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Ambulatory Care

| CONSENSUS GUIDELINES FOR COORDINATED OUTPATIENT
ORAL ANTICOAGULATION THERAPY MANAGEMENT

Jack E Ansell, Marissa 1. Buttaro, Ofsnia Voltis Thomas, Calvin H Knowlton, and the Anticoagulation Guidelines Task Foree®

ORJECTIVE: To provide primary and referning healthcare practitioners
with gnidefines for the provision of safe and effestive anlicoagnlation
mariagement in any venue to standardize and improve quality of care
and o petmit negotistion for reimbursement from third-party payers.

PATA EXTRACYTON AND SYNYIRSEs: Data on the conent practice of
anticoagnlation providers and omcomes telated o anticoagulation
clinic care were obtaiied through the literature, interviews with
anticoagiation providers, and a focus Eroup meeting of
anticoagulation clinic stakeholders, This information collation
Process revealed that an anticoapwlation sepvice consists of three
separate areas for which guidelings should be dévelaped, Based on
the consensus opiniotis of the commiittce members, the Jiterarure
review, and the ciarent practice of apticoagulation services
providess, a deaRt guideline was developed and reviewed by an
independent multidisciplinary panel of antcoagulation services

- providers whose comments were incorporited into the final
guidcline.
CONCLUSIONS: Systemalic outpatient anticoagulation setvices are
systems of carc designed to coordinate and optimize the delivery of
anticoagulation therapy by (1) evaliating patient-specific risks and
benefits to determine the appropriatencss of thetapy; (2) facilitating
e ranagcment of anticoagalation dosages and prescription pick up
ot delivery; (3) providing ongoing education of the patient and other
carcgivers about warfarin and the importance of self-care behavior
leading to optimal outcomes; (4) providing continuoys systematic
mondtoring of patients, intemationa] rormalized ratio results, dist,
concomitant drug therapy, and diseass states; and (5) communicating
with ofher heathcare practitioners involved in the care of the patieqt,
To create 2 reproducible framework for the provision of these
scrvices, guidelines for secture, process, and outcomes of
coordinated autpaticnt anticoagulation managemcnt services were
developed. Guidelines for organization and matiagement incdude
(1) qualifications for personnel, (2) supervision, (3) care management
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and coordination, (4) communjcation arid documenration, and

(3) laboratory monitoring. Guidelines for the proetss of paticnt care
include (6) paticnr selection and assessmenr, {7} initiadion of therapy,
{8) mainienance and management of therapy, (9} patienr educatjon,
and (10) managernc¢nt and iage of therapy-telsled and unrclated
problems. Guidelines for the evalvation of patient cutcomes include
(11} organizational components and (12) patient outcomes. "The
impact of these 12 guidelines on paticnt cate and reimbursement
procurement will depend on their implereniation and the perceived
valite of their use,

KEY WoRDS: anlicoagulants, reimbisement.
Ann Phurmacother 1997;31:604-135,

THE USE. OF ORAL ANTICOAGULATION THERAPY has increased
dramatically over the Iast decade as knowlcdge of its safe-
ty and efficacy has been confirmed and indications have
expanded. When properly administered and carefully mon-
itored in study patients with atrial fibrillation, warfarin —
the most commonly prescribed oral anticoagulant in North
America — prevents 20 strokes for every major blecding
complication it canses. In spite of its demonstrated safety
and efficacy, oral anticoagulation therapy is still underused
for cerain conditions.* The Agency for Health Care Poli-

_cy and Research (AHCPR) recently stated that expanded

use of anticoagulation therapy could decrease stroke due 1o
atrial fibrillation by 50% cach year and that “proper antico-
agulation could save $600 million annually. Then why are
healthcare practitioners reluctant 1o preseribe warfarip 7'
The Jiterature*3 jdentifies three principal barriers to greater
anticoagulant use; (1) gaps in knowledge of or belicf jn its
effectiveness, (2) concerns about its safety, and (3) con-
cerns about the difficulty of managing patients taking anti-
coagulation therapy. '

Great strides have been made reducing the first two bar-
riers by such efforts as the series of Consensus Confcrs
ences on Antithrombotic Therapy sponsored by the Amer-
can College of Chest Physicians (ACCP).2 However, less
has been accomplished ir a systomatic way (o improve and
facilitate the management of therapy for the primary health-
care practitioner,
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Itis well known that the rigk of bemorrhage from oral
! anticoagulation js dependent on several patient-specific
variables such as comorbid disease, a past hdstory of bleed-
ing, drug interactions, and the intensity of anticoagula-
tion ™ What is not well known is the impact that the:mode]
of management has on the safety and efficacy of therapy.
The management of ora} anticoagulation is a labor-ipten-
sive process Involving frequent patient—practitioner en-
counters and international normalized ratjo (INR) mea-
surements to achteve desirable clinical ourcomes, Hemor-
rhagic complication rates, as reported in the litctatute, are
frequently derived from clinica) smudies of selected patients
whose management is provided in » Systematic and orga-
nized way. This form of coordinated care is often provided
in the setting of what-has become known as an anticoagu-
lation clinic. There is scant evidence in the literature of the
outcome of anticoagulant therapy when administered and
monitored by individual physicians without a systematic
approach to oversight. However, such nonsysiernatic man-
agement is the model of therapy for most patients recejv-
ing therapy in the US. '

Existing evidence suggests that coordinated anticoagu-
lation therapy is more likely to achieve desirable clinical
outcomes.* Based oy a growing foundation of evidence
in the healthcare literature and the experience of many
practitioners, the hypothesis is proposced that a systematic
and coordlinated approach to the management of oral anti-
coagulation will provide for better clinical outcomes than a
less-strctured approach. By improving safety and effec-
tivencss of therapy and by ¢asing the burden on the prima-
vy healthcare practitioner, one might expect that an in-
“rease in the use of anticoagulants would result in further
snhancements of patient care and cost reduction. Although-
here are numerons swdies describing different compo-
tents of anticoagulation management, currently there are
10 Widely accepted clinical guidelines or standards of care.

