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PREAMBLE 

To implement evidence-based practices that support standardized anticoagulation management 

approaches for Care by Design Long Term Care facilities. 

 

GUIDING PRINCIPLES AND VALUES 

- Facility Medical Directors are responsible for Care by Design physician education.  

- The Facility is responsible for staff education.  

 

GUIDELINES 

Anticoagulation Management 

Resident Name: ______________________________________________________________ 

Indication for Anticoagulation medication                                        Target INR Range 

□  Atrial Fibrillation                                                                      2.0 – 3.0                                        

□  Valve replacement mechanical                  2.5 – 3.5 

□  Deep Vein Thrombosis / Pulmonary Embolus   2.0 – 3.0  

□   Valve replacement bioprosthetic    2.0 – 3.0  

□ Other (please specify) __________________________________  

 

Residents receiving Anticoagulation medication with stable, therapeutic INR will have monthly INR 

testing unless otherwise ordered by the resident’s attending physician. 
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If a medication is added or withdrawn from a patient's medication list, the nurse or physician may 

request INR testing to check if Anticoagulation medication metabolism has changed. Section 4 

outlines medications which may interact with warfarin.  

 

1. Target INR Range (see protocol below)  

 1.0 – 3.0 - Notify physician at time of weekly rounds, continue current dose warfarin 

    3.1 – 4.5 - Notify physician: order required to HOLD dose or reduce Anticoagulation medication dose 

 4.6 – 10 
- Notify physician to HOLD warfarin and order  

- Vitamin K 0.5mg – 1mg orally x1 dose IF the patient is bleeding 

- Repeat INR 

 INR > 10 

- Notify physician to HOLD warfarin and order 

- Vitamin K 2 - 5mg orally x1 dose 
(This comes as a subcutaneous injection; give orally) 

- Repeat INR 

 

2. Unless specifically ordered by attending physician, do not send INR on Friday, 
Saturday, Sunday or on a holiday 

 

3. Factors that may indicate need for increased INR monitoring 

           Notify Physician & document in Progress Notes 

▪ Signs of minor bleeding (i.e. bruising, nosebleed, bleeding gums) 

▪ Signs of major bleeding (i.e. urinary tract, intracranial, retroperitoneal hemorrhage, GI 

bleeding) 

▪ New high-risk medication initiated or change in dose * 

▪ Fever > 38.5 °C and/or ↑ WBC 

▪ New renal impairment (Creatinine Clearance < 30%) 

▪ New worsening of liver function tests 

▪ New blood transfusion (> 2 units) 

▪ New decrease in hemoglobin (> 20 g/L) 

▪ New decrease in albumin or prealbumin or new poor nutritional status 
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4. Medications known to interact with Warfarin (high risk reactions in bold) * 

Drug PO Dose PO:SC* Ratio SC Dose 

Acetaminophen Citalopram Fluvastatin Omeprazole 

Clavulin Clopidogrel Fluvoxamine  Phenytoin 

Amiodarone Diltiazem Heparin Propranolol 

ASA/Aspirin Dipyridamole Levofloxin Sertraline 

Azithromycin Entacapone Lovastatin Simvastatin 

Celecoxib Erythromycin Miconazole Sulfamethoxazole/Trimethoprim 

Cephalosporins Fenofibrate Metronidazole Tetracycline 

Ciprofloxacin Fluconazole NSAIDs (e.g. 

ibuprofen) 

Tramadol 

 

Medications that reduce the effectiveness of Warfarin: 

Boost/Resource Influenza vaccine St. John’s Wort 

Carbamazine Multivitamins with Vitamin K Vitamin K 

Cholestyramine Rifampin  
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5. Anticoagulation management continued                                       

▪ In most cases when INR is above 3, there is no bleeding. 

▪ If there is minor bleeding (epistaxis or cutaneous), then external compression or 

packing may be needed and in some cases Vitamin K is prescribed. 

▪ If major bleeding is occurring, follow the process for transfer to a local hospital 

by ambulance for treatment. 

▪ Oral Vitamin K therapy is as effective as I.V. therapy.  Subcutaneous administration is 

less effective than oral route.                                                                                             

▪ A dose of Vitamin K greater than 2 mg may make it difficult to get back to therapeutic 

INR levels once the INR is corrected. When a warfarin dosage adjustment has been 

made, or a medication with a high risk of interaction is started, a timely (2-5 days) 

follow up INR needs to be done as prescribed by the physician. 

▪ The risk of serious bleeding occurs when INR is above 3.5. 

 

Signature of Attending Physician: ________________________           

Print Name: ________________________ 

Date (yyyy/mm/dd): ______________________  PMB: ______________ 

RN/LPN transcription signature: _________________________   

Print Name: ________________________ 

 

 

 

 

 

 

 

 

 



   

 

  Revised January 7, 2025 

 

WARFARIN & INR RECORD  

Reason for Coagulation:  ______________________________________ 

Target INR: ￼                   ______________________________________ 

DATE INR Warfarin Dose Date to recheck 
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