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Title 

Anti-Coagulant policy - 2022 

Reference Number:  RDF2542-24 
Date of Response: 17/05/24 

 
Further to your Freedom of Information Act request, please find the Trust’s 
response(s) below: 
 
 
We would be grateful if you would please provide us with a copy of the Royal Devon 
University Healthcare NHS Foundation Trust Policy for stopping anti-coagulants prior 
to spinal surgery which was in force in June 2022.  
 
Please find attached the following Policy in place in June 2022 as requested. 
 

• Management-of-patients-receiving-long-term-oral-anticoagulants (2) - 
*Redacted. 

 
* Section 40 - The disclosure of staff names and contact details has been redacted from 
the attached document. To supply this information would breach the first data protection 
principle and fail to meet any of the relevant conditions set out in Schedule 2 of the Data 
Protection Act (DPA) 2018. We do not consider that there is a legitimate interest in 
disclosure in this case. There is no public interest in making information about our staff 
available in this way contrary to what would have been their legitimate expectation at the 
time the information was gathered. 
 
 
 
 
 
 
 
 
 
 



Template: April 2018 

Management of patients receiving long-term oral anticoagulants for elective surgery/procedures 
Approved by: Clinical Audit & Guidelines Group 16/10/19  
Review date: September 2023  Page 1 of 6 

 
 

 
SUMMARY 
This guidance replaces the clinical guidelines for Warfarin Bridging Therapy and the 
Preparation for Surgery Algorithms for Dabigatran, Rivaroxaban and Apixaban. 
 
The above guidelines have been amalgamated and then redesigned to fall in line 
with the Trust-wide Policy on anticoagulation. 
 
 
KEY POINTS 
 
Section 3: For patients taking warfarin 
 

1. Stratify the patient’s thrombotic risk. 
2. Identify the correct recommendation for cessation of anticoagulant and 

bridging therapy. 
3. Determine the appropriate peri-procedural warfarin and LMWH 

(Dalteparin/Fragmin) bridging protocol. 
4. Where indicated determine the correct low molecular weight heparin dose. 

 
Section 4: For patients taking DOACs (Direct-acting Oral Anticoagulants) 
 

1. Stratify the patient’s bleeding risk for the intended surgery or procedure, 
including the likely anaesthesia technique.  

2. This decision is used to guide the timing of anticoagulation withdrawal for 
DOAC (direct-acting anticoagulant) users. 

3. For DOAC users, identify the correct timing of anticoagulant discontinuation 
and re-initiation 

 
 
 
 
 

Clinical Guideline for: 
Management of patients receiving long-term oral 
anticoagulants for elective surgery/procedures 
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1. INTRODUCTION  
 

1.1 This clinical guideline is designed to provide advice, guidance and direction to 
staff whilst leaving room for professional judgement, and adaptation, to fit 
individual circumstances.  

2. BACKGROUND 
 

2.1 This guideline has been developed in conjunction with the Anticoagulation and 
Reversal of Anticoagulation Policy. 

3. FOR PATIENTS TAKING WARFARIN  
 

3.1  Steps 1 and 2 – stratify the patient’s thrombotic risk, and then identify the correct 
recommendation for cessation of anticoagulant and bridging therapy. 

 
3.2 BRIDGING THERAPY IS NOT NEEDED FOR DOAC USERS 
 

Step 1. Stratify the patient’s thrombotic risk 

 

Step 2. Recommendation for cessation 
of anticoagulant and bridging therapy 

Risk 
Category 

Mechanical 
heart valve 

Atrial 
fibrillation 

Venous 
thromboembolism 

All other 
procedures 

Procedures with 
minimal bleeding 
risk2,3 

High risk  
(>10% ) 

