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INTERDISCIPLINARY PLAN OF CARE 
 

   RESIDENT______________________________________________________ 
 

PROBLEM GOAL INTERVENTIONS DISCIPLINE 
 

ANTICOAGULANT THERAPY 
 
R/T 
__DVT 
__Pulmonary emboli 
__Myocardial infarction 
__Open heart surgery 
__Dialysis 
__Stroke 
__Prevention of blood clots 
__Heart valve replacements 
__Heart arrhythmias 
__Altered tissue perfusion 
__Other__________________ 
__Other__________________ 
 
 
AEB 
__Coumadin (Warfarin) 
__Heparin 
__Lovenox (Enoxaparin) 
__Other___________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
__Monitor and identify possible 
side effects of anticoagulant 
therapy through 
 

 

 
__Monitor PT/INR per order or at least monthly 
 

__Monitor APTT/PTT per order 
 

__Monitor Hgb and Hct 
 

__Monitor platelets 
 

__Report all abnormal lab results to physician 
 

__Monitor for side effects: 
    __Bleeding gums 
    __Petechiae 
    __Ecchymosis (Bruising) 
    __Black, tarry stool 
    __Hematuria 
    __Hypertension 
    __Hypotension 
    __Change in pulse pressure 
    __Decrease in pulse 
    __Headache 
    __Dizziness 
    __Fever 
    __Skin rash 
    __Urticaria (Hives) 
 

__Report all side effects or condition changes to physician 
 

__Maintain anticoagulant flow sheet 
 

__Limit foods high in Vitamin K  (Green leafy vegetables) 
 

__Use soft bristle toothbrush 
     
__Use electric razor 
 

__Report condition changes to resident/responsible party 
 

__Monitor for medication interactions 
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PHYSICIAN ORDER CHECK OFF  
Initial each task as completed 
 
 

D
a
te

 

R
e
s
id

e
n
t 
N

a
m

e
/ 

P
h
y
s
ic

ia
n
 N

a
m

e
 

N
e
w

 O
rd

e
r 

O
rd

e
rs

/T
.O

. 

M
a
r 

/ 
T

a
r 

/ 
P

R
N

 
s
k
in

 g
ri
d

 

N
e
x
t 

m
o

n
th

s
 o

rd
e

rs
 

o
n
 m

a
r/

ta
r/

 
P

R
N

 a
ft
e
r 

th
e
 2

5
th
 o

f 
e
a
c
h
 m

o
n
th

 

A
n

ti
c
o

a
g

u
la

n
t 

L
O

G
 

L
a
b

/P
T

/O
T

/S
T

/D
ie

ta
r

y
/X

-R
a
y
/ 

a
p

p
o

in
tm

e
n

t/
 

tr
a
n

s
p

o
rt

a
ti

o
n

 
 R

X
 

F
a
x
 o

rd
e

r 
to

 
p

h
a
rm

a
c

y
 

D
ru

g
 a

v
a
il
a
b

il
it

y
 

P
u

ll
e
d

 /
d

ro
p

 
s
h

ip
p

e
d

  

S
u

p
p

ly
 /
 e

q
u

ip
m

e
n

t 
o

rd
e
re

d
 a

s
 n

e
e
d

e
d

 

D
e
v
ic

e
/ 

A
p

p
li
a
n

c
e
 p

la
c
e
d

 

N
o

ti
fy

 r
e
s
id

e
n

t 
o

r 
re

s
p

o
n

s
ib

le
 p

a
rt

y
 

*H
o
s
p

ic
e
 i
f 

a
p
p

lic
a
b

le
 

P
la

n
 o

f 
C

a
re

/ 
A

D
L
 i
n
fo

rm
a
ti
o

n
 f
o
r 

S
T

N
A

 

N
u
rs

e
s
 N

o
te

s
 

O
th

e
r/

N
o
te

s
/ 

c
o
m

m
e

n
ts

 

 
 

              

 
 

              

 
 

              

 
 

              

 
 

              

 
 

              

 
 

              

 
 

              

 
 

              

 
 

              

 
 

              

 
 

              

 
 

              

 
 

              

 



 4

 



 5

Daily Coumadin Flow Sheet Log 
 

Month:__________________________       Unit:___________________ 
 

Resident Name 1 2 3 4 5 6 7 8 9 
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                      COUMADIN ANTICOAGULANT THERAPY FLOW SHEET - MONITORING 
 
 
Purpose: 

1. To assure ongoing lab monitoring of Coumadin therapy to help assure resident safety while receiving Coumadin. 
 
2. To maximize communication between nursing staff and residents’ attending physicians related to Coumadin and PT/INR testing. 

