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St Helens CCG 
The Gamble Building 
Victoria Square 
St Helens 
WA10 1DY 
 
 

Dear Sir/ Madam 
 
Re: Freedom of Information Request 
 
Further to your recent Freedom of Information request regarding Atrial Fibrillation (AF) 
Service, please see below our response to your request. 
 
Request: 
 
Under the Freedom of Information Act (2000) I am requesting the following information. 
 
1. Do you have Locally Commissioned Service (LCS) for the support of people with Atrial 

Fibrillation (AF)? 
2. If so can you provide a service specification 
3. Can you also provide a financial breakdown of the service 
 
Response: 
 
1. Yes 
2. Please see attached the Service Specification for the Anticoagulation Prescribing and 

Monitoring Services 
3. Financial Breakdown as follows: 
 
GenPrac 02 - Anti-Coagulation Prescribing and Monitoring Services 
Level 1 - Prescribing only - £8 per patient per annum 
Level 2 - Monitoring and prescribing - £275 per patient per annum 
Level 3 – Initiation - One off fee of £150 per patient 
 
Should you require any further information or clarification regarding this response or do not 
feel that your request has been answered as you would expect, please contact us to discuss.  
 
We also wish to take this opportunity to inform you that a formal complaints and internal 
review process is available, which will be managed by a FOI Appeals Officer. 
 
This can be formally requested and must be done within a reasonable period of time (3 
calendar months) from the date this response was issued.  
 
Where you are not satisfied with the response to a request for information that falls within the 
Environmental Information Regulations, you should make a representation for a review to 
FOI Appeals Officer, sthelensccg.foi@nhs.net within 40 days of receipt of the response. 
 

mailto:sthelensccg.foi@nhs.net
mailto:sthelensccg.foi@nhs.net


If you are not satisfied with our review under the Freedom of Information Act or the 
Environmental Information Regulations, you may apply directly to the Information 
Commissioners Office (ICO) for a review of your appeal decision.  Generally, the ICO cannot 
make a decision unless you have exhausted our complaints procedure.  
 
The ICO can be contacted at;  
 
ICO, Wycliffe House, Water Lane, Wilmslow, Cheshire, SK9 5AF  
www.ico.gov.uk   
 
Should you need any further clarification or assistance, please do not hesitate to contact me 
quoting the above reference. 
 
Yours sincerely,  
 

 
 
Angela Delea 
Associate Director – Corporate Governance 
NHS St Helens Clinical Commissioning Group    

http://www.ico.gov.uk/


Service Specification 
No. 

GenPrac 01 

Service Anticoagulation Prescribing and Monitoring Services 

Commissioner Lead Karen Leverett 

Provider Lead See page 3 

Period 1st April 2018 - 31st March 2019 

Date of Review 1st December 2018 

1. Population Needs 
  
This Service is designed to be one in which:- 

 Therapy should normally be initiated in Secondary Care for recognised Indications for 
specified lengths of time. 

 Maintenance of Patients should be properly controlled. 
 
Providers should comply with relevant Guidance and NPSA Alerts including: CG108 Chronic Heart 
Failure; CG036 Atrial Fibrillation; and NPSA Alert 18. 
 

2. Outcomes 
 

2.1 NHS Outcomes Framework Domains & Indicators 

Domain 1 Preventing people from dying prematurely X 

Domain 2 Enhancing quality of life for people with long-term 
conditions 

X 

Domain 3 Helping people to recover from episodes of ill-
health or following injury 

X 

Domain 4 Ensuring people have a positive experience of 
care 

X 

Domain 5 Treating and caring for people in safe environment 
and protecting them from avoidable harm 

X 

   
 

 
 

 
3. Scope and Applicable Service Standards 

 

Anticoagulation LCS 
Level 1  

(Prescribing Only - Monitoring being done by the Hospital) 
 
3. Service Outline and Monitoring Arrangements 
 

1.1 Service Outline 
 

3.1.1 To ensure that at initial diagnosis, and at least annually, an appropriate review of the 
patient’s health is carried out including checks for potential complications and, before 
prescribing, a review of the patient’s own monitoring records to ensure monitoring is up to 
date. 
 

3.2  Patient Monitoring.  
  
3.2.1 To ensure that all clinical information related to the LCS is recorded in the patient’s 

own G.P held lifelong record, including the completion of the “Significant Event” 
record that the patient is on warfarin.  



 
3.2.2 The Practice should have access to relevant information with regard to the safe 

prescribing of the warfarin relevant biochemical and physiological monitoring and 
drug interactions.  

 
3.2.3 The Practice must ensure that all patients (and/or their Carers and support staff 

where/when appropriate) are informed of how to access appropriate relevant 
information 

 
3.3 Annual Review  

 
3.3.1 The Practice must provide an Annual Review to the CCG and submit by 1st March 

2019 which includes the following:- 
 

 Report of Untoward Incidents.  

 A review of the success of the practice in maintaining its patients within the 
designated INR range 

o Information on the number of patients being monitored, the indications of anti-
coagulation, i.e., DVT etc. and the duration of treatment 

o Brief details as to arrangements for each of the aspects highlighted above. 

 Details of the standards used for the control of anti-coagulation 

 Total number of patients treated with the warfarin at any one time during the previous 
12 months monitoring period.  

 Total number of patients stopping warfarin abruptly. 

 Total number of patients with episodes requiring admission possibly related to the 
use of the warfarin. 

 Total number / details of patients whose deaths are believed to be caused at least in 
part by warfarin. 

 Description of the practices relationship with Secondary Care. 

 Reports information relevant to the NPSA Alert 18. 

 

 
 

Below are the National Warfarin Prescribing Guidelines that accompany this LCS 

 
Background:  Warfarin use is increasing as new indications for its efficacy have been 
recently identified. Nevertheless, its use is associated with adverse effects, particularly 
bleeding, and optimum management can be achieved by shared care between hospital and 
G.P. The present indications for warfarin, together with the presently agreed degree of 
anticoagulation for that indication are shown in Tables 1 and 2. 
 
Table 1: Therapeutic recommended uses and International Normalised Ratios (INRs) 
for those uses (British Society of Haematology1) 
 
An INR which is within 0.5 units of the target value is generally satisfactory; larger 
deviations require dosage adjustment. Target values (rather than ranges) are now 
recommended. 
 

