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O
ne of the main problems in anticoag-
ulant management occurs when
patients have been discharged from
hospital with inadequate clinical

information that relates to the reason and dura-
tion of anticoagulant therapy. It is therefore help-
ful to combine the treatment record and referral
form (Rose, 1996). 

The anticoagulant chart is for use at the
patient’s bedside and then at the commence-
ment of outpatient monitoring of therapy. This
approach should enable a seamless service for
the management of anticoagulant care. It can
be used within different hospital settings to
ensure that the necessary clinical and treatment
information is available to all clinicians
involved in the management of the patient’s
anticoagulant treatment.

This chart consists of three treatment regi-
mens: a heparin infusion schedule, a low molec-
ular weight heparin regimen and warfarin
dosage protocol for the initiation of treatment
(Fennerty et al, 1988). Some hospitals may not
wish to use all these modalities of treatment, or
prefer to use unfractionated subcutaneous
heparin in preference to an intravenous infusion
(Hull et al, 1986). 

Modif ication of the chart can be made
according to local preference. The additional
information contained should, however, be
applicable to most hospitals involved in the
management of adult anticoagulant care; it pro-
vides information for the rapid reversal of anti-
coagulation together with the recommended
ranges and target international normalized ratios
(INRs) for oral anticoagulant therapy.

It is important that follow-up arrangements
for oral anticoagulant management are estab-

lished before hospital discharge, with the sec-
tion on discharge arrangements completed and
the patient issued with a patient anticoagulant
booklet. The referral information and dis-
charge arrangements can easily be audited in
the anticoagulant clinic. It is recommended
that a copy of the combined request for contin-
uation of anticoagulant management and treat-
ment record should also be kept in the patient’s
hospital notes.

HEPARIN INFUSION SCHEDULE
Unfractionated heparin requires regular monitor-
ing and the dosage adjusted according to the
activated partial thromboplastin time (APTT) as
per the chart. The usual therapeutic range quoted
of an APTT of 1.5–2.5 should equate to a plasma
heparin level of 0.2–0.4 iu/ml as measured by
protamine sulphate titration (Chiu et al, 1987) or
0.35–0.7 iu/ml using the anti-Xa assay (Hirsh,
1991). Because of differences between APPT
reagents and coagulometers in respect of heparin
sensitivity, an APTT therapeutic range of 1.5–2.5
does not apply to all reagents and often needs
local adjustment (Kitchen et al, 1996).
Adherence to the infusion regimen can be easily
monitored and audited to ensure that heparin
therapy is not prescribed for more than a 24-hour
period without an APTT measurement which is
required on a daily basis.

LOW MOLECULAR WEIGHT HEPARIN
SCHEDULE
Some low molecular weight heparins (LMWHs)
are now licensed for the treatment of proximal
venous thrombosis and more recently for pul-
monary embolism (Hull et al, 1992;
Simmonneau et al, 1997). The frequency of
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administration is either once or twice a day
depending on the LMWH, and is given subcuta-
neously on a weight-adjusted basis. Laboratory
monitoring is not routinely recommended; how-
ever, in severe renal failure and pregnancy moni-
toring with anti-Xa levels should be considered.

WARFARIN DOSAGE SCHEDULE
The warfarin dosage schedule is for patients
requiring rapid anticoagulation. A recom-
mended warfarin dosage is given for the first
4 days of treatment based on daily INR estima-
tions. Thereafter dosage recommendations and
recall are provided by the clinicians responsi-
ble for continuing anticoagulant management.
This warfarin dosage schedule is not applica-
ble for the commencement of treatment where
the clinical condition is chronic as with most
cases of atrial f ibrillation. In these cases a
loading dose regimen as shown is unnecessary.

CONCLUSION
By providing a template for the development of
local anticoagulant treatment charts, it is hoped
that recent changes in anticoagulant manage-
ment can be rapidly incorporated into routine
practice, and that the standard of information
available to the clinicians involved in anticoagu-
lant care can be improved. In particular, it should
enable the commencement of anticoagulant ther-
apy to be easily audited. Overall the aims of this
treatment are to improve the information avail-
able to the clinician responsible for continuing
anticoagulant care as well as the standards of
hospital inpatient management for patients
requiring anticoagulant treatment. HM
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KEY POINTS
■ Combining the hospital anticoagulant therapy and referral form improves transfer of information to outpatient

services.

■ A daily activated partial thromboplastin time check is a mandatory minimum for all patients receiving
intravenous heparin.

■ Target international normalized ratio values provided on the anticoagulant chart help standardize clinical
practice.
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