 
 
Procedure: 

1. All Coumadin will be administered according to physician orders. All orders will be documented on the medication administration record. 
2. Upon receipt of orders for Coumadin therapy, the nurse will ask the physician for orders for lab monitoring  - PT/INR testing.   
3. It is recommended that residents on long term therapy have labs done at least monthly.  If adjustments are being made, each time a new 

Coumadin dosage order is received by the nurse, the nurse must ask the physician for the next date for PT/INR testing. 
4. A Coumadin Flow Sheet will be initiated for any resident receiving Coumadin.  On this document is recorded the current dose of Coumadin, 

the date of every PT/INR test, the results, and the new or continuing Coumadin dose.  This documentation is done in addition to changes of 
medication orders on the MAR, and standard nursing notes documenting the issue. 

5. When new lab results are received, record them onto the flow sheet and use that document of ongoing information to communicate with the 
physician, either over the phone, or via fax, whichever is the method of choice of the physician. 

6. The current Coumadin flow sheet is to be kept in: 
a. The front of the physician order section of the chart OR 
b. In front of the current MAR 
c. Each  facility may decide the location of current Coumadin flow sheets, but then each record is to be maintained in the same manner 

7. Completed Coumadin flow sheets are to be filed with MARs in the resident’s record. 
8. The resident and legal representative will be notified of any order or condition changes. 
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                                        Fall Protocol/Residents Receiving Anticoagulant Therapy 
 
Purpose: Rule out and or plan treatment for possible hemorrhage in the event of a fall for a resident receiving anticoagulant therapy.  
 
Policy: Resident on anticoagulant therapy that has fallen will receive a physical exam within 24 hours of the fall by physician to rule out or plan 
treatment of possible hemorrhage. 
 
Procedure: 
Resident on anticoagulant therapy who experience a fall: 
1. Access resident for extent of injury 
2. Treat resident and maintain safety 
3. Begin Fall Protocol: Neurocheck Policy 
4. Report incident to the Director of Nursing or designee 

• Determination of plan of care 
5. Report to resident’s Physician 

• Report fall incident and protocol for physician exam need 

• Physician may determine he/she will complete this exam within the next 24 hours or may determine to send to the hospital emergency room 
for physician exam. 

6. Report incident of fall to responsible party with plan of care. 
7. If the physician prefers an emergency room visit exam, call ER, explain policy and reason for resident visit. 
8. Place physician exam results in the Physician Progress notes section of the resident medical record. 

• Report results to resident’s primary physician 

• Report results to resident’s responsible party 

• Record and follow physician recommendations. 
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                                                             Neurological Check  
 
Purpose: 
1. To detect neurological changes 
2. To detect signs of CNS deterioration 
3. To identify nervous system damage 
 
Equipment: 
1. Penlight 
2. Cotton Ball 
3. Stethoscope and Sphygmomanometer 
 
Procedure: 
Neurological checks will be performed when a resident has fallen or when a resident sustains a head injury from either known or 
unknown cause. 
 
General procedure guidelines: 
1. Perform hand hygiene 
2. Provide Privacy 
3. Explain procedure to resident 
4. Apply gloves 
 
A. Evaluation of Level of Consciousness 

1. Evaluate verbal response and level of orientation. Ask name, place, time, date, season, and year. 
2. Evaluate ability to understand and follow commands, which require motor response: open eyes, stick out tongue. 

