reported to a doctor 
immediately.  
 

2.5.2 The clinical team (including the clinical pharmacist) will provide advice at the 
point of prescribing whenever possible and will also monitor concurrent 
medication on prescription sheets and check that arrangements have been 
made for relevant additional tests. 
 

2.5.3 Patients prescribed oral anticoagulation should be given an alert card or yellow 
warfarin book at the point of initiation depending on their therapy. They should 
be encouraged to carry the card or yellow book with them whenever possible 
in case of emergency. 

 
2.5.4  All patients receiving oral anticoagulants must have an annual clinical review 

and consideration of discontinuation of therapy, particularly for patients on long-
term therapy. This will require consultation with the anticoagulant clinic. 
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3 WARFARIN 
 
3.1 INR – International Normalised Ratio 
 
3.1.1 INR is a way of expressing the prothrombin (clotting) time in a standard way to 

ensure consistency of results between different laboratories. Regular checking 
of the INR is essential to ensure the appropriate dose of warfarin is being 
prescribed and that the INR remain within the target range. 

   
3.1.2 A patient’s response to warfarin may be influenced by a number of factors: 

 

 Dietary changes (foods containing substantial amounts of vitamin K can 
antagonise the effects of warfarin) 
 

 Concurrent illness  

 Concurrent medication  

 
3.2 Prescribing Warfarin 

 
3.2.1 The authorised CNTW prescriber should only prescribe warfarin once he/she 

has checked the INR test result. 
 

3.2.2 Reviewing the patient-held yellow record book or contacting the anticoagulation 
service are methods of ensuring safety as they will allow determination of the 
date of the last clinic appointment, the latest INR test result and current dose. 
Confirming the information with the patient is important where possible.  
 

3.2.3 Warfarin dose should be adjusted according to the patient’s INR result (See 
Figure 1), taking advice from haematology when required. The frequency of 
monitoring varies so should be clearly defined for each patient. 

 
3.2.4 Prescribing doses of warfarin: 
 

 For patients on stable doses of anticoagulants, the Trust 
medication chart should detail the dose and time as per normal 
medication. 

 

 For patients on unstable or frequently changing doses, the Trust 
medication chart should have the warfarin prescribed but in the 
dosage box it should read “see anticoagulant chart” or words to that 
effect. The dosage should then be written on the Trust 
anticoagulation chart (appendix 3). Once the dosage becomes 
stable, the above option should be followed. 
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Figure 1 

If there is major bleeding the patient should be transferred immediately to an 

appropriate medical unit for assessment and/or treatment after first alerting the unit. 

 N.B. microscopic haematuria is a valuable early warning sign of loss of INR control. 
 

 

 

*In general, when adjusting the dose a 15% change in dose is expected to result in a 

change in the   INR of 1, and a 10% dose adjustment is expected to result in a 0.7–

0.8 change in the INR. 
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3.2.5 The following prescribing requirements promote safe practice: 

 Check concomitant medications for interactions before prescribing 
warfarin 
 

 Express dosage in mg and not as the number of tablets 

 Each dose should be given at the same time each day – preferably 
18:00 

 See the Trust’s CNTW(C)17 – Medicine Management Policy, practice 
guidance note, UHM-PGN-02 – Prescribing of Medicines, for further 
guidance on prescribing standards 

 Ensure the patient has received information on anticoagulation 
treatment from the initial prescribing source (sources outside the Trust 
may include a warfarin clinic, acute hospital ward or GP surgery). This 
should include –  

 
o Latest INR test result 

o Desired therapeutic range 

o Dose of warfarin  

o Details of when the next INR test is due 

o Indication for warfarin 

 
3.3 Patient Consultation 
 
3.3.1 Patients should be asked on admission if there has been any change in their 

medication including herbal supplements and medicines bought over the 
counter. They should also be asked about any recent changes in diet or alcohol 
consumption. 
 

