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Tuomey Healthcare System is a 301-bed 
community hospital serving the areas in and around 

Sumter, South Carolina. The Department of Pharmacy 
Services dispenses approximately 175,000 doses of 

medication to hospital inpatients per month. 

The ABCs of 
Coumadin® Therapy 

Alcohol and drastic changes in diet can affect 
your Coumadin® therapy.

Bleeding symptoms must be reported to your 
doctor immediately.

Compliance - Take medication as directed 
and have blood work checked when 
scheduled.

Always tell your doctor before taking any new 
medications, vitamins or herbal supplements.
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POLICY: To implement strategies to reduce the risk of patient harm with anticoagulant therapy.

PROCEDURE:

1.  All patients require a baseline CBC, PTT, and PT/INR within 24 hours prior to initiation of 
anticoagulation therapy. 

2. H & H and platelets will be monitored at least twice weekly on all patients receiving anticoagulation 
therapy.

3. An anticoagulation sticker must be placed on the outside of the chart and a sign must be placed above 
the patient bed. 

A. Heparin Protocol 

• Heparin Infusion will be provided in a premixed standard concentration of 100 units/ml 
(25,000 units Heparin in a volume of 250ml solution).  

• A programmable infusion pump with standardized heparin concentration is required for all 
heparin infusions. 

• Physician orders for Heparin should be initiated on the Adult Heparin Orders Form, which 
specifies required lab work and dosing protocols for initiation and management of therapy. 
See Appendix A for orders. Nursing should refer to standardized Heparin Infusion chart to 
verify dose and rate. See Appendix B for chart. 

• Documentation of lab results and dose / rate changes will be recorded on the Heparin Drip 
Monitoring Record. See Appendix C. 

B. Enoxaparin 

• Orders for enoxaparin doses will be rounded to the nearest multiple of ten. Multiples of 5 
will be rounded up to the multiple of ten.  

• Pharmacy will dispense enoxaparin doses in a practical amount based on drug packaging 
characteristics and available medication strengths. 

• Excess volume will be wasted by Nursing prior to administration. 
• Pharmacy will renally adjust all enoxaparin orders and will continue to monitor the patient 

for significant changes in renal function. 
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C. Coumadin 

I.    All Warfarin Patients
• For patients initiated on warfarin a daily PT/INR will be monitored. Day 2 and/or day 3 

PT/INR may be waived per clinical judgment. A daily PT/INR will be monitored until 2 
consecutive results are within therapeutic range. 

• For patients on maintenance therapy a PT/INR will be checked a minimum of twice weekly. 
• All warfarin is to be administered at 1800 unless otherwise ordered by physician.
• Patients receiving Heparin and low molecular weight Heparin will be reviewed for readiness 

to start oral anticoagulation (preferably day 1). 
• Pharmacists are responsible for providing patient educational materials for anticoagulation 

therapy.
• Patient education regarding diet will reflect the guideline of consistency of choice and 

moderation rather than of restricting certain foods. 

II.    Warfarin Consult Service Patients
      Physicians may consult Pharmacy Services for management of Warfarin dosing. 

Pharmacist Responsibilities per P&T / MEC authority: 
• Assuring the patient’s warfarin is dosed on a daily basis 
• Ordering baseline and daily INR levels 
• Utilizing evidence based Warfarin Inititation Guidelines (Appendix D) for warfarin 

management 
• Notifying the consulting physician when clinically indicated . 
• Documenting of labs, dosing, and interventions on Warfarin Dosing Flow Chart (Appendix 

E) in Physicians Progress Notes section of the patient chart 
• If a physician writes an order for warfarin on a pharmacist managed patient without writing 

an order to resume dosing responsibility, the pharmacist is expected to contact the physician 
to clarify who is managing the warfarin therapy. 

• Providing patient education prior to discharge. 
Physician Responsibilities: 

• Physicians are responsible for signing anticoagulation discontinuation/discharge orders. 

D. Vitamin K 

1. Oral vitamin K is the preferred route of administration whenever it is possible. 
2. All orders for intramuscular (excluding use in neonates) vitamin K will be 

automatically substituted by the pharmacy to the oral route (if patient cannot tolerate 
oral, intravenous vitamin K will be given). 

3. All orders for intravenous vitamin K will be dispensed in a 50ml piggyback and 
administered by slow IV infusion over 30 minutes. Vitamin K must not be 
administered IV push. 

4. The parenteral form of vitamin K will be used orally if needed for small doses of 
vitamin K (i.e., 1mg). 

5. Physicians may consult pharmacy services for vitamin K dosing per evidence based 
guidelines – Warfarin Anticoagulation Reversal Guidelines (Appendix F). 

Physician Education Through Pharmacy Newsletter,
 Medical Executive Committee, Department of  Medicine Presentations

Sentri7TM application assists with 
daily monitoring of laboratory values.

Anticoagulation Policy and Procedure

NPSG 3E: Reduce the likelihood of patient harm
associated with the use of anticoagulation therapy.

Warfarin Flow Chart
(Progress Notes)

®

Pharmacist Education 
15 Educated

Anticoagulation Competency Assessment 
 

1. Heparin is considered to be appropriate therapy in all of the following except:   
a. 

in pregnant patients with a prosthetic mitral valve replacement.

 
b. 

in patients with an acute pulmonary embolism.
 

c. 
in patients with hemorrhagic cerebrovascular accident.

 
d. in patients with unstable angina. 

 
2. The average half-life of heparin is: 

a. 15-20 minutes 
b. 30-180 minutes 
c. 6 hours 
d. 12 hours 

 
3. Heparin has dose-related pharmacokinetic effects and with higher doses of heparin: 

a. clearance decreases and half-life increases. 
b. clearance increases and half-life decreases. 
c. clearance decreases and volume of distribution (Vd) increases. 
d. Vd increases and half-life increases. 

 
4. Which of the following may increase the risk of bleeding associated with heparin therapy? 

a. concomitant use of ferrous sulfate 
b. concomitant use of H2Ras 
c. concomitant use of ketorolac 
d. both a and c 

 
5. Which of the following agents may be administered to reverse the anticoagulant effect of heparin? 

a. vitamin K  
b. protamine  
c. lepirudin 
d. aminocaproic acid 

 
6. Low molecular weight heparin: 

a. is approved for the prophylaxis of DVT in patients following hip surgery. 
b. has a longer half-life than unfractionated heparin (UFH). 
c. may be given subcutaneously or intramuscularly. 
d. both a and b. 

 
7. Advantages of using oral vitamin K in patients with an elevated INR include: 

a. faster onset of action as compared to IV.   
b. increased potential for warfarin resistance. 
c. decreased anaphylactoid reaction potential. 
d. both a and c. 
e. all of the above. 

 
8. The immunologically mediated type of heparin-induced thrombocytopenia (HIT): 

a. occurs within the first few days of heparin therapy. 
b. is usually transient and clinically insignificant. 
c. usually develops after a prolonged course of therapy (6-12 days) or immediately upon re-exposure. 
d. is thought to result from weak activation of platelets leading to sequestration. 

 
9. The appropriate dose of protamine sulfate for neutralizing 3000 units of unfractionated heparin is: 

a. 300 mg 
b. 30 mg 
c. 100 mg 
d. 10 mg 
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