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Introduction 
y In the UK there is a strong emphasis on providing 

care closer to home and both the patients self 
testing option and the introduction of the NOACs 
as a treatment option for atrial fibrillation allow 
more patient involvement in their care 

y By empowering patients to be involved in their 
treatment pathway a better relationship between 
the patient and the healthcare provider are 
established to the benefit of both 

y We need to listen to our patients! 

 



Atrial Fibrillation 
y Largest group of patients among 

clinic population 
y Anticoagulation treatment is a 

preventative measure – 
“preventing something that may 
never happen” 

y Education important to ensure 
good compliance – poor 
knowledge of AF or 
anticoagulation can be an obstacle 
to good compliance 

y Treatment options – warfarin, 
NOACs, other measures such as 
cardioversion  

 



y Point of care testing devices 
enable finger prick testing 
of the INR for patients on 
warfarin 
y Revolutionised anticoagulant 

care for some patients  
y Allows more involvement in 

treatment 
y Increases responsibility for own 

care 
y Improved compliance 
y Improves dialogue between 

patient and healthcare provider 

 

Point of care testing 





Patient self-testing in Swindon 
y Approximately 200 patients self 

test INRs 
y Average age of patients self-testing is 53 years 

(range 3-83) 
y At initiation all patients offered a clinic 

appointment to help set up the machine 
y Dedicated phone number for communication 

of results 
y Annual follow up offered by the company 

nurse to check accuracy of machine and 
competence in its use 

y Access to clinical advice via the Anticoagulant 
Team 

 
 



Supporting patients 
y We support patients who want to be 

involved in their own care and 
choose the option of self testing 
their INRs by a hand held device 
y Individualised training 
y Continual support for either self-

testing or self-management 
y Increased publicity locally and 

nationally in the UK and 
availability of test strips on 
prescription increased the 
number of patients purchasing 
machines 
 

 



Potential Barriers 
y No automatic notification to clinic or GP 

that patients have purchased a machine 
resulting in poor communication 
between patient and healthcare 
provider 

y Patients’ expectation not appropriately 
managed leading to a lack of confidence 
in healthcare provision 

y Potential problem with unsuitable 
patients trying to self manage their 
anticoagulation 

y No national mandate (until now!) 

 

http://www.google.com/url?url=http://todaysmanager.blogspot.com/2010/09/people-management-and-managing.html&rct=j&frm=1&q=&esrc=s&sa=U&ei=94w2VNPHNc2f7gaWgIH4BA&ved=0CBgQ9QEwAQ&usg=AFQjCNHtRU7C8fS7Rd2z23amJRSkihxvow


NOACs/DOACs 
y The introduction of  3 newly licensed direct 

oral anticoagulants in 2012 has the potential 
to improve the patients’ anticoagulant 
pathway 

y To make an informed decision patients need 
an unbiased view of all the oral 
anticoagulants available to enable the right 
drug for the right patient 

y Effective counselling needs to be undertaken 
at the consultation 

y On-going support from healthcare providers 
is still essential to ensure the safety of the 
patient 

 



Factors to consider before 
seeing the patient 

y NICE criteria 
y Blood results – renal function, FBC, LFTs 
y If previously, or already, on warfarin – TTR 
y Concurrent medication to check for 

potential interactions 
y Concurrent diseases 

 
 
 
 
 



NICE guidance: 
Dabigatran for NVAF 

y Previous stroke or transient ischaemic attack 
y Left ventricular ejection fraction <40% 
y Symptomatic heart failure or New York Heart association 

(NYHA) class 2 or above 
y Age ≥75 years 
y Age ≥65 years with one of the following: diabetes, coronary 

artery disease or hypertension 



Rivaroxaban for NVAF 

y Congestive heart failure 
y Hypertension 
y Age ≥75 years 
y Diabetes mellitus 
y Prior stroke 
y Transient ischaemic attack 



Apixaban for NVAF 
y Symptomatic heart failure or New York Heart 

association (NYHA) class 2 or above 
y Hypertension 
y Age ≥75 years 
y Diabetes mellitus 
y Stroke or Transient ischaemic attack 



What is non-valvular atrial 
fibrillation? 

y Mitral stenosis 
y Mitral regurgitation 
y Aortic stenosis 
y Aortic regurgitation 
y Rheumatic heart disease 
y Cardiomyopathy 



Baseline bloods 

y FBC – check for anaemia/thrombocytopenia 
y LFTs – if deranged would make warfarin less suitable 

than a NOAC 
y Renal function – if impaired may make warfarin more 

suitable than a NOAC depending on level of 
impairment 



Concurrent diseases and general 
considerations 

y Check for previous episodes of bleeding 
y Any history of dyspepsia or reflux – may make 

dabigatran unsuitable 
y Any previously noted problems with compliance – 

would a once daily tablet suit better? 



