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1.0 Executive Summary 
 
Atrial fibrillation is an irregular or rapid heartbeat caused by a malfunction in the heart's electrical 
system. It is the most common form of cardiac arrhythmia, affecting approximately 900,0001 
people, or 1.74% of the population. Atrial fibrillation is a significant risk factor for stroke leading to 
a fivefold increase in stroke risk. It is estimated that 22,500 strokes are directly attributable to atrial 
fibrillation annually in UK2.  
 
Many atrial fibrillation related strokes can be prevented through effective treatment. Appropriately 
treating atrial fibrillation delivers a 68% reduction in stroke risk for the individual. However, 
appropriate treatments are not always offered, leaving up to 40% of those diagnosed with an 
increased risk of suffering a debilitating and potentially fatal stroke.  
 
The objective of this strategy is to increase the rate of appropriate anticoagulation offered to 
patients with atrial fibrillation in order to reduce the number of related strokes and improve patient 
outcomes. The strategy seeks to guide the local health economy in making informed commissioning 
decisions and to improve clinical practice and service quality. 
 
In line with improving access and quality to anticoagulation services for atrial fibrillation, the 
strategy proposes eight key principles for consideration by commissioners and providers. These are 
summarised below: 

 

 
 
Through embracing the strategy and its principles, the health economy of West Yorkshire will 
significantly reduce the rate of AF related strokes delivering better outcomes for patients. 
 

                                                   
1 Costs and Benefits of Antithrombotic Therapy in Atrial Fibrillation in England: An Economic Analysis based on GRASP-AF - NHS IQ 2014 
2 The Stroke Prevention and Atrial Fibrillation Expert Report (SAFE) 2012 
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2.0 How to Read This Document 
 

Purpose of the Atrial Fibrillation Anticoagulation Strategy 
 
The purpose of this document is to set out the strategic vision for anticoagulation therapy for 
patients with atrial fibrillation and a plan of action designed to achieve this vision. The audiences 
for this document are the commissioners and providers of anticoagulation therapy services across 
West Yorkshire. 
 
The vehicle used to develop the strategy has been the Healthy Futures Stroke Programme.  This is a 
collaborative programme of work commissioned by the ten Clinical Commissioning Groups of West 
Yorkshire (including Harrogate and Rural District) and delivered by Yorkshire and Humber 
Commissioning Support.   
 
The development of this strategy has been clinically led, patient focused, and managerially 
supported. A small group of key individuals with expert knowledge of atrial fibrillation 
anticoagulation have been brought together to develop the strategy.  This group has included 
representatives from commissioners, the Strategic Clinical Network, medicines optimisation, 
finance, primary and secondary care, and Public Health. 
 
The strategy is intended to be a live and active document and its successful implementation will be 
dependent on the commitment of the healthcare community in enacting its recommendations. It is 
broken down into a number of sections and has been written in a way that the recipient can read it 
from start to finish or use it as a point of reference to review key sections, as and when required.   
 
The key sections, and an overview of their contents, are described below: 

 
 Section 3 - Context & Scene Setting: Defines atrial fibrillation, the rationale for the strategy 

and what it aims to achieve.  In doing so it explores the scale of the challenge at both a 
national and sub-regional level. 

 Section 4 - Vision & Future State: Describes the vision for anticoagulation therapy services, 
setting out where the health economy wants to be in the next 5 years.  This is defined 
qualitatively in terms of how this will look and feel for key stakeholder groups, specifically, 
patients, carers, General Practitioners, Community Pharmacy and Specialist Services. The 
future state then articulates this in the form of a specific set of goals and requirements and 
how they will be achieved. 

 Section 5 - Atrial Fibrillation Service Principles: Sets out the key principles that 
commissioners expect providers to meet in the provision of anticoagulation therapy 
services. 

 Section 6 - Identification, Initiation, Monitoring & Management: Walks the reader through 
each of the key stages in the care pathway, and the requirements placed on providers. 
These are based on clinical guidance and best practice, explicitly highlighting recent 
changes.  It also identifies clinical support tools and patient decision aids underpinned by an 
emphasis on shared decision making. 

 Section 7 - Patient Voice: Drawing on recent patient engagement and feedback this section 
describes the patient considerations that should be taken into account in the design and 

http://www.oxforddictionaries.com/definition/english/plan
http://www.oxforddictionaries.com/definition/english/design
http://www.oxforddictionaries.com/definition/english/achieve
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provision anticoagulation therapy services. 

 Section 8 - Improving Practice: Describes how CCGs will foster and support improvements in 
the management of anticoagulation of patients with atrial fibrillation. 

 Section 9 - Managing Risk (Financial and Clinical): Sets out the financial and clinical risks 
involved in the provision of anticoagulation therapy services and how they can be mitigated 
effectively. 

 Section 10 - Implementation: Describes the action that will need to take place in the health 
economy to translate this vision from into reality and explains how commissioners will 
assess whether the vision and future state articulated in this strategy has been realised 
using both qualitative and quantitative data. 

 Section 11-17 - Appendices: A series of appendices that are referenced throughout the 
strategy.  They provide the reader with access to key support tools, aids and clinical 
guidance to help deliver against the vision. 
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3.0 Context & Scene Setting 
 

What Is Atrial Fibrillation? 

Atrial fibrillation is an irregular or rapid heartbeat caused by a malfunction in the heart's electrical 
system. It is the most common form of heart irregularity, or cardiac arrhythmia, affecting 
approximately 900,0003 people, or 1.74% of the population. AF accounts for approximately 15% of 
all strokes.4 It is associated with a pre-thrombotic state which leaves patients predisposed to the 
formation of blood clots placing them at an increased risk of stroke.  
 
AF is a significant risk factor for stroke, leading to a fivefold increase in stroke risk. AF is the second 
most important risk factor for stroke after high blood pressure. It is a greater risk factor than 
smoking, diabetes or lack of physical activity.5 It is often referred to as a ‘silent’ condition as it is 
often only diagnosed once a stroke or another serious complication occurs.  
 
AF related strokes are the most deadly (25% of AF strokes are fatal compared with 15% of non-AF 
strokes) and debilitating strokes6, leading to more permanent disability and costing 1.5 times more 
than strokes not due to AF.7 80% of people suffering an AF stroke end up in care or needing a carer 
and the increased risk of death after a stroke persists for up to 8 years. 
 

The Scale of the Challenge 

We know from national data that AF accounts for 20% of all strokes (33% after the age of 80) and is 
most likely to cause disability and death.8  AF is the most common sustained cardiac arrhythmia, its 
prevalence increases with age and is more commonly seen in males than females. The incidence of 
AF rises with age roughly doubling with each advancing decade from 0.5% at age 50-59 years to 
almost 9% at age 80-89 years. 9 The lifetime risk of developing AF is one in four after the age of 40 
and patients aged 75 and over form the largest group.10  
 
It is estimated that 22,500 strokes are directly attributable to AF annually in UK11. NICE clinical 
guideline on the management of AF suggests that around 7,000 strokes and 2,000 premature 
deaths could be avoided every year though effective detection and anticoagulation. However, 
approximately 40% of non-valvular AF patients at high risk of stroke, and who would benefit from 
anticoagulation therapy, are not receiving it despite the absence of contraindication or treatment 
refusal;12 
 
Anticoagulation treatment reduces the risk of stroke by about two thirds13. This creates a significant 
opportunity to save lives by identifying people with AF and anticoagulating them where 
appropriate. Despite the clear benefits of anticoagulation and the presence of guidelines for its use 

                                                   
3 Costs and Benefits of Antithrombotic Therapy in Atrial Fibrillation in England: An Economic Analysis based on GRASP-AF - NHS IQ 2014 
4 European Society of Cardiology (ESC). Guidelines for the management of atrial fibrillation: The Task Force for the Management of Atrial Fibrillation of the European 
Society of Cardiology (ESC). European Heart Journal 2010;  
5 Asplund K. [Stroke - risk factors and primary prevention]. Swedish. Lakartidningen 2003;  
6 Marini C, et al. Contribution of atrial fibrillation to incidence and outcome of ischemic stroke: results f rom a population-based study. Stroke 2005; 
7 European Society of Cardiology (ESC). Guidelines for the management of atrial fibrillation: The Task Force for the Management of Atrial Fibrillation of the European 
Society of Cardiology (ESC). European Heart Journal 2010;  
8 Wolf PA, Abbott RD, Kannel WB. Atrial fibrillation as an independent risk factor for stroke: the Framingham Study. Stroke 1991; 
9 Global and regional burden of stroke during 1990—2010: findings from the Global Burden of Disease Study 2010. Lancet 2014 
10 Lloyd-Jones DM. Lifetime risk for atrial fibrillation. Circulation 2004; 
11 The Stroke Prevention and Atrial Fibrillation Expert Report (SAFE) 2012 
12 Working Group Report: Prevention of Atrial Fibrillation-Related Stroke. How can we avoid a stroke crisis? 2012. http://www.stopafib.org/downloads/News436.pdf 
13 Comparison of the efficacy and safety of new oral anticoagulants with warfarin in patients with atrial fibrillation: a meta-analysis of randomised trials. Lancet 2014; 
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and management in stroke prevention, current data indicates that the anticoagulation treatment 
and management of AF is still sub-optimal.14  
 
“There are still major issues in primary and secondary care about ensuring that patients have 
effective stroke prevention. One fifth of patients [admitted for stroke] are in atrial fibrillation (AF) 
on admission. Only 36% of patients in AF on admission are taking anticoagulants with 38% taking 
antiplatelet drugs which are considered ineffective for patients in AF. Over a quarter of patients 
are recurrent stroke.” 

Royal College of Physicians, Clinical Effectiveness and Evaluation Unit on behalf of the 
Intercollegiate Stroke Working Party. Sentinel Stroke National Audit Programme (SSNAP), Sept 
2013 
 

Rationale for the Strategy 

In the UK there are an estimated 1.25million people currently prescribed oral anticoagulation15. 
When this therapy is appropriately used and monitored it is highly effective. Our aging population 
will result in more people being identified as requiring anticoagulation therapy. For an average GP 
practice with 10,000 patients, seven or eight new patients are expected to be diagnosed with AF 
each year. 
 
There is evidence that a substantial number of patients with AF are not receiving the recommended 
treatment and are consequently at an avoidable risk of stroke. By developing and implementing an 
evidence based strategy for the prescribing, management and monitoring of anticoagulant 
medication, we believe that there is the potential to improve the management of AF and reduce 
the incidence of stoke. This will balance the safety, tolerability, effectiveness, cost and simplicity of 
treatment.   
 
Reducing the risk of stroke in patients with atrial fibrillation should be a high priority for patients, 
practices, CCGs, and NHS England. This document provides a set of recommendations for 
implementation which aim to drive best practice in the identification of AF and appropriate 
anticoagulation of patients. 
 