Standards of care are those principles that “define the
‘Pppropriate environment, process, and procedures noces-

ary for quality medical care and optimal health out-
omes.” The lack of standards for the treatment of dis-
ase and the reparting of outcomes is riot unique fo antico-
gulation therapy, Health researchers have noted that there
re significant variations in the management of different
iseage states, 15 Furthermore, the prospective or capitated
‘imbursernent system used by rnost third-party insurers or
lanaged care organizations is an additional impetus for
andardization, To address this problem, AHCPR supports
e development of clinical guidelines intended to aid
actitioners in the appropriate management of clinical
‘mditions and to prevent ineffective care. 1546 Although
tidelines regarding indications for and the optimum in-
isity of warfarin therapy for these indications have been
blished,’7** there are currently no clinical gujdelines for
ordinated outpatient anticoagulation therapy.

ordinated Anticoagulation Care; A nticoagidlation
mic Model

Successful anlicoagulation therapy requires patient edo-
ion, frequent INR testing, catefol assessment of resulis,
nmunication with patients, and coordination of care,
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Currently, however, persons receiving outpatient oral anti-
¢oagulation therapy interact with many healthcare practj-
tioners, including physicians, physician assistants, pharrna-
cists, nurses, nurse practitioners, and laboralory personnel.
This may lead to fragmentation of services and deleterions
outcomes, Theye is sparse coordination of care.

Systematic outpatient anticoagulation managernent ser-

vices (ACSs) were first established in the US in the late
1960s.” These scrvices may be defined as a system of care
designed to coordinate and optimize the delivery of antjco-
agulation therapy by evaluating patient-specific risks and
benefits to determine the appropriateness of therapy; facili-
tating the management of anticoagulation dosing and pre-
scription attainment; providing continuous Systernatic moni-
toring of patients, INR results, diet, concormnitant drug ther-
apy, and disease states; providin g ongoing education of the
patient and other caregivers about warfarin and the impor-
tance of self-care behavior leading to optimal outcornes;
and commumicating with other healthcare practitioncrs in-
volved in the cate of the patient.

The two most common models of ACS are the medical
director and the primary care referral-protocol-directed
models. In the medical director model, the ACS in an inst-
tutional or large group practice selting is often directed by
a single physician, who usually agsumes no dircct respon-
sibility for the primary care of patients under the manage-
ment of the program. The routine management is usually
conducted by pharmacists, registered nurses, nurse practi-
tioners, or physician assistants. In the pritnary care refer-
tal-protocol-directed mode], these individuals manage a
population of paticnts with direction provided by different
ptimary or referring physicians for specilied patients. It is
generally believed that the positive outcomes deseribed
with coordinated care are related ta tmproved patient edu-
cation, communjcation, and follow-up >131231 Hoyeyer,
the value of outpatient anticoagulation management pro-
grams in comparison with traditional medical care has not
been nigorously evaluated,

The importance of randomized, controlled clinjcal trials
in validating the effectiveness of therapeutic models is well
recognized in epidemiology and medicine. However, in the
absence of such evidence, other descriptive and analytic
study designs are used. The literature evalnating the out-
comes of anticoagulation ¢are, whether it is coordinated as
described above or based on individual physician manage-
mnent, is poorly developed. Results arc based almost cnfire-
ly on level IV (nontandomized histotic cohont studies) and
V (case series) evidence as defined by the ACCP*® '

Tables 1-3 outline the available literanre describing the
outcomes of anticoagulation care in either a coordinated
fashion or under routine management. However, only three
studies in the reeent literature (i.c., Jagt 2 decades) specifi-
cally address the frequency of adverse events of anticoagu-
lation when management is provided by the paticnt’s indi-
vidual physician (Table 1).7%3 Table 2 sutmmatizes those
studics of coordinated management for which adverse
cvents can be analyzed on the basjs of patient-years of
therapy.32* Table 3 analyzes those Teports that compare
coordinated management 1o routine medical care within in-
dividual studies,*135
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vlation clinic literature is the Tack of standardization in re-
porting. There are major differences in classification of
outcomies, and direct comparison of bleeding episodes
must be done with caution because of variable definjtions.
Other confounding factors prohibit direct comparison and
limit the ability 1o generalize the results. Studies focus on
different indications for warfarip, making the results less
applicable to the total anticoagulation population. In many

Table 1. Frequency of Hemorthage and Thromboembolisur
with Routine Anticoagulation Management

HEMORRHAGE
MAJOR  MINOR
NO.OF (% perploy (%o por ey  FATAL
REFERENCE®  PTS, PT-YEARS ofthempy) oftimmpy) EVENTS'.
Petitif ef al. 2422 NA 18 NA NA,
(1986)®
Landefeldand 565 876 7.4 74 W(LT7%)
Goldian
1989y
Gitler ez al, 261 22} 8.1 145 1[0.38%)
(1995 :

NA :=nol avsilable. .

“No incidence of thromboembolism was reported in cither study.
*Indications for treatment: venous thromboenibolism for the Petjlti ¢ral.
study™ mixed indications for the Lapdefeld and Goldman® and Gitter ct
Al studies. )

“Fatal events are expressed as individual evenis; their rates are included
Under Major Hemorthage; the number of fatal #vents as 3 peracniage of to-
tl paticats is indicated in parcntheses,

-
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of the smdies, the design was such that controlling for con-
comitant illness was absent; thus, comorbidities may have'
contributed to the event. In such instances, analyzing and
reporting true complication rates are precluded.

Another flaw of many studies is the absence of a contro]
or comparison group. Those that do use a coritro! or com- -
parison design are retrospective. An additional shorteom-
ing of this literature is that most.of the studies describing
2n educational component as a vital part of the treaunent
do not measure the effectiveness of this componeit,

Most impottantly, many of the studies were conducicd
before the use of the INR was inroduced. Consequently,
the intensity of therapy was often higher or Tower than that
currently recomimended with the INR. Since the sensitivity
of the thromboplastins is not reported at each particular
center and within centexs when different reagents were
usexd, stady comparisons are difficult.

Many clinical trials of anticoagulation therapy for spe-
cific indications, such as atrial fibrillation,** report ad-
verse event statistics much lower than those reported-in Ta-
bles 2 and 3, In 2l of these studics, anticoagulation care
was provided in a highly controlled and coordinated fash-
ion, further supporting the concept of coordinated care. Fi-
nally, the indications for anticoagulation were unjform,
possibly providing fewer confounding characteristics.