Dabigatran Rivaroxaban Apixaban 

Twice daily Once daily Twice daily 

Not suitable for dossette 
tray 

Suitable for dossette tray Suitable for dossette tray 

Age related dose reduction No age related dose 
reduction 

Dose reduced if >80, 
weight <60kg or  Creatinine 
>133 

Large capsule, difficult to 
swallow 

Small tablet, must be taken 
with food 

Small tablet 

Can’t be crushed Can be crushed Can be crushed 

150mg bd dose superior to 
warfarin 

Non-inferior to warfarin Non-inferior  to warfarin  
but lower all cause 
mortality 

Consider dose reduction if 
GFR <59 

Dose reduction required 
when GFR <59 

Dose reduction required if 
GFR <30 

110mg bd dose if on 
Verapamil 

N/A N/A 



Drug interactions 

yMany fewer interactions than with warfarin 
but there are some drugs that make a direct 
OAC contra-indicated 



Direct OACs 

y They appear to be more effective than warfarin with a 
lower risk of major bleeding and less intracranial bleeding 

y A bleeding risk that would contra-indicate warfarin would 
also contra-indicate a DOAC 

y If a patient is stable on warfarin there may be no added 
benefit to switching to a DOAC (Time in range >70%) 



Direct OACs 

y They are more convenient 
y Fixed dose 
y Rapid onset and offset of action 
y No routine monitoring 
y Far fewer interactions with other drugs  
y Unaffected by dietary vitamin K and alcohol 



Factors to discuss with the patient 

y Reason for anticoagulation  
y ‘Are you aware of why we are seeing you?’  
y ‘What has the doctor already told you?’ 

y Relative risks of stroke vs. bleeding  
y Risks of no treatment  

y ‘My neighbour had a terrible bleed on that rat poison’ 
 



Factors to discuss with the patient - 2 

y Pros and cons of warfarin vs. DOACs 
y Currently no (licensed) antidote to reverse the DOACs 
y Difficult to choose between the DOACs 
y There have been no head to head trials between 

dabigatran, rivaroxaban & apixaban, and the different 
study designs make it difficult to make direct 
comparisons 
 



Patient preference 
y Information needs to be tailor made to each patient – some 

want or need more information than others 
y Many patients want us to guide them -  ‘What would you 

choose?’ 
y Anybody with AF can have warfarin, but direct OACs are only 

licensed for the prevention of stroke in adult patients with 
non-valvular AF with at least ONE other risk factor 

y What is policy in your area – are there funds available for 
every patient to be able to have free choice? 



The “Swindon system” 
y Use of decision aid to ensure 

suitability of proposed anticoagulant 
which includes checking for contra-
indications, patient groups where 
specialist advice should be sought 
before prescribing and risk factors 
for bleeding (HAS-BLED) 

y All patients added to existing 
computer database (RAID) 

y Proforma developed for monitoring 
these patients 

y Follow up telephone consultation or 
posted questionnaire planned at 3 
months and yearly thereafter 

http://www.google.com/url?url=http://ugaadmissions.blogspot.com/2014/03/2014-final-decision-date.html&rct=j&frm=1&q=&esrc=s&sa=U&ei=f442VNbcIMiV7Abfg4DACQ&ved=0CB4Q9QEwBA&usg=AFQjCNGw63DBMqGrUPbuwy1RJRtI5Yra7A


Education and support 
y It is important to keep a database of these 

patients so we can monitor for any side effects 
and adverse events 

y With this method we can support patients and 
primary care colleagues 

y A lack of awareness of the new anticoagulants 
has already resulted in poor prescribing in the 
hospital 

y A continuing extensive education program is 
needed across all disciplines until their use 
becomes more familiar 

y Utilising community pharmacists/technicians as a 
way of checking repeat prescriptions and 
compliance 

http://depts.washington.edu/cirgeweb/wordpress/wp-content/uploads/2012/10/bigstock-Books-and-Education-27349064.jpg


Thank you for your time! 

Any 
Questions? 