                                                      
1  Guidelines on Oral Anticoagulation with Warfarin - fourth edition. Br J Haematol 2011;154: 
311-324 

 



Treatment of DVT or Pulmonary Embolism                                                       2.5 
(including those associated with anti-phospholipid syndrome 
or for recurrence in patients no longer receiving warfarin) 

Atrial Fibrillation                                                                                                  2.5 

Cardioversion (target INR achieved 3 weeks before  
and continued for 4 weeks after)                                                                       2.5 

Dilated Cardiomyopathy                                                                                     2.5 

Mitral Stenosis or Regurgitation                                                                          2.5 
In patients with either atrial fibrillation,  
a history of systemic embolism, a left atrial thrombus,  
or an enlarged left atrium 

Bioprosthetic Heart Valves                                                                                  2.5 
In the mitral position (treat for 3 months),  
or in patients with a history of systemic embolism  
(treat for at least 3 months), 
or with a left atrial thrombus at surgery (treat until clot resolves), or with other risk factors  
(e.g. atrial fibrillation or a low ventricular ejection fraction) 

Acute Arterial Embolism requiring Embolectomy                                                 2.5 
(consider long term treatment) 

Myocardial Infarction                                                                                           2.5 

Recurrent DVT or Pulmonary Embolism in Patients                                            3.5 
currently receiving anticoagulation  
and with an INR above 2 

 
Table 2 
 

Recommended INR for Mechanical Prosthetic Heart Valves 
Prosthesis                                      INR Target                                    INR Target 
Thrombogenicity*                     No patient risk factors               Patient related Risk Factors** 
       Low                                              2.5                                               3.0 
 
     Medium                                          3.0                                               3.5 
 
      High                                              3.5                                                3.5▼ 
 

*Prosthesis Thrombogenicity 
Low: Carbomedics (aortic position), Medtronic Hall, St Jude Medical (without silzone) 
Medium: Bjork-Shiley, other bileaflet valves 
High: Starr-Edwards, Omniscience, Lillehei-Kaster 
 
** Patient related Risk Factors for Thrombosis 
Mitral, tricuspid or pulmonary position; previous arterial thromboembolism; Atrial Fibrillation; 
left atrium diameter >50mm; mitral stenosis of any degree; left ventricular ejection fraction 
<35%; left atrial dense spontaneous echo contrast. 
 
▼Was 4.0 in Vahanian et al (2007)  
 
Dosage Régimes 
 

 The average dose of Warfarin required daily is around 5 mg (range 1-9 mg) but may vary 
markedly because of several factors.  Warfarin should be given once daily (5-6 pm is an 
ideal time) and is given as a tablet for oral administration. [Tablet strengths are 0.5mg 
(white), 1 mg (brown), 3 mg (blue), 5 mg (pink).]  



It is the policy locally to treat the majority of patients using the 1mg (brown) and 3mg (blue) 
tablets. However each patient should be assessed individually. 
 
Duration of Therapy 
 
The following durations of Warfarin for the treatment of Deep Vein Thrombosis and 
Pulmonary Embolism reflect the Recommendations of the British Society for Haematology 

 6 weeks for isolated calf-vein deep-vein Thrombosis. 

 3 months for venous thromboembolism provoked by surgery or other transient risk 
factor (e.g. combined oral contraceptive use, pregnancy, plaster cast). 

 At least 3 months for unprovoked proximal deep vein thrombosis or pulmonary 
embolism; long-term anticoagulation may be required. 

 The patients will be monitored in Secondary Care for the duration of treatment and 
only transferred to Primary Care if treatment is needed lifelong. 

 
 

Anticoagulation LCS 
Levels 2 (Prescribing and Monitoring) & and Optional Level 3 (includes 

Initiation) 
                         
1. Service Description 
 
1.1 Locally Commissioned Service for the provision of Anticoagulation Monitoring.  

 
1.2 This Specification requires Anticoagulation Monitoring Service Providers in Primary Care to 
provide a Level 2 and an optional Level 3 Service (includes initiation).  This means Providers 
would be responsible for sampling, testing and dosing patients using computer decision support 
software. 

 
1.3 Practices participating in this Locally Commissioned Service will be expected to provide 
Level 2 Anticoagulation Monitoring to all eligible patients from their own practice.  
 
 
2. Service Aims 
 

1.1 The overall aim will be to provide an integrated Anticoagulation Service across 
Primary and Secondary Care.  In particular, the Service will:- 
 

 Provide increased capacity in the community to meet the rising demand for 
Anticoagulation Monitoring. 

 Shift some of the burden of Anticoagulation Monitoring from Secondary Care into the 
Community allowing the Haematology Department to focus on new and problematic 
patients. 

 Provide more Services that are near to patients and are easily accessible. 

 Ensure the same high quality of service to patients whether accessed in Primary or 
Secondary Care; 

 Ensure a consistent approach to testing, sampling and dosing across practices and 
between Primary and Secondary Services. 

 Ensure that maintenance of patients is properly controlled and the need for continuation 
of therapy is reviewed regularly and therapy is discontinued where appropriate. 

 Enhance the confidence and develop the skills of G.Ps and Practice Staff who have an 
interest in Anticoagulation Monitoring; 

 Improve the Primary/Secondary Care interface resulting in a streamlined service that 
benefits patients. 



3. Level of Provision/ Service Standards 
 
3.1 Details of relevant NICE or other Clinical Guidance 
 

CG108 Chronic Heart Failure 

CG036 Atrial Fibrillation 

 
 
3.2 Details of other specific Quality Standards 
 
Adhere to NPSA Alert 18 and any future relevant NPSA/MHRA Alerts 
 
4. Risk Management 
 
4.1 The LCS must not reduce the quality or availability of existing Service Provision.  

 
4.2 The CCG, relevant stakeholders, including staff, are kept informed of and where 
appropriate, consulted on the management of significant SLA Risks faced by the 
Organisation.  
 
4.3 Reporting and Investigation of Adverse Incidents 

 Adverse incidents must be reported and investigated in line with relevant legislation, 
National and Local Guidance.   

 Following analysis of the causes of the adverse incident, any learning that can be 
shared to prevent recurrence of the incident should be shared with the CCG for 
distribution to other practices. 

 
4.4 Identification and Mitigation of Risks 

 All risks relating to the treatments contained in this LCS should be identified recorded 
and scored in accordance with National and Local Guidance. 
 

5. Eligibility to Provide the Service 
 
5.1. Eligibility 

 Each Practice must ensure that all staff involved in providing any aspect of care 
under this Scheme has the necessary training and skills to do so. 

5.2 Satisfactory Facilities 

 The CCG must be satisfied that practices carrying out anti-coagulation have such 
facilities as are necessary to enable them to provide anti-coagulation properly. 

 

 National Guidance on Premises Standards has been issued (Department of Health - 
Health Building Note 46 General Medical Practice Premises).  

 
Near Patient Testing and Quality Control 
 
Practices will be expected to provide Near Patient Testing (NPT) to determine patients’ INR 
Levels using a coagulometer.  This will be the CoaguChek-XS Plus, produced by Roche 
Diagnostics. The revised fee per patient will cover the cost of the NPT equipment and 
supplies including the test strips and finger prick equipment.    
 
The NPT equipment must be properly maintained and calibrated, and a record of patient 
identity, date and time of testing, test strip lot number, and operator must be kept to create 
an Audit Trail.  Cleaning procedures recommended by the manufacturer should be adhered 
to and Health and Safety Standards should be followed at all times.  Sharps should be 



disposed of through the CCG’s existing arrangements. Practices will be expected to follow a 
prescribed Internal Quality Control (IQC) System 
The practice will fund participation in the UK National External Quality Assessment Scheme 
(NEQAS) for Blood Coagulation which monitors the performance of coagulometers.   Practices 
will be sent at least four surveys per year each comprising two samples for INR determination so 
that the quality of testing equipment can be assured and maintained. The link to the NQES 
website is included in the resources section. 
Patient Testing should be stopped following any failure to produce an acceptable result as a 
result of the IQC system or if the instrument receives a result outside the consensus from 
NEQAS and the practice GP clinical lead should be advised.  In such circumstances, patients 
should be referred to an alternative provider until the problem is identified and resolved. 

 
Computerised Decision Support Software (CDSS) 
 
The CCG will fund the purchase of Computerised Decision Support Software (CDSS).  The 
software will provide guidance on dosing as well as record patient details and outcomes.  The 
software will enable providers to develop and maintain an up-to-date register of patients which 
will include patient name, date of birth, the indication for, and length of, treatment, including the 
target INR.  All systems will be set up to follow the same procedures as determined by the 
Anticoagulation Department at Whiston including standardised recall periods.   