3.3.2 If an interaction between the anticoagulant and concurrent medication is 
identified the Pharmacy team or Medicines Information Service can be 
contacted to discuss.  If an alternative is impractical, the dose of warfarin should 
be monitored closely and adjusted as necessary. 

 

3.3.3 Patients must be educated about the effect of diet and alcohol on warfarin 
therapy and how to avoid problems. Foods containing high levels of vitamin K 
(e.g. dark green leafy vegetables, avocados) can reduce the effect of warfarin 
so a sudden increase in consumption can be problematic. Alternatively the 
consumption of alcohol can increase warfarin’s effect and heighten the risk of 
bleeding – any queries should be directed to the local anticoagulation service. 

 
3.3.4 Patients should be advised to avoid drinking grapefruit juice or cranberry juice 

as these can both increase INR. 
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3.4 Prescribing by Dental Practitioners 
 
3.4.1 Dental Practitioners who provide care to patients of the CNTW Trust must be 

informed by a member of the clinical team that the patient is receiving 
anticoagulant therapy and be informed of their most recent INR result.  

 

3.5 Administration of Warfarin 
 
3.5.1 Check and confirm a suitable INR result is available on the local pathology 

reporting system and recorded in the patient’s RiO progress notes as well as 
their yellow anticoagulation book. 
 

3.5.2 Check this is within the target range for this patient. Always consult a Doctor if 
the INR is out of the target range as the dose may need to be withheld or 
altered. 

 
3.5.3 Check and confirm a suitable dose has been prescribed on the medication chart 

and CNTW anticoagulation chart with the date of administration clearly stated.  
 

3.5.4 Check that the patient is not experiencing any adverse effects from warfarin 
that may suggest the dose should be withheld or treatment discontinued e.g. 
bruising, bleeding – if there is evidence of this, always discuss this with a 
member of the medical staff before administration. 

 
3.5.5 Check that the patient is not allergic to warfarin. 
 
3.5.6 Prepare the correct dose using the strengths of warfarin tablets that are 

available. 
 
3.5.7 Administer to the patient at the time prescribed. 
 
3.5.8 Complete the medication chart and CNTW anticoagulant chart accordingly. 
 
Always consult a member of the Medical team if the INR is out of the target 
range and/or when there are concerns about bleeding 
 
 
3.6 Main drug interactions with warfarin and other anticoagulants 
 
3.6.1 Reference sources should be consulted in all cases (including the British 

National Formulary (BNF), www.bnf.org and/or the ward pharmacy team. If 
these are not available or further information is required contact the Pharmacy’s 
Medicines Information Service (0191 2456786) or medinfo@cntw.nhs.uk.  
 

3.6.2 Medications may increase or decrease INR depending on their action: 
 

 Enzyme inducers can decrease the INR (examples include 
carbamazepine, phenytoin and rifampicin) 
 

http://www.bnf.org/
mailto:medinfo@cntw.nhs.uk
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 Enzyme inhibitors can increase the INR (common examples include 
 

o erythromycin, fluconazole and methylphenidate) 
 

 Some medications (e.g. steroids, broad-spectrum antibiotics) have 
the potential to cause unpredictable changes in the INR 
 

 For short courses of antibiotics check the INR 3 days after the start of 
treatment and at weekly intervals thereafter until the course is 
complete 

3.6.3 The dose of warfarin may need to be adjusted and/or monitored more frequently 
depending on the length of treatment with the new medication. See Figure 1 if 
INR becomes deranged and adjustments are required. 

 
3.6.4 Following the prescription of an interacting drug, monitor INR weekly for 1-2 

months after starting treatment with interacting medications as there may be a 
delayed response.  

 
3.7 Herbal drug interactions with warfarin  
 
3.7.1 The purity, potency and quality of herbal supplements may not be standardised 

and may change with each batch or supplier. If in doubt or the constituents are 
not known, advise the patient to discontinue the herbal medicine and monitor 
INR closely. 