DEPTOEMEDICINE

Method of Developing a Clinical Guideline

The components or goals of anticoagulation therapy
have been described under the definition of an ACS. Al-
though most of the anticoagulation literature mentions the

Table 2. Frequency of Hemorrhage and Thromboembolism with Anticoagulation Clinic Management

HEMORRHAGE .
. MAJOR MINOR FATAL
NO.oF TARGET  {%porpl-y (% perpi-y EVENTS* THROMBOEMBOLISM
REFERENCE" PTS. PT-YEARS  PTRANR of thetapy) of thempy) (%) (% per pt.-y of therapy)
Davis ctal, (1977)» 263 254 1.53.0 43 4,3 0 NA
Forfar (1979)% 541 1362 L.B~2.6 42 NA 2(037) NA
Exmichetti ct al, (19347 144° 1053 1.32,0 6.6 24,7 NA NA
Come et . (1986)# 141* 1533 Na 2.6 53.0 NA 34
Petty ot a}, (1988)¥ 321° 384.6 NA 7.3 Na 3(0.93) NA
Charncy ct al, (1988)% 73 76,8 1.5-2.5 [} 42.0 ] 50
Buzsey ot al. (1989)%7 82 1953 NA 2.0 15.5 NA 35
Kornblit ot al, (1990)> 177 147,559 NA 54 30.5 1(D.,56) NA
Scabrook et al, (1990)7 93 157.6 1.5-2.0 38 6.9 1] 4.4°
Fihn et al, (1993)° 1103° 1950 1.3-1.8 13.4 549 4 (0.36) 7.5
Van der Mees et al. (1993)2° 6814 6085 24-53 33 13,8 39(1.39 NA,
. (TNR)
Cannegicter et al. (1995)% 1608 6475 2.0-4.9 NA 22 07
(INR})
TOTAL 11360 17 350.4 46 21.8 4.8
(0-13.4)  (4.3-58.0) (0.7-8.4)

INR = interpational normalized ratig; NA = not available; PTR i= protivombin time ratio,
venous and arterial disease), exeept the study of Cannegister ot al,
nts; their rates are included under Major Hemorrhige; the numbet of Fatal events as a ptrecntage of atal pa.

*Mixed jndications for anticoagutation (i.c..
*Falal events are exprossod as individual ev
tients iz indicaied in parentheses,

“Courses of therapy arc listed rather than the rumber of paticats,

whtich was for prosthictic baart valves only,

*Patictit years of therapy not provided, but calculnted from average duration of follow-up.

*Axterial cvents only.



11/29/20887 12:47 916176388728

:gram evaluation, To develop guidelines for coordinated
s outpatient anticoagulation therapy, the following process
5.bascd on the methods of the AHCPR, the National Dia-
betes Advisoty Board, and the Ontario Cancer Treatment
and Research Foundation was used!*: define the clinical
area for guideline development; conduct 4 preliminary sur-
vey; do a MEDLINE search (Janiary 1950 to September
1995) for relevant literaure; invite information and com-
ments on the topic from professional organizations, clini-
cians, and payers at an open meetin g (October 1995); draft
‘guidelines; conduct cxternal peer review by an anticoagu-
Jation clinic task force; revise drafi guidelines on analysis
% and comments from peer review: and revise guidelines re-
& viewed and approved by the task force.,

Based on the consensus opinions of the committee mem-
bers, the literature review, and the current practice of ACS
providers, draft guidelines were developed. An outline of
= these guidelines is presented in Table 4.

Guidelines for Organization and Management
QUALIFICATIONS OF PERSONNEL

; 1.1 Anticoagulation providers should meet minimum
=" competencies and hold a license in a patient-otiented
;- health-related field (e.g,, medicine, nursing, pharmacy).

DEPTOEMEDICINE

Comment

A review of the literature and cugrent practice reveals
that anticoagulation therapy is frequently undertaken by a
multidisciplinagy team representing medicine, nursing, and
pharmacy > 2842242 Qther aspects of patient mapage-
ment, such as scheduling, may be delegated to nonichinical
personnel,

Studies describing both inpatient and outpatient antico-
agulation managernent show that Inexpetience and lack of
knowledge regarding the pharmacokinetic and pharmaco-
dynamic properties of warfarin lead to suboptimal antico-
agulant therapy.”* Althongh the educariofial requirements
are not described, studics describing clinics indicate that
nonphysician anticoagulation therapy providers receive
specialized uaining and education, #2442

The American Society of Health-System Pharmacists
and some state pharmacy societies have developed an anti-
coagulation raineeship prograty; to train pharmacists. How-
ever, these programs do not extend 1o other healthcare prac-
titioners. Qutside of this formal mechanism, there ate car-
rently no recognized means of ensuring the competency of
anticoagulation therapy providers.

Anticoagulation providers should be required 1o demon-
strate competence in the following content areas: under-
standing of coagulation, antithrombotic therapy, and throm-
bogenesis; understanding of phatmacokitetic and pharma-
codynamic properties of warfatin and other anticoagulants
used in the outpatient setting; abi lity to describe the ex-
pected impact of and identify the medications, disease

_Table 3. Frequency of Hemorhage and Thromboembolism with Routine Medical Care Versus Anticoagulation Cligic Care

HEMORRMAGE
MAJOR  MINOR _
TYPEOF ND.OF TARGET  (%perpt-y (%perpi-y  FATAL  THROMBOEMEOLISM
REFERENCE" CARE FTS, FT.-YEARS PTRINR oftherapy)  ofihorapy)  EVENTS® (% per pray of thetapy)
Hamilton et al, (1985)% RMC 49 73.25 NA 6.8 210 NA 8.0
ACC 41 9115 6.5 23.0 8.0
Cohen ot al. (1985)° RMC 17 NA L5<2.5 .0 NA o] NA
ACC 18 6.9° 0
Garabedian-Ruffalo et al. {1 935y RMC 26 64.3 1.5-2.5 124 NA NA 6.2
ACC 26 419 24 a
Cortclazzo et al, (19931 RMC 27 677 1.0-4.5 4.7 NA o 6.6
ACC 271 669 0,19 0 0.6*
Wiltet al. (1995)' RMC NA 14.97 NA 28.6 - 143 NA 486
ACC a0.38 0 13.7. o]
Busscy et al. (1996)1? RMC 17 92 NA 43 NA NA 1.7
ACC 146 110 0.9 3.6'
TOTAL RMC 480+ 94}.52+ 10.9 17.6 16.2
@“43-208) (14.3-21.0) (6.2-48.6)
ACC 562+ 993.03+ 28 18.3 24
{0-6.9)  (13.7-23.0) ©-3.0)

ACC= anticoaguiation clinic carc; INR = international normalized ratio; NA = |
! al diseasc) excepl the studies of Flsmilton et al,s and Cortelazzo et al, " which were for pros-

Mixed indications for arficoagulalion (i.c., venous and arteti
thetic heart vatves only,
"Fatal cvents arc cxpressed a2 itlividual evg
licnlg js indicated in parentheses,
“Combined major and minor hemorrhage,
‘b <01
"Relative risk =021
‘Relative risk = 0,30,

ot available: PTR = promthrombin lime ratio; RMC = routine medical care.

nts; their rates ate included upder Major Hemorrhage; the svmber of fata] &venls as a percentage of total pa-

