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Caring for patients on warfarin 
therapy in primary care
MArgAreT o’flyNN, RgN, RPN, SCM, BSC NuRSINg, PRACTICE NuRSE 
POllAgH SuRgERY, KEEl, ACHIll, CO MAYO

T
he aim of the practice nurse within primary care 
providing warfarin management clinics is to ensure 
the highest standards, by adhering to international 
guidelines and where possible to empower the 
patient to take ownership of this care.

The model of primary care we practice now is to bring the 
service to the patient if at all possible. Some rural practices 
who provide these services as attendance at secondary 
care warfarin clinics are impossible for some patients, due 
to distance or poor public transport. Point of care devices 
for internationalised normalised ratio (INR) readings is 
preferable as you have an instant result and on the spot 
management. Interpretation of INR readings and personal 
contact with patients within the primary setting allows for 
better communication and earlier identification of potential 
problems than attendance at hospital clinics. A recent phone 
survey among Mayo gPs indicated that the majority of gPs are 
providing full warfarin services. 78% have point of care devices. 
There are unresolved issues regarding the cost of point of care 
devices and eligibility of non gMS patients to warfarin services, 
which needs to be addressed nationally.1

The Mayo Roscommon Centre of Nurse and Midwifery 
Education run an excellent two day evidence based educational 

programme for practice nurses on the use of warfarin. Prior 
to setting up the clinic the level of autonomy of the nurse 
should be agreed with the practitioner in charge. In some areas 
this agreement is a written contract (Standard operational 
agreement document).2 Procedure and policy documents are 
agreed and made available for all involved.

what is warfarin?
In brief, warfarin is a vitamin K antagonist. Vitamin K 
is necessary for the synthesis of factors II, VII, IX and X. 
Prothrombin time (PT) is the measurement of how fast 
blood clots. We use INR (internationalised normalised ratio) 
to give us the ratio of the normal PT of the patients not on 
anticoagulation therapy. There are agreed INR targets for 
different conditions but because of the difficulty in maintaining 
exact ratios, a range is designated where the target is midpoint.

Indications for warfarin therapy
Atrial fibrillation due to:

•	 Ischemic heart disease
•	 Rheumatic heart disease
•	 Congenital heart disease
•	 Thyrotoxicosis.
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The recommended INR target is 2.5, therefore, the range is 
between 2-3. The duration of treatment is usually long term.3 
Patients with congenital heart disease may be of a shorter 
duration. Cardioversion may be recommended for some 
patients with non valvular atrial fibrillation. These patients 
would have weekly INR readings where at least three readings 
must be within range, aiming the target nearer 3.0.

Cancellation often occurs when the INR drops below the 
target.3 Cardioversion is not always successful and is often 
repeated to achieve and maintain sinus rhythm. Where the 
procedure is successful warfarin therapy is continued for 
another four weeks. These patients are discharged from the 
warfarin clinic but should be monitored as some may revert to 
atrial fibrillation at a later stage.

Deep venous thrombosis/calf vein thrombosis
The target INR for these patients is 2.5. Duration of treatment 
is usually reviewed after three to six months. In cases of further 
thrombosis while on warfarin the target is 3.5.2 Warfarin 
therapy will be long term for patients who have recurrent DVTs. 
These patients should wear type II compression stockings 
following vascular doppler studies and ankle brachial index 
measurements.
•	 Pulmonary embolus
•	 Symptomatic inherited thrombophelia. Protein C and S 

deficiency.
•	 Antiphospholipid syndrome. These patients will be on 

warfarin long term with a target of 2.5.
•	 Mechanical heart valve replacement. These patients will be 

on warfarin therapy long term with a target of 3.5.
Also warfarin may be considered for cases of:

•	 Congenital heart disease
•	 Mural thrombosis
•	 Cardiomyopathy
•	 Coronary Artery thrombosis
•	 Arterial grafts

setting up a wafarin clinic
Set up a register of all patients on warfarin to enable a recall 
system and recognition of defaulters. In documenting details of 
all visits, the information recorded can be used to improve the 
service. Incidents should be recorded and evaluated on at least 
an annual basis. Audits can be developed to suit any aspect 
you wish to explore, reviewed by the team and analysed. It 
is important to stress that this should be positive and any 
adjustments will improve the service to your patients.

All patients should carry a written record of their INR results, 
including information on their condition, desired target, 
current agreed warfarin dose and next appointment.3 It should 
contain personal details, contact details of their doctor. An alert 
card can be held in the patient’s wallet.

suitability of patients
Warfarin therapy demands a consistent lifestyle. People who 
are active in their addiction to drugs or alcohol may not be 
suitable. An increase in the age of our population living within 
the community, has resulted in an increase in the incidence of 
atrial fibrillation, unfortunately a number of these patients may 
have dementia. unless these patients are in a very safe and 
supported environment they may not be suitable for warfarin 
therapy. The main risk associated with warfarin therapy is 
the risk of bleeding. Patients with a history of increased risk 
of bleeding include those with previous cerebral vascular 
accident, liver disease, hypertension, those taking non-
steroidal anti-inflammatories, aspirin and clopidogrel and with 
hypothyroidism.

Many gPs are now initiating warfarin treatment more often. 
Assessment tools are used to decide suitability within hospital 
such as Outpatient Bleeding Risk Index (OBRI) or Condition, 
Hypertension, Age, Diabetes and Prior events (CHADS). There 
are conflicting studies regarding these tools and careful 
selection, attending to modifiable risk factors and regular 
monitoring should reduce incidents of warfarin associated 
bleeding. It is accepted that gPs are best suited to decide 
suitability of treatment as they know their patients best.