 
 

St Helens CCG has selected the web-based version of INRStar which will allow individual 
practice systems to be integrated and viewed by the CCG.   
The computer support system should be set up as follows:- 

 Rapid retrieval of data to screen or printer. 

 Data storage in chronological order. 

 Dosage recommendations according to Algorithm or Guidelines approved by Consultant in 
charge of the Service - this should include evaluation of results over the full range of INR 
results. 

 An alerting system for patient results which fall outside defined criteria. 

 A facility to over-ride computer recommendations. 

 Patient recall for testing according to agreed criteria based on previous stability with invalid 
date alerts. 

 An alerting system for non-attendees. 

 An alerting system for discontinuation of treatment. 

 A prompt system to check for bleeding problems when high INR values are obtained. 

 A system to record bleeding/thrombotic event or other rare side effects. 

 A facility to audit results. 
 
5.3. Verification 
 
Verification may involve randomly selecting a number of case records of patients in which 
the review has been recorded as taking place to confirm that the components have been 
undertaken and recorded. 
 
5.4. Training 
 
INR Star Training and equipment training will be organised by St Helens CCG to ensure all 
provider staff or those contracted by the practice to provide the service have the necessary skills 
and knowledge to conduct anticoagulation monitoring and use the equipment supplied.  If costs 
are involved this will be funded by the CCG. 
 
 



The G.P Clinical Lead of each Primary Care Service should have:- 
 

 The ability to safely manage a Primary Care based Anticoagulation Clinic using near 
patient testing for INR estimating, interpreting INR results and assessing the dose of oral 
anticoagulation in order to maintain results within their appropriate target value. 

 A comprehensive understanding of the conditions requiring oral Anticoagulation Therapy 
and the target ranges for warfarin therapy. 

 The ability to evaluate which target INR is required when treating different conditions. 

 An understanding of the pharmacology of warfarin and determine the relevant 
medication, side effects, antidotes, interaction and dosing. 

 The ability to critically analyse all aspects of anticoagulation management and therefore 
evaluation aspects for safe practice. 

 
 

The practical aspects of the training will involve providing and testing the following 
competencies:- 
 

Competency Method of Assessment 

The ability to take capillary blood samples 
demonstrating good finger-prick technique. 

Demonstration of good finger-prick 
technique. 
 

The ability to use CoaguChek machine correctly. Demonstration of competency.  
 

The ability to use the computerised anticoagulant 
advisory system. 

Demonstration of competency. 

 
5.5. Nursing Support 
 
Nurses assisting in Anti-coagulation Service Procedures should be appropriately trained and 
competent, taking into consideration their professional accountability and the Nursing and 
Midwifery Council guidelines on the scope of professional practice. 
 
5.6 Health Care Assistant Role 
 
Health Care Assistants can be utilised to take the finger-prick blood test but are not deemed 
suitably trained to make dosing decisions. 
 
5.7 Consent  
 
In each case the patient should be fully informed of the treatment options and the treatment 
proposed. The patient should give informed consent for treatment and a record of should be 
filed in the patient’s lifelong medical record. 
 
5.8 Education and Continuing Information for Patients 
 

Patients2 arriving for their first visit for Anticoagulation Monitoring in Primary Care may 
have had information on the management of, and prevention of, secondary 
complications of their condition.  This will be reviewed with them and educational 
counseling should also be provided at each appointment to ensure the patient is aware 
of and understands the following:- 
 

 Name of drug and current dose. 

                                                      
2
 And/or their Carers and support staff when appropriate. 



 Target INR. 

 Reason for and objectives of treatment. 

 Anticipated length of treatment. 

 What to do in the event of a missed dose. 

 Symptoms of under and overdose and what to do it these occur. 

 Drug and food interactions. 

 What to do if dental treatment or surgery is required. 

 Contact details for the provider in case of concerns. 

 Express dose in milligrams and number of tablets. 

 Alcohol interactions. 
 
6. Service Outline and Monitoring Arrangements 
 

a. Service Outline 
 

St Helens CCG will fund the provision of practice-based oral Anticoagulation Management 
clinics in Primary Care utilising Near Patient Testing (NPT) for INR Monitoring and 
Computerised Decision Support Software (CDSS) for dosing advice.   
 
The role of the CCG is to ensure that services provided in Primary Care are in accordance with 
the Service Level Agreement for the provision of Level 2 (& 3) Anticoagulation Monitoring.   
In particular, St Helens CCG will:- 
 

 Ensure Practices have the appropriate training and are accredited prior to providing the 
service to patients. 

 Ensure that a system is in place for patients to receive urgent medical advice relating to 
anticoagulation. 

 Ensure participation of sites in NEQAS for Quality Control. 

 Maintain a regular system of Quarterly Clinical Audit and Annual Reviews. 

 Approve and purchase Computer-assisted Management Programmes and NPT 
equipment prior to implementation. 

 Facilitate and fund CPD Training for Service Providers. 

 Ensure Anticoagulation Guidelines are available for the management of under- and over-
Anticoagulation. 
 

The Anticoagulation Provider will be responsible for ensuring that the Service is provided 
according to the Service Specification.   
In particular, that:- 
 

 Dose recommendations and recall are made according to approved Guidelines. 

 Patient education regarding Anticoagulation Therapy is provided and the patient  
hand-held record is kept up-to-date. 

 Quarterly Audits are performed. 

 An Annual Review is performed. 

 Patients are referred to A&E or Secondary Care where required. 

 Adverse events are reported. 

 Contingency plans are in place to cover annual or sickness leave. 

 All elements of the Specification are followed. 
 
6.2 Patient Monitoring -Target Population and Eligibility Criteria 
 
Practices must ensure that details of the patient’s monitoring as part of the LCS are included 
in his/her lifelong record.  



All patients within St Helens who require Anticoagulation Monitoring and who fit the criteria 
below will be eligible for the Primary Care Anticoagulation Service.  This includes domiciliary 
visits as well as in-practice clinics. 
In general, only patients considered ‘stable’ by the Hospital Anticoagulation Team (e.g. have 
had 3 INR results at least 7 days apart all within the target range and without any intervening 
dose alteration) should be referred to Primary Care.   
 
In addition, patients with the following conditions/problems should be excluded from the Primary 
Care Service:- 
 

 A known hereditary or acquired bleeding disorder. 

 A known hereditary or acquired thrombophilia. 

 Have had a DVT/PE in previous month. 

 Liver failure. 

 Documented evidence of CNS haemorrhage in the previous 6 months. 

 Gastro-intestinal bleeding in the previous 6 months. 

 Children under 16. 

 Pregnant/ 

 Other conditions the Hospital Anticoagulation Team considers should exclude the patient 
from management in Primary Care. 
 

Caution should be exercised when referring patients with the following conditions/problems into 
the Primary Care Service:- 
 

 A known Alcohol Problem. 

 IV Drug Users. 

 Patients in Nursing Homes. 

 Patients with severe Heart Failure 

 Patients on Chemotherapy for malignant tumour. 

 Other conditions the Hospital Anticoagulation Team considers problematic for 
management in Primary Care. 