85
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states, a5 well as dietary and lifestyle changes that alter an-
ticoagulation therapy; assessment skills to elicit the signs
and symptoms of bleeding and knowledge of when to refer
to a physician; assessment skills (o elicit the signs and
symptoms of a thromboernbolism and knowledge of when
1o sefer to a physician; skills to identify, wriage, or manage
ollier medical problems through the appropriate healthcare
practitioner; understanding of the effects of sociveconom-
1c, behavioral, psychological, and environmental Factors on
patient adherence; ability to describe the meaning of 2 pro-
thrombin time (PT), an INR, and an international sensitivi-
ty index (1ST) value and the relationship between these val-
ues, their limitations, and reasons for variability; ability to
interpret INR and related laboratoty values and adjust war-
farin dosage accordingly; proper use of capillary blood
testing devices if such are used at their practice’ setting
(e.g., Coumatrak, Coaguchek); determination of optimal
intensity and duration of antithrombotic therapy for indi-
vidual patients; determination of appropriate options for in-
terrupting and/or reversing anticoagulation; ability 1o com-
municate with patjents and anticoagulation providers; and
skills to authorize and coordinate follow-up with pauen Is
and other healthcare providers.

SUPERVISION

2.1 The physician or healthcare practitioner with ulti- -

ate. responsibility for therapeutic decisions should devel-
op an agreed-upon polity and procedurc for personnel su-
pervision and oversight of healthcare practitionets who are
actually managing the anlicoagulation therapy.

Comment

The availability and accessibility of physicians is depen-
.dent on the clinic site. In an individual or group medical
practice, physicians are often available to see anticoagula-
tion patients if such a visit is warrantedl. In other seftings,
physicians may not be present at the anticoagulation clinic
site. The development of a policy describing the superviso-
1y process for nonphysician healthcare practitioners is

Table 4. Guidelines for Coordinated Qutpatient
Anticoagulation Therapy Management

QOrganization and Maragoment
qualifications of personnel
supervizion
cart management and coordination
communication snd decumentation
Yoboratoty monitoring
Process of patient care
paticnt selection and assessment
" initiation of therapy
mainienance and management of therapy
patient education
menagernent and iinge of therapy-relatcd and unrclated problems
Evajualion nf paticnt ontcomes
organizational components
paticnl oticomes
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decmed essential 1o establish and clarify the roles and re-
sponsibilities of those invelved in providing care.

CARE MANAGEMENT AND COORDINATION

3.1 Wrirten protocols forshe managcmem of anticoagu-
lation should be established.

Comment

Policies and procedures serve as a clinical tool and a
quality assurance mechanism to preserve the quality of
carc. If there is more than one referring healthcare practi-
tioner 10 an anticoagulation provider, the policies and pro-
cedures should be developed in concert with the provider
and those primary healthcare practitioners. These policies
and procedures may address, bat are not limited to, the fo)-
lowing areas: patient assessment; patient education; indica-
tions for, intensity of, and planned dutation of anticoagula-
tion therapy; systematic method for therapy initiation; sys-
tematic method for interpretation of INR results and
management of nontherapeutic laboratory values; intervals
for monitoring INR and other laboratory patameters perti-
nent to anticoagulation therapy (e.g., complete blood
count, urinalysis); adverse-event protocol with defipitions
of minor and major ble¢ding and disease recurrence with
appropriate actions; method for dosage adjustment based
on INR results, patient assessment, and evaluation of di-
etary, disease state, and lifestyle changes; management of
patient nonadherence te blood tests or clinic visits; guide-
lines for discharge of patients from a clinjc program if ap-
plicable; and reimbursement prociirement.

3.2 The anticoagulation provider should have a system-
atic process to identify patients who need to be scheduled
for a blood sample and/or medical assessinent, to schedule’
the necessdry appointritents, to retricve laboratory results,
and 1o provide patient instruction and follow-up.

Comment

A major cause of suboptimal anticoaguiant therapy is
fragmented medical care.* Tt has been suggested that the
snecess of clinic-managed anticoagulation therapy is relat-
ed 1o (be ability of the clinic to maintain. continuity of care,
regulate anticoagulation dosage, avoid complications by
early identification of potential interferences with therapy,
and provide regular monitoriug with systematic follow-up
and education. The systern must be well dcfined, orga-
njzed, and complete. The minimum components of this
system jnclude: a patient database; a systematic mecha-
nism for transition between inpaticnt and ambulatory care,
and vice versa; a mechanism for scheduling regular labora-
tory appointments and retrieving laboratory data; a method
of appointtment scheduling and follow-up with parient; and
other fail-safe mechanisms identificd by the anticoagula-
tion provider as necessary for continuity of care.

COMMUNICATION AND DOCUMENTATION

4.1 The anticoagulation provider should have policies
and procedurcs regarding communications with the pa-
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jmary care physician or healthcare practitioner, lab-
eviand designated pharmacy(s). Documentation of
_"tezacuons and documentation of outcomes assess-

Comment

Ieiiticoagulation therapy requires interaction among pa-
- ﬁﬁhysidans, and other healthcare practitioners, Infor-
i regarding laboratory values, start and stop dates of
{ift:concomitant medications, and patient variables are
%ed to make the appropriate therapy adjustments. These
higes need to be cleatly communicated to the patient,
i@ pharmacy of the patient, and other healthcare practi-
jiers. Communication with the referring physician (if not
. one managing the anticoagulation) is also essential.
§c.of commumnication can result in poor patient outconmes.
policy on the outcomes of patient interactions to be
g d, with the referring healthcare practitioner on a time-
'Basis should be established. Communication should be
¢ same as that which would eccur between a primary
e physician who refers to a specialist for treatroent. The
echanism by which patient communication oceurs is up
the-individual clinic (e.g., face-to-face, telephone, post-
rds).
Copies of all letters sent to paticots and other healthcare
fizttitioners should be included in the patient’s medical
ord. Documentation of other communications, includ-
i itlephone calls or mailed postcards, should also be in-
Ziaded. In addition, the database of the patient should in-
5i8ide information regarding patient demographics, indica
gﬁéﬁs« for anticoagulant therapy, the desired intensity and
Wiidcted length of therapy, the tablet size(s) of warfarin
fescribed and used, other disease states, laboratory values,
\iB4age and medication adjustrents, communications, and
' ﬁfﬁer information.pertinent to the patient’s anticoagulation
3 #ilfe. The name, dose, route, and frequency of adrninistra-
¥fion; as well as startand stop dates for concomitant medi-
jcdtions, including over-the-counter medications, should
= "4lso. be included. A flow chart documenting the INR and
.. Warfarin dosage of the patient is a useful tool that allows
* the clinician to track trends. Information should be readily
dvailable to thosc caring for the patient.