Any 
mechanical 
mitral valve 
 
Caged ball or 
tilting disc 
aortic valve 
 
Any valve with 
recent (< 
6months) 
stroke or TIA 

CHA₂DS₂-
VASc score1  
≥ 6 
 
Recent  
(<3 months) 
stroke or TIA 
 
Rheumatic 
valvular heart 
disease 
 

Recent (<3 
months) VTE  
 
Severe 
thrombophilia 
(eg. Protein S, 
Protein C, 
Antithrombin, 
compound 
heterozygous; 
APS) 

 
 
 
 
 
DOAC: Interrupt  
 
Warfarin:  
Interrupt and  
bridge with LMWH 
 
Note: Pregnant 
women with 
mechanical heart 
valves should 
bridged with IV 
heparin 
 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 

Do not interrupt 
anticoagulant 

therapy 
 
 
 
 

 
Higher  
intermediate 
risk  
(4-10%) 
 
 

Bileaflet 
mechanical 
aortic valve 
with one or 
more of the 
following risk 
factors: AF, 
prior 
stroke/TIA, 
hypertension, 
DM, CCF, age 
>75 

CHA₂DS₂-
VASc score 
 ≥ 5 

Recurrent VTE  
 
 

 
Lower 
intermediate 
risk  
(4-10%) 
 
 

 CHA₂DS₂-
VASc score 4 

VTE within the 
past 3-6 months 
 
Active cancer 
(treated within six 
months or 
palliative) 
 
Non-severe  
thrombophilia 
(FVL, PT20210 
mutation) 

 
 
 
 
DOAC: Interrupt  
 
Warfarin:  
Interrupt  
Recommend no 
bridging with 
LMWH 
 

Low risk 
(<4%) 

Bileaflet 
mechanical 
aortic valve 
without major 
risk factors for 
stroke 

CHA₂DS₂-
VASc score 
2-3 
 

VTE >6 months 
ago 
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Notes 
1. CHA₂DS₂-VASc score  

 
 
 
 
 
 
 
 
 
 
2. Procedures with minimal bleeding loss: 

• Cataract or glaucoma surgery 
• Minor dental interventions (e.g. extractions, paradontal surgery, incision of abscess, implant   

positioning, cleaning and filling) 
• Minor dermatologic procedures (e.g. excision of BCC & SCC, actinic keratosis) 

3. Relatively minor procedures (without biopsy) possibly amenable to uninterrupted anticoagulation 
at   the discretion of operator (e.g. arthroscopy, gastrointestinal endoscopy, bronchoscopy, 
coronary angiography, pacemaker or cardioverter-defibrillator device implantation, 
electrophysiological study or catheter ablation). 

4. Acenocoumarol, when encountered, should be managed as warfarin. 
 
3.3 Step 3 – Peri-procedural warfarin and LMWH (Dalteparin/Fragmin) bridging protocol 
 

Day Warfarin dose Bridging with LMWH INR monitoring 

-10 to -6 Maintenance dose Assess for the need of perioperative 
bridging anticoagulation 

Baseline blood test (FBC, UE, 
INR) 

-5 Hold warfarin on day -5 No LMWH None 

-4 No warfarin No LMWH None 

-3 No warfarin 
 

Start LMWH at a therapeutic dose (see 
Step 4). Usually administered late 
afternoon or evening (6pm) 
 

None 

-2 No warfarin LMWH at a therapeutic dose (6pm) None 

-1 No warfarin  

Last pre-procedural dose of LMWH 
ideally administered at 6pm, and no less 
than 12h before the start of surgery. 
Dose: 5000 IU (2,500IU in patients with 
eGFR <20ml/min. 