The Local Picture 

West Yorkshire has an estimated population of 2.2416 million. 15.5% of the population is aged over 
65 and the incidence of AF rises with age roughly doubling with each advancing decade from the 
age 50. This is the fastest growing cohort both nationally and in West Yorkshire. This cohort has the 
biggest projected increase rising by 22% from 333,023 in 2011 to 406,620 in 2021. The size of this 
cohort is predicted to double over the next twenty years. The current registered General Practice 
AF population is approximately 37,500. Based on national data the average prevalence of AF is 2%. 
This equates to a West Yorkshire AF population of 44,800 people, suggesting a diagnosis gap of 
approximately 7,300 (16.2%).  
 
The known prevalence of atrial fibrillation across West Yorkshire is considerable and accounts for 
1.5%17 of the total registered General Practice population.  The diverse ethnicities of the local 
population increases the likelihood that this figure is understated. Nearly 10%18 of all individuals 

                                                   
14 Costs and Benefits of Antithrombotic Therapy in Atrial Fibrillation in England: An Economic Analysis based on GRASP-AF - NHS IQ 2014 
15 Department of Health 2011 
16 Mid-2012 Population Estimates: Components of Population change for England and Wales; estimated resident population 
17 Source:  QOF April 2012 - March 2013 
18 Source:  April 2012 to January 2014 stroke admission data from SUS for the 10cc population, secondary diagnosis AF 

http://en.wikipedia.org/wiki/List_of_ceremonial_counties_of_England_by_population
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who are admitted into hospital with a stroke in West Yorkshire have a secondary diagnosis of AF 
with these patients staying on average 30% longer in hospital. 
 
Across West Yorkshire, the cost of acute stroke spells is higher for patients with atrial fibrillation 
than for stroke patients without atrial fibrillation. It is also widely recognised that the overall 
healthcare costs associated with stroke are higher for patients with atrial fibrillation. 
 
Current practice level data indicates that the management of AF is sub-optimal. Based on this data 
West Yorkshire has an aggregate treatment gap of 40% (approximately 15,000 patients) and AF is 
rising with the ageing population. The number of people affected by AF is predicted to double by 
2050.19 
 

Key Aims of the Strategy: 

 To ensure that all patients with atrial fibrillation are appropriately managed;  

 To increase the prescribing of  appropriate anticoagulation medication for known patients 
with atrial fibrillation; 

 To address unwarranted variation in the appropriate treatment and anticoagulation of the 
known atrial fibrillation patient population; 

 To support, encourage and facilitate the practice of medicines optimisation to ensure the 
right patients get the right choice of medicine, at the right time; 

 To deliver an effective and sustainable model of support for patients on anticoagulation 
medication (flexible to future changes) that adopts a principle of delivering care closer to 
home, when safe and cost effective to do so; 

 To guide the local health economy in making informed commissioning decisions and to 
improve clinical practice and service quality. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                   
19 European Society of Cardiology (ESC). Guidelines for the management of atrial fibrillation: The Task Force for the Management of Atrial Fibrillation of the European 
Society of Cardiology (ESC). European Heart Journal 2010;  
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4.0 Vision & Future State 
 
The CCGs of West Yorkshire (including Harrogate and Rural Districts) will commission services that 
support people with AF to reduce their risk of stroke to reduce the incidence of AF related stroke. 
Through our commissioning decisions and the safety and governance standards we set, the people 
of West Yorkshire will have confidence that they are being supported to manage their risk of stroke 
safely and effectively. 
   
We will support people in West Yorkshire who have atrial fibrillation to understand why their 
condition puts them at increased risk of stroke and what their options are to reduce their risk. We 
will ensure access to quality assured services in a place and at a time that is convenient to patients 
and carers.  
 
Patients with AF will actively manage their condition because they have access to the appropriate 
resources and support. Patients will be encouraged to engage with initiatives that reduce stroke 
and its modifiable risk factors by making positive health choices in line with Public Health guidance. 
For example not smoking, eating a balanced and nutritious diet, managing their weight, and taking 
regular exercise. 
 
Providers of care will have the expertise and confidence to prescribe anticoagulation therapy 
effectively where this is clinically indicated. By doing so, the proportion of people with AF who are 
taking anticoagulation will be at the highest possible level in line with NICE Guidance20. 
Commissioners will take action to identify and address unwarranted variation in the take up of 
anticoagulation for their population. 
  
Clinical commissioning decisions will ensure that our AF population, including those with greater 
vulnerabilities who have difficulties accessing services (e.g.  housebound or those with learning 
difficulties or mental ill health), have equitable access to the benefits of effective anticoagulation. 
 
Our services will adopt the principles of medicines optimisation21 and patient centred care22 so that 
patient experience and autonomy is improved.  
 

How will we do this? 

 We will make best use of the available data to understand and predict the needs of the CCG 
populations of West Yorkshire; 

 We will commission services that meet the needs of these populations;  

 We will actively seek the views of patients with atrial fibrillation and, where appropriate, 
their carers or family to help develop the services. Our aim is to commission anticoagulation 
services that can truly demonstrate that patients and carers views have been taken into 
account;   

 We will closely monitor and benchmark the effectiveness and safety of the services we 
commission and the quality of the patient experience that they achieve. We will have 
systems in place to address unwarranted variation; 

                                                   
20 Atrial Fibrillation: The Management of Atrial Fibrillation | Guidance and Guidelines | NICE 
21 Polypharmacy and Medicines Optimisation | The King's Fund 
22 Shared Decision Making | Person-Centred Care Resource Centre 

 

http://www.nice.org.uk/guidance/cg180
http://www.kingsfund.org.uk/publications/polypharmacy-and-medicines-optimisation?gclid=CJbhwq7G3sICFfQatAodalYAkA
http://personcentredcare.health.org.uk/person-centred-care/shared-decision-making/
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 We will ensure that knowledge, skills, confidence and capacity is developed in primary care 
and community settings to manage anticoagulation for patients with AF. 

 We will ensure vertical integration with specialist services to be assured our population is 
treated safely and effectively. We will work with GP practices so that they have the support 
they need to proactively participate in managing the risk of stroke for people with AF; 

 We will ensure that evidence based technologies which support the safe and effective use of 
anticoagulants are considered in the services that are provided. These include: 

o Clinician & Patient Decision Aids; 

o Point of care testing; 

o Patient self-monitoring and self-management23; 

o Computerised dosing software24; 

o Incorporating patient assessment prompts into practice IT systems; 

o Shared patient records and/or electronic transmission of information on patient 
treatment & monitoring between primary and secondary care; 

 We will address organisational or cultural barriers that prevent prescribers from offering the 
most effective choice of therapy and monitoring; 

 We will foster a culture of ‘making every contact count’. The behaviours of our healthcare 
teams will actively support patients to make choices that reduce their risk of stroke at every 
available appropriate opportunity. 

How the service looks and feels for… 

Patients 

As a person with AF I am consistently informed about my risk of having a stroke and how to 
effectively reduce it. I am provided with the information I need to make a decision on what to do 
about the risk of having a stroke. I understand the benefits of taking an anticoagulant and how to 
manage the risk of bleeding.  
 
I know I can get well informed advice from places that are convenient for me to access; most likely 
at my GP practice or community pharmacy. If I am taking Warfarin, my blood tests are convenient 
for me and I know my results as quickly as necessary to keep me safe. If things don’t go as planned 
and my therapy is not keeping me safe and well, I know that I can get help quickly including access 
to a specialist. 
 
I am an active and willing partner, engaged with healthcare professionals in the day to day self-
management of my condition. I am aware of how different lifestyle choices directly impact my 
health and I make informed choices. The active self-management of my condition may include 
activities such as, checking my own pulse rate, taking appropriate medications as prescribed, and 
keeping clinical appointments. 

                                                   
23 Atrial fibrillation and heart valve disease: self-monitoring coagulation status using point-of-care coagulometers (the CoaguChek XS system and the INRatio2 PT/INR 
monitor) | Guidance and guidelines | NICE 
24 Section 10.2 of the BSCS Guidelines http://www.bcshguidelines.com/documents/warfarin_4th_ed.pdf 
Harper et al. http://bmjopen.bmj.com/content/4/9/e005864.abstract 

https://www.nice.org.uk/guidance/DG14
https://www.nice.org.uk/guidance/DG14
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Carers 

I know enough to help the person I care for access the treatment they (would) choose for 
themselves. I know what to look out for if things are going wrong, and I am confident that I can get 
help if necessary. The services we receive make it easy for me to take care of the person I look 
after. When I need to be with the person I care for at their appointments, I am offered an 
appointment in a place and at a time that is convenient for both of us. When I have to, I feel 
confident that I am helping the person I care for take the right medicines at the right dose.  
 

General Practice 

In my practice GPs can accurately diagnose AF, talk confidently to patients with AF about the risk of 
stroke, and explain the benefits and risks of anticoagulation. GPs can offer patients time with a 
person who is confident to manage anticoagulation. When we are confident that it is the right 
decision, we do what is necessary to start a patient on an anticoagulant in a safe setting/manner. If 
we require support we have rapid access to specialist input in the diagnosis and management of AF.  
 
We are confident that the Primary Care Team (practice nurses, pharmacists, medicines optimisation 
etc.) include the management of AF within the range of long term conditions they offer support on. 
The team is skilled and confident in using the tools and resources available to optimise the 
management of patients with AF. The team supports continuous development of its members in 
order to deliver a consistent systematic approach to the management of its population.  
 
The team can access specialist support in order to appropriately identify, initiate and monitor the 
anticoagulation of AF. This includes appropriate communication and the sharing of results. Where a 
patient is transitioned between care settings, this is performed seamlessly and efficiently, ensuring 
continuity of the highest standard of care for the patient. 
 

Community Pharmacy 

I know my patient is taking an anticoagulant and I know that this is for AF. When my patient was 
first prescribed an anticoagulant I was able to confidently discuss the medicine, what it is for, how it 
works, what the benefits and risks are, and how to manage the side effects. I was able to do this as 
part of the New Medicines Service which helps to make sure patients get the best out of their 
medicines. I invite patients who are on anticoagulants to have a Medication Use Review. This 
provides an opportunity to discuss the anticoagulant and how the patient feels about taking it to 
improve compliance and our understanding of medications effects.  
 
I take every opportunity to counsel my patients to ensure that are taking the right dose. I notice 
when a patient who should be taking an anticoagulant stops taking it, I discuss it with the patient, 
and ensure their GP is informed about this in a timely manner. 

 

Specialist Services 

We have the capacity and equipment to manage the more complicated cases and the adverse 
events involving anticoagulants. Our service provides support in the diagnosis of AF and 
anticoagulation for any indication. We are able to use our specialist skills efficiently because the 
majority of AF patients are managed in the community.  
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We offer rapid and easy access to both general and case specific advice. Where a patient is 
transitioned between care settings, this is performed seamlessly and efficiently, ensuring continuity 
of the highest standard of care for the patient. When clinical changes are made, we communicate 
these to the other health professionals directly involved in that patients care in a timely manner. 
We also support the education and training of our primary care colleagues.  
 