LABORATORY MONITORING SYSTEMS

‘ 5.1 The anticoagulation provider shonld usc the INR to
assess patient anticoagulation control,

Comment

A eritical component of anticoagulation manitoring is
the interpretation of the laboratory value. In response to
variations in sensitivity of thromboplastin reagents used to
calcufate the PT, the World Health Organization (WHO)
devcloped a refercnce standard, the IS], to calibrate throm-
boplastin reagents and permit standardization, The WHO
calibration model is the INR. The INR is the PT ratio that
would have been obtained if the WHO thromboplastin
| standard (ISI = 1) had been used, If the INR is not reported
by the laboratoty, it can be calenlated according to the fol-
lowing formula:
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Oral Anh‘codgnlanfon. T.’;empy

INR = (patient PT/mean of nonmal PT range)ﬁ'

Failure to use the INR systern ¢an compromise antico-
agulation conmrol.”? Although morc valid than the PT ratig,
there are still limitations to the INR system. Aaticoagula-
tion providers should be cognizant that reagents with IS]
values of 1.5 or more and the type of equipment used for
clot detection may affect INR values.

The: anticoagulation provider should have knowledge of
the laboratory testing sites in their region, the type of
equipment used by thase laboratories, and the guality of
the laboratory reagents, They should also be familiar with
the technology of thc new methods of INR monitoring
(e.g., capillary whole blood testing) and related regulations
if using such methods in their setting,

Guidelines for the Process vf)’atient Care
PATIENT SELECTION AND ASSESSMENT

6.1 The referring physician or healthcare practitioner

recommending anticoagularion therapy shall determine the

appropriateness of anticoagulation therapy fot a particular
patient. The actual anticoagulation provider ot director of
the sexvice, in order to manage the care, must agree on the

appropriatencss of thetapy.
Comment

Indications for oral anticoagulation therapy ate Listed in
Table 5. When considering the use of anticoagulants, onc
must weigh the tisks of therapy versus the benefits. A defi-
nite wend between the presence of 2 concomitant discase

_and the occurrence of a bleeding episode has been identi-

fied in a number of studies. %2

There is controversy as to whether advanced age (565
y) i a definitive risk factor for warfarin-associated bleed-.
ing 534447 A5 with all ages, careful patient selection and
risk-benefit evaluation reduces the incidence of bleeding.
Coordinated anticoagnlation monitering provided by a
clinic or an individual anticoaguladon provider may facjlj-
tate the management of higher-risk patients who may not
otherwise receive therapy. If the provider of anticoagula-
tion management cannot agree on the appropriateness of
therapy, then that individual has the night to declinc the
management of the patient under consideration.

6.2 The anticoagulation provider should assess the pa-
tient's current medical, medication, dietary, and lifestyle
history, level of understanding and literacy, health beliefs
and attitodes, motivation for self-care behavior, and other
environmental or behavioral barriers to leamning and adher-
ence when therapy is instituted,

Table 5. Indications for Oral Anticoagulation Therapy

Prevention of venons theomboembolism

Treatment of deep-vein thrombosis and pulmonary embolism
Acute myocardial inforclion

Prosthetic hean valves

Atria} fibrillation

Recurrent systemic embolism

i
i
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The: injtial a58essment of the Person referreq for anticg.
Mt componeny of care, This
Process reveals the “urEnt beliefs apg EXpectations of the

ormation regard.

tions in diet, this evaluation js aq Integral part of the care
Process, Ifunhermorc, the patiepy’s dceeptance of the djs.
Case stte impacyg further educational efforts,

INITIATION OF THERAPY

1A Palient-specific INR Fange, based op (he medical
literamyre ang other Patient-specific informatjon, should be
established,

” Howevey, such Yecon-

mendations are not Universally accepted, especially in the

therapeutic fange, and other studjeg Suggest a higher
intensity of therapy for some Indications s

Therapy should ot be initiated with 5 loading dose, as

once mcommendf:d, Since it has been shown to be associ-

{0 initiate therapy at an even lower dose (e.g.; patierrs who
are elderly, are malnourished, or have liver diseases) SHtnism

72 The anticoagulation provider should bage dosage ad-
Justments on INR ang other pertineqt laboratory tesults, in-

of total weekly (or tota] aily) dosage since there is a non-
linear relationship between warfarin dose and pharmaco-
dynamic response, Anticoagulat.ion clinics use different
methads for dosage tirration. Some may insmuct patients to
skip doses, take cxira doses, and/or aker the paticnt's thera-
peutic regimen. The ticoagulation provider should de.
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cide the method of dosage titration mosgt 5 i
: Sags PPropriate for
each patient Ic'leally, this dosage adjustment sho,uﬁi be ver.
ally Communicated to the patient, Iny SXlenuating circym.

'satm:ices, 2 written (postcard) jntewencion may be necessi.
fed.

Lient. After the Patient’s anticoagulatiop bas been stabj-
hzed,‘fouowmp evaluation should Oceur at Jeast every 4
ks,

Comment

tient is adequately anticoagulated and INR results are sta-
ble. Once the INR has beep stabjlized monitoring intervals
<an be extended o every 2 weeks and eventually to every
4 wecks, Stability with respect 10 other medica] illnesses,

be required during this rifme petiod, o
After the target INR of the patient hag been reached, fol-
low-up is stil esseatial. Many olinicg have a 4-week fol-

PT for patients who are hemodynamxcally stable be ob-

tained every 4 weekg However, the maximum time inter-

val reported in the literature for Patients stabilized on anti-
coagulation therapy may be as long s every 12 weeksg 5
Although it has been reported that more frequent monitor-
ing results jp fewer complications,5* uptj) more definjtive
mformation is available, the maximum recommended time
interval for follov-up remaing at 4 weeks 1#

MAINTENANCE oF THERAPY

8.1 The anticoagulation provider should have 3 Systetn-
alic process for follow-up evaluations focused op patient
assessment for potentia) adverse effects of therapy, recyr-
rent disease, hemorrhagic complications, drug- drug, drug-
disease state, and drug~food interactions, lifestyle changes,
®eview of }aboratory results, adherence issues, and patictit
education. ’

Comment

.

The positive oulcomes associated with anticoagulation
clinic eare suggest that the frequency of follow-up js an

e
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it variable affecting ouicomes, Follow-up evalua-
dhovld include assessment for changes in medica-
Health status, diet, and patient adherence. The palient
50 be assessed for signs and symptoms of hemor-
complications or thromboembelism, and the dosage
irfiirin should be maintained or adjusted on the hasis
lgse findings.