Assess INR before the 
procedure; proceed with 
surgery if INR is <1.5.  If INR 
is >1.5 and <1.8, consider low 
dose oral Vitamin K reversal 
(1-2.5mg), or 

0 
Resume maintenance dose of 
warfarin on the evening of or 
morning after the procedure 

None Bedside measurement of INR 
on arrival for surgery 

+1 Maintenance dose 

Low bleeding risk: restart  therapeutic 
dose of LMWH  
High bleeding risk: no LMWH 
administration; in patients with extreme 
high thrombosis risk to consider 
prophylactic doses of LMWH 

According to clinician 
judgement 

+2 or +3 Maintenance dose 

Low bleeding risk: LMWH 
administration continued  
High bleeding risk: restart therapeutic 
dose of LMWH  

According to clinician 
judgement 

+4 Maintenance dose 

Low bleeding risk: INR testing 
(discontinue LMWH if INR >1.9) 
High bleeding risk: INR testing 
(discontinue LMWH if INR >1.9) 

INR 

+7 to +10 Maintenance dose - INR 

 

Score 1 for each of the following: 
• CCF 
• Hypertension 
• Age (> 65 1 point, >75 2 points) 
• Diabetes 
• Previous Stroke or TIA (scores 2) 
• Vascular disease 
• Sex category (female 1 point) 
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3.4 Step 4 – Determine LMWH dose 
 

Actual body weight (kg) 
Dalteparin dose 

eGFR ≥ 20ml/min eGFR <20ml/min 

< 46 7,500 IU once daily 
Recommended dose is 50% shown in previous 
column.*  

* Where doses do not correspond to the available 
prefilled syringes then use the 1000unit/ml 
graduated syringes and round up to an appropriate 
dose e.g. 3,750units rounds up to 3800units or 
4000units. 

46 - 56 10,000 IU once daily 

57 - 68 12,500 IU once daily 

69 - 82 15,000 IU once daily 

83 - 98 18,000 IU once daily 

>98 18,000 IU once daily 

 

4. FOR PATIENTS TAKING DOACs (Direct-acting Oral Anticoagulants) 
 

4.1 Step 1 - Stratify the patient’s bleeding risk for the intended surgery or procedure, 
including the likely anaesthesia technique. This decision is used to guide the timing 
of anticoagulation withdrawal for DOAC users. 

 
High bleeding risk (2-day 

risk of major bleed of >2%) 
Low bleeding risk (2-day risk of 

major bleed of <2%) Minimal bleeding risk 

Major surgery with extensive 
tissue injury or with procedure 
duration of > 45min 

Arthroscopy Cataract or glaucoma intervention 

Cancer surgery Superficial lymph node or palpable 
mass biopsy 

Minor dental intervention (e.g. teeth 
extractions, paradontal surgery, incision 
of abscess, implant positioning), dental 
cleanings and fillings (see specific 
guidance in step 2) 

Major orthopaedic surgery Gastrointestinal endoscopy  +/- 
biopsy 

Minor dermatologic procedures (e.g. 
excision of BCC & SCC, actinic 
keratosis) 

Reconstructive plastic surgery Bronchoscopy +/- biopsy  

Urologic surgery (e.g.TURP, 
ESWL) Haemorrhoidal surgery  

Gastrointestinal/abdominal 
surgery Abdominal hernia repair  

Cardiac/Thoracic surgery Laparoscopic cholecystectomy  

Intracranial or spinal surgery Thoracentesis and paracentesis  

Solid organ biopsy (e.g. liver, 
kidney, lung) Abdominal hysterectomy  

Non-organ biopsy (e.g. 
retroperitoneal, vertebral, intra-
abdominal) 

Shoulder/foot/hand surgery 
 

Complex endoscopy (e.g. 
polypectomy,  ERCP with 
sphincteroteomy etc) 
 

Angiography (coronary and 
interventional radiological) 
Radiological guided drainage 
Pacemaker or cardioverter-
defibrillator device implantation 

 

Lumbar puncture  Electrophysiological study or 
catheter ablation 

 

Vascular surgery Non-tunnelled venous access or 
removal  
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High bleeding risk (2-day 
risk of major bleed of >2%) 

Low bleeding risk (2-day risk of 
major bleed of <2%) Minimal bleeding risk 

Tunnelled central venous 
catheter insertion or removal Bone marrow trephine biopsy  

 IVC filter placement or retrieval  

 Regional anaesthesia  

Very high risk procedures 

All interventions into the spine, 
including injections and surgery Specific guidance in step 2 

