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(A) Policy Statement:  

This policy is to provide a pharmacist and nurse management model for the anticoagulation clinic. 
 

(B) Purpose of Policy:  
The goal of the UT Health Anticoagulation Clinic is to offer a standard approach to the assessment, 
interpretation, and monitoring of patients receiving warfarin or other anticoagulation agents in order 
to ensure optimal patient safety.  
 

(C) Procedure:  
1. Anticoagulation nurses will collaborate with the anticoagulation pharmacists in the 

management of stable patients referred to the clinic  
2. An anticoagulation nurse will collaborate with the anticoagulation pharmacist and/or 

physicians in the management of patients who is considered unstable or new to therapy 
3. The anticoagulation nurse AND staff  will assess patients for adherence, medication and 

dietary changes, side effects, and thrombosis signs 
4. Patient interview will be documented in patient’s EMR, includes but not limited to lab 

results, plan, follow up, and any additional actions, so that it is readily available to the 
pharmacists and physicians 

5. Anticoagulation nurse management algorithm will provide nurses guidance to determine 
appropriate action following an INR result, including dose adjustment, INR monitoring, or 
referral, as appropriate 

6. During initial patient’s visits and for follow up appointments in anticoagulation clinic, 
medication changes and reconciliations will be updated when applicable according to hospital 
policy 3364-100-70-15 outpatient process as described below:  
a. When a list of the patient medications is to be obtained. At minimum, the name of the 

medications should be listed 
b. When only short-term medications are prescribed at discharge, the patient / family will be 

given a list of only the short-term medications. Examples of short-term medications are 
antibiotics, analgesics and muscle relaxers for acute injuries, etc. 

c. If there are any concerns that the patient/family does not understand the full list of 
medications the patient should be taking, a full medication list should be provided for 
patient education purposes 

d. If changes are made in a patient's long-term medications, e.g. anti-hypertensives, anti-
depressants, etc., including change in dosages, additions or deletions, a full medication 
list must be given to the patient 



 

 

e. In the outpatient setting, a complete, documented medication reconciliation process is 
used when: 

i. Any new long term medication is being prescribed. 
ii. There is a prescription change for any of the patient's current, known long term 

medications. 
7. Staff will be asking standard assessment questions when interviewing patients for INR 

management, documentation entered in patient’s EMR, information updated as necessary in 
patient’s chart  

8. The anticoagulation pharmacist may use dosing algorithms and may apply clinical judgment 
to when deemed appropriate consistent with consult agreement  

9. The warfarin dosing table presents a simple approach to adjusting warfarin doses by 5-15% 
increments as indicated by the algorithm.  
f. To use the table, the anticoagulation nurse must determine the patient’s current total 

weekly warfarin dose. If the warfarin dosage requires adjustment, the line above or below 
the current weekly dose may be a reference for decreasing or increasing the dose, 
respectively.  

10. See attached for algorithms for nurse management for anticoagulation and warfarin dosing 
table



 

 
 

Continue same dose repeat in 2-4 weeks 

Continue same dose repeat in 1-2 weeks 

Adjust TWD* by 5-10%, repeat 1-2 weeks 
k k

 Adjust TWD by 5-10%, repeat in 1-2 weeks. 
May check with pharmacist or provider  

 Adjust TWD by 5-10%, repeat in 1-2 
weeks 

 Adjust TWD by 5-10%, repeat in 1-2 weeks. 
May check with pharmacist or provider  

Hold x1 dose, adjust TWDby 5-15%,repeat  in 
1week 

 Hold at least x1 dose if >5, or adjust 
TWD by 5-15%, check in ≥ 2 days or ≤ 2 
weeks, may check with pharmacist or 
provider  

Notes: RNs will refer to protocols and address pertinent 
changes with pharmacist as needed *TWD total weekly dose  



 

 

 

Continue same dose repeat in 2-4 weeks 

Continue same dose repeat in 1-2weeks 

Adjust by TWD 5-10% repeat in 1-2 
k

Adjust TWD by 5-10% recheck in 1-2 
weeks  

Adjust TWD by 5-10% recheck in 1-2 weeks  

Adjust TWD by 5-10% recheck in 1-2 
weeks  

Hold ≥ 1 dose, may adjust TWD by 5-15%  
check in ≥ 2 days or in 1 week 

Check with pharmacist or provider for 
appropriate management  

Notes: RNs will refer to protocols and address pertinent 
changes with pharmacist as needed *TWD total weekly dose  



 

 

 

Continue same dose, repeat in 1-2weeks  

Supratherpaeutic: Consider holding dose, 
adjust weekly dose by 5-15%, recheck 1-
2 weeks. 
Subtherapeutic: increase weekly dose by 
5-15%, recheck 1-2 weeks. 
 May check with pharmacist/provider.  

Notes: RNs will refer to protocols and address pertinent changes with 
pharmacist as needed  



 

 

 



 

 

Can be used as a reference for dose adjustments based on 2mg and 5 mg tablets 
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