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Instructions
Introduction
These guidelines are intended to assist healthcare professionals when initiating novel oral
anticoagulants (NOACs) in Walsall. The algorithm is being shared with Walsall CCG and the Walsall
Hospital Trust as an aid to support the updating of local prescribing guidelines following publication of
the NICE Guidelines for Atrial Fibrillation in June 2014. Clinicians who view this algorithm should be
aware that it is not a replacement of their local published guidelines.
They have been ratified by the Walsall Joint Medicines Management Committee (JMMC) December
2016.
These guidelines are based on the best available evidence but their application can always be
modified by professional judgement.
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Run as a slide show only. Click on the orange buttons in the
slides
to direct you to the part of the guidelines that you have
selected. Use your mouse in the presentation Do not use the
slide controls or return and back buttons as these will
operate the normal PowerPoint actions

To return to the Front Page, click on the “Return to start”
button
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Patient Decision Aid
Adapted from NICE: Patient Decision Aid – Atrial Fibrillation: medicines to help
reduce your risk of a stroke – what are the options; June 2014
Patients should be encouraged to consider how important the following issues are to them and to discuss them with
their GP prior to the initiation of an anticoagulant whether that be warfarin or a NOAC
1. What tablets or capsules I’d have to take and how often
Warfarin dosing is variable whereas NOAC dosing is fixed. Warfarin is prescribed once daily whereas NOACs are either
once daily (rivaroxaban or edoxaban) or twice daily (dabigatran or apixaban)
2. The effect on my risk of having an AF-related ischaemic stroke
Warfarin reduces the stroke risk in AF patients by approximately 65%. The NOACs have been shown to be at least as good
as warfarin at reducing ischaemic stroke in AF patients and dabigatran 150mg bd has actually been shown to be better
than warfarin at reducing ischaemic stroke in a large clinical trial.
3. The effect on my risk of having major bleeding
All anticoagulants significantly increase the risk of major bleeding. The NOACs in general cause no more major bleeding
than warfarin and dabigatran 110mg and apixaban 5mg are both actually associated with less overall major bleeding
when compared to warfarin. All NOACs are associated with significantly less bleeding within the brain compared to
warfarin. Dabigatran 150mg and rivaroxaban 20mg are both associated with more gastrointestinal bleeding than
warfarin.
4. The need for regular blood tests
Unlike with warfarin, the NOACs do not require anticoagulation monitoring. However, renal function, full blood count
and liver function should be periodically assessed.
5. What would happen if I forget to take a dose?
It is potentially more dangerous if the odd dose of a NOAC is missed compared to missing the odd dose of warfarin as the
NOACs have much shorter half lives (~ 12 hrs).
6. The need to change what I eat or drink
The NOACs have no known food or drink interactions (unlike warfarin- e.g. green leafy vegetables). The NOACs are also
likely to be safer than warfarin in patients who have a high and variable alcohol intake.
7. Whether the medicine will interact with other medicines I take
The NOACs have far fewer drug interactions compared to warfarin. Use of anti-inflammatory painkillers (e.g. ibuprofen)
should be with caution with all anticoagulants.
8. What would happen if the effects need to be reversed in an emergency
Warfarin has a known antidote but it is not always possible to reverse its effects quickly. An antidote for dabigatran has
also been developed, and there are on-going trials of antidotes for other NOACs. In addition, the effects of NOACs wear
off more quickly than warfarin and there are other strategies that can be used to help reduce the anticoagulant effects.
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Considerations for Anticoagulation in Non-Valvular AF
Is the patient
1.
2.
3.
4.

Poorly controlled by warfarin (TTR < 65% (ignoring INR readings in first 6 weeks) or in
the past 6/12: had 2 INRs > 5 or 1 INR > 8 or 2 INRs < 1.5 ) despite good compliance?
Predicted to have interacting meds - e.g. brittle COPD patient likely to require
multiple courses of antibiotics annually?
Known to have high alcohol intake?
Express a medication / lifestyle preference

No

NOACs not recommended if adherence (of <80%) concerns

Yes
If a NOAC is initiated in
secondary care, then a
signed ESCA will be
required to be submitted
to the patients GP,
before a clinician will
authorise.

Yes

Warfarin

Is the patient’s creatinine clearance < 15ml/min?