  



 

13 

 

5.0 Atrial Fibrillation Service Principles 
 
“The latest guidance from NICE (2014) states that there must now be a good justification for NOT 
anti-coagulating patients with atrial fibrillation who are at risk of stroke. In other words, 
anticoagulation treatment, after taking bleeding risk into account, is the expected standard of 
medical care.” 

Bradford GP, Advisor to Atrial Fibrillation Association 
 

Principle 1: Assessing Stroke Risk - Every patient with AF should be assessed to receive a 
CHA2DS2-VASc25 score to quantify their stroke risk. Every patient with a score of 2 or greater 
should be offered anticoagulation. These patients will also not require any future CHA2DS2-
VASc score assessments as their risk can only increase and thereby the outcome will not 
change. Patients with a score of 1 or greater should be considered for anticoagulation. 
Patients with a CHA2DS2-VASc score of less than 2 should have this re-assessed annually; 

 
Principle 2: Informed Decision Making - Patients should be actively involved in the decision 
making process relating to their medication and treatment choices. Clinicians should also be 
able to demonstrate and evidence the patient’s engagement in the process through the use 
of Patient Decision Aids;  

 
Principle 3: Minimising Bleeding Risks - Patients bleeding risks should be considered and 
minimised. The bleeding risk of the patient should be assessed and all modifiable risk factors 
reduced. NICE guidance states that anticoagulation should not be withheld solely because the 
patient is at risk of having a fall: the risk of a serious bleed caused by falling is very small; 

 
Principle 4: Patient Choice - Both the national NICE Technical Appraisals of the available 
medications and the NICE Clinical Guidelines (CG180) advise that commissioners and clinicians 
should ensure patients are fully informed and actively involved in the choice of 
anticoagulation therapy for the management of their condition. This needs to be kept in mind 
when consideration of the new novel drugs, and/or the local policies or initiatives defining the 
prescribing of these drugs are being considered; 

 
Principle 5: Warfarin Review - Patients who choose warfarin should have their 
anticoagulation regularly assessed. Where patients have a TTR (time in therapeutic range) 
below a set rate determined by the CCG (NICE recommend 65%), then the nature of the 
anticoagulation should be reviewed either to improve the quality of their warfarin or to 
discuss alternative treatment;  

 
Principle 6: Novel Oral Anticoagulant (NOAC) Review - Patients who are anticoagulated with 
NOACs should have their adherence and renal function assessed at least annually to ensure 
both efficacy and safety;    

 
Principle 7: Ongoing Patient Support - Patients should be provided with ongoing support, 
information, advice and guidance following their initial diagnosis and review. This may take 
the form of patients being offered the opportunity to participate in local support groups or 

                                                   
25 CHA2DS2-VASc Calculation Explained http://www.mdcalc.com/cha2ds2-vasc-score-for-atrial-fibrillation-stroke-risk/#about-equation  

http://www.mdcalc.com/cha2ds2-vasc-score-for-atrial-fibrillation-stroke-risk/#about-equation
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being provided with information signposting them to resources such as the Atrial Fibrillation 
Association;     

 
Principle 8: Communication of Clinical Decisions - Patients may be seen in both primary and 
secondary care settings and with change made to their anticoagulant medication. Where a 
clinician makes a change, this is communicated to other health professionals directly involved 
in that patients care in a timely manner. 
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6.0 Identification, Initiation, Monitoring & Management 
 

6.1 Identification  

Screening Programmes 

‘It is likely, but not proven, that a national screening programme for atrial fibrillation in people 
aged 65 and over would produce more benefit than harm at population level but it is uncertain 
whether such a programme would be cost-effective. Current NHS management of AF that is 
detected through routine clinical practice is known to be frequently poor, both because patients 
who should receive anticoagulants do not receive anticoagulants, and because treatment with 
warfarin is often problematic. Before introducing a screening programme, the NHS should first 
demonstrate that it is managing AF much better than it has done to date, because it would be 
unethical to introduce a screening programme without being confident that screen-detected 
patients would be well managed’ 

Screening for Atrial Fibrillation in People aged 65 and Over, A report for the National Screening 
Committee, May 2014 

 
The current position of the National Screening Committee (NSC) is that formal screening 
programmes are not recommended for AF26. The issues that would need to be addressed in order 
for the NSC to change their current recommendation include: 

 Stronger evidence about whether AF detected at screening carries the same long term risk 
of stroke as AF found in the context of other conditions; 

 Testing for diagnosis needs to be improved and standardised (particularly with reference to 
the entry of hand held devices that may replace traditional ECG);  

 The initiation of treatment for existing patients with AF is sub-optimal. 

In line with the national position of the NSC (to be reviewed in 2017), we are not advocating the 
initiation of a formal screening programme for AF at this time.  
 

Opportunistic Case Finding 

Healthcare professionals may incorporate opportunistic case finding for patients who are at risk 
and not just those who have symptoms that are consistent with AF.  
 
Patients who should be considered at risk include people over the age of 65, and those with 
cardiovascular or pulmonary diseases such as heart disease, peripheral vascular disease, 
hypertension, diabetes or previous stroke. Opportunistic case finding could be as simple as 
including the taking of a patients pulse in clinical settings such chronic disease clinics. Healthcare 
professionals may explore the incorporation of pulse checking into local opportunities or through 
alignment with existing healthcare initiatives. Examples of where pulse checking for AF has been 
incorporated include: 

 Routine long term condition clinical templates; 

 Health check program; 

 Flu vaccination program. 

                                                   
26 The UK NSC recommendation on Atrial Fibrillation screening in adults - July 2014 
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All three approaches where assessed by NHS Improving Quality and seen to be effective. The 
various programs reproduced the findings of the SAFE study that for every 10 people with an 
irregular pulse one case of AF was found on ECG. 
 

 
 
In those where an irregular pulse is identified, an ECG is suggested to confirm the condition. The 
use of ECG within primary care settings should also be supported by the appropriate training of GPs 
to correctly and accurately interpret the results generated. This will build both confidence and 
experience in the diagnosis of AF within primary care. 
 
There are also simple devices for identifying AF which may negate the need for such high levels of 
ECG provision and further support the wider use of opportunistic case finding. Devices for 
consideration include: 
 

 AliveCor (http://www.alivecor.com/home) 

 RhythmPad from Cardiocity (http://www.cardiocity.com) 

 Mydiagnostic (https://www.mydiagnostick.com) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.alivecor.com/home
http://www.cardiocity.com/
https://www.mydiagnostick.com/
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6.2 Initiation  

CCGs are committed to realising the benefits of anticoagulation of AF by implementing the NICE 
Clinical Guideline (CG180) Management of Atrial Fibrillation. Unless there is an absolute 
contraindication to anticoagulants all AF patients with a CHA2DS2-VASc score of 2 or more should be 
offered anticoagulation. Patients with a CHA2DS2-VASc score of 1 or more should be considered for 
anticoagulation. Patients should be fully informed and actively involved in the choice of 
anticoagulation therapy for the management of their condition in consultation with their clinician 
(see Figure 1). 
 
Figure 1: Algorithm: Stroke Prevention of People with Non-valvular AF 

 
 
HAS-BLED scoring should be used to assess the risk of bleeding and to identity ways of reducing this 
risk. CCGs should ensure that when patients with AF agree to anticoagulation therapy they are 
initiated on treatment in a safe, effective and timely manner. This will be achieved by increasing the 
competence and confidence of the local clinical workforce and commissioning sufficient capacity to 
manage the demand. 
 
Initiation of therapy can be considered in three stages: 

1. The decision to anti-coagulate; 

2. Drug choice;  

3. Writing the first prescription. 

The decision on whether or not to initiate anticoagulation should be made as soon as possible 
following the diagnosis of AF.  If anticoagulation is to be initiated this should be performed within 2 
weeks of the initial diagnosis of AF. The specific pathway to achieve this should be determined 
locally by the CCGs dependent on how anticoagulation services are specified and designed (see 
Figure 2). 
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Figure 2: Anticoagulation Initiation Pathways 

 

CCGs should increase the opportunities for patients to be initiated on anticoagulation safely and 
effectively and closer to home (Pathways 2 & 3). This will provide capacity in specialist 
anticoagulation clinic services to manage more complicated patient cases. 
 

Clinical Decision Support 

CCGs, through the local Area Prescribing Committees and Drugs & Therapeutic groups, will ensure 
that clinicians in their area have access to sufficient therapeutic guidance to make informed choices 
on the anticoagulation therapy offered. A comparison of the drugs that are suitable for use and 
available has been published by the regional Drugs and Therapeutics Centre.  
 

Patient Decision Aids 

Patient experience of healthcare may be improved by increasing their involvement in decision 
making around anticoagulation. CCGs will ensure that patients and their prescribing clinicians have 
access to tools to support the decisions on whether or not to start anticoagulation and the most 
appropriate medication. 
 
Further information on value and use of patient decision aids is covered later on in this document 
in section 6.4 Patient Conversations: Shared Decision Making. 
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6.3 Monitoring & Management 

Services commissioned for the monitoring and management of anticoagulation should be regularly 
reviewed and continually improved to ensure the highest standards of patient care.  
 

6.3.1 Warfarin 

Warfarin is currently the main oral anticoagulant prescribed in the treatment of atrial fibrillation. 
Patients treated with warfarin require regular dose monitoring using the international 
normalisation ratio (INR) to measure how long it takes their blood to clot. The effects of warfarin 
can be reversed.  
 
Patients who choose warfarin should have their INR checked in accordance with their clinical needs 
determined through an annual clinical review. Where patients have a time in therapeutic range 
below a set rate, the nature of the anticoagulation should be reviewed either to improve the 
quality of their warfarin or to discuss alternative treatment. 
 
Services should be in place to meet clinical need and provide appropriate continuity of care. An 
example warfarin monitoring service specification is located in 13.0 Appendix C - Warfarin 
Monitoring Service Specification.  

 

6.3.2 Novel Oral Anticoagulants  

NOACs are anticoagulants which can be prescribed as a fixed dose and require a lower frequency of 
monitoring than warfarin. The effects of NOACs cannot be easily reversed (at the time of 
publication). 
 
NICE has released full guidance on the use of NOACs for the anticoagulation of patients with atrial 
fibrillation (see 6.5 NICE Clinical Guidance - Summary of Changes for details of NICE guidance). 
 
Before considering the use of NOACs a baseline of the patient’s renal function should be 
completed. As there is potential for a decline in renal function during treatment, regular monitoring 
should be performed. Patients should have their adherence and renal function assessed twice a 
year to ensure both efficacy and safety (more frequently in high risk patients). An example NOAC 
monitoring process is located in 14.0 Appendix D - NOAC Monitoring Process. 
 

6.3.3 Patients Choosing Not to Receive Anticoagulation Treatment  

CCGs should ensure that patients who have previously chosen not to take an anticoagulant are 
reviewed annually and given an opportunity reassess their decision. A justification for this decision 
should be reached and recorded. This will ensure that any changes in their condition, or the 
therapies available, are factored into their informed choice. 
 