2 The anticoagularion provider should have & policy
‘fé'ime,rv al for follow-up blood testing after a dosage
ﬁiﬁ'sjmem has been made. The determination should con-
1ty the magnitude of the nontherapeutic INR and dosage
que as well as other variables influencing patient re-
Ansiveness and stability.

Comment

fibince it takes at least 3 days for the effect of a change in
Wiage to be reflected in the INR, the monimum time to
;ﬁ:ﬁme a PT test is approximately 3 days after therapy
#¥:been adjusted, and should be no longer than 2 wecks.

5“83 Anticoagulation providers should develop guide-
e regarding management of anticipated changes in anti-
el . . . .
0%’gulmt response due to a change in patient status, medi-
Ejﬁm use, diet. or other factors.

i

5

el

Comment

Patients often function under the misconception that all
ibalthcare practitioners involved in their care are aware of
g}x,at the others are doing at all times. They may also as-
Uine that a diagnostic procedure or other vatable is not of
fhsequence. To help avert this type of problem, patients
m;fuld be advised to contact their anticoagulation provider
sgarding all pending or scheduled dental, medical, or sur-
¢al appointments. The anticoagulation provider may ad-
251 the dose appropriately, or maintain the dose but re-
53€ss the PT/INR response at a shorter interval than might
Aye occurred otherwise. All paticnts must also be instuct-
d to notify the ACS of any changes in medication, diet, or
tarus of the discase state.

PATTENT EDUCATION

‘9.1 The anticoagulation provider should have a policy

iid a procecdure pertaining to \he desired goals and objec-
ves of its educational program. Patjent educatjon should
& individualized according to the initial assessment, based
1 the patient’s level of understanding, accompanied by
mitten information as 4 reinforcement, and revicwed on a
*gular basis.

Comment

Well-designed educational programs have becn shown
y increase adberence and improve outcomes.*** ACSs
rovide patient education as part of usual care. Rescarchers
valuating the results of their anticoagulation programs
ave concluded that the achievemnent of therapeutic end
oints, including improved stability of anticoagulation and
W incjdence of bleeding, are associated with contimions
aticpt education 1144 These educational initiatves are

DEPTOEMEDICINE

Oral Anﬁéaagn lation Theropy

often based on promoting self-care, which emphasizes the
role of patients in their own carz, s part of the teaching pro-

cess. ## These rypes of programs arc more Iikely to be suc-,

cessful than those that are stricdy informational in nature.*?
According to the current practices of anticoagulation
providers, education should be targeted to mecl the follow-
ing patient Jeatning objectives. Having completed the ini-
tial session(s) with the health educator, the person taking
warfarin (or other anticoagniant) will be able to; state the
reason for taking warfarinand how it relates to clot forma-
tion:; recite the name of the drug (generic and trade name);
discuss how the drug works (e.g., interferes with clotting),
and the problems caused by too much or too little antico-
agnlation; explain the need for blood tests and the target
INR appropriate for treatment; recite the importance of ad-
herence, listing the importance of ¢lose monitoring, regular
appointments, and poed follow-up; describe the common
signs of bleeding; outline precautionary measures 1o de-
crease irauma and bleeding; identify diet, drug, and alco-
hol use that might cause problems with therapy; for wom-
en, explain the importance of not becorning pregnant and
the need for birth control measures (or abstinence); report
with accuracy and honesty changes in lifestyle, diet, medi-

- cations, alcohol intake, or disease process; idetitify the, im-

portance of informing their heatthcare practitioner when
dental, surgical, or invasive procedures, and hospitalization
ate scheduled or occur unéxpectedly; state what to do in
case of an emergency; and identify the specific tablet(s) the
patient is taking by color and markings.

The amount of information presented to the patient be-
ginning anticoagulation therapy can be overwhelming. Re-
search has shown that, on average, 40% of patients forget
the information given to them.® Wiitten information rein-
forces verbal information, helps patients remember impor-
tant facts about therapy, and enhances knowledge about
their disease. Since therapy is often long-term, and patient
and disease characteristics are not static, periodic reassess-
ment should be part of the educational program of the anti-
coagulation provider. Each-component of the educational
process, including assessment, educational plan, and fol-
low-up should be documented in the patient database.

MANAGEMENT AND TRIAGE QF THERAPY-RELATED
AND UNRELATED PROBLEMS

10.1 Anticoagulation providers should have a policy
and a procedure for the management of major and minor
blecding episodes, signs and symptoms of thromboem-
bolism, other potential anticoagulation adverse effects, or
other medical problermns not related to anticoagulation ther-
apy. This should include the use of vitamin K or fresh
frozen plasma to correct an excessively prolonged INR or
to treat serious hemorhage.

Comment

Since complications do not absolutely coticlate with the
INR, careful paticnt assessment and interpretation of labo-
ratory values are necessary. Patients must be taught to self-
monitor and repont all signs and symptoms of possible
bleeding or thrombosis to the ACS immediately.

cmmm b a .- ov ~s sra
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Patients whose therapy is managed ar the office of thejr
primary healthcate pracitioner should have their problems
triaged by a licensed healthcare practitioner. If the patient
is under the care of an anticoaglation provider, a licensed

healthcare pracijtioner should assess whetber the bleeding -

is minor or major. The patient should then be seen by the
appropriate healthcare practitioner within an appropriate
period of time based on the urgency of the bleeding. The
refernng healthcare practitioner should be contacted re-
garding the nature of the episode.

An excessively prolonged INR (>5.0) is associated with
an increased risk of bleeding. ™24 When such values are
observed, the patient should be contacted by the ACS and
assessed by the appropriate healtheare practitioner. De-
pending on the degree of elcvation of the INR 4nd whether
bleeding is present, the appropriate intérventions should be
undertaken to correct (he excessive degree of anticoagula-
tion. Besides altering the dosage of warfatin, this may in-
volve the administration of vitamin K and/or fresh frozen
- plasma. An ACS should have established guidelines for
. the use of such therapy based on opinions published in the
literature: or on other criteria established by the ACS.¥”

When elevated INR vahies are associated with serious
bleeding, reversal of the anticoagulant effect is usually ne-
cessitated. In addition to receiving vitamin K, patients may
_require administration of fresh frozen plasma and hospital-
ization, Anticoagnlation providers should facilitate and co-
ordinate the provision of emergency sexvices when necessary.

10.2 Anticoagulation providers should have 4 policy
and procedure for the management of anticoagulation
when the patient requires an invasive procedure.

