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start warfarin. Target INR 2.5 

 

No 

 

Continue Warfarin 

 

 

CHA2DS2-VASc score 1 or more 

Consider specialist 

opinion 

 

HASBLED≥3  

Benefit may still outweigh risk 

in many patients 

Other agents e.g dabigatran or rivaroxaban 

can be considered  

 

Consider Apixaban 
 5mg twice daily 

2.5mg twice a day if creatinine clearance 15-
29ml/minute and if there are two or more of  

≥ 80 years or body weight ≤ 60kg or 
creatinine ≥ 133 micromol/litre 

 If switching from warfarin, discontinue warfarin 

and start apixaban when the INR<2.0. 

 

 

Consider warfarin first line 

If the INR outside range 1.8-5 on 2 occasions in a six 

month period or over 8 on one occasion (with no 

identifiable reason) ? 

 

 

If warfarin is contraindicated or the 

patient is unable to manage variable 

dosing with appropriate support? 

 

 

Do HAS-BLED assessment  

check contra-indications 

a 

Yes 

 

The patients on-going need 

for anticoagulation should be 

checked every 6 months 



 Warfarin Apixaban Dabigatran Rivaroxaban 

Indication Prophylaxis of embolism in 

atrial fibrillation, after insertion 

of prosthetic heart value 

Prevention of stroke and systemic embolism in adult patients with non-valvular atrial fibrillation, 

with at least one additional risk factor   

Dose Dose using a combination of 

1mg (Brown) & 3mg (Blue) 

tablets to achieve a target INR 

of 2.5 (Range 2-3). 

5mg twice daily  
 
CrCL 15-29mL/min - 2.5mg 
twice daily  
 
Patients with 2 or more of 
the following give 2.5mg 
twice daily:  

 age >80 yrs  

 body weight <60kg  

 serum Cr 

>133micromole/l 

Age < 80 yrs - 150mg twice 
daily  
 
Age ≥ 80 yrs or taking 
verapamil - 110mg twice daily  
 
Also consider 110 mg twice 
daily if: - thromboembolic risk 
is low & bleeding risk is high  

 age 75-80 yrs 

 patients with 
gastroesophageal 
reflux, oesophagitis or 
gastritis  

 body weight <50kg  

 CrCL 30-50mL/min  

20mg once daily  
 

15mg once daily when CrCL is 

15-49 mL/min 

Contraindications (C/I)  
(list not exhaustive – refer to 

current SPC)  

Hypersensitivity 
Haemorrhagic stroke 
A lesion or condition, if 
considered a significant risk 
factor for major bleeding  

 Active bleeding  

 Hepatic disease 
associated with 
coagulopathy and 
clinically relevant 
bleeding risk  

 
Patient unable to comply with 
variable doing regimen 

Hypersensitivity  

 A lesion or condition, if 
considered a significant 
risk factor for major 
bleeding  

 Active bleeding  

 Hepatic disease 
associated with 
coagulopathy and clinically 
relevant bleeding risk  

 Anticoagulant in use 
(except during switching -
see below)  

 CrCL<15mL/min 
 

Hypersensitivity  

 A lesion or condition, if 
considered a significant 
risk factor for major 
bleeding  

 Active bleeding  

 Hepatic disease or 
impairment expected to 
impact survival  

 Anticoagulant in use 
(except during switching -
see below)  

 Concomitant treatment 
with systemic 
ketoconazole, 
cyclosporine, itraconazole, 
tacrolimus and 
dronedarone  

 CrCL<30mL/min  

 Prosthetic heart valves 
 

Hypersensitivity  

 A lesion or condition, if 
considered a significant 
risk factor for major 
bleeding  

 Active bleeding  

 Hepatic disease 
associated with 
coagulopathy and clinically 
relevant bleeding risk  

 Anticoagulant in use 
(except during switching -
see below)  