6.3.4 Patient Access & Communications  

Patient access and communications should be equitable irrespective of disability, language, and 
social circumstances. Patients should have access to testing in a place, and at a time, which meets 
their clinical needs.  
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6.4 Patient Conversations: Shared Decision Making 

“Shared decision making is a collaborative process in which patients are supported by 
their healthcare professional to select which of the available options they wish to choose. It 
brings together in the consultation, or conversation, the best scientific evidence and the patient’s 
values and preferences - which themselves are informed by their beliefs, personal constructs and 
their personal circumstance, including their age, family and social relationships etc. It occupies 
the middle ground between more traditional clinician-centred practice, where patients rely on 
their doctor or healthcare professional to make decisions about their care, and consumerism, 
where patients are given information and then left to make their own choices.” 

Shared Decision Making, The Health Foundation  
 

Shared decision making is a process in which patients can review all the treatment options available 
to them and actively participate with their healthcare professional in reaching an informed 
decision.  
 
Conversations that inform guided choice enable the patient to take ownership of their condition 
and its management. They generate benefits to both the patient (with respect to health, wellbeing, 
dignity and respect) and to the health economy through increased patient independence. Educating 
and informing patients about their condition also provides a way to raise awareness in the broader 
community in order to identify and treat people with AF. It also provides an additional channel 
through which key Public Health messages can be cascaded.  
 
Healthcare professionals (HCP) have a duty of care to the patient as set out in the NHS Constitution 
for England which includes providing them with information and guidance around their condition 
and its treatment. This duty is recognised within the clinical guidance provided on AF by NICE.  
 
 “Treatment and care should take into account individual needs and preferences. Patients should 
have the opportunity to make informed decisions about their care and treatment, in partnership 
with their healthcare professionals.” 

NICE Clinical Guideline 180 - Atrial Fibrillation (2014) 
 
Patients require information about their treatment choices when considering how they can reduce 
their risk of stroke. This should cover the advantages and disadvantages of different treatment 
options, how to make informed choices, and education and support that meets their needs; ‘No 
decision about me without me’. 
 
Guided patient conversations assist in checking and confirming a patients understanding. This 
supports the co-production of treatment plans and encourages self-management. The conversation 
will also surface the patients need to be signposted towards advice and guidance if required. 
 
In conversation with your patient you should consider:  

 Increasing the patients understanding of their condition and the associated stroke risk;  

 Understanding how the condition can be managed and their role in this; 

 The anticoagulation treatment options available including any associated effects (including 
dispelling misconceptions); 
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 Understanding patient preferences and lifestyles that may inform their treatment choice; 

 Identifying and addressing patient concerns, and where appropriate, signposting patients to 
further information and support; 

 What are the next steps for the patient, and are they clear about them. 
 

Patient Decision Aids (PDA) are available to support you in having these conversations. The PDA 
contains complex information that requires guidance from a HCP.  The PDA should be: 

 Given to the patient before the consultation to allow sufficient time for reading and 
completion; 

 Where requested, completed with support from a HCP; 

 Where appropriate, discussed with family members or carers; 

 Used by the HCP when discussing stroke risk reduction options; 
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6.5 NICE Clinical Guidance - Summary of Changes 
 
NICE's role is to improve outcomes for people using the NHS and other public health and social care 
services. They do this by: 

 Producing evidence based guidance and advice for health, public health and social care 
practitioners; 

 Developing quality standards and performance metrics for those providing and 
commissioning health, public health and social care services; 

 Providing a range of informational services for commissioners, practitioners and managers 
across the spectrum of health and social care. 

The strategy advocates that all relevant HCPs should read the full clinical guidance on AF. A 
summary of the key recommendation changes between CG36 (June ’06) and CG180 (Sept ’14) are 
presented here. 
 

Personalised 
Package of Care 

 Offer people with atrial fibrillation a personalised package of care.    Ensure 
that the package of care is documented and delivered.  

Referral 

 Refer people promptly at any stage if treatment does not control the 
symptoms of atrial fibrillation and more specialised management is needed.  
Prompt referral is defined as no longer than 4 weeks after the final failed 
treatment or no longer than 4 weeks if atrial fibrillation recurs after 
cardioversion. 

Assessment 
and Risk 

 Stroke and bleeding risk should be assessed in all people with atrial 
fibrillation using CHA2DS2-VASc. (NICE have recommended that QOF changes 
from using CHADs2 to the CHA2DS2-VASc scoring system from April 2015 to 
assess stroke risk in people with any of the following): 

o Symptomatic or asymptomatic paroxysmal, persistent or permanent 
atrial fibrillation; 

o Atrial flutter; 

o A continuing risk of recurrence of arrhythmia after cardioversion back 
to sinus rhythm. 

 Use the HAS-BLED score to assess the risk of bleeding in people who are 
starting or, have started anticoagulation and to highlight, correct and 
monitor modifiable risk factors: 

o Uncontrolled hypertension; 

o Poor control of international normalised ration (INR); 

o Concurrent drugs such as concomitant use of aspirin or non-steroidal 
anti-inflammatory drugs (NSAIDs); 

o Harmful alcohol consumption. 

 When discussing the benefits and risks of anticoagulation: 

o For most people the benefit of anticoagulation will outweigh the risk 
of bleeding; 

o For people with an increased risk of bleeding the benefit of 
anticoagulation may not always outweigh the bleeding risk and 
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careful monitoring is important; 

o Do not withhold anticoagulation solely because the person is at risk 
of having a fall. 

Drug 
Treatments 

 This new guideline revision emphasises that people at very low risk, who 
should not receive an anticoagulant be identified first, with anticoagulation 
considered or offered to the remainder; 

 Anticoagulation may be with a non-vitamin K antagonist oral anticoagulant 
(NOAC) or a vitamin K antagonist (Warfarin); 

 Do not offer stroke prevention treatment to people aged under 65 Years 
with atrial fibrillation and no risk factors other than their gender; 

 Consider anticoagulation for patients with a CHA2DS2-VASc score of 1 (taking 
bleeding risk into account); 

 Offer anticoagulation to people with a CHA2DS2-VASc score of 2 or above, 
taking bleeding risk into account. (NOTE: There was and is still some debate 
around an inconsistent message here.  Within this section of the NICE 
Guidance it also states the treatment thresholds from the NICE TA’s for the 
three NOACs, which differs from the CHA2DS2-VASc based thresholds); 

 Discuss options for anticoagulation with the person and base choice on his or 
her clinical features and preferences; 

 Do not offer aspirin monotherapy solely for stroke prevention to people with 
Atrial Fibrillation. This final new recommendation must be one of the main 
messages that all clinicians take “home” with regards to managing people 
with atrial fibrillation to reduce their risk of stroke. 

Assessing 
Anticoagulation 
Control 

 For people receiving a vitamin K antagonist (Warfarin) adequacy of control 
should be assessed: 

o Calculate TTR at each visit using a validated method of measurement 
(eg Rosendaal); 

o Exclude measurements taken during first 6 weeks of treatment;  

o Calculate TTR over a maintenance period of at least 6 months. 

 Reassess anticoagulation for a person with poor control shown by any of the 
following: 

o Two INR values higher than 5 or 1 INR value higher than 8 within the 
past 6 months; 

o Two INR values less than 1.5 within the past 6 months; 

o TTR less than 65%. 

 When reassessing anticoagulation, take into account, and if possible, correct 
the following factors that may contribute to poor control: 

o Cognitive function; 

o Adherence to prescribed treatment; 

o Illness; 

o Interacting drugs; 

o Lifestyle factors including diet and alcohol consumption. 

 If poor anticoagulation control cannot be improved evaluate risks and 
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benefits of alternate stroke prevention. 

Review of Risk 

 All people with atrial fibrillation should undergo review at least annually.  For 
people not taking an anticoagulant review stroke risk when they reach the 
age of 65 or if they develop any of the following: 

o Diabetes 

o Heart Failure 

o PAD 

o CHD 

o Stroke, TIA or systemic thromboembolism 

 For people who are not taking anticoagulant, review stroke and bleeding 
risks annually and ensure all reviews are documented. 

 For people who are taking an anticoagulant, review the need for 
anticoagulation and the quality at least annually, or more often if clinically 
relevant events that affect anticoagulation or bleeding risk occur. 

 
NICE have published the following related guidance documents. These documents can be accessed 
directly by visiting http://www.nice.org.uk/ 

 NICE Clinical Guideline (CG180) - Management of Atrial Fibrillation (June 2014) 

 NICE Diagnostics Guidance (DG14) - Atrial Fibrillation and Heart Valve Disease: Self-
Monitoring Coagulation Status Using Point-Of-Care Coagulometers (Sept 2014) 

 NICE Technology Appraisals (TA249) - Dabigatran etexilate for the prevention of stroke 
and systemic embolism in atrial fibrillation (Mar 2012) 

 NICE Technology Appraisals (TA256) - Rivaroxaban for the prevention of stroke and 
systemic embolism in people with atrial fibrillation (May 2012) 

 NICE Technology Appraisals (TA275) - Apixaban for preventing stroke and systemic 
embolism in people with nonvalvular atrial fibrillation (Feb 2013) 

 NICE Quality Standards on Atrial Fibrillation (Due Spring 2015) 

 
 
 

 
 
 
 
 

http://www.nice.org.uk/
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7.0 Patient Voice 
 
The patient voice should underpin and inform the services that the NHS provides. Whilst it is crucial 
to incorporate wider service feedback it is also important to listen to patient stories that bring their 
experiences to life. In this section we have included a sample of these sources for consideration in 
the design of future services. 
 
The strategy has drawn on two recent patient engagement initiatives in Leeds and North Kirklees. 
These were designed to gather the perspectives of those actively receiving anticoagulation services.  
 
Leeds CCGs AC Service Redesign Patient Engagement: As part of the redesign exercise for the 
Leeds CCGs anticoagulation service, a survey was used to gather the thoughts and experiences of  
service users and the wider public. The survey was distributed to anticoagulation patients in 
community and hospital clinics; CCG patients, public and voluntary sector networks; and GP 
practices. In total 263 people contributed to the engagement. 63% of them were anticoagulation 
patients with AF, 37% were general public.  
 
North Kirklees Patient Experience Survey: A similar survey was performed by Mid Yorkshire 
Hospitals NHS Trust. A total of 2,302 warfarin clinic patients sent a service questionnaire from 
which 1,331 were completed, giving a response rate of 58%. The results of these surveys are 
summarised below: 
 

Accessibility & 
Flexibility 

 Access to clinics at sites where other services are located. Many requested GP 
surgery locations. 

 Finger prick tests performed by a qualified professional who would be able to 
provide them with ongoing support and advice (including reassurance on the 
accuracy of these tests);  

 Results to be available immediately and sent via text and email; 

 The ability to book a follow-up appointment at the same time; 

 Flexible appointment times but with availability favouring early in the week 
and early in the day; 

 Fewer patients wanted weekend appointments and Sunday was the most 
unpopular day; 

 Older people with bus passes want to be able to access appointments after 
09:30am; 

 People wanted some flexibility around appointments including ‘drop-in’ and 
evening appointments. This would be to cater for those that work, have carer 
responsibilities, use public transport, or rely on family members for transport; 

 Services to be located near available parking facilities, with frequent public 
transport services. 