Likely spinal or epidural 
anaesthesia (TKR, THR, 
abdominal wall reconstruction, 
TURP, TURBT) 

Specific guidance in step 2 

 
4.2 Step 2 – DOAC users, identify the correct timing of anticoagulant discontinuation and 

re-initiation 
 

 Dabigatran 
(last dose before procedure must be…) 

Apixaban / Edoxaban / Rivaroxaban 
(last dose before procedure must be…) 

Renal function 
(eGFR) 

Low bleeding risk 
procedure 

High bleeding risk 
procedure 

Low bleeding risk 
procedure 

High bleeding risk 
procedure 

≥80ml/min ≥ 24h ≥ 48h ≥ 24h 
(no adjustment 
unless CrCl < 

30ml/min) 

≥ 48h 
(no adjustment 
unless CrCl < 

30ml/min 
50-79ml/min ≥ 36h ≥ 72h 

30-49ml/min ≥ 48h ≥ 96h 

15-29ml/min Dabigatran 
contraindicated 

Dabigatran 
contraindicated 

Individualised – seek advice from 
anaesthetist or haematologist 

<15ml/min No official indication for use 

Very high risk procedures: 

Likely spinal or epidural 
anaesthesia (TKR, THR, 
abdominal wall 
reconstruction, TURP, 
TURBT) 

Recommended cessation of DOAC is an additional 24 hours to time shown 
above. 

All interventions into 
the spine, including 
injections and surgery 

Last dose of DOAC must be a minimum 5 days (120h) prior to intervention. 
 
(This practice may differ in certain departments, where specified by operating 
specialist (e.g. some spinal interventions in pain management). 

Dose modification for patients undergoing minor dental procedures: 

DOAC Usual dose schedule AM dose (pre-treatment) Post-treatment 

Apixaban/Dabigatran Twice daily Miss AM dose Usual PM dose 

Rivaroxaban/Edoxaban Once daily (AM) Delay AM dose Take 4 hours after 
haemostasis achieved 

Once daily (PM) N/A Usual PM dose 

BRIDGING THERAPY IS NOT NEEDED FOR DOAC USERS 

Resumption of therapy post procedures 
Low bleeding risk:  Resume full dose DOAC ≥12-24h 
High and ultra-high bleeding risk: Resume full dose DOAC ≥48-72h ; in patients with high thrombosis risk to 
consider prophylactic doses of LMWH 8h after procedure, before reintroducing full dose of DOAC 

Patients undergoing a planned intervention should receive a written note indicating the anticipated date 
and time of their intervention, and the date & time of the last intake of their DOAC (and any other 
medication). 
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5. MONITORING COMPLIANCE WITH THIS GUIDELINE  
 

5.1 Compliance will be monitored in line with the Anticoagulation and reversal of 
Anticoagulation Policy 

 

6. ASSOCIATED CLINICAL GUIDELINES OR POLICIES/PROCEDURE 
 

 Anticoagulation and Reversal of Anticoagulation Policy 

 
7. PUBLICATION DETAILS  
 

Author of Clinical Guideline , Consultant Anaesthetist 

Division/ Department responsible 
for Clinical Guideline Surgical Services Division 

Contact details  

Version number 1.0 

Replaces version number 
This guidance replaces the clinical guidelines 
for Warfarin Bridging Therapy and the 
Preparation for Surgery Algorithms for 
Dabigatran, Rivaroxaban and Apixaban. 

Date written 16/05/2019 

Consultation undertaken with: 

OMFS Governance Group 24/05/19 
Ophthalmology Governance Group 31/05/19 
Radiology Governance Group 07/06/19 
Anaesthetics Governance Group 17/06/19 
Acute Surgery Governance Group 19/06/19 
Spinal Governance Group 12/09/19 

Approving body / date approved Clinical Audit & Guidelines Group 16/10/19 

Review date September 2023 

Expiry date March 2024 

Date document becomes live 5 December 2019  

 

https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/6760.pdf
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