 Pregnancy and breast 
feeding  

 CrCL<15mL/min  
 



Extremes of BMI  
 

 Exposure of NOACs may vary by 20-30% at extremes of bodyweight (<50 kg or >100-120 kg). 
This may be problematic given the difficulties in monitoring the therapeutic effects. It is 
recommended that Cockcroft and Gault formula is used to calculate CrCL to adjust NOAC dosage 
 

Administration  
 

No special direction No special direction 
 

Swallow whole - opening 

capsules may increase risk of 

bleeding 

Take with food to increase 
absorption.  
Maybe crushed and put 

through NG tube if required 

Requirement for compliance 
aid  
 

Not suitable for compliance 
aids 
 

Shelf-life of 3 years and no 
special storage requirement – 
can be used in compliance 
aids 
 

Not suitable for compliance 
aids 
 

Shelf-life of 3 years and no 
special storage requirement – 
can be used in compliance 
aids 
 

Mechanical heart value  
 

Anticoagulant of choice Not studied – not 
recommended 

Contraindicated  
 

Not studied – not 
recommended  
 

Valvular disease  
 

Anticoagulant of choice Not studied – not 
recommended 
 

Not studied – not 
recommended 
 

Not studied – not 
recommended 
 

Renal impairment  
 

Use with caution in mild to 

moderate renal disease, 

monitor severe impairment 

monitor INR more frequently 

See dose 

Hepatic impairment  
 

Consider risk benefits of 

anticoagulation monitor INR 

more frequently 

Not recommended in severe 
hepatic impairment as requires 
hepatic metabolism. Check 
baseline LFTs prior initiation.  
Contraindicated in hepatic 

disease associated with 

coagulopathy and clinically 

relevant bleeding risk 

Not recommended in severe 
hepatic impairment as requires 
hepatic metabolism. Check 
baseline LFTs prior initiation.  
Contraindicated in hepatic 

disease associated with 

coagulopathy and clinically 

relevant bleeding risk 

Use with caution as requires 
hepatic metabolism.  
Contraindicated in hepatic 

disease associated with 

coagulopathy and clinically 

relevant bleeding risk including 

cirrhotic with Child Pugh B and 

C 

Age (≥80 yrs)  
 

 Consider dose reduction in 
≥80yrs – 2.5mg twice daily 
 

 

Use reduced dose -110mg 
twice daily 
 

No dose reduction unless age 
related renal impairment 
 



Conversion from warfarin to 
NOAC  
 

See under specific NOAC Discontinue warfarin and start 
apixaban when the INR<2.0 
 

Discontinue warfarin and start 
dabigatran when the INR<2.0 
Caution: INR values will be 

falsely elevated when taking 

dabigatran  

Discontinue warfarin and start 
rivaroxaban when:  

 INR ≤3.0 for 

prevention of stroke 

and systemic 

embolism. 

 INR ≤2.5 for DVT, PE 

and prevention of 

recurrence.  

Caution: INR values will be 

falsely elevated after the 

intake of rivaroxaban 

Before surgery  
 

Follow instructions given by 

the surgical team 

Discontinue at least 48 hours 
prior to elective surgery or 
invasive procedures with a 
moderate or high risk of 
bleeding.  
Discontinue at least 24 hours 

prior to elective surgery or 

invasive procedures with a low 

risk of bleeding 

Depending on renal function 
stop dabigatran 1 - 4 days 
prior elective surgery or 
invasive procedure.  
If acute, surgery/invasive 

procedure should be delayed if 

possible until at least 12 hours 

after the last dose 

If possible, based on the 

clinical judgement of the 

physician, discontinue 24 

hours before surgery or 

invasive procedure 

 

 

This information is a summary to guide prescribers – for further information please consult individual SPCs at 

www.medicines.org.uk 

NHS Rotherham CCG would like to acknowledge Jimmy Cheung (Support Pharmacist) GMCSU whose original work was used in producing this document. 
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