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Evaluation of the Safety and Efficacy of Warfarin
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Warfarin has been the mainstay of oral anticoagulant therapy for more than 60 years.
Their effectiveness has been established by well-designed clinical trials for the
prevention of thrombus formation and subsequent thrombo-embolic events. Warfarin
is still challenging to use in clinical practice due to its narrow therapeutic window,
considerable genetic variability between patients, and interactions with drugs and diet.
The American College of Chest Physician (ACCP) guideline recommends a target
INR 0f2.0-3.0 for stroke and venous thromboembolism prevention. However,
physicians in Taiwan or HongKong tend to consider Chinese are less prone to
thromboembolic events and more likely to have bleeding complications from warfarin.
The purpose of the study is to determine an optimal INR range for patients at Wan
Fang Hospital, Taipei, Taiwan.

A total of 161 patients with warfarin use were enrolled in this retrospective study from
March 1 2006 to September 30 2008. The mean age was 68.8 + 13.4 years. The INR
range was divided into six categories: <1.5, 1.5-1.9, 2.0-2.4, 2.5-2.9, 3.0-3.4, and *3.5.
The overall incidence rate of the events was defined as the ratio of the number of
events that took place at that range of INR to the number of patient-months at that
range. Total follow-up time was 3504 patient-months. The overall incidence rates of
INR range <1.5, 1.5-1.9, 2.0-2.4, 2.5-2.9, 3.0-3.4, and *3.5 were 8.1, 5.6, 2.0, 7.6, 33.3,
and 121.2 per 1000 patient-month, respectively. Thrombosis is significantly likely to
occur when INR is less than 2.0. Bleeding is significantly likely to occur when INR 1is
higher than 3.0. The overall incidence rates at INR of >3 is higher than that at INR of
<2 or 2-3(P<0.001). The incidence rates of thrombosis is significant higher when
INR<2 for secondary prevention (P<0.05). Age is the risk factor of thrombosis after
adjusted by sex, hypertension, diabetes, hyperlipidemia, heart failure, coronary artery
disease, renal function (odds ratio =1.102, 95% CI=1.004-1.209, P=0.041).
Thrombosis is more likely to occur when age is greater than 73 years old.

During the course of this study, 1 mg warfarin was added into the hospital formulary.

Among the patients who were shifted from 5 mg to 1 mg, no difference in daily



dosing and percentage of patient in target INR range was found before and after the
switch. The average daily dose is lower after the switch(P<0.001).

These results suggest that the dose of warfarin can be adjusted to maintain a target
INR of > 2 for secondary prevention, and <3 for all patients in the studied population.
Further warfarin education and INR monitoring are warranted to discover the most

safe and effective INR range in Taiwanese .