  
3.7.2 St John’s Wort in particular should be avoided as it reduces the effect of 

warfarin and is an example of a herbal drug that should be avoided in patients 
who require anticoagulation. 

 
3.7.3 If more information is required on a herbal medicine, contact the Pharmacy 

team or the Medicines Information Service for up-to-date advice on interactions. 
 
3.8 Receiving verbal INR test results and verbal instruction of warfarin 

dosage from an acute trust anticoagulation service 
 
3.8.1 This procedure allows a qualified nurse to receive a patient’s verbal INR result 

and warfarin dosage via telephone call from the acute trust anticoagulant 
service. 

  
3.8.2 The nurse will enter the INR result and warfarin dosage in the patients’ yellow 

book and then read these back to the anticoagulation service member for 
verification, and witnessed by a second qualified nurse.  The nurse will then 
record the anticoagulation service member’s name in the patients’ yellow book 
and sign and date the entry as well as enter the result on to the patient’s RiO 
progress notes. 

 
3.8.3 The designated nurse will contact the patient’s responsible authorised CNTW 

prescriber to make them aware of the instructions. The CNTW prescriber will 
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contact the anticoagulation service if there are any concerns over the 
information provided before prescribing the warfarin dose. 

 
3.8.4 All dosage adjustments recommended by the anticoagulant clinic or directly 

from the Acute Trust anticoagulation service must be recorded by an authorised 
CNTW prescriber on the medication chart and anticoagulation chart as per 
prescribing policy.  

 
3.9 Adverse effects of warfarin 
 
3.9.1 The most important adverse effect of warfarin is haemorrhage due to a 

reduction in blood clotting. For a full list of potential side effects refer to the 
summary of product characteristics at www.medicines.org.uk and the current 
BNF. 

 
4         Reversal of warfarin with Phytomenadione (Vitamin K)  
 
4.1       In patients taking warfarin where INR > 8.0 with no signs of bleeding then an 

intravenous preparation of phytomenadione (vitamin K) can be given orally 
(please consult BNF for details and up to date dosage information) 

 
4.2 INR should be monitored daily, and the oral dose of phytomenadione (vitamin 

K) can be repeated after 24 hours if INR is still high. Warfarin treatment 
should be stopped, and this can be restarted when INR <5 (see Figure 1) 

            
4.3      Oral use of intravenous preparations is unlicensed – please see BNF for 

details of its use for this indication.  
 
5 HEPARINS 
 
5.1 Prescribing of low molecular weight heparins (e.g. tinzaparin sodium) 
 
5.1.1 Low molecular weight heparins are commonly used in acute settings as 

prophylactic anticoagulants following surgery or for those at risk of 
thromboembolism, or in higher doses as treatment for thrombi.  Authorised 
CNTW approved prescribers who are competent in the use of low molecular 
weight heparins (LMWH) can initiate these for CNTW service users. The doses 
used for LMWH are found in the Trust’s CNTW(C)29 – Trust standard for the 
assessment and management of physical health policy, practice guidance note 
- AMPH-PGN-01 -  Venous Thromboembolism. 

 
5.1.2 The preferred LMWH and dosage recommended by the referring acute service 

(or the authorised CNTW prescriber) will be prescribed on the inpatient 
medication chart. 

 
5.1.3 The dose must be written in both number of units and volume to be given from 

the specified product being used (e.g. prefilled pen or vial).  The volume should 
be rounded to the nearest 0.05ml to allow for accurate measurement and 
administration. If any of this information is missing it may be annotated by a 
member of the clinical team on the inpatient medications chart. 

http://www.medicines.org.uk/
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5.1.4 A patient’s weight is used as the basis for calculating the required treatment 

dose of low molecular weight heparin.  The weight must be accurately recorded 
in kilograms (kg) on the inpatient medication chart and RiO record at the start 
of therapy and, where applicable, during treatment. 