Patients discharged from hospital may be on heparin. When 
they have reached their target the patient can discontinue their 
injections. A 5mg loading dose of warfarin prevents excess 
anticoagulation and avoids the development of a coagulable 
state due to decreases in protein C.4 This is considered 
achieving their target rapidly. On the other hand a three week 
time frame for patients with atrial fibrillation, protein C and S to 
reach their target is desired. Slow introduction prevents the risk 
of overshooting the target and the problems associated with a 
raised INR.

Absorption of warfarin can depend on other conditions such 
as congestive cardiac failure, liver function, age, body size, 
diet, interacting drugs and genetic factors.5 Most gP computer 
programmes advise on dosage and potential drug interactions.

Patient education
Information on warfarin management including, diet and 
lifestyle advice is best delivered in short but regular inputs 
and reinforced with written information. Many of your patients 
will be elderly, possibly with memory deficits or may be 
anxious so a family member or friend accompanying them 
can reinforce the information from the practice nurse and 
support them. Topics to be discussed include the importance 
of regular visits to the surgery for warfarin monitoring, the 
duration of treatment, the importance of compliance to 
treatment. Aids may be provided to assist compliance eg. pill 
boxes or calendars. Interaction of foods, herbs and drugs, 
especially over the counter preparations, that they may not 
realise can enhance or reduce the potency of warfarin. For 
example cough bottles are commonly used and can greatly 
increase the potency of warfarin in some patients. Also foods 
with high levels of vitamin K have the potential to reduce their 
INR. Cranberry and grapefruit juices are not recommended. 
A regular diet is recommended and a consistent safe level of 
alcohol consumption.

As with all cardiac patients, exercise and smoking cessation 
advice is given and hypertension and hyperlipidaemia should 
be corrected.

Because of the potential for foetal toxicity, younger women 
considering pregnancy are advised of the necessity to switch 
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to low molecular weight heparins (lMWH) such as Clexane or 
Inohep as soon as they realise they are pregnant.

Travel advice includes hydration, exercise, calf tightening 
exercise, seating allowing enough movement and support 
stockings. Travel anxiolytics are not advised as sedation results 
in less movement.

When calculating the dose for patients who are visually 
impaired, blind or some elderly patients it is easier to count 
1mg warfarin tablets than using coloured tablets with different 
strengths.

Patients requiring dental or surgical procedures should be 
instructed on how to manage their warfarin. Some may be 
required to switch to a lMWH or have an INR at the lower end 
of their target range. Most dental procedures require an INR 
reading the day prior to the appointment. A reading within the 
target range is usually adequate and tranexamic acid mouth 
wash can be used for bleeding.

Recall periods are initially frequent, two to three times a 
week gradually extending as the INR reaches its target. Special 
caution should be taken with patients post valve replacement; 
they may need extra monitoring. With stable INR’s, patients 
should be reviewed four to six weekly. Some of the literature 
suggests longer but this is an area in which the practice decides 
its own policy. It is established that more monitoring prevents 
incidents.

Management of bleeding or excessive anticoagulation
Reversal depends on clinical circumstances. In cases of severe 
bleeding, a rapid response is required and for less serious cases 
a more leisurely approach is adequate.6

If the INR is elevated, repeat the point of care test. Check for 
excessive bruising or evidence of bleeding. Check urine for 
haematuria. Monitor the INR more frequently until it returns to 
target. An INR of <5 reduce warfarin dose, >5 stop warfarin. In 
cases of INR >8 and no bleeding, oral vitamin K can be given. 
Intra muscular or sub cutaneous vitamin K should be avoided 
as it can cause haematomas at the site.3 There is usually a 
reason for the elevation and the patient may not be aware that 
they are taking food or medication that is reacting with their 
warfarin.

Where there is major bleeding, if possible treat the 
source and refer as a medical emergency to hospital. It is 
recommended that vitamin K is no longer given in clinical 
practice as it essential that it is given with prothrombin 

complex concentrate. In hospital they will be given vitamin 
K and prothrombin complex concentrate (50 u/kg) or 
fresh frozen plasma (15ml/kg). Fresh frozen plasma is no 
longer considered the treatment of choice as factor IX does 
not rise above 20%.6 To prevent a hypercoaguable state, 
treatment is monitored very closely. Rapid reduction of INR is 
recommended to prevent large haematomas.7

With the launch of anti thrombolytics (dabigatran and 
rivaroxaban) many non valvular atrial fibrillation patients 
will no longer need warfarin management. This will reduce 
the pressure of numbers attending the warfarin clinic. This 
cohort of patients has increased due to the greater age profile; 
8-9% of over 80 years will have atrial fibrillation.8 Treatment 
with thrombolytics is costly and there are HSE restrictions 
currently in place at the moment delaying the changeover, 
where individual patients have to apply for this treatment 
giving reasons as to their unsuitability for warfarin treatment. 
However, by avoiding the necessity for sick and elderly 
patients having to travel to hospital or primary care warfarin 
clinics, there is a benefit in terms of patient convenience and 
a financial saving both at primary and secondary care level. 
Anti thrombolytics are not suitable for the other conditions 
requiring warfarin, therefore, the need for warfarin clinics 
remain. In a recent Cardiology article a haematologist 
expressed that monitoring of warfarin was reassuring.11 It is 
reassuring for the patient and the practice nurse when the 
patient has an INR that is on target, that the risk of stroke is 
being reduced.

further reading
gowing C. Drugs, Herbal Remedies, Diseases & Foods that 
affect anticoagulation with warfarin. Irish Centre for Continuing 
Pharmaceutical Education. 2005.
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