Coumadin

Medical Directive: INR management for patients with Atrial Fibrillation and
Prosthetic Valves.

Approval Date:

Renewal Date:

Practitioner: RN (EC), RN, RPN
Clinical Criteria:

1. Patient on oral anticoagulant therapy

2. Routine monitoring of INR at one week to one month intervals

3. Routine risk review- medication regimen, OTC products, dietary parameters
that may affect therapy (e.g. alcohol, green vegetable intake), compliance

4. No episodes of major bleeding within previous month (consult with physician)

5. Target INR range is 2-3 for patients with Atrial Fibrillation and 2.5-3.5 for
those with prosthetic valves.

Contraindications:

1. Patient noncompliant with therapy and /or monitoring (refer to physician).
2. Major bleeding episode within the last month.
3. Pregnancy

Process:

1. INR within therapeutic range: Practitioner to call patient and, confirm dosage
of coumadin and schedule for INR recheck with patient within 24 hours of
receiving result

2. INR recheck schedule:

- weekly until stable then increase to q2-4 weeks accordingly. Patients are
considered stable if they have been within therapeutic range for 4 tests at 2
week intervals. The time interval between INR testing can then be increased
to 3-4 weeks.

Dosage adjustment - maintenance therapy

Dosage adjustment is not required for minor fluctuations (i.e 1.8 -2.0, 3.0-3.2 for
AF or 2.3-2.5, 3.5-3.7 for pros. valve) of INR as long as the results remain within
the patient’s target range. Fluctuations of INR beyond the patient’s target range
should always be investigated and corrected where possible. Consider causes
such as a change in dosage of warfarin, patient compliance, medication profile,
diet, and current iliness. The patient should be followed using the Warfarin
Record Sheet. The following scheme is recommended for dosage adjustment in
patients with an INR target range between 2.0 — 3.0 in Table 1, 2.5-3.5 in Table
2,



Table 1

Dosage Adjustments for Patients on Warfarin Mainteﬁéﬁée Thie;apy
Target INR 2.0-3.0
INR Dosage Adjustment
Increase weekly dose by 20% and give one time top-up additional
<1.5 o
amount equal to 20% of weekly dose
1.5-1.9 Increase weekly dose by 10%
2.0-3.0 No change
3.1-3.4 No change — recheck in one week. If persistent, decrease weekly
T dose by 10-20%
3.5-3.9 Hold x 1 day and retest in 10 days
4.0-5.0 Omit 1 dose; decrease weekly dose by 10-20% and recheck in 2-5
T days
>50 See Table 2 for Management of Elevated INR with no or minor ]
' bleeding
Table 2
Dosage Adjustments for Patients on Warfarin Maintenance Therapy
Target INR 2.5-3.5
INR Dosage Adjustment
<15 Increase weekly dose by 20% and give one time top-up additional
' amount equal to 20% of weekly dose
1 1.5-24 Increase weekly dose by 10%
2.5-3.5 No change
3.6-4.0 No change — recheck in one week. If persistent, decrease weekly
L= dose by 10-20%
’ 4.1-5.0 Hold x 1 day and retest in 3 days; consider decreasing weekly dose
‘ B by 10% and recheck x 3 days.
> 5.0 See Table 2 for Management of Elevated INR with no or minor

bleeding




r-T@ﬂe__?»___

Management of elevated INR with no or minor bleeding

INR Dosage Adjustment

Omit 1 to 2 doses

Increase the frequency of INR monitoring (daily)

Resume therapy at 10-20% lower dose when INR reaches patient’s
5-9 target range

NP or RPN to come up with proposed plan but needs to be cleared
by physician prior to implementation

Call patient and inquire about bleeding and stop Warfarin
immediately until further instruction

>9 Consult with physician for further instructions i.e. (frequency of
monitoring, Vitamin K, and reduction in dose).

Ensure patient is aware of next INR check

Note: The duration of action of a single dose of Coumadin is 2-5 days. Peak effect is within 72-96
hours.

Signature: GSJ\_/
Physician « L=

Executive Dirgctor
RN(EC)
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Appendix 1. Drugs, Herbs and Supplements: Potential Interactions with Warfarin*

Warfarin Effect Increases

Warfarin Effect DecreaseW

Little or No Effect®

Medication

Antibiotic/Antifungal Antibiotic Antibiotic/Antifungal
Azoles (flucanazole, Dicloxacillin Ketaconazole
itraconazole, miconazole, Nanphcillin vancomycin
cotrimaxazole) Rifampin
Carbenicillin
Cephalosporins
Clarithromycin
Erythromycin
isoniazid
Metronidazole
Quinolones
Tetracycline
Trimethoprim-Sulfa combinations
(Septra)
Analgesic/anti-inflammatory
Acetaminophen (high doses)
Aspirin & someNSAIDs (including
COX-2 inhibitors)
Allopurinol
Propoxyphene
Sulfinpyrazone
Zafirlukast
Antiarrhythmic
Amiodorone
Propaphenone
Quinidine
Miscellaneous Miscellaneous Miscellanecus
Anabolic steroids Barbiturates Alcehol
Chroral hydrate Carbamazepine Antacids
Cimetidine Chlordiazepoxide Atenolol
Clofibrate Azathioprine Bumetadine
Disulfiram Cyclosporine Enoxacin
Heparins Etretinate Famotidine
Omeprazole Trazodone Fluoxetine
Phenytoin (transient effect) Ketorolac
Simvastatin Metoprolol

i Tamoxifen Naproxen

| Thyroxine Nizatidine

" Psyllium

Ranitidine
Herbs

Gingko Ginseng echinecea
Danshen Vitamin K containing herbs e.g

L alfalfa, green tea)

*This list is not meant to be all-inclusive. For detailed listing, please see Reference 3 and 5.
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