 
5.1.5 For service users of significantly low weight (<50kg), obese patients or those 

with renal impairment, the Pharmacy Team or Medicines Information Service 
should be consulted for dosing advice if the authorised CNTW prescriber 
initiates the LMWH treatment. Alternatively, a local acute Trust haematology 
service would be able to give advice on dosing. 

 
5.1.6 Renal function must be considered when prescribing doses of low molecular 

weight heparins.  The renal function test should not delay initiation of the first 
dose but every effort must be made to base subsequent dosing on these 
results. 

 
5.1.7 All patients prescribed LMWH should have full blood counts plus urea and 

electrolytes measured prior to starting treatment and weekly tests thereafter. 
Any discrepancies in renal function, potassium or thrombocyte function should 
be referred to the local haematology service for advice. 

 
5.1.8 Pregnant patients treated with LMWH should ideally be prescribed prefilled 

syringes due to the content of benzyl alcohol in some multi-dose vial 
formulations. Referral to the Pharmacy Medicines Information Service is 
necessary if this is not possible. 

 
5.1.9  If a venous thromboembolism (VTE) is suspected in a patient who is already 

prescribed a prophylactic dose of LMWH, these patients can be discussed with 
a local acute trust haematology on call service or acute medicine service for 
advice on further management. 

 
 
 
5.2 Administration of LMWH  
 

 Ensure that the patient understands the procedure 
 

 Consult individual product literature for administration technique 
 

 Complete all necessary documentation 
 

 Anaphylaxis is a rare but serous side effect of administration. Monitor 
the patient for 10 minutes after each dose 

 
5.3 Adverse effects and interactions of LMWH 
 
5.3.1 Side effects of LMWH include injection site reactions, hypersensitivity and 

haemorrhage. 
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5.3.2 Thrombocytopenia and hyperkalaemia are rare but significant side effects of 

LMWH – these are detectable via blood tests and should be referred to local 
haematology services for advice immediately. 

 
5.3.3 For a full list of potential side effects and interactions of LMWH, refer to the 

summary of product characteristics at www.medicines.org.uk and the current 
BNF. 

 
6 NOVEL ORAL ANTICOAGULANTS - The novel oral anticoagulants (NOACs) 

are a relatively new form of medication for both prophylaxis and treatment of 
venous thromboembolism (VTE).  

 
6.1 Prescribing NOACs 
 
6.1.1 Due to the predictable nature and stable dosing of NOACs they do not require 

INR monitoring or titration of dose per individual. Renal function should be 
checked at least annually or more frequently in established impairment. 

 
6.1.2 Initiation of a NOAC is most likely to occur in primary care or in the acute setting 

following thromboembolism, surgery or other risk of VTE. A decision to initiate 
a NOAC in an CNTW patient must involve specialist haematology advice and 
adhere to current BNF dosing information. 

 
6.1.3 Dose alterations must be made only under specialist haematology advice. 
 
6.1.4 Patients will have been given a NOAC alert card at the point of prescription; 

they should be encouraged to carry it in case of emergency. 
 
6.1.5 NOACs are less suitable than warfarin in some patient populations (list not 

exhaustive): 

 Poor adherence to medication 

 High bleeding risk 

 Established bleeding problems with warfarin 

 Alcohol misuse 

 Drug overdose 

 GI conditions or complications 

 Co-administration of NOAC-interacting medication 
 

6.1.6 The summary of product characteristics must be checked for contraindications 
in individuals before prescription. If a concern emerges about the safety of a 
NOAC prescription, urgent specialist advice is of high importance.  

 
6.1.7 In the case of bleeding or head injury the patient must be transferred to the 

nearest acute hospital for immediate assessment and if required treatment. 
 
 
 

http://www.medicines.org.uk/
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6.2 Adverse effects and interactions of NOACs 
 
6.2.1 The main adverse effects of NOACs are signs of haemorrhage – in the event 

of this contact haematology services urgently for advice. 
 