Comment

When considering changes in a patient’s current antico-
agulation therapy regimen due to a scheduled medical,
dental, ot surgical procedure, the risk of excessive or un-
controlled bleeding must be carefully weighed against the
potential for recurrent thromboembolism. Both patjent-
specific variables and the type of procedure (e.g., major
surgery vs. dental procedure) should be evaluated to deter-
mine the optimal treatment plan. Current practice options
include close monitoring, discontinuation of anticoagula-
tion therapy 3-5 days prior to the procedure, iniriation of a
lower anticoagulation dosage, short-termn substitution of
intravenous heparin therapy, and the use of tranexamic
acid mouthwash,

10.3 Anticoagulation providers should have a policy
and procedure’for the management of patients who are
nonadherent with therapy, appointments, or other aspects
of anticoagulation treatment. This policy should include
guidelines for termination of anticoagulation management
by the anticoagulation service.

Comtnent

Anticoagulaton requires a combination of provider and
patient responsibilities. Some patients who recquire antico-
agulation therapy for clinical reasons lack the personal and
social resources to comply safely with their prescribed an-
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ticoagulation therapy regimen. To protect anticoagulation
providers against Liability, policies and procedures regard-
ing management of nonadherent patients must be in place.
To protect both the provider and the patient, guidelines for
termination from the ACS must also be present.

Guidelines for the Evaluation of Patient Outcomes
EVALUATION OF ORGANIZATIONAL COMPONENTS

11.1 The anticoagulation provider should perform a pro-
gram evaluation of organizational components on an annu-
al basis, or more often as deerned necessary, Anticoagula-
ton providers should analyze the contribution of various
processes to paticnt vutcomes.

Comment

The evaluation of organizational components should in-
clude a systematic review of all factors contributing to out-
comies — systems efficiency, care processes, laboratory
monitoring, and patient education, Process indicators can
be used to gauge the efficienicy of these components. Con-
tinuons quality improvement (CQI) strategics can thep be
implemented to jmprove deficiencies. Failure to address
this component of evaluation may lead to a type 11 error
— the evaluation of a program that has not been adequate-
Iy implemented.® The purpose of this evalvation is to en-
sure that the outlined processes are being implemented as
intended.

EVALUATION OF PATIENT QOUTCOMES

12.1 The anticoagulation provider should perform an
ovtcomes evalvition on an annual basis, or more often as
deemed necessary. This outcomes assessment should in-
clude, as a minimum, information pertaining to the degree
of therapeutic effectivepess as determined by the INR,
hemorrhagic complication rates, thromboembolism rates,
and othrer complications resulfing from anticoagulant therapy.

Comment

Ouicomes are the ultimate objectives of a health or ther-
apeutic intervention:as related to patients, anticoagulation
providers, and payers. For paticnts, outcomes include not
only improved health, but also improved self-care skills
and improved quality of Jife." For payers, outcomes in-
clnde decreased use of medical care and cost-effectiveness.

Each anticoagulation provider should review the fre-
quency of untoward events in the provider’s facility annual-
ly, or more often as deemed necessary. This sheuld inclnde
all deaths, minor and major bleeding episodes, recurrent
thromboembolism, and paticnt use of healthcare systems
secondary to anticoagulation problems (e.g., emergency
department visits, hospital admissions). Since the frequen-
cy of complications corresponds to the variability of the
INR over time, & an intermediate outcome shonld include
the pereentage of time each patient spends within the tar-
geted therapeutic range. Anticoagulation providers should
perform CQI monitoring targeting the maintenance of a
therapeutic INR, '
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44, Periodic surveys regarding quality-of-life issues, as well

o patient and referring healthcare practitioner satisfaction
jith services, should be included in the anticoagulation

gvider’s outcomes evaluation. Future program planning

1 quality improvement stratcgies should be.based on the

Tesults of the organizational, chnical, and patient-specific

- These clinical guidelines provide a framework for health-
. -care practitioners on the facets of anticoagulation therapy
-necded to provide quality care. The impact of these guide-
inies depends on their implementation and the perceived
value of their use. The development of these clinical
fitdelines is a first step in providing a system or process to
gnsure positive outcomes for patients taking ofal anticoag-
tlation therapy. Issues regarding implementation, educa-
Hon of anticoagulation providers, certification of anticoag-
. ulation providers and/or clinic sites, and standatdization of
. otttootnes evaluation must still be addressed. The value of

. .specific components of therapy, including frequency of

. follow-up, cost-effectiveness of routine testing for nonevi-

"--dent hemorrhage, and the appropriate INR range for spe-
L ¢ific indications must be further elucidated.

Historically, the creation of standards has been the inau-
gural force behind healthcare policy and reimbursernent
.Y changes. For example, accreditation by the Joint Comumis-
<. sion on Accreditation of Healthcare Organizations has now
isbecome an integral factor in public compensation throngh

edicare and Medicaid. Guidelines or standards of care

icr feview organizations) to guide coverage decisions.
.This cvolution from standardization to reimbursement fol-
lows a logical progression, We hope that these guidelines
"Will'not only improve the care of patients taking anticoagu-
lation therapy and increase the number of patients taking

'....,;_{orzd anticoagulatiot therapy who will receive a benefit, but

also gujde funire covemage and payment policies. =

“Membars of the Anticongulation Guidelines Task Force include Daniel M Becker
-MID, University of Virginiz Health Scicncc Center. Charlotresville, VA; Henry T
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Lonsial AHRECUniversity of Nonth Carolina, Wilinington, NC; Douglas A Triplelt
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macy, Seattle, WA: Ank K Wittkowsky PharmD, Uniiversity of Washingtan Medicn)
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EXTRACTO

SRIENTVO: Bl proveer guiss pata ol mancjo dz g tetupia con anticoagulantes
sreles a profesjonales de salnd, las cusles sean Scgura y efectivas con el
propésito de cstandarizary mejorar 1a ealidad del cyidsdo al paciente.
Ademds, se espera gue catas gafas Ppomnitan gue se pueda hegociar pago
por los servicios de imaneje de Ia terapia con anficoagulanies por parte
de Jos segmmos de satid.