 
6.3. A Register  
 
Practices should be able to produce and maintain an up-to-date register of all patients 
whose Anticoagulation is monitored by the practice, indicating:- 
  
Patient Name, Date of Birth, NHS Number. 
Name and Designation of Person carrying out the procedure. 
Documented Patient Consent. 
Date of Initiation and duration of Treatment. 
Treatment effect monitoring where appropriate. 
 
6.4. Record keeping 
 
Hand-held Records 
Each patient will have an individual hand-held record or ‘yellow book’ in which INR levels, 
dosing information, date of next test and contact numbers for advice are recorded, which they 
will take with them if they move from Secondary to Primary Care and which should be 
maintained by the Primary Care Service.  Patients should be encouraged to carry their yellow 
book with them at all times and to show it to any Health Professional whenever they seek 
treatment or advice. 
 
Record-keeping 



Anticoagulation Providers will keep a record for each patient that will be updated at each clinic 
visit and will include:- 

 Patient’s INR. 

 Dose of Anticoagulant. 

 Date of next Appointment. 

 Information from the patient about unusual bleeding or bruising, adherence to treatment, 
other medication, changes in diet or planned surgery. 

 Information from the Prescriber (where appropriate). 

 Additional information from the Patient’s Medical Notes (where appropriate). 
 

In addition, the Provider should be able to provide the following for any patient under their care:- 

 Patient Name and Address. 

 Date of Birth. 

 Indication for Treatment. 

 Length of Treatment. 

 Target INR. 

 Relevant notes supporting dose decision, counselling and self-management. 

 Time spent within target range. 

 Frequency of missed appointments. 

 Medical Conditions, Hospital Admissions likely to affect anticoagulation such as 
increased risk from haemorrhage. 

 Bleeding episodes and adverse events. 

 Discontinuation date. 

 Name of initiating Consultant or G.P. 

 Any actions taken other than dosing and retest dates. 
 

The Computerised Decision Support Software provided to practices will be set up to store this 
information.  

 
The Practices will also be required to ensure that all clinical information related to the 
Service is recorded in the patient’s own G.P held lifelong record, including the completion of 
the ‘significant event’ record that the patient is on warfarin. 
 
The Practice is required to submit activity monitoring data to the CCG in the recognised 
CCG Monitoring Data Format on a quarterly basis. This data should be submitted to the 
CCG within one month of the end of the quarter i.e. in July, October, January and April. This 
data will trigger payment and should be submitted with the required Audit Data as specified 
in 6.8. 
 
6.5. Call and Recall - Primary Care Clinic Arrangements 
 
All Practices will need to name a G.P as the Clinical Lead who will be responsible for ensuring 
that the Service is delivered in accordance with the specification. 
 
All patients will be seen in person either in a clinic or at home by a Health Professional who has 
undergone training approved by the CCG.  The Service can be delivered by a G.P or Nurse 
within the Practice or, alternatively, the Primary Care Anticoagulation Provider can sub-contract 
a Pharmacist trained in Anticoagulation Management or a Clinical Nurse Specialist working on 
an outreach basis to provide the service.  Practices will be expected to run Anticoagulation 
Clinics at minimum once a week, but preferably twice, depending on the number of patients 
being anti-coagulated. 
 



The length of time between test dates will vary but patients should have their INR checked at 
least every 8 weeks. Less stable and new patients will require more frequent tests3.   The 
Provider should ensure that a systematic call and recall system is in place and should be able to 
provide data to demonstrate the effectiveness of the system.  Under normal circumstances a 
patient who fails to attend a clinic at an agreed time should be contacted by telephone or 
standard letter. The provider should implement appropriate and effective strategies for 
monitoring and targeting non-attenders. 
 
Practices are clinically responsible for all patients under their care for Anticoagulation Monitoring 
and should ensure that explicit contingency plans are in place to cover periods of absence for 
annual or sickness leave both for the running of clinics and for advice to patients who have 
queries or problems.  
 
For patients in Care Homes, a written record should be provided to the home before the next 
dose is administered. This should be in the patients yellow book, or if this is not possible a fax 
until the yellow book is received. 
 
6.6. Medication 
 
The prescription of medication will remain the responsibility of the patient’s G.P as at present on 
the advice of the Anticoagulation Monitoring Provider whether in Primary or Secondary Care. 

 
Dosage of oral anticoagulants should be calculated using Computerised Decision Support 
Software for stable patients. Dosage calculations and recall periods should be manual for 
initiation and re-starts until the patient is stable (still record in INR Star in the history). 

 
The anticipated duration of overall treatment will be documented at the point of the initial 
referral. Whether treatment should be discontinued should be reviewed regularly and at least 
annually.  Responsibility for the decision to discontinue warfarin will reside with the patient’s 
G.P, but the Anticoagulation Provider should raise the issue when appropriate.  Oral 
anticoagulants will be discontinued on an agreed defined date and all people involved in the 
patient’s care informed. 
 
6.7. Annual Review 
 
Practices will be required to conduct a formal review of a patient’s health at least annually, 
including checks for potential complications and, as necessary, a review of the patient’s own 
monitoring records and duration of treatment.   
 
6.8. Audit.  

 
One of the important advantages of CDSS is that it provides a facility for Audit of performance 
on a regular basis.  The Audit Parameters will include measures on therapeutic control as well 
as Clinical Outcomes Measures. The time patients spend within therapeutic range can be 
calculated using the software package provided.  Patients should expect to be within their own 
therapeutic range for at least 60% of the time.   

 
A Quarterly Audit (Appendix D) will be performed, to be submitted to the CCG with financial 
claims to assess:- 
 

                                                      
3 It is estimated that stable patients will require on average 4-6 weekly visits (or 9-13 visits a 

year).  100 patients will therefore require 900 to 1,300 visits in total which will mean practices 
will see approximately 17-25 patients a week. 



 Number of critical incidents/untoward events over the review period that relate to the 
Service. 

 Number and percentage of patients within, above and below target INR range over the 
review period (within 0.5 and 0.75 of target INR). 

 Number of bleeding episodes, during the review period that required admission or 
referral to Secondary Care. 

 Number of patients referred back to Secondary Care and the clinical reason for the 
referral. 

 % of INRs above 5. 

 % of INRs above 8. 

 % of patients lost to follow-up. 

 % of patients with unknown diagnosis, target INR or stop date. 
 
All practices involved should perform an Annual Review (Appendix E) to be submitted to the 
CCG, which should include information on:- 
 

 The name of the Practice Clinical Lead. 

 The number of patients being monitored, indications for treatment and the anticipated 
duration. 

 Details of the Near Patient Machine used (Lot number and Model). 

 Details of internal and external quality control.  

 Details of trained staff, qualifications, and skill review dates. 

 Number of Complaints received over the review period that relate to the Service. 

 Results of Patient Satisfaction Questionnaires (See Appendix C). 

 Number of critical incidents/untoward events over the review period that relate to the 
Service. 

 Number and percentage of patients within, above and below target INR range over the 
review period (within 0.5 and 0.75 of target INR). 

 Number of bleeding episodes, during the review period that required admission or 
referral to Secondary Care. 

 Number of patients referred back to secondary care and the clinical reason for the 
referral. 

 Number of home visits during the review period. 

 % of INRs above 5. 

 % of INRs above 8. 

 % of patients lost to follow-up. 

 % of patients without appropriate written educational information.   

 % of patients with unknown diagnosis, target INR or stop date. 
 

Most of this information should be derived from the software provided to Anticoagulation 
Providers. 
 