Patient Choice 

 Patients expressed their desires to exercise choice in decisions about their 
care;  

 Choice of medication and treatment based on personal preference and for 
reasons other than ‘clinical benefit’; 
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 Choice around how they receive their test results, e.g. via post, text or email; 

 Choice around how blood samples are taken, with different patients 
preferring different methods; 

 Patients supported the proposal to provide NOACs that do not require 
ongoing monitoring and testing; 

 A number of people suggested that self-management would be more 
convenient to patients and could also reduce the cost of the service. 

Self-
Management 

 Patients expressed the desire to self-manage their anticoagulation medication 
and testing within the home; 

 They felt self-testing offered them much more control and comparisons were 
made to patients with diabetes;  

 Finger prick testing was seen as a positive, however, patients would need to 
be informed of how the process would work and be given assurance on the 
accuracy. 

Patient 
Information 

 Patients requested improved access to information, advice, guidance and 
ongoing support through the provision of patient information booklets to take 
away; 

 Signposting to telephone helplines for general queries and support;  

 Access to a qualified professional to discuss their condition and treatment 
when attending clinics; 

 Information and clarification about how their levels of risk are calculated and 
the factors that influence this. 

Prevention 

 Patients emphasised the prioritisation of prevention, both in terms of 
supporting health lifestyle choices and using drugs to reduce the risk of 
stroke; 

 Members of the public suggested that commissioners should not lose sight of 
prevention, ‘an ounce of prevention is better that a pound of treatment’;  

 Ensure that the commissioners continue to collaborate with Public Health to 
deliver prevention initiatives and decrease prevalence. 

 
AF is often referred to as a ‘silent’ condition as it is often only diagnosed once a stroke or another 
serious complication occurs. It is therefore important to understand and learn from the experience 
of patients who have had a stroke and were not diagnosed with AF and being appropriately 
anticoagulated. 
 

Barbara suffered a stroke on 30 December 2012. When she was admitted to hospital, the triage 
nurse noticed that she had an irregular heartbeat and she was diagnosed with AF.  
 
Talking about her experience, Barbara said: “We had had quite a busy Christmas and I felt a bit off it 
but thought I must have a urinary infection. I woke up in the night and walked straight into the 
bedroom wall. Then in the morning I asked my husband, Terry, for a cup of tea and then asked him 
again to get one for me. He said he had already brought it and put it on the bedside table – I could 
see my water and Olbas Oil but couldn’t see the tea.” 
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Barbara said she didn’t feel particularly ill and didn’t have the normal symptoms which you 
associate with stroke. She called her practice, Westcliffe Medical Centre, on the morning of New 
Year’s Eve and ended up going there where she met the on-call GP. 
 
“On my way there, I bumped into several wing mirrors in the car park and nearly fell over someone 
in the waiting room – they thought I had been celebrating a bit too much!” Barbara said. 
 
“The doctor spoke to the stroke consultant at Airedale Hospital and the team was waiting for me 
when I arrived there – it was then that a member of the triage team asked me why I didn’t say I had 
AF.” 
 
“My most significant symptom of the stroke was spatial awareness – it was my brain that was 
affected rather than my sight,” she said. Barbara spent two nights in hospital. “People’s attitudes 
were lovely and they all had a really calming effect on me,” she said. “It made what was a very 
difficult and frightening situation less so and it appeared to be seamless from the doctor ringing up, 
the team waiting for me and getting treated. 
 
“The only minor point was that the hospital asked me to go back to Airedale for an ultrasound, 
which is quite a trek for me, but this could have been done at my practice which also has its own 
Warfarin clinic so I can get this service locally.” 
 
The GP said there was no need to return to Airedale for treatment as Barbara’s practice had its own 
anticoagulation clinic and could continue the therapy from there. Barbara found the local service 
from her GP much more convenient to use, with the test results available faster. 
 
Barbara was not aware of AF and certainly didn’t know she had it. “It was a great surprise to me to 
find out that I had AF – it had not been picked up before,” she said. “It has been important for me 
to know so that I can manage it with the right medication. 
 
“I’m sure a lot of people suffer from AF but are not aware of it. I think people need to know,” said 
Barbara. “You can’t stop AF but you can manage it, if you know about it.”  

 
Barbara’s experience provides insight into what it is like for a patient with AF recovering from a 
stroke. The story reinforces the importance of early diagnosis and anticoagulation in the 
management of AF.   It also highlights the benefits to the patient of local service provision. 
 
 

 
 
 

 
 
 
 
 
 
 



 

28 

 

8.0 Improving Practice 
 
Whilst the drive to improve practice should explore all possible levers within the system, the key to 
delivering step change in whole populations lies within proactive process interventions.  
 
The local health economy should collaborate to drive improvements in the clinical management of 
stroke prevention in AF. Improvements should be fostered through activities that demonstrate to 
clinicians that AF can be managed more effectively and that there are tangible benefits to 
improving practice.  
 
CCGs have considerable role to play. Commissioning decisions should remove organisational 
barriers to changing practice. Improvements in clinical practice will be supported through 
engagement with practitioners in primary, secondary and community care. 
 
Area Prescribing Committees, Drugs and Therapeutics Groups, Formulary Groups, CCG Medicines 
Optimisation Programmes and Primary Care Development plans should be aligned to improve 
clinical engagement in the anticoagulation of AF.  
 
The evidence base is clear that individual interventions, when implemented in an isolated manner, 
are of limited effectiveness.  Improvement initiatives are more effective when they are 
multifaceted and focus on a number of interventions27’28’29. A combination of support measures 
should be adopted to facilitate improvement. These may include but are not limited to: 
 

 Skills, training, support and workforce development to deliver anticoagulation in the 
community;  

 Multifaceted educational interventions - clinically led events, delivered both at scale to large 
audiences, and embellished by smaller interactive visits to practices; 

 Rapid access to specialist anticoagulation advice to support practices assessing complex 
patient cases; 

 Inclusion of SMART objectives in GP practice engagement schemes; 

 CQUINS for the initiation of anticoagulation, in particular rapid anticoagulation post Stroke 
or TIA associated with AF; 

 Adoption of consistent prescribing guidance in the use of anticoagulation for AF which 
reflects NICE CG180; 

 Clearly defined pathways of referral and care including shared care arrangements (where 
these are necessary to maintain patient safety); 

 Monitoring of prescribing behaviours; 

 Simplified medical guidance and decision aids; 

 Benchmarking and analysis of variation in prescribing practice; 

                                                   
27 Grol et al., 2003. From best evidence to best practice: effective implementation of change in patients' care. Lancet 2003; 362: 1225–30 
28 Grimshaw et al., 2004. Effectiveness and efficiency of guideline dissemination and implementation strategies. 
http://www.journalslibrary.nihr.ac.uk/__data/assets/pdf_file/0007/64852/FullReport-hta8060.pdf 
29 Supporting adoption of evidence into practice. MeReC Bulletin. Vol.22 No.02 December 2011  
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 Strategies to increase shared decision making (between patients and prescribers) during 
consultations. 

 
CCGs should support practices and anticoagulant service providers to make best use of the skill mix 
that is available to manage AF patients who choose to begin anticoagulation therapy. In Primary 
Care the potential of Practice Nurses, Nurse Practitioners, Practice Pharmacists, non-medical 
prescribers and Community Pharmacists to contribute to the care of patients should be maximised 
as part of the management of long term conditions. Community Pharmacists should be encouraged 
to make use of the New Medicines Service and Medication Use review to support patients on 
anticoagulants. 

 

Closing the Treatment Gap 

To maximise the benefits of anticoagulation for patients with AF, treatment should be started as 
early as possible. CCGs should support GP’s to develop a strategy within practice to identify existing 
AF patients who may benefit from anticoagulation therapy but are not currently being treated. 
Strategies may include but are not limited to: 
 

 Proactively offering General Practices a range of support resources that will enable them to 
build competence and confidence in the prescribing and management of anticoagulation 
(e.g. Menu of Options); 

 Targeting specific cohorts of patients to be reviewed and offered anticoagulation. Consider 
prioritising high risk groups first  such as AF patients who are not currently receiving any 
treatment or are taking aspirin for no other indication; 

 Sharing comparative peer performance data around anticoagulation treatment rates and 
medications to identify and recognise unwarranted variations in practice; 

 Prioritising patients based on their CHA2DS2-VASc score; 

 Applying risk stratification tools to identify patients most at risk; 

 Using prescribing support tools (examples include Scriptswitch or STOPP-START). 

 

Behaviour Change 

CCGs should put appropriate mechanisms in place that encourage and support sustainable behavior 
change within the local health economy to facilitate the optimisation of anticoagulation therapy. 
This should include the patient and carer to reinforce self-management and drive a shift in patient 
awareness. 
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9.0 Managing Risk - Financial & Clinical 
 
Clinical Risk 

There are clinical risks associated with the anticoagulation of patients with AF. There is an increased 
risk of extracranial and intracranial bleeding associated with anticoagulation. However, not 
anticoagulating appropriate patients increases the risk of avoidable strokes (and consequential 
fatality and disability).  
 
The financial and economic model developed by the Healthy Futures atrial fibrillation project 
incorporates these risks.  This model identifies the potential number of strokes prevented through 
increasing appropriate anticoagulation of patients with AF and the corresponding cost in savings in 
the provision of acute stroke care.  
 
The clinical assumptions used in this model were taken from a range of medical trials following a 
detailed literature review. For details of these please refer to 15.0 Appendix E - Clinical Risk Model 
Assumptions and Sources. The model was developed and validated with input from specialist 
clinicians and commissioners to ensure the clinical assumptions used were accurate. 
 
The model estimates that, over the next 5 years, the clinical cost of not providing appropriate 
anticoagulation for these patients will be 1,882 strokes over the period. 
 
The overarching message from the modelling have been reinforced in a national paper published by 
NHS Improving Quality, ‘Costs and Benefits of Antithrombotic Therapy in Atrial Fibrillation in 
England: An Economic Analysis based on GRASP-AF’ Marion Kerr (2014). 
 

Financial Risk 

The NICE Costing Report (2014) highlights the existence of the AF treatment gap with respect to 
patients who are not receiving appropriate anticoagulation therapy. This gap includes patients 
which are receiving no treatment at all, and those who are still receiving aspirin monotherapy solely 
for stroke prevention (a treatment which NICE no longer advocates). 
 
Transitioning these patients to appropriate treatments, in line with NICE Clinical Guidance, will 
increase demand for both anticoagulation medicines and associated services. It is recognised that 
the treatment of AF with NOACs is significantly more expensive than with Warfarin.   
 