FXTRACCION DE DATCSE InformaciGo refetente a Jos actanles puuones de
prictica de los proverdores de servicios de anticoagulaciGn y datos
relacionados con lot resultados clinicos da Ins olinieas da anticoagulantes,
ficron obicnides wtilizando Iz literatura médica, eotrevistas con
profesionales de salud que brindan servigos de seguinyento de 1etapia
£an anticoagulantes, y en foros con direciores de las clinicas de
anticoagulantes. 1 andlisis de tsta informacion demosirs que cxisten
tres aress difetentes para Jag cvales se deben desarrollar £ufas de prictica.
Las gufas que se desarrollarsn fueron basadag en &} consenso de Jas
opiniones de los cxpéttos miembros del comité, a informacida en In
lteratura médica, y los patrones de prictica de Jas diferentes clinicns da
anticoagnlacin. B} borrador de cstas gafas fire revisado por un pane)
mulgdisciplinatio de proveeqores de servicios de salvd, Las sugerencias
¥ comentarios de st grapo feeron incorporados en Jas gulas finalcs,

CONCLUSIONES: Los servicios dc as clfnicas ambulatorias son un sistema
de cuidado disefado para coordinar y optimizar la tetapia con
smiiconpulantes orales aravés de (1) evaluacion de Jos fiezgos y
beneficios cspecificos de cada pacieste ¥ Ia determinacién de Ia terapta
apropriada par cada paciente: (2) focilitar el mangjo de 14 dosis y de Ia
prescripeitn; (3) proveer edueacion contftug al pacientc y sus familiares
acerea de Ja warfaring y 1a impertancia del comporiamienta de cada
paciente en aleanzar resultados elfnicos Gptimos; (4) proveer un
seguimiento sistemdtico continuo de Jog Ppacientes, de los resultados de
1a Raztn Internacional Nortalizads, de Ja dieta del prcietrt, de Ia
lerapia con tredicamantos y de las diferentas enfermedadcs que renga e)
pacicnte; y (5) eomunicacicn con fos profesionales de salud envoeltos cn
el evidatlo del paciente, Utilizando esta informscion € Creo un marco
para la provisién de estos servicios, unas Bufas para la estructura, proceso
y resuliado clinico deseado cn Jos servicias de seguimdento de
anticoagulantes orales, Las gufas desarrolladas en e grea de otganizacién
¥ manejo de un servicio de seguimiento de anticoagulantes ormles
inchuyen (1) cualificaciones de) personal, (2) supervision, (3) manjo de)
cujdado del pacicnte y coordinacién de servicios, (4) comanicacisn y
decumentacion, y (5) seguimicnto de fas pruehas de Isboratorio. Las
gufas desaralladas en o) Srea dol procese de cuidado »f Ppacicnte incluyen,
(6) seleccion y cvaluacicn de) pacicnle, (7) inicjacitn ds la terepin, (3)
mantenimiento y manejo ds I terapia, (9} educacidn al paciente. y (10)
mangjo y referido de Yos problemas con I terapia o otros problemas no
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. mlacionados conla térapia con anticoagulantes, Giufas para la evaluacidn
* de los resuliados elinicos ebuenidos incluyen, (11) componentes de

arganizacion, y {12) resultados cltnicos ded paciente, Bl impacto de exas
12 gufas en el cuidado del pocientc y en fos métodos de reembolso o
Jago por estos servicios ¢linicos dependers de su implementacién y ¢!
valor o utilidad percibido por los diferemtes profesionales de 1a salud.

MAGALY RODRIGUEZ DE BITTNER
RESUME
oRIECTIF: Foumir aux practiciens de santé privbaires et consultants des
recoinmendations prour lc raitement sain el efficace de Manticoagulation
qui ait liew dans une clinique quelquongue. Le but est &¢ standardiser et
snélorer la qualité de soin et de permettre des négotiations pour le
remburserment d'uh Trofsizme payewr,
SELECTION ET SYNTHESE DES DUNNEES: Les données an sujctde la
pratique courrante des practiciens d'anticoagulation et |& dénouement
des s0ins ropus 2 tne refle clintque ont 616 obtenus de la linéranire, par
des entrevues avee des pénéralistes d"atiticoagulation, ct d*une réunion
g-un groupe dindividus impliqués dans uwe clinique d*anticoagulmion.
Ce procesus de collation " information a révélé rois dornaines pour
lesquels des recomimendations devraient &tre doveloppécs, On s'est basé
sur les opindons des membres du comits, sur la revu de fa linSrature ct
st la pratique covrmante des practiciens de services d'anticoagulation
afin de développer des recommendadons préliminatres. Celles-ci ont 614
fEvVies par une commission multi-disciplinaire indépendane de practiciens
da scrvices d’anticoagulation, Leurs commentaires furent incorpores
dans les recommendations finales.

coNcrustons: Les scrvices d'anticongulation organisés sont un sys@me
de soin devis€ pour coordenner et aptimiser la provision de la thérapie

PAGE 13

Oral Anncoaguianen Therapy

DEPTOEMEDICINE

danticoagulation par (1) évaluet les risques et Jos béncfices de chagee
patient afin de déterminer la convenance de Ja thérapie; (2) faciliter
I'sdministration du dosage d'ariticoagulation et de 1'scquisition de
I'ordonnancet (3) pourvoire 4 une éducation continue du patietit 6t des
aulres proveneuss de sanvé au sujet te Ia warfaring ct de I'imponance du
soin ¢t du comperiement de $of, menant & de meilleurs résitats; ainsi
que; (4) fournir vne surveillancs systématique du paticnt, des tésuliats de
le Rapport Intemational Normalisé, de 1x ditte, ainsi que les médicaments
ot les maledies qui existent simullanétiont; et (5) communiguer avec les
gutres pravenedrs de santé qui somt impliqués daas le soin du patient.
Afit de crfer ut cadre réprodicible pour I provision de ces serviess,
des recomimendations ont éé développées pour I stucture, le procis, et
I'évaluation des résultats des services d'anticoagulation coordonnds des
paticmis. Les recorpmendations pour I'erganisation e2 'administration de
1 thérapie inciuent (1) les qualifications du personnel, (2) Ja supervision,
{3) I'edministration et la coordination des soins, (4) Ia communication et
fa dociroentation, et (5) Ja surveillance an laboratore. Les recommendations
ponm Je procds du soin du patient incluent, (6) Ia sélection et Pévaluaton
dut patient, (7) V'initisdon de la théraple, (8} Ia continustion et ajustement «
de la therapie, (9) I'éducation du patient, ¢t (10) 'cniwetien de Ja thérapis
ainst que Je Kiage des problémes ayant rapport et n*ayant pas de rappon
4 Panticongulation. Les recomimendations potr 1'valuation du dénossment
des patients incluent, (11) les parties constimantes de 1'organisation et
(12) le &novicment des patients. Limpact de cc3 12 recommendations
sur le soin du patient ¢ le remboursement pour les setviers foumis
dépendera de e implémentation et d2 1a valeur pergue de leur pdlirs.
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