7. Professional Links 
 
To work together with other professionals when appropriate. Any Health Professionals 
involved in the care of patients in the programme should be appropriately trained. 
 
8. Referrals out of Primary Care 
 
Patients should be referred to the A&E Department if they have:- 

 Signs or symptoms of major bleeding or thromboembolism. 

 Thought to be at risk of major bleeding or thromboembolism. 
 



Recommendations for the Management of Bleeding and excessive Anticoagulation are set out in 
Table 5 of Appendix B. 
 
9.  Doser 
 

 Means any person who is suitably trained and qualified who, upon receipt of relevant 
information from laboratories or near- patient testing equipment or otherwise, with or 
without computer - assisted decision - making equipment, determines as the relevant 
Service may require, the drug dosage for patients of practitioners in a practice. 

 These people need to be named by the Practice and approved by the CCG. 
 
10. Untoward Events 
 
It is a service requirement that any adverse event is notified to the CCG Clinical Lead within 72 
Hours of the information becoming known to the Practitioner.  This is in addition to a 
Practitioner’s Statutory Obligations.  The reason for this is to detect any systematic problems of 
quality within the service rather than performance management of individual Service Providers.    
‘Adverse Event’ means:- 
 

 Any Serious Untoward Incident (such as equipment or serious communication failure or 
the issue of an incorrect prescription).  This should be reported in the usual way and the 
Clinical Lead should also be copied in.  

 Any clinical event which is or may be due to usage of the drug(s) in question or 
attributable to the relevant underlying condition should also be notified to the Clinical 
lead including:- 

 Any patient who has a major bleed or thrombosis. 

 Any apparent drug reaction or interaction. 

 Death of a patient on Anti-coagulation therapy, whatever the cause. 
 
11. Accreditation 
 
Practices will need to be appraised and validated by St Helens CCG to ensure they have the 
facilities, medical experience, training and competence as is necessary to enable them to 
provide anticoagulation monitoring and that they will be able to meet the criteria as laid down in 
the Specification. 
Primary Care Anticoagulation Providers will need to submit the following details to St Helens 
CCG to obtain accreditation (Appendix F):-  
 

 Clinical Lead within Practice. 

 Information about Practice staff involved in service delivery, their qualifications and 
training and training needs. 

 Details of any external Providers/Non-staff Members to be used in delivery of the Service 
and their qualifications, training and training needs. 

 Service Contingency Plans. 
 

The CCG will fund events for Professionals involved in providing Anticoagulation Monitoring in 
Primary and Secondary Care to share best practice, information and knowledge.   Arrangements 
must be in hand for continuing professional development of the staff delivering the service, with 
regular training updates. 
 
 
 
 
 



 

Appendix A:  
 
Policy for the appropriate Transfer of Patients from Secondary to Primary Care 

 
A1 Existing Patients 
 
When a practice’s patients are ready to be transferred into Primary Care, the practice will 
be instructed to compile a list of their patients currently being prescribed Warfarin.  This 
list should then be faxed/ sent to the Anticoagulation Department at Whiston Hospital.   
Until all practices are covered by the Primary Care Service, the Anticoagulation 
Department will continue to provide anticoagulation monitoring to existing patients who 
would otherwise be eligible.   
 
The Anticoagulation Department will review the practice’s list, assessing patient eligibility 
for referral to the Primary Care Anticoagulation Service.  The Secondary Care Provider 
will then send/fax the amended list back to the practice and the Primary Care Provider 
(where different), identifying:- 
 

 Patients eligible for transfer into Primary Care. 

 Patients unsuitable for transfer who will continue to be monitored in Secondary Care, 
and 

 Patients whose monitoring is not carried out at Whiston. 
For each patient considered eligible for transfer into Primary Care, the Secondary Care 
Provider will complete a referral form, which will be sent to the Primary Care Provider. 
 
 
The Primary Care Provider will then:-  
 

 Write to patients to explain the new service and inform them that they will be 
transferred into Primary Care in the near future, unless they have an objection. 

 Tell the patient the date of their first appointment with the Primary Care Service, 
unless their next due appointment at the Anticoagulation Clinic is before the date 
of the primary care appointment, in which case the patient should attend Whiston 
as usual4; 

 Send a copy of the patient’s letter to the Secondary Care Provider. 

 Inform the Secondary Care Provider of any patients who object to being 
transferred and who should therefore remain in Secondary Care. 

 
Until the patient confirms they have an appointment for monitoring with their G.P Practice 
patients will remain the responsibility of the Secondary Care Anticoagulation Service.  
Primary Care Providers will be expected to accept all referrals subject to service capacity 
and/or complicating/cautionary factors they feel unable to manage.   
 
Patients who are not eligible for treatment in Primary Care, or who do not agree to be 
treated in Primary Care, will remain under their present Anticoagulation Care 
Management System.  Once the Primary Care Services are fully up and running, all 
eligible patients will be encouraged to receive treatment in Primary Care. 
 
 

                                                      
4 If the patient attends their next clinic appointment, the secondary care anticoagulation 
service will remind the patient that they have been sent a letter about the new service and 
are going to be transferred to primary care 



A2 New Patients 
 
In the long run, the Secondary Care Anticoagulation Service should be able to offer all 
eligible patients the opportunity to be transferred to a Primary Care Service.  However, 
this will depend on the number of practices that agree to provide the service to their own 
patients. St Helens CCG will provide the Anticoagulation Department with a list of all 
Primary Care Providers. When the Department sees a new patient who is eligible to be 
seen in Primary Care and whose practice is covered by the Primary Care Service, they 
should:- 
 

 Advise the patient about the Primary Care Service. 

 If the patient agrees to be seen in Primary Care, inform the Primary Care Provider and 
provide the patient with their next appointment date.  The patient will be asked to cancel the 
appointment if the patient has been accepted into a Primary Care Service and an 
appropriate appointment time has been arranged. 

 Until all Practices are covered by the Primary Care Service, the Anticoagulation Department 
will continue to provide anticoagulation monitoring to new patients who would otherwise be 
eligible.   

 

 

Appendix B:  
 

Warfarin Prescribing Guidelines 
 

B1 General Guidance 
 

       The patient should receive counseling, advice and written information on 
anticoagulant therapy, normally in the form of an anticoagulant booklet. 

 Warfarin has a narrow therapeutic index and regular titration of the dose against the 
anticoagulant effect in the blood, as assessed by the INR, is essential. 

 The patient should be maintained within their therapeutic range as documented in 
Tables 1 & 2. Deviation from the therapeutic range is associated with an increased 
risk of haemorrhage or thrombosis. 

 The currently recognised indications for warfarin therapy, the target INR and optimal 
duration of therapy are detailed in Tables 1 & 2. 

 

B2 Initiation of Warfarin Therapy 
 

 There are various schedules for initiating anticoagulation with warfarin in an 
outpatient setting, the schedule in Table 3 provides for a gradual onset of 
anticoagulation with a minimal risk of over-anticoagulation, even in high risk groups. 

 
 
 
B3  Dosage Regimens 
 

 The dose of warfarin required to achieve the therapeutic target is very variable 
between patients, but usually lies between 1 and 10mg daily. 

 The dose should be taken once a day at a fixed time, preferably 5-6pm. 

 The tablet strengths available are- 
 0.5mg (white), 1.0mg (brown), 3.0mg (blue) and 5.0mg (pink). 