These demands will generate increased cost pressures for CGGs in the short-term. Longer term, the 
reduction in number of stroke incidents will reduce the cost of stroke care (associated with a 
reduction in the number of AF strokes) and deliver a net financial saving to CCGs and the broader 
health and social care system. The potential benefits (acute care) available to both the health 
economy as a system, and West Yorkshire as a sub-region, are documented in ‘Costs and Benefits 
of Antithrombotic Therapy in Atrial Fibrillation in England: An Economic Analysis based on 
GRASP-AF’ Marion Kerr, NHS IQ (2014) and the Financial & Economic Modelling undertaken within 
the Atrial Fibrillation project (a summary of which is presented below): 
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Figure 4: Financial & Economic Model Extract - Impact of Increased Anticoagulation for WY (Acute 
Care Savings not including broader Health & Social Care and Societial Savings)  

 
 
During the transition period, budgets will need to be carefully balanced given finite resources. This 
task will be made significantly easier if a pro-active approach is taken to managing the risk by 
utilising the tools developed by the Healthy Futures Atrial Fibrillation project. 
 
CCGs should seek to establish systems that frequently monitor and review the local CCG AF register, 
treatment gap, uptake of anticoagulation, medication split, and the associated budgets. This 
information will be provided to CCGs in a quarterly AF Performance Dashboard. This will provide 
the necessary information and benefits tracking for CCGs to compare and contrast actual activity 
data against forecasts.  
 
In preparation for monitoring the impact of any increase in anticoagulation, CCGs should use the 
information supplied to document their baseline position and to support informed choices relating 
to forecasting and managing medicines optimisation budgets. 
 
The optimisation of anticoagulation should be seen as being driven by the need to increase clinical 
quality and not by productivity gains or financial efficiencies. This is supported by the opportunity 
to deliver longer term savings to the health economy through an ‘invest to save’ model.  
 
CCGs should adopt an approach to managing the associated financial risk in line with Standing 
Financial Instructions Section 2 and guidance set out by the NHS Executive. 
 

  

Year 0 Year 1 Year 2 Year 3 Year 4 Year 5
Cumulative 

Total

Downside £0 £405,353 £641,517 £735,639 £543,812 £368,206 £2,694,527

Base Case £0 £533,650 £938,567 £1,233,785 £1,093,298 £957,189 £4,756,489

Upside £0 £684,998 £1,307,538 £1,873,780 £1,815,998 £1,745,272 £7,427,587

Downside 0 124 254 390 397 400 1,565

Base Case 0 150 307 470 477 479 1,882

Upside 0 178 363 554 561 562 2,220

Warfarin NOAC

35% 83.7% 25.0% 60% 40%

40% 88.7% 30.0% 70% 30%

45% 93.7% 35.0% 80% 20%

Uptake
Anticoagulation treatment split

Downside

Base Case

Upside

Rate of Change 

(per annum)

Model outputs

Savings

Stroke events 

prevented

Scenarios Treatment Gap
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10.0 Implementation 
 
To ensure delivery of our strategy, individual CCGs will need to develop and resource local delivery 
plans that set out detailed objectives, key activities and milestones. These will be supported by a 
local risk management process to ensure the effective identification, monitoring and mitigation of 
clinical and financial risks. CCGs will monitor performance and progress of this strategy through two 
mechanisms: 
 

The AF Dashboard  

The dashboard provides information on the size of the treatment gap, the total number of patients 
on the AF Register, the size of the stroke risk cohort and the treatment type.  This information can 
be viewed through three different lenses, at a sub-regional level, by CCG and by practice. 
 
The dashboard also uses pseudo anonymised patient level data extracted from the secondary user 
service to show the trend in the number of stroke hospital admissions with AF admissions by CCG.  
This provides an indication of the impact of improved management on patients with AF.  
 
This dashboard will be updated quarterly by the Yorkshire and Humber Commissioning Support and 
reported to CCG Governing Bodies and the 10cc. The responsibility for local reporting will sit with 
the Clinical Stroke Leads, or the CVD Lead if a Stroke Lead is not in place. The Healthy Futures 
Stroke Programme Team will act as the conduit for reporting to 10cc. 
 

Patient Feedback 

The strategy provides guidance to anticoagulation therapy services providers on the need to have in 
place mechanisms to collect, analyse and act upon patient feedback. Each CCG is responsible for 
ensuring that these mechanisms are in place and provide appropriate oversight. This will help 
ensure that patients receiving anticoagulation therapy are getting the highest quality of care. 
 

Measuring Success 

This strategy will have been successful in West Yorkshire if over the next 5 years: 

 The percentage of  patients eligible for anticoagulation therapy who are receiving it rises 
from 60% to 94% rivalling the best performance in Europe (Norway)30;  

 The number of annual stroke admissions with AF reduces by 470 (against a back drop of an 
expected rise of 13% in the absolute number of strokes);  

 The number of patients receiving aspirin monotherapy solely for stroke prevention reduces 
to 0; 

 There is an upward trend in positive patient service experience feedback at a local level. 

Progress made in implementing the strategy will be shared nationally via the Strategic Clinical 
Network. This will contribute to national improvements in the appropriate treatment of AF. 

 

 

                                                   
30 The Route Map for Change & the European Atlas on the Prevention of AF-Related Stroke 2014 – AntiCoagulation Europe 
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11.0 Appendix A - Patient Advice & Education 
 
The following organisations provide information, advice and guidance for people with AF. The 
information available is designed to help newly diagnosed and existing patients understand the 
condition, the tests and treatments they may be offered, and the how it affects different aspects of 
their lifestyle. CCGs may wish to re-produce this information locally for distribution to AF patients.  
 
Please note that Healthy Futures is not responsible for the quality or accuracy of any information or 
advice provided by these organisations. 
 

Atrial Fibrillation Association 

 Helpline: 01789 451 837  

 Website: www.atrialfibrillation.org.uk 

 Patient Booklets: http://www.atrialfibrillation.org.uk/publications/booklets.html  

 Patient Information: http://www.atrialfibrillation.org.uk/patient-information/atrial-
fibrillation.html 

 

Anticoagulation Europe  

 Helpline: 020 8289 6875 

 Website: www.anticoagulationeurope.org 

 

Arrhythmia Alliance  

 Helpline: 01789 450 787 

 Website: www.arrhythmiaalliance.org.uk 

 

All Party Parliamentary Group on Atrial Fibrillation 

 Website: http://www.atrialfibrillation.org.uk/parliamentary-focus/westminster.html 

 

British Heart Foundation 

 Helpline 0300 330 3311  

 Website: www.bhf.org.uk 

 

Care AF 

 Website: http://www.careaf.org/ 

 

Different Strokes 

 Helpline: 0845 130 7172 

 Website: www.differentstrokes.co.uk 

 

The Stroke Association: 

 Helpline 0303 303 3100  

 Website: www.stroke.org.uk 

http://www.atrialfibrillation.org.uk/
http://www.atrialfibrillation.org.uk/publications/booklets.html
http://www.atrialfibrillation.org.uk/patient-information/atrial-fibrillation.html
http://www.atrialfibrillation.org.uk/patient-information/atrial-fibrillation.html
http://www.anticoagulationeurope.org/
http://www.arrhythmiaalliance.org.uk/
http://www.atrialfibrillation.org.uk/parliamentary-focus/westminster.html
http://www.bhf.org.uk/
http://www.careaf.org/
http://www.differentstrokes.co.uk/
http://www.stroke.org.uk/
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12.0 Appendix B - Health Professional Education 
 
The following organisations provide a range of educational opportunities for HCPs around the 
effective treatment of stroke and atrial fibrillation. The information detailed below is intended for 
sharing with HCPs to remove barriers to identifying appropriate training: 
 
PGCert Stroke Care - University of Leeds  

The PGCert in Stroke Care is a distance learning course specifically focusing on the key clinical, 
interprofessional, organisational and policy issues related to the stroke care pathway. The 
course includes contributions from leading national and international figures in stroke care. 

http://medhealth.leeds.ac.uk/coursefinder/21339/PGCert_Stroke_Care?from=600&categoryID 

 

Community Management of Atrial Fibrillation - University of Bradford  

Developed in collaboration with the Atrial Fibrillation Association (AFA), this 30 Masters-level 
credit point award aims to equip the practitioner with the knowledge and skills to detect, 
diagnose and manage atrial fibrillation (AF) and to develop services in the community to 
optimise the management of people with atrial fibrillation (30 Master's level credit point 
module). 

http://www.educationprogrammes.bradford.nhs.uk/Pages/Home.aspx 

 

Stroke Uptake Days - Primary Care Training Centre (Bradford)  

The stroke training course is suitable for any primary care professional, GP, nurse, HCA, 
paramedic, or volunteer who will be dealing with CVD risk assessment, hypertension, long-term 
management of stroke, TIA and CVD for those patients who can walk through into a General 
Practice reception, or any professional who wishes to gain insight into the role that primary care 
provides regarding the long term management and prevention of stroke. 

http://www.primarycaretraining.co.uk/product/stroke/ 

 

Atrial Fibrillation - Education for Health 

This workshop is designed for healthcare professionals caring for patients with Atrial 
Fibrillation. Evidenced National Guidelines will be discussed to aid and empower you to 
effectively manage these clients. Studying this 1 day workshop will provide you with the 
knowledge & skills to understand the epidemiology; pathophysiology of Atrial Fibrillation 
including diagnosis, causes and treatment options of this condition. 

http://www.educationforhealth.org/shop.php/courses/7/atrial-fibrillation 

 
Stroke Management Study Day - Et al Training 

Originally designed in response to the stroke strategy being published this study day has a great 
track record of hitting the right level for effective learning. Keeping carefully to National 
Guidelines and where ever possible local pathways, it focuses on the specific practical issues of 
stroke and TIA diagnosis and management for Primary Care. Then goes further to cover 
prevention of stroke from embolic stroke caused by atrial fibrillation (AF) and address the issue 
of accurate diagnosis, prevention and management of atrial fibrillation. 

http://etaltraining.co.uk/stroke-management/ 

 

http://medhealth.leeds.ac.uk/coursefinder/21339/PGCert_Stroke_Care?from=600&categoryID
http://www.educationprogrammes.bradford.nhs.uk/Pages/Home.aspx
http://www.primarycaretraining.co.uk/product/stroke/
http://www.educationforhealth.org/shop.php/courses/7/atrial-fibrillation
http://etaltraining.co.uk/stroke-management/
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Heart of AF - AF Association:  

The AF Association Heart of AF website is an online educational resource for health 
professionals. The website contains many educational resources that can be downloaded as 
well as details if further educational courses that may be helpful. 

http://www.heartofaf.org/welcome-heart-af 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.heartofaf.org/welcome-heart-af
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13.0 Appendix C - Warfarin Monitoring Service Specification 
 

Referral or Transfer into Service 

All referrals/transfers should meet strict standards as defined in a documented referral protocol. 
This should include demographic details, name of responsible senior clinician, indication for 
anticoagulation, intended duration of therapy, target INR, INR and dosing history to date, and 
relevant co-morbidities, concomitant medication and patient contact details.   