No
Consider a NOAC for embolic prevention.
Refer to CHADS2VAS2 criteria

Yes

Require drug with most
favourable ischaemic stroke
prevention data vs warfarin
or if previous ischaemic
stroke (particularly if on
warfarin):

Contraindicated Drugs with NOACs:
Dronedarone
“Azole” antifungals ,
HIV protease inhibitors
Rifampicin, St John’s Wort and phenytoin

Suggestions. In all instances refer to FLOW CHART FOR PRESCRIBING NOACs

HIGH BLEEDING RISK
>80years
Or has HAS-BLED ≥ 3
Or CrCl 30-49ml/min

PREVIOUS GI BLEED
high GI bleeding risk or
upper GI symptoms
(& CHADS >3)

Apixaban 5mg bd
OR 2.5mg bd if 2 or more of: > 80years of
age, WT< 60kg, or Creatinine > 133µmol/L.
Patients with CrCl of 15-29ml should also
receive 2.5mg BD.

Definitively
needs dosette
box prescribing?

Edoxaban 60mg OD
OR 30mg od if 1 of wt
<60kg, CrCl 15-49ml/min,
P-gp inhibitor

PATIENT PREFERENCE
FOR ONCE DAILY
PRESCRIBING

Rivaroxaban (with
food) 20mg od
OR 15mg od if CrCl
30-49ml/min

*If a patient is on warfarin therapy, it is the prescribing clinicians responsibility to ensure that warfarin is clinically therapeutic.
**Switch to warfarin (if not contraindicated) if creatinine clearance < 15ml/min

LOW BLEEDING RISK
- <80yrs
- And HAS-BLED ≤2
- And CrCl ≥50ml/min

Dabigatran 150mg bd
OR 110mg bd if 1 of
patient on verapamil, age
> 80, CrCl 30-49ml/min**
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Flowchart for Prescribing New Oral Anticoagulants (NOAC) Apixaban,
Rivaroxaban and Dabigatran
Laboratory considerations
Renal function
• rivaroxaban is contraindicated
if: CrCl < 15mL /min
• apixaban is contraindicated if:
CrCl < 15 mL/min
• dabigatran is contraindicated
for initiation of therapy if: CrCl <
50 mL/min (see dabigatran
below)
Liver disease
Contraindicated if alanine
transaminase (ALT) > 2 x upper
limit of normal, or for apixaban
Child-Pugh C (if B use with
caution) or rivaroxaban and
dabigatran Child-Pugh B and C.
Full Blood Count
Anaemia Hb ≤ 100 g/L

Calculate and record
creatinine clearance (CrCl)
(use Cockroft - Gault
equation) Record full
blood count and liver
function

Take a detailed history
Check all laboratory
considerations and
exclusion criteria

Assess bleeding risk

Consider concomitant
medicines
Assess bleeding risk using HASBLED criteria (seek specialist
advice if ‘yes’ to any of the
following):
• history of significant bleeding
• surgery ≤ I month ago
• gastro-intestinal (GI) bleed ≤
12 months ago
• Gl ulcer ≤ 30 days ago
• fibrinolytic treatment ≤ 24
hours ago
• on any anticoagulation agent
• on dual antiplatelet therapy
• platelet count < 100 x 109 /L

Apixaban (Eliquis®)
Total hip or knee replacement (VTE
prophylaxis)
2.5 mg twice a day (hip: up to 35 days /
knee: up to 15) days
Non-valvular AF
5 mg twice a day or If any 2 of the
following are present: age ≥ 80 years,
weight ≤ 60 kg or serum creatinine ≥ 133
micromol/L 2.5 mg twice daily. Patients
with CrCl of 15-29ml should also receive
2.5mg twice daily.

Patient Decision Aid

If the patient is on
warfarin and
if all other patient factors
warrant the changeover to
a NOAC then stop warfarin
and see guideline
instructions for converting
patient from warfarin to
NOAC

Exclusion criteria
• < 18 years
• known hypersensitivity to NOAC
• pregnant or breastfeeding
• active significant bleeding or disorder of haemostasis
(von Willebrand’s or coagulation deficiency)
• prosthetic heart valve or severe valvular disease
• recent stroke – relative contraindication (seek
specialist advice)
• thrombus and recent stent (seek cardiologist advice)
• active cancer – relative risk (seek specialist advice)

This is not an exhaustive list – refer to guideline. The
European Heart Rhythm Association provides a useful
decision making chart.
Concomitant medicines
Contraindicated:
• Potent P-glycoprotein (P-gp) competitors and CYP3A4
inhibitors:
o ketoconazole, itraconazole, posaconazole, voriconazole
o HIV protease inhibitors e.g. ritonavir, saquinavir o
dronedarone
• Enzyme inducers: contraindicated with apixaban and
dabigatran e.g. rifampicin, St John’s Wort, carbamazepine,
phenytoin, and phenobarbitone. Preferably avoid with
rivaroxaban.
• Preferably avoided: known or expected increases in
NOAC blood levels may occur with the following
medicines and a NOAC dose reduction may be
appropriate; consider on an individual basis:
• o Cardiac medicines – consider cardiologist advice o
verapamil, especially simultaneous initiation
(formulations differ)
• o quinidine o amiodarone
• o fluconazole
• o ciclosporin, tacrolimus
• o erythromycin, clarithromycin
• If antiplatelet, anticoagulant or antithrombotic agents are
required seek haematologist advice