       It is the policy locally to treat the majority of patients using the 1mg (brown) and   
      3mg (blue) tablets. However each patient should be assessed individually. 



 The current INR and recommended dose of warfarin should be recorded in the 
patient’s yellow anticoagulant book. 

 The recommended dose should always be specified in figures, i.e. Xmg, taking 
particular care when writing doses involving 0.5mg increments.  It is helpful to also 
specify the number and colour of tablets to be taken to make up the dose e.g. 

 7mg  2 blue + 1 brown tablet daily 
 9mg  3 blue tablets daily 

 
B4  Monitoring 
 

 The frequency of monitoring is determined by the stability of the INR. 

 Recall dates will normally be determined by the dosing support software; however, if 
the patient’s clinical condition is changing, or there have been alterations in other 
medication, then the INR should be checked more frequently. 

 When determining the frequency of recall it is helpful to remember that the full effect 
of a change in dose of warfarin on the INR may take 3 days to become apparent. 

 Many clinical factors or drugs may affect the sensitivity of the patient to the effects of 
warfarin. Some of these are documented in Table 4. 

 A full discussion of the various drugs which may interact with warfarin is given in the 
BNF (Appendix 1 -Drug Interactions, under coumarins). 
 

 For a short course of a new drug (< 5 days) dosage reduction is not essential, but if 
the drug is known to potentiate the effects of warfarin a small dose reduction or the 
omission of one dose of warfarin is appropriate. If a course of treatment > 5 days is 
prescribed the INR should be checked after 3-5 days and the dose of warfarin 
adjusted accordingly. 

 
 
B5 Management of Bleeding and/or Over-Anticoagulation 
 

 Coagulometers using capillary blood are not accurate when the INR is elevated. 
When the INR is > 4.5 the capillary blood INR result must be confirmed on a sample 
obtained by venipuncture before any therapeutic decisions are made. 

 The risk of haemorrhage increases significantly when the INR is > 5.0. 

 The recommendations on the Management of over Anticoagulation or Bleeding, see 
Table 5, are based on National Guidelines. 

 All patients with bleeding should be evaluated to determine whether there is a local 
anatomical cause for the haemorrhage. 
 
 

B6 Contraindications to Anticoagulation 
 

 This is seldom absolute and each patient must be individually evaluated. 

 Pregnancy: exposure of the embryo to warfarin during the 6th to 12th weeks of 
gestation may be associated with the development of an embryopathy and 
throughout gestation there is a continuing risk of foetal haemorrhage. 

 Patients must be warned of the risks and told to seek an early pregnancy test to 
diagnose pregnancy before 6 weeks’ gestation. 

 Any patient taking warfarin who becomes pregnant must be referred urgently for 
hospital evaluation and management. 

 
 
 
 



B7 Discontinuation of Warfarin Therapy 
 

 Concern of a “rebound hypercoagulable state” after stopping oral Anticoagulant 
Therapy has resulted in uncertainty as to whether treatment should be stopped 
abruptly or gradually. 

 Having considered the evidence, the BCSH Guidelines5 state that there is no need 
for gradual withdrawal of Anticoagulant Therapy.  The Guidelines recommend that 
Oral Anticoagulant Therapy can be discontinued abruptly when the duration of 
therapy is completed. 

 
 
B8       Combined Anticoagulant and Antiplatelet Therapy6 
 

 Patients receiving an anti-platelet agent as primary prophylaxis for CVD on 
developing an indication for Warfarin should stop their anti-platelet agent. 

 Patients with Peripheral Artery Disease or previous Ischaemic Stroke on anti-platelet 
therapy should stop this agent if warfarin is commenced. 

 Patients on aspirin or clopidogrel as secondary prophylaxis with stable Ischaemic 
Heart Disease (often defined as >12 months following acute myocardial infarction) 
should stop their anti-platelet agent while being treated with warfarin. 

 Patients on a single anti-platelet agent <12 months following an ACS, who require to 
start warfarin therapy should continue aspirin therapy until 12 months post ACS, 
unless they are regarded as having a high bleeding risk. 

 Patients on aspirin and clopidogrel, following an ACS or stent placement, who 
develop an indication for warfarin should be carefully assessed for bleeding risk and 
discussed with their cardiologist, with a view to introducing Warfarin and minimising 
the duration of triple therapy. 

 When combined warfarin and single antiplatelet agent are indicated, consideration 
should be given to use of aspirin given the higher bleeding risk associated with 
clopidogrel. 

 
Therapeutic recommended uses and International Normalised Ratios (INRs) for those 
uses (British Society of Haematology7) 
 
 

An INR which is within 0.5 units of the target value is generally satisfactory; larger 
deviations require dosage adjustment.  

Target Values (rather than ranges) are now recommended. 
Table 1 
 

Treatment of DVT or Pulmonary Embolism                                                       2.5 
(including those associated with anti-phospholipid syndrome 
or for recurrence in patients no longer receiving warfarin) 

Atrial Fibrillation                                                                                                  2.5 

Cardioversion (target INR achieved 3 weeks before  
and continued for 4 weeks after)                                                                       2.5 

                                                      
5
 Guidelines on Oral Anticoagulation (warfarin) -third edition. Br J Haematol 2006;132(3):   

   277-285 
6 Guidelines on Oral Anticoagulation with Warfarin - fourth edition. Br J Haematol 2011;154:  
  311-324 
7  Guidelines on Oral Anticoagulation with Warfarin - fourth edition. Br J Haematol 2011;154:  
   311-324 

 



Dilated Cardiomyopathy                                                                                     2.5 

Mitral Stenosis or Regurgitation                                                                          2.5 
In-patients with either Atrial Fibrillation,  
a history of systemic embolism, a left atrial thrombus,  
or an enlarged left atrium 

Bioprosthetic Heart Valves                                                                                  2.5 
In the Mitral Position (treat for 3 months),  
or in patients with a history of systemic embolism  
(treat for at least 3 months), 
or with a left atrial thrombus at surgery (treat 
until clot resolves), 
or with other risk factors  
(e.g. atrial fibrillation or a low ventricular ejection fraction). 

Acute Arterial Embolism requiring Embolectomy                                                2.5 
(consider long term treatment) 

Myocardial Infarction                                                                                           2.5 

Recurrent DVT or Pulmonary Embolism in patients                                            3.5 
Currently receiving Anticoagulation  
and with an INR above 2 

 
 
Table 2 
 

Recommended INR for Mechanical Heart Valves 
Prosthesis                                      INR Target                                    INR Target 
Thrombogenicity*                      No Patient Risk Factors           Patient related Risk Factors** 
       Low                                              2.5                                              3.0 
 
     Medium                                          3.0                                               3.5 
 
      High                                              3.5                                               3.5▼ 

 
 
 
*Prosthesis Thrombogenicity 
Low: Carbomedics (Aortic Position), Medtronic Hall, St Jude Medical (without silzone) 
Medium: Bjork-Shiley, other bileaflet valves 
High: Starr-Edwards, Omniscience, Lillehei-Kaster 
 
** Patient Related Risk Factors for Thrombosis 
Mitral, tricuspid or pulmonary position; previous arterial thromboembolism; atrial fibrillation; 
left atrium diameter >50mm; mitral stenosis of any degree; left ventricular ejection fraction 
<35%; left atrial dense spontaneous echo contrast. 
▼Was 4.0 in Vahanian et al (2007) 
 

Table 3: Recommendations for the Initiation of Warfarin Therapy in patients with atrial fibrillation 
 

Low Dose Initiation with Warfarin for AF: target INR 2.5 (range 2-3) 
 

In the treatment of Atrial Fibrillation in elderly patients (>75 years) who do not require 
cardioversion, slow induction of anticoagulation is suitable.  This group of patients may be at risk 
of over Anticoagulation with the standard protocol for initiation.  There are two example 
protocols below. 