The receiving service should ensure the following times between referral to service and 
management of the patient’s care by the service are not exceeded31: 
 

Situation Maximum Time to Treatment 

 AF (identified in primary care)  2 Weeks 

 All other conditions where anticoagulation is 
initiated in secondary care 

 3 Days 

 

Education of Patients 

Patients should be educated in the management of their anticoagulation therapy at 
commencement of treatment, in an emergency and periodically during treatment (provision of 
specialist clinical advice). In particular in the administration of LMWH and in the management of 
Warfarin as described in the NPSA alert (NPSA/2007/18). Counseling in relation to pregnancy and 
contraception should be given to women of child bearing age. 
 

Care Planning  

Patients’ therapy should be optimised in accordance with the protocols approved by the respective 
CCGs. Effective care planning should be in place.  This should include: 

o The duration of therapy in association with relevant specialists; 

o Change of anticoagulant in association with appropriate clinical specialists; and 

o Discontinuation of treatment. 
 
All patients receiving long term therapy should have an annual clinical review.  This review should 
include, but not be limited to: 

o Review of stroke or venous thromboembolism (VTE) risk; 

o Reassessment of bleeding risk; 

o Incidence of adverse events relating to anticoagulation therapy since last review; 

o Assessment of compliance; 

o Confirm that the risk/benefit ratio for the patient remains favourable for 
continuation of anticoagulation; 

o Identify any new medical, behavioural or social conditions related to anticoagulation; 

o Assess the patient’s time in therapeutic range to assess that the therapeutic benefit 
of anticoagulation is being achieved with treatment; and 

o Choice of anticoagulant. 

                                                   
31 Following initiation of treatment by the service responsible for managing acute presentations requiring anticoagulation . 
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Clinical support should be in place which is sufficient to provide for the management of particular 
clinical needs with sufficient continuity of care e.g. poor compliance, unstable anticoagulant 
control, interacting co-morbidities. 
 

Testing 

Patients should have their INR checked in accordance with their clinical needs and no less 
frequently than every 12 weeks. The time between sampling and clinical interpretation of result 
should not exceed 24 hours.  The provider should make optimal use of a computerised dosing 
algorithm (with evidence of its effectiveness) with manual adjustment of dosing to take into 
account any factors which fall outside the algorithm.  
 
For near patient testing 90% of patients should complete their episode of care within 45 minutes of 
their appointment time. For phlebotomy only appointments 90% of patients should have 
completed their episode of care within 30 minutes of their appointment time. 

 

Patient Accessibility and Communications  

Patient access and communications should be equitable irrespective of disability, language, and 
social circumstances. Patients should have access to INR testing and dosing in a place, and at a 
time, which meets their clinical needs. This should include arrangements for INR testing of 
housebound patients including those in care homes. 
 
Patients should be able to manage their appointments for INR testing (in terms of choice of time, 
location) within the limits of safe clinical care. INR, date of next test, dose and missed appointment 
notification information should be made available to, the patient in a timely manner, usually within 
48 hours of the test and within 4 hours of the test if the INR result is >5. 
 
Where there is a benefit to patients, near patient testing (including phlebotomy/sampling, 
pathology and dosing) should be offered where this can be shown to be; 
 

 Affordable; 

 Accurate; and 

 Adequately Quality Assured. 
 
Patients (and/or their designated carer/representative) should be communicated with in a manner 
of their choosing including electronic methods such as e-mail and text.  
 

Call and Recall Procedures 

Providers should have a systematic call and recall system in place and implement appropriate 
strategies to ensure rapid action when a person has failed to attend an appointment, or is not at 
home (for a domiciliary visit) to have their INR measured.  This should include attempting to contact 
the patient (or their nominated representative) within 48 hours of the missed appointment. 
Attempted contacts should be clearly documented.  
 
If a patient fails to attend a clinic, or is not at home (for a domiciliary visit), the provider will 
schedule a new appointment within one week – the timing of the next appointment will be by 
agreement, taking into account clinical criteria. If the patient again fails to attend, the patient 
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should again be offered a further appointment unless there is information to suggest this is not 
necessary. The registered GP may decide that continuation of therapy in the absence of monitoring 
is considered too risky. The patient’s registered GP will then be responsible for ensuring that no 
further prescriptions are raised. 
 

Storage and Sharing of Patient Information 

The service should maintain adequate electronic records of INR results and dosing instructions as 
well as other clinical notes at every point of contact with the patient which allows clinical audit and 
benchmarking.  
 
INR, Target INR and range, date of next test, dose, TTR and missed appointment information should 
be made available to service providers, the patients’ GPs and Out-of-hours services, and the 
patient’s nominated pharmacy (if they nominate one) in a timely manner, usually within 24 hours 
of the test and within 4 hours of the test if the INR result is >5. 
 
All prescriptions for anticoagulants (or supplies made under Patient Group Directions) should but 
be notified to the patient’s GP in a manner which is readily incorporated into the patient’s notes.   
 

The Management of Adverse Outcomes 

Where a patient has an adverse outcome of INR test (INR >5) they should be contacted (or their 
designated carer/representative is contacted) before their next dose is due to be taken in a manner 
of their choosing and that offers the greatest safeguards. 
 
Patient’s with an INR>8 should be triaged for bleeding within 4 hours of the INR result being 
available. These patients’ should be clinically assessed (within a maximum of 8 hours of the result 
being communicated to the clinician and patient) for signs and symptoms of bleeding and when it is 
verified that these are not present, they should receive oral vitamin K within 8 hours of the INR 
result being available. 
 
Where there are signs or symptoms of a bleeding, irrespective of INR, patients should be 
transferred to an acute sector environment as a matter of urgency to determine the most 
appropriate reversal strategy. Intravenous Vitamin K should be administered within 8 hours of the 
INR result being available. 
 
Where bridging therapy is indicated due to sub therapeutic INRs, patients should be commenced on 
bridging therapy within 24 hours of the INR result being available. Patients who have been 
administered vitamin K should have their INR rechecked in a timely manner according to clinical 
circumstances. In patients who are not bleeding, the standard of care is to recheck the INR between 
24 and 48 hours after the vitamin K was administered. 
 
All patient safety incidents should be reviewed and reported to the National Reporting and 
Learning System and the commissioner. All instances of INR>8 and patients requiring bridging 
therapy should be subject to case review the results of which are used to improve the service and 
to be shared with the commissioner. All serious incidents including incidents of major bleeding or 
embolic/thrombotic events in the context of an INR which is out of range should be subject to Root 
Cause Analysis the results of which are used to improve the service and to be shared with the 
commissioner.  
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Onward Referrals  

The service should make arrangements for the onward referral of patients to other anticoagulation 
services for patients who move to another area, either via the patient’s GP or direct service to 
service referral where these arrangements are in place. The service may refer a patient to other 
providers or the patient’s GP if an acute problem is identified at an anticoagulant clinic 
appointment. 
 

Monitoring Performance 

Anticoagulation service providers should be able to benchmark the performance of the service 
against the BSH safety indicator set. Benchmarking should be able to compare the service to other 
providers.  The standards for the core set of safety indicators are as follows:  

 >90% of patients retained in service (for the indicated duration of treatment); 

 Mean % time in range (Rosendaal) >72%; 

 <0.2% of the number of patients tested/week with INR>8; and 

 <0.2% of the number of patients tested/week with INR>5 on 2 or more occasions in the last 
6 months of treatment. 

The service should also monitor: 

 Percentage of patient win an INR<1.5; 

 Percentage of patients lost to follow-up (and risk assessment of process for identifying 
patients lost to follow-up); 

 Referral to treatment time; and 

 Patient satisfaction (measure to be agreed with service provider). 
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14.0 Appendix D - NOAC Monitoring Process 
 
The monitoring and management of patients receiving anti-coagulation therapy should involve the 
following three monitoring steps post initiation: 

 Telephone follow up by NOAC clinic / hospital specialist review 3-6 weeks after initiation; 

 General Practice face to face review at 3 months post initiation; and 

 General practice review at 12 months (more frequently in high risk patients) as there is a 
potential for decline in renal function during treatment. 

These steps are explained in more detailed in the NOAC monitoring process shown below: 
 
Figure 3: NOAC Monitoring Process - Normal Renal Function 
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Figure 4: NOAC Monitoring Process - Abnormal Renal Function 
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15.0 Appendix E - Clinical Risk Model Assumptions and Sources 
 

 
 
 
 
 
 
 

Assumptions

Risk of Event
Haemorrhagic 

Stroke

Ischaemic 

Stroke

Heart Attack 

(MI)
Major IC Bleed

Major EC 

Bleed
Minor Bleed

Warfarin 0.78% 2.15% 0.75% 1.32% 4.31% 24.64%

Rivaroxaban 0.41% 2.10% 1.42% 0.77% 4.78% 16.66%

Dabigatran (110mg) 0.23% 2.64% 1.43% 0.45% 4.97% 26.03%

Dabigatran (150mg) 0.20% 1.83% 1.46% 0.59% 5.63% 29.41%

Apixaban 0.44% 1.78% 0.99% 0.57% 3.02% 19.11%

Aspirin 0.32% 3.48% 1.00% 0.47% 0.97% 23.17%

No treatment 1.32% 7.18% 6.35% 0.10% 0.10% 2.00%

Risk of Disablement Following 

Stroke

Haemorrhagic 

Stroke

Ischaemic 

Stroke
All Stroke

Nondisabling 29% 36% 35%

Moderately Disabling 18% 37% 35%

Totally Disabling 6% 10% 9%

Fatal 47% 16% 21%

RE-LY Trial

Risk of Event
Haemorrhagic 

Stroke

Ischaemic 

Stroke

Heart Attack 

(MI)
Major IC Bleed

Major EC 

Bleed
Minor Bleed

Nondisabling 

Stroke

Disabling or 

Fatal Stroke

Life-Threatening 

Major Bleed

Non-Life-

Threatening 

Major Bleed

GI Bleed

Warfarin (n=6022) 0.75% 2.36% 1.05% 1.44% 5.23% 35.57% 1.15% 1.96% 3.52% 3.45% 1.99%

Dabigatran (110mg) (n=6015) 0.23% 2.64% 1.43% 0.45% 4.97% 26.03% 1.00% 1.86% 2.41% 3.29% 2.21%

Dabigatran (150mg) (n=6076) 0.20% 1.83% 1.46% 0.59% 5.63% 29.41% 0.72% 1.32% 2.88% 3.72% 3.00%

ROCKET-AF Trial

Risk of Event
Haemorrhagic 

Stroke

Ischaemic 

Stroke

Heart Attack 

(MI)
Major IC Bleed

Major EC 

Bleed
Minor Bleed

Nondisabling 

Stroke

Disabling or 

Fatal Stroke

Life-Threatening 

Major Bleed

Non-Life-

Threatening 

Major Bleed

GI Bleed

Warfarin (n=7125) 0.70% 2.26% 0.02% 1.18% 4.24% 16.15% 0.80% 1.74% N/A N/A 2.16%

Rivaroxaban (n=7111) 0.41% 2.10% 1.42% 0.77% 4.78% 16.66% 1.24% 1.27% N/A N/A 3.15%