Rivaroxaban (Xarelto®)

Dabigatran (Pradaxa®)

Total hip or knee replacement (VTE
prophylaxis)
10 mg once daily
hip: up to 35 days / knee: up to 15 days
Initial and continuing treatment of
deep vein thrombosis (DVT)
and pulmonary embolism (PE)
(If CrCl > 30 mL/min )
15 mg twice daily for 3 weeks, then
reduce to 20 mg daily

Streamlined Individual Patient Use
Authority for: Non-valvular AF
150 mg twice daily only in selected
patients
(if CrCl ≥ 50 mL/min) also refer to
Walsall Medicines Formulary

Return to considerations for anti-coagulation
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Anticoagulant conversion chart

If a patient is on warfarin therapy, it is the prescribing clinicians responsibility to ensure
that warfarin is clinically therapeutic.
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Useful Contacts

Manor Hospital Pharmacy
Department
Tel: 01922 721172

Manor Hospital
Cardiology Department
Tel: 01922 721172

Anti-coagulation Team
Tel: 01922 721172
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Dabigatran (PradaxaTM)

Drugs

dabigatran etexilate (as mesilate)

Strength

75mg or 110mg or 150mg

Counselling

Patient alert card
https://www.medicines.org.uk/emc/RMM.401.pdf

Notes / Patient Information Leaflet

https://www.medicines.org.uk/emc/medicine/207
59
Pradaxa 75mg
https://www.medicines.org.uk/emc/medicine/207
60
Pradaxa 110mg
https://www.medicines.org.uk/emc/medicine/248
39
Pradaxa 150mg

Patient Alert Card
Return to considerations for
anti-coagulation
Return to start

Dabigatran (PradaxaTM) Patient Alert Card

Return to considerations for anti-coagulation
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Apixaban (EliquisTM)

Drugs

Apixaban

Strength

2.5mg or 5mg

Counselling

Patient alert card
https://www.medicines.org.uk/emc/RMM.112.pdf

Notes / Patient Information Leaflet

https://www.medicines.org.uk/emc/medicine/
24988
Apixaban 2.5mg
https://www.medicines.org.uk/emc/medicine/
27220
Apixaban 5mg

Patient Alert Card
Return to considerations for
anti-coagulation
Return to start

Apixaban (EliquisTM) Patient Alert Card

Return to considerations for
anti-coagulation
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Rivaroxaban (XareltoTM) ▼

Drugs

Rivaroxaban

Strength

2.5mg, 5mg, 10mg

Counselling

Patient alert card
https://www.medicines.org.uk/emc/RMM.401.pdf

Notes / Patient Information Leaflet

https://www.medicines.org.uk/emc/medicine/293
71
2.5mg
https://www.medicines.org.uk/emc/medicine/212
65
10mg
https://www.medicines.org.uk/emc/medicine/255
92
15mg
https://www.medicines.org.uk/emc/medicine/255
86
20mg
▼ - Black t riangle drug – suspect adverse
react ions must be report ed.
ht t ps:/ / yellowcard.mhra.gov.uk /

Patient Alert Card
Return to considerations for
anti-coagulation
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Rivaroxaban (XareltoTM) ▼Patient Alert Card

Return to considerations for
anti-coagulation
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Glossary
• AF – Atrial Fibrillation
• ALT - alanine transaminase
• CHA2DS2 VAS - Calculates stroke risk for patients with
atrial fibrillation, possibly better than the
CHADS2 score.
• COPD – Chronic Obstructive Pulmonary Disease
• CrCl – Creatinine Clearance
• DVT – Deep Vein Thrombosis
• ESCA – Effective Shared Care Agreement
• HAS-BLED - Estimates risk of major bleeding for
patients on anticoagulation for atrial fibrillation.
• Hb - Hemoglobin
• INR – International Normalised Ratio
• LMWH – Low Molecular Weight Heparin
• NOAC – Novel Oral Anticoagulant
• NVAF – Non-Valvular Atrial Fibrillation
• PE – Pulmonary Embolism
• TTR - Percent time in therapeutic INR range
• VTE – Venous Thromboembolism
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