Check baseline LFTs, FBC and clotting screen (i.e. APTT and INR). Seek advice from the 
Hospital Anticoagulation Team if there are any abnormalities. 
N.B. There are no dosing Guidelines for patients with a baseline INR of ≥ 1.4 - refer. 
 
 

Low Dose Initiation with Warfarin for AF: target INR 2.5 (range 2-3) 

Day INR Dose 

1 to 7 < 1.4 2mg daily 

8 to 10 <2 3mg daily 

11 onwards <2 4mg daily 

Continue to monitor INR at least weekly, preferably on weekdays and increase warfarin by 1mg 
daily until therapeutic INR achieved. 

 
Reference: Based on Barret, J et al Age and Ageing 2000; 29:457 
 
Alternative Low Dose initiation Protocol used by the St Helens & Knowsley 
Anticoagulation Team:- 
 

Day INR Dose 

0 < 1.4 Start 2mg daily 
 

8  Dosage not changed 
 

15 <2.0 
 

2.0-3.0 
 

>3.0 

Increase to 3mg daily 
 

Continue on 2mg daily 
 

Reduce to 1mg daily 

21 <2.0 
 

2.0-3.0 
 

>3.0 

Increase by 1mg daily 
 

Keep the dose the same 
 

Reduce by 1mg daily 

 
Dosage adjustments by 1mg steps up to 6 weeks; thereafter by 0.5mg until INR is between  
2 - 3. 
 
Table 4: Conditions which May Cause a Change in Warfarin Sensitivity 
 
The following conditions may increase sensitivity to Warfarin and therefore warrant a 
decrease in Warfarin dose:- 

 

 Hepatic Dysfunction and / or Jaundice  

 Alcohol Abuse particularly “binge drinking” 

 Congestive Heart Failure 

 Anorexia 

 Diarrhoea 

 Hyperthyroidism 

 Acute Pyrexial Episode 

 Changes in diet which reduce the intake of Vitamin K * 

 Dietary Components: Cranberry juice 

 Drugs (this list is not exhaustive): 
  Allopurinol 
  NSAIDs   



  Amiodarone  Marked effect 
  Antibiotics  Unpredictable / almost any antibiotic 
  Antifungals 
  Disulfiram 
  Tamoxifen 
  Statins 
  Thyroid hormones 
  Cimetidine 
  Antiplatelet agents increased risk of bleeding 

 
 
The following conditions may cause a decrease in sensitivity and therefore warrant an 
increase in Warfarin dose:- 
 

 Hypothyroidism 

 Changes in diet which increase  the intake of Vitamin K * 

 Dietary Components: Dasheen 

 Herbal Remedies: St John’s Wort, Gingko biloba 

 Drugs (this list is not exhaustive): 
   Anti-convulsants 
   Barbiturates 
   Rifampicin 
   Estrogens & progestogens 
   Sucralfate 
  Note:  When these drugs are discontinued the warfarin dose   
  must be reduced to avoid dangerous over-anticoagulation. 

 
 

* The following foods and supplements are rich in Vitamin K: 
  Dark green vegetables: spinach, kale, spring greens,    
        cabbage, brussel sprouts, broccoli,   
       asparagus, watercress, parsley 
  Beef liver 
  Rapeseed oil 
  Green tea 
 
 

Table 5: Recommendations for the Management of Bleeding and Excessive 
Anticoagulation (BNF 72 September 2016- March 2017) 

 

 
Major Bleeding     Any INR 

 Arrange immediate transfer to the A & E Department. 

 Stop Warfarin. 

 Give Vitamin K 5.0mg by slow IV injection.  

 Inform the Lead Clinician and the CCG Lead. 

 
Minor Bleeding                                             INR > 8.0          (*) 

 Stop warfarin 

 Send an urgent venous sample to the Haematology Department for verification 

 Give vitamin K 1.0mg – 3.0mg by slow IV injection 

 Repeat dose of Vitamin K if INR still too high after 24 hours 

 Repeat the INR daily and restart warfarin when the INR < 5.0 



 

 
No Bleeding                                                       INR > 8.0           (*) 

 Stop Warfarin. 

 Send an urgent venous sample to the Haematology Department for verification. 

 Give oral Vitamin K 1.0mg – 5.0mg using the IV preparation orally (unlicensed  use 
Konakion  
      MM Paediatric® 2mg/0.2ml ampoules).  

 Repeat dose of Vitamin K if INR still too high after 24 hours. 

 Repeat the INR daily and restart warfarin when the INR < 5.0. 
 

 

 
Minor Bleeding                                           INR > 5.0 < 8.0 

 Stop Warfarin. 

 Give Vitamin K 1.0 -3.0mg by slow IV injection. 

 Restart Warfarin when the INR < 5.0. 
 

 

 
No Bleeding                                                                      INR > 5.0 < 8.0 

 Withhold 1 or 2 doses of Warfarin and reduce subsequent maintenance dose. 
 

*In these situations the patient may be managed at Whiston if it is preferred:  
 
Monday to Friday 09.00 to 16.00 hours 

 Contact the Haematology Registrar 

 Inform the Sister on the Ambulatory Emergency Care Unit (AECU) 

 Arrange transfer of the Patient to the AECU  
 

Weekday Evenings, Weekends or Bank Holidays 

 Contact the Medical Registrar on-call 

 Arrange transfer of the patient to the A & E Department 
 
 
 

  



Appendix C 
 

In-Practice Anti-Coagulation Monitoring Service 
Patient Evaluation Form 

 
Dear Sir / Madam:  
We note that you have been using our In-practice Anti-coagulation Service. Therefore we 
are looking for feedback on this service so that it can be evaluated, and would greatly 
appreciate your                co-operation in filling out this short survey before you leave today.  
 
1) Approximately how long have you been on Warfarin? 
 
     _____Years _____ Months 
 
2) Approximately how long have you been receiving treatment In-practice? 
 
     _____Years ____ Months 
 
3a) Do you prefer to be monitored at your practice or in the Hospital? 

□ Practice  

□ Hospital  

□ No preference  
 
3b) Why? 
_________________________________________________________________________
_________________________________________________________________________ 
 
4) How would you rate your Satisfaction with the In-practice service overall? 

□ Extremely Satisfied  

□ Very Satisfied  

□ Satisfied  

□ Unsatisfied  

□ Very Unsatisfied  

□ Extremely Unsatisfied  
  

5) How would you rate your satisfaction with your appointment times for this Service?  

□ Extremely Satisfied 

□ Very Satisfied 

□ Satisfied  

□ Unsatisfied  

□ Very Unsatisfied  

□ Extremely Unsatisfied  
 
 
 
6) How would you rate your satisfaction with how effectively the Service controls your 
Warfarin Levels? 

□ Extremely Satisfied 

□ Very Satisfied  

□ Satisfied  

□ Unsatisfied  

□  



□  
 
7) If you have any other comments or concerns regarding the service please write 
them below- continue overleaf if needed: 
_________________________________________________________________________
_________________________________________________________________________ 
Thank you for filling in this survey.  
 