ARISTOTLE Trial

Risk of Event
Haemorrhagic 

Stroke

Ischaemic 

Stroke

Heart Attack 

(MI)
Major IC Bleed

Major EC 

Bleed
Minor Bleed

Nondisabling 

Stroke

Disabling or 

Fatal Stroke

Life-Threatening 

Major Bleed

Non-Life-

Threatening 

Major Bleed

GI Bleed

Warfarin (n=9081) 0.86% 1.93% 1.12% 1.34% 3.74% 24.04% N/A N/A 1.89% 9.66% 1.31%

Apixaban (n=9120) 0.44% 1.78% 0.99% 0.57% 3.02% 19.11% N/A N/A 0.88% 6.72% 1.15%

AVERROES Trial

Risk of Event
Haemorrhagic 

Stroke

Ischaemic 

Stroke

Heart Attack 

(MI)
Major IC Bleed

Major EC 

Bleed
Minor Bleed

Aspirin (n=2789) 0.32% 3.48% 1.00% 0.47% 0.97% N/A

Apixaban (n=2807) 0.21% 1.53% 0.86% 0.39% 1.18% N/A

Untreated Estimates

Risk of Event
Haemorrhagic 

Stroke

Ischaemic 

Stroke

Heart Attack 

(MI)
Major IC Bleed

Major EC 

Bleed
Minor Bleed

No Treatment (5070) 1.32% 7.18% 6.35% 0.10% 0.10% 2.00%

Sources
Wolf, Philip A., Robert D. Abbott, and William B. Kannel. "Atrial fibrillation as an independent 

risk factor for stroke: the Framingham Study." Stroke 22.8 (1991): 983-988.

Sources
Patel, Manesh R., et al. "Rivaroxaban versus warfarin in nonvalvular atrial fibrillation." New 

England Journal of Medicine 365.10 (2011): 883-891.

Sources
Granger, Christopher B., et al. "Apixaban versus warfarin in patients with atrial fibrillation." 

New England Journal of Medicine 365.11 (2011): 981-992.

Sources

Diener, Hans-Christoph, et al. "Apixaban versus aspirin in patients with atrial fibrillation and 

previous stroke or transient ischaemic attack: a predefined subgroup analysis from AVERROES, a 

randomised trial." The Lancet Neurology 11.3 (2012): 225-231.

Sources
Connolly, Stuart J., et al. "Dabigatran versus warfarin in patients with atrial fibrillation." New 

England Journal of Medicine 361.12 (2009): 1139-1151.

Sources
Luengo‐Fernandez, Ramon, et al. "Population‐based study of acute‐and long‐term care costs 

after stroke in patients with AF." International Journal of Stroke 8.5 (2013): 308-314.
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16.0 Appendix F - Guidance Documents 
 
There are a range of related clinical guidance documents available which may be of use to HCPs. 
These documents can be obtained by requesting them directly from the Strategic Clinical Network. 
You can contact the Y&H Strategic Clinical Network & Senate through the following website 
www.yhscn.nhs.uk 

 Contraindications to Oral Anticoagulants and Antiplatelets; 

 Anticoagulation Dosing Based On Renal Function; 

 Prescriber Decision Support for NOACs; 

 NOAC Comparison Guide; 

 AF Clinical Pathway & Assessment Tools; 

 FAQs on the Practical Use of Oral Anticoagulants in Non-Valvular AF; 

 Patient Decision Aids. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.yhscn.nhs.uk/


 

44 

 

17.0 Appendix G - References & Contributions 
 

The strategy would like to recognise the valuable contributions to the strategy from the following 
sources, key policy documents, reports, national audits and individuals: 

1. North Kirklees Anticoagulation Service Redesign Business Case - WSYB CSU; 

2. The Route Map for Change & the European Atlas on the Prevention of AF-Related Stroke; 

3. Anticoagulation Service Redesign Engagement from April - May 2013 - Leeds West CCG; 

4. NICE Clinical Guideline (CG180) - Management of Atrial Fibrillation (June 2014); 

5. NICE Costing Report: Atrial Fibrillation Implementing the NICE Guideline on Atrial Fibrillation 
(CG180) (June 2014); 

6. Grasp The Initiative: Action Plan. Atrial Fibrillation Association (2014); 

7. National Service Framework for Coronary Heart Disease (2014); 

8. National audit of cardiac rhythm management devices. National Institute for Cardiovascular 
Outcomes Research (2014); 

9. UK report (white book). European Heart Rhythm Association (2014); 

10. Cardiovascular disease outcomes strategy: improving outcomes for people with or at risk of 
cardiovascular disease. Department of Health (2013); 

11. Costs and Benefits of Antithrombotic Therapy in Atrial Fibrillation in England: An Economic 
Analysis based on GRASP-AF. Marion Kerr, NHS IQ (2014); 

12. Dr Bryan Power, CVD Clinical Lead Leeds West CCG, GP Principal Vesper Road Surgery, 
Leeds; 

13. Dr Matthew Fay FRCP Edin, GP Principal Westcliffe Medical Practice, Bradford; 

14. Dr Andrew Withers, Clinical Chair, Bradford Districts CCG; 

15. Dr Chris Pepper, Consultant Cardiologist, Leeds General Infirmary; 

16. Dr J M Bamford MD FRCP, Consultant Neurologist and Clinical Associate Professor, Leeds 
Teaching Hospital; 

17. Dr Yasmin Khan, Deputy Medical Director, NHS England Yorkshire & Humber; 

18. Philomena Corrigan, Stroke Programme Lead, Chief Executive Officer, Leeds West CCG; 

19. Julia Jessop, Network Manager (CVD), Y&H Strategic Clinical Network & Senate; 

20. Adele Graham, Quality Improvement Manager, Y&H Strategic Clinical Network & Senate; 

21. Greg Fell, Public Health,  City of Bradford Metropolitan District Council; 

22. Tony Jamieson, Clinical Lead for Medicines, Yorkshire & Humber Academic Health Science 
Network; 

23. Neil Smurthwaite, Chief Finance Officer, Airedale & Wharfedale CCG; 

24. Richard Cohen, Stroke Programme Director, Transforming Care; 

25. Nick De-Jesus, Project Manager (Atrial Fibrillation), Yorkshire & Humber CSU. 



 

45 

 

18.0 Appendix H - Declarations of Interest 
 
Declarations of Interest - Greg Fell 

Type of Interest Details 

Research funding / grants that may be 
received by the individual or any 
organisation they have an interest or 
role in 

Employer has received honoraria from Bayer Healthcare and a travel grant from Boehringer 
Ingelheim 
 

Positions of authority in an organisation 
(e.g. charity or voluntary organisation) in 
the field of health and social care 

Till Jan 2015 GF was a member of a NICE Technology Appraisal committee.  
 

 
Declarations of Interest - Dr Yasmin Khan 

Type of Interest Details 

Personal interest or that of a family 
member, close friend or other 
acquaintance 

My husband is Dr Matt Fay who is a GP Principal at Westcliffe Medical Practice, Bradford 

 
Declarations of Interest - Dr Andrew Withers 

Type of Interest Details 

Roles and responsibilities held within 
practices 

Clinical partner of The Grange Medical Practice, Bradford 
The practice provides community based oral anticoagulation services 
 

 
Declarations of Interest - Tony Jamieson 

Type of Interest Details 

Employee 
Leeds South & East CCG On behalf of LNCCG & LWCCG 
NHS England (seconded from LSECCG) 
Y&H Academic Health Science Network, Associated with Bradford Institute of Health Research 

Research funding / grants that may be 
received by the individual or any 
organisation they have an interest or 
role in 

WAVE - Adviser to the SPAF Academy, sponsored by Boerhringer Ingleheim 
Pfizer - Adviser 
MSD - Adviser 
Leeds University - Adviser 

Any other role or relationship which the 
public could perceive would impair or 
otherwise influence the individual’s 
judgement or actions  

Contributor to Pharmacy Magazine 

 
Declarations of Interest - Dr Matthew Fay 

Type of Interest Details 

Roles and responsibilities held within 
practices 

Clinical partner of Westcliffe Partnership. 
Clinical partner of The Willows Medical Practice 
Westcliffe partnership holds the PMS contract at Westcliffe Medical Practice.  Some of Westcliffe 
partners sit on other partnerships on behalf of the full Westcliffe Partnership – this is legally 
recognised in all corresponding Partnership Deeds.  For example two of Westcliffe Partners – Dr 
Rawal and Julie Winterbottom hold the partnership for Cowgill Surgery on behalf of all Westcliffe 
Partners,  
All Westcliffe partners are also directors and shareholders in Westcliffe Care UK Ltd that holds the 
APMS contract for Thornton & Denholme Medical Practice 

Directorships, including non-executive 
directorships, held in private companies 
or PLCs 

Director in: 
Medwest Ltd 
Westcliffe Care UK Ltd 
Westcliffe Health Innovations Ltd 
Westcliffe Medical Services Ltd 

Ownership or part-ownership of private 
companies, businesses or consultancies 
likely to provide related services 

Shareholder in: 
Medwest Ltd 
Westcliffe Care UK Ltd 
Westcliffe Health Innovations Ltd 
Westcliffe Medical Services Ltd 

Positions of authority in an organisation 
(e.g. charity or voluntary organisation) in 
the field of health and social care 

Medical Advisor to AF Association 
Medical Advisor to STARS (The syncope trust) 
Medical Advisor to National Stroke Association 
Medical Advisor to Anticoagulation Europe 
Trustee LifeBlood-the thrombosis charity 
Executive of the Arrhythmia Alliance 
Faculty member Heart Valve Voice 
Living Longer Lives Clinical Champion for NHS-IQ 



 

46 

 

Medical Advisor to Yorkshire & Humber AHSN for AF NIC 
Council Member of the Yorkshire & Humber Clinical Senate 
Standing member of NICE Quality Standards committee 

Any connection with a voluntary or 
other organisation contracting for NHS 
services 

Ad hoc advisor to Oberoi Consulting 

Research funding / grants that may be 
received by the individual or any 
organisation they have an interest or 
role in 

Member of the ASPIRE Steering group 
Member of the LoTS-2-CARE steering group 
Member of the AURAS-AF steering group 

Any other role or relationship which the 
public could perceive would impair or 
otherwise influence the individual’s 
judgement or actions  

Funding has be variously given to the practice to attend meetings by: Abbot, Bayer, Boehringer-
Ingelheim, Bristol Myers Squibb, Dawn, INRStar, Medtronic, Oberoi Consulting, Pfizer, Roche, 
Sanofi-Aventis, Servier 

Personal interest or that of a family 
member, close friend or other 
acquaintance 

My wife is Dr Yasmin Khan who is an associate medical director of NHS England Yorkshire & 
Humber 

 

 

 