B. Evaluate pupils and eye movement 
1. Gently lift upper lid and evaluate pupil for size, shape and compare two pupils for equality and midline position. 
2. Darken room, holding eye open, swing pen light from resident’s ear to mid-line of face. Shine directly into eye. Normally pupil will 

constrict, when light is in contact with pupil; dilate when light is removed. 
3. Hold both eyes open and shine light in one eye only. Watch for constriction in other pupil as is normal nerve function. 
4. Observe lids for ptosis 
5. Ask resident to follow your moving finger 

C. Evaluate for accommodation 
1. Hold one finger midline to resident’s face and several feet away 
2. Have resident focus on finger 
3. Gradually bring finger to nose, which should cause convergence of eyes and pupil constriction. 
4. Hold eyelids open and gently brush cornea with wisp of cotton if comatose. Immediate blinking should occur 

(If unconscious/comatose, nurse can also test for “doll eye” reflex) 



 9

1. Hold eyelids open 
2. Quickly, gently turn head side to side 
3. If eyes move in opposite direction from the side turned, reflex is intact. 

D. Evaluation of motor function 
1. Test grip in both hands at same time 
2. Ask resident to squeeze your fingers as hard as he can and compare grip 
3. Ask resident to close eyes, extend arms straight out with palms up. See if either arm drifts down or pronates indicating muscle 

weakness 
4. If unconscious, exert pressure on nail bed with blunt pencil or pen end and compare reaction.  

E. Check pulse respiration and blood pressure. (Widening pulse pressure indicates increasing intracranial pressure. 
F. Record findings on the Neurological Check Monitor form. 

1. Every 15 minutes for the first two hours after the incident 
2. Then every 2 hours for the next 10 hours. 
3. Then every 4 hours for the next 24 hours or the last day of monitoring. 

G. Report all evaluations that present outside of the normal parameters to the resident’s physician. 
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COUMADIN FLOW SHEET 
 

___________________________________________ 
RESIDENT 
 
 

Date PT INR Coumadin Order Initials 
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Coumadin Log 
 

Resident Name 
 

Date Coumadin Dose PT/INR 
result 

Physician/ 
responsibl
e party 
notified 

Y/N 

Coumadin 
dose 

adjusted 
 

Y/N 
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TOPIC:  Anticoagulation Monitoring 

OBJECTIVE:  Educate DON and licensed staff to accurate monitoring and tracking of residents 
receiving Coumadin in relationship to PT/INR’s and reporting and documentation 
 

TOPIC OUTLINE: 
1. All residents receiving Coumadin will have a Anticoagulation Medication log initiated upon 

admission or upon initiation of Coumadin.  All information will be entered on this log: date, 
time, current medication, PT/INR results, previous medication, date of next lab draw and 
the nurses initials who is making the entry.  An entry will be made when there is PT/INR 
results received and or dosage changes.  At shift change the on coming nurse will review 
and sign the backside of each Anticoagulation Medication log, the signature verifies that 
the nurse is aware of those who are receiving Coumadin and potential complications that 
may arise.  This review is handled in the same manner, as you would complete during 
narcotic count. 

 
2. On a daily basis the Unit Manager or designee will utilize the daily Coumadin flow sheet 

log to ensure all components on the Anticoagulation Medication Log are complete.  Unit 
Manager or designee will sign off that the Anticoagulant Medication log was complete. 

 
3. All residents receiving Coumadin will have in place an Anticoagulant POC, notation of the 

resident being on blood thinners and being at risk for bleeding will also be noted on the 
STNA ADL POC 

 
4. Ongoing monitoring may be changed to no less frequently than weekly by nursing 

administrative staff. 
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 ANTICOAGULATION MEDICATION LOG 

 

Resident Name:_____________________________________ 

 
  

Date Time Current Medication 
Result PT/INR 

PT     INR Previous Medication 

Date of 
next lab 

draw 
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My signature on this form indicates that I am aware of the Residents status regarding Anticoagulation Therapy.  As a Nurse I am responsible for 
following Physician orders pertaining to medication administration and Lab work. 
 

Date 7am – 7pm Nurse Signature 7pm – 7am Nurse Signature 
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My signature on this form indicates that I am aware of the Residents status regarding Anticoagulation Therapy.  As a Nurse I am responsible for 
following Physician orders pertaining to medication administration and Lab work 
 

 
Date 

11pm – 7am 
Nurse Signature 

7am – 3pm 
Nurse Signature 

3pm – 11pm 
Nurse Signature 
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