6.2.2 For a full list of potential side effects and interactions of NOACs, refer to the 

summary of product characteristics at www.medicines.org.uk accessed 
8.10.2020 and the current BNF. 

 
7 Transfer of patients between services and discharging patients 
 
7.1 When a patient is admitted to a ward on anticoagulant therapy, the referring 

service must provide the appropriate information to ensure continuity of care 
(i.e. from acute hospital/anticoagulation service or ‘admission’ information from 
the patient’s GP). Anticoagulation services maintain a database of all patients 
seen in clinics and this database should contain the location of each patient 
(home address or details of hospital admission) so that they may determine 
non-attendance at the clinics.  

 
7.2  When a patient is discharged from hospital the patient pathway must be plotted 

to identify the key individuals that need to be notified and identify all necessary 
actions to ensure the discharge plan is applicable and to notify the 
anticoagulation service in order for their database to be updated.  

 
7.3 Where a patient is prescribed a LMWH at the time of discharge, essential 

information such as dose, weight, renal function, indication and duration of 
treatment must be communicated via discharge documentation to the service 
to which they are being transferred (e.g. GP). If a patient is unable to administer 
the LMWH plans must be put in place to have a district nurse administer when 
the patient is on leave or at the point of discharge. 

 
7.4 Ensure the patient has sufficient information and has a completed yellow 

anticoagulant book (if on warfarin) when going on leave or being discharged.  
 
7.5   There may be occasions when an inpatient is not sufficiently stable for an INR 

test and, in this case, the acute trust may be able to advise on the best way 
forward (e.g. some hospitals operate ‘Unstable anticoagulation clinics’). A list 
of contacts for each service is shown in Appendix 1.  

 
8 Procedure for patients in Social and Residential Care Services 
 
8.1    Patients currently attending Social and Residential Care Services who are 

prescribed anticoagulants will be managed via their GP or local outpatient/ 
anticoagulation service.  

 
8.2 Staff will need to liaise closely with the individual and the clinical team and 

ensure compliance with the individual’s care plan. 
 
8.3 Written confirmation of dosage and dosage changes must be received from the 

patient’s clinical team.  

http://www.medicines.org.uk/
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8.4 Monitored Dosage Systems should only be used for warfarin in patients whose 
dose is stable and unlikely to change. For patients on variable dosage 
regimens, warfarin must be held in separate containers which are appropriately 
labelled (by the dispensing pharmacist) including wording to refer to the 
patient’s yellow book of blood test results for dosage instructions. 

 

9 Reporting errors and incidents involving anticoagulant therapy 
 
9.1 As with all medication incidents, these must be reported according to the Trust’s 

CNTW(O)05 - Incident Policy, practice guidance note, IP-PGN-07 -  Medication 
Incidents, Appendix 2 – Incident Reporting – Link to Electronic Incident Form 
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Anticoagulant Clinic Contacts 
 
 
 

Newcastle: 
 
Freeman Hospital       0191 2231485 

Warfarin clinic (pharmacy)      0191 2231485 

Warfarin Clinic (Community Service)   0191 2231740 

 
RVI – Appointments       0191 2825900 
          Anticoagulant clinic staff     0191 2829170  
 
 

South Tyneside: 

 
South Tyneside District Hospital     0191 4041058 
 
 

Gateshead: 
 
Queen Elizabeth Hospital Pharmacy    0191 4452317 
 

 
Sunderland: 
 
Sunderland Royal Infirmary Warfarin Office   0191 5699183 
 
 

Northumberland and North Tyneside:     Switchboard: 03448118111 
 
Wansbeck, Hexham and North Tyneside General Hospitals ask to be put through to 
individual clinics via switchboard.    
 
 

North Cumbria: Contact the patient’s GP practice for information. 
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