 
 

Appendix D 
St Helens CCG Anticoagulant Enhanced Service 

Quarterly Audit Q1/Q2/Q3/Q4 2017-18 (please circle) 
Practice 
Name…………………………………………………………………………………………… 
Completed by (Name and 
Role)…………………………………………………………………………………………… 
Date Completed……………………………………………………………………………… 
 

Number of Critical Incidents/Untoward Events over the review period that relate to 
the Service 

 

Number and percentage of patients within, above and below Target INR range over 
the review period (within 0.5 and 0.75 of target INR) 

 

Number of bleeding episodes, during the review period that required admission or 
referral to Secondary Care 

 

Number of patients referred back to Secondary Care and the clinical reason for the 
Referral 

 

*Percentage of INRs above 5 

 

*Percentage of INRs above 8 

 

*Percentage of patients lost to follow-up 

 

*Percentage of patients with a) Unknown diagnosis b) target INR c)stop date 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Appendix E 
St Helens CCG Anticoagulant Enhanced Service 

Annual Review 2017-18 
Practice 
Name…………………………………………………………………………………………… 
Completed by (name and 
Role)……………………………………………………………………………………………. 
Date Completed……………………………………………………………………………… 
 

Number of patients being monitored, indications for treatment and the anticipated duration 

 

Details of the Near Patient Machine used (Lot number and Model) 

 

Details of Internal Quality Control and External Quality Control 

 

Details of Trained Staff, Qualifications and Skill Review Dates 

 

Number of Complaints received over the review period that relate to the Service 

 

Details of Patient Satisfaction Questionnaires (Numbers issued, received and results) 

 

Number of Critical Incidents/Untoward Events over the review period that relate to the 
Service 

 

Number and percentage of patients within, above and below target INR Range over the 
review period (within 0.5 and 0.75 of target INR) 

 

Number of bleeding episodes, during the review period that required admission or referral to 
Secondary Care 

 

Number of patients referred back to Secondary Care and the clinical reason for the referral 

 

*Number of home visits during the review period 

 

*Percentage of INRs above 5 

 

*Percentage of INRs above 8 

 

*Percentage of patients lost to follow up 

 

*Percentage of patients without written educational information (through patient satisfaction 
survey) 

 

*Percentage of patients with a) Unknown diagnosis b) target INR c)stop date 

 

 
 
 
 
 
 
 



 
Appendix F 
 
G.P Staffing Sheet 
 

Please list the Name and Designation of (please print): 
 
G.P Practice Clinical Lead……………………………………………………………. 
Training………………………………………………………………………………… 
 
Staff involved in Service Delivery 
1. Name………………………………………………………………………………… 
Designation……………………………………………………………………………. 
Training………………………………………………………………………………… 
Doser Y/N (Please circle) 
 
2. Name………………………………………………………………………………… 
Designation……………………………………………………………………………. 
Training………………………………………………………………………………… 
Doser Y/N (Please circle) 
 
3. Name ……………………………………………………………………………….. 
Designation……………………………………………………………………………. 
Training………………………………………………………………………………… 
Doser Y/N (Please circle) 
 
Has the practice got Service Contingency Plans I place? 
Y/N (Please circle) 
 
Completed By: 
Name………………………………………………………………………………….. 
Designation……………………………………………………………………………. 
Date…………………………………………………………………………………….. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Resources 
 
NPSA Alert: Actions that can make Anticoagulant Therapy Safer 
 
http://www.nrls.npsa.nhs.uk/resources/?entryid45=59814 
 
University of Hertfordshire: Anticoagulation for Health Care Professionals 
 
http://www.herts.ac.uk/__data/assets/pdf_file/0020/34724/anticoagulation_for_healthcare_profe
ssionals.pdf 
 
University of Birmingham: National Centre for Anticoagulation Training (NCAT) Courses 
 
http://www.birmingham.ac.uk/research/activity/mds/projects/HaPS/PCCS/anticoagulation/index.
aspx 
 
E-learning modules - Registration with BMJ Learning required (free) 
 

 Starting patients on Anticoagulants: how to do it 
 
http://n3.learning.bmj.com/learning/module-intro/starting-patients-
anticoagulants.html?moduleId=5004325&locale=en_GB 
 

 Maintaining patients on Anticoagulants: how to do it 
 

http://n3.learning.bmj.com/learning/module-intro/maintaining-patients-
anticoagulants.html?moduleId=5004429&searchTerm=“anticoagulants”&page=1&locale=
en_GB 
 

 Stroke Prevention in Atrial Fibrillation 
 

http://n3.learning.bmj.com/learning/module-intro/stroke-prevention-atrial-
fibrillation.html?moduleId=10017789&searchTerm=“anticoagulants”&page=1&locale=en_
GB 
 

British Committee for Standards in Haematology: www.bcshguidelines.com 
 
Clinical Knowledge Summaries: http://cks.nice.org.uk/anticoagulation-oral 
 
INR Star Help Website: https://help.inrstar.co.uk/ 
 
Coagucheck XS Training Manual: 
 
http://www3.hscni.net/stlabs/webhb/poct/documents/coaguchek%20training%20manual.pdf 
 
UKNEQAS Website: 
 
http://www.ukneqasbc.org/content/PageServer.asp?S=102654210&C=1252&ID=29 
 
 

 

http://www.nrls.npsa.nhs.uk/resources/?entryid45=59814
http://www.herts.ac.uk/__data/assets/pdf_file/0020/34724/anticoagulation_for_healthcare_professionals.pdf
http://www.herts.ac.uk/__data/assets/pdf_file/0020/34724/anticoagulation_for_healthcare_professionals.pdf
http://www.birmingham.ac.uk/research/activity/mds/projects/HaPS/PCCS/anticoagulation/index.aspx
http://www.birmingham.ac.uk/research/activity/mds/projects/HaPS/PCCS/anticoagulation/index.aspx
http://n3.learning.bmj.com/learning/module-intro/starting-patients-anticoagulants.html?moduleId=5004325&locale=en_GB
http://n3.learning.bmj.com/learning/module-intro/starting-patients-anticoagulants.html?moduleId=5004325&locale=en_GB
http://n3.learning.bmj.com/learning/module-intro/maintaining-patients-anticoagulants.html?moduleId=5004429&searchTerm=
http://n3.learning.bmj.com/learning/module-intro/maintaining-patients-anticoagulants.html?moduleId=5004429&searchTerm=
http://n3.learning.bmj.com/learning/module-intro/maintaining-patients-anticoagulants.html?moduleId=5004429&searchTerm=
http://n3.learning.bmj.com/learning/module-intro/stroke-prevention-atrial-fibrillation.html?moduleId=10017789&searchTerm=
http://n3.learning.bmj.com/learning/module-intro/stroke-prevention-atrial-fibrillation.html?moduleId=10017789&searchTerm=
http://n3.learning.bmj.com/learning/module-intro/stroke-prevention-atrial-fibrillation.html?moduleId=10017789&searchTerm=
http://www.bcshguidelines.com/
http://cks.nice.org.uk/anticoagulation-oral
https://help.inrstar.co.uk/
http://www3.hscni.net/stlabs/webhb/poct/documents/coaguchek%20training%20manual.pdf
http://www.ukneqasbc.org/content/PageServer.asp?S=102654210&C=1252&ID=29

