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Current data indicates that the management of Atrial Fibrillation (AF) is 
still sub-optimal. West Yorkshire has an aggregate treatment gap of 40% 
(approximately 15,000 patients). Initiatives such as the 10cc Atrial 
Fibrillation project seek to support the increase of appropriate anti-
coagulation and close this gap thus reducing AF related strokes. 

The emergence of NOACs and changes in NICE technology appraisal 
guidance are also resulting in rising demand for anti-coagulation 
therapies whilst signalling changes to the services required to support 
the initiation, monitoring and review. 

In embracing these changes we forecast increased service demand and 
effective anti-coagulation services are required to deal with this 
increasing burden. These changes signal an opportunity to review the 
anti-coagulation system to ensure the best use of NHS resources whilst 
improving the services that are offered to patients. 

Purpose of the Anti-Coagulation Service Baseline 

The purpose of the baseline exercise is to identify opportunities for 
service improvement that could be delivered through collaborative 
working across the eleven Clinical Commissioning Groups (CCGs) of West 
Yorkshire (including Harrogate & Rural District). 

The development of the baseline  provides commissioners of the 
respective CCGs with: 

• A documented summary of the current service provision, delivering 
a deeper understanding of the existing anti-coagulation models in 
operation across  the sub-region;  

• An assessment of the different services models; and  

• Identified opportunities  for improvement. 

 

 
 

 

• Section 2 - Executive Summary: A summary of the background and 
context to the anti-coagulation service baseline exercise together 
with the key opportunities reached through its completion; 

• Section 3 - Approach: An overview of the purpose and principles 
that underpin the anti-coagulation service baseline exercise and 
the detailed activities that have been undertaken; 

• Section 4 - Scene Setting: A selection of relevant demographic and 
performance data illustrating the current and future challenge to 
anti-coagulation services across West Yorkshire; 

• Section 5 - Anti-Coagulation Service Models: A description of the 
four service models for anti-coagulation services accompanied by 
an appraisal of their strengths and weaknesses; 

• Section 6 - Anti-Coagulation Service Baseline by CCG: A 
description of each CCGs anti-coagulation service.  This includes 
the following information: provider, contract value, contract status, 
AF population and treatment gap, a description of the 
improvement initiatives in train, service description, patient access, 
service capacity and responsiveness to changes in demand, cost to 
the commissioner, staffing model, observations and opportunities. 

• Section 7 - Observations: A summary of the key opportunities for 
improvement identified  by completing the baseline exercise. This 
also includes a self assessment of each service as to the 
representative level of opportunity; 

• Section 8 - Next Steps: This section provides an overview of the 
proposed next steps following  the completion of the baseline 
exercise. 
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Executive Summary - Key Opportunities 

 

1. Forecasting Future Service Demand: Produce accurate short & medium term service demand forecasts to test current & future 
planned capacity. 

2. Improved Provider Engagement: Engage  service providers to discuss the potential impact on AC service demand of initiatives. 

3. Service / Contract Monitoring: Perform formal and cyclical contract monitoring and service reviews. 

 

 

Planning & 
Monitoring 

 

4. Understand & Review Current Service Provision: Review  the anti-coagulation service to identify opportunities for improvement.  

5. Holistic Service Redesign & Re-Procurement: Redesign and re-procure historic services to improve standards and outcomes.    

6. Provider Tariff Renegotiation: Engage providers to review and ensure both service capacity and value for money. 

Service 
Review & 
Redesign 

 

7. Patient Home Testing: Actively implement this technology with providers. 

8. Point of Care Testing: Ensure all services can offer direct access  to results to reduce the risk to patients.  

9. Computerised Decision Support Software (CDSS): Implement CDSS to increase patient time in therapeutic range (TTR). 

10. Integrated Care Records: Integrate patient records on anti-coagulation service systems with other health provider record systems.  

 

Technology 

 

11. Primary Care Initiation of Anti-Coagulation: Create opportunities for primary care to initiate anti-coagulation in a supported 
fashion. 

12. Commissioning NOAC Initiation: Ensure that NOAC initiation and review is covered by an appropriate payment. 

13. Consistent Assessment Across Pathway: Extend training of clinicians to secondary care to improve anti-coagulation practice. 

 

 

Clinical 
Behaviour 

 

 

 

 

 

 

 

 

• The 13 key opportunities identified from the  base lining exercise of anti-coagulation services are summarised below; 

• The assessment  of opportunities relevant to each service has been performed by the commissioners and is detailed on the following slides together 
with a set of recommendations. Extending engagement to providers is advised before progressing onto implementation; 

• The four potential models of anti-coagulation service available, each with their own strengths and weaknesses, are summarised in Section 5; 

• Detailed observations and opportunities for each  Commissioning Organisation can be found in Section 6. 
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• The commissioners of each of the services were asked to assess the level of potential that their service held against the opportunities. The responses 
received are documented below; 

• This exercise has enabled the identification of the areas where there is the  greatest opportunity for collaboration across the eleven CCGs. 

L: Low Degree of Opportunity for Service                 M: Medium Degree of Opportunity for Service                       H: High Degree of Opportunity for Service     



Service Redesign 10cc Collaboration Local CCG Implementation 

 

 

 

 

 

 

 

 

The recommendations of the report are summarised into 3 categories: 

• Service Redesign: Significant service improvement opportunity requiring a locally led response from individual CCGs with an opportunity 
for sharing best practice; 

• 10cc Collaboration: Service improvement opportunity across the majority of services that merit collaborative working across the 10cc; 

• Local CCG Implementation: Service improvement opportunities unique to each specific CCG requiring a locally led response. 

The opportunities relevant to each category and the associated next steps are outlined below.  

 

• 5 of the current 8 services should 
consider a formal review and potential 
redesign - Airedale Wharfedale & 
Craven, Calderdale, Harrogate, North 
Kirklees and Wakefield; 

• The respective CCGs could utilise the 
redesign artefacts from the services 
that have already undergone  the 
process and apply any lessons learnt; 

• This approach would increase efficiency 
and decrease delivery timescales. 

• Of the 13 opportunities identified, 7 
represent significant opportunity for a 
collaborative response from the 10cc. 
These are: 

o Improved Provider Engagement 

o Service / Contract Monitoring 

o Patient Home Testing  

o Point of Care Testing 

o Integrated Care Records 

o Primary Care Initiation of Anti-
Coagulation  

o Consistent Assessment Across Patient 
Pathway 

 

• Individual CCGs and commissioners 
should internally review their self-
assessment against the opportunities 
identified in the report; 

• Where the opportunity is not being 
progressed as part of a 10cc 
collaborative response, a local CCG 
response should be considered. 

Executive Summary - Recommendations 
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Next Steps: Initiate individual service 
review and redesign projects within the 
relevant CCGs. 
  

Next Steps: Present and discuss the 
recommended options with 10cc for 
prioritisation, agreement and 
progression. 

Next Steps: CCGs to internally review 
report and agree where to mobilise a 
localised response to the opportunities. 



Executive Summary - Service Model Strengths 

  Centralised Service 
Acute Provider 

Locality Model 
Single Provider 

Locality Model 
Primary Care at Scale 

Locality Model 
Mixed Economy 

No. of CCGs Using Model 1 5 0 5 

Decreased Management 

Responsiveness Demand 

Single Clinical Record 

Highly Skilled Workforce 

Service Quality Variation 

Single Booking System 

Ease of Access 

Flexible Clinic Locations 

One Stop Shop 

Patient Choice 

Integrated Clinical Records 

Service Standards 

Efficiency & Innovation 

Upskilling Primary Care 
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Executive Summary - Service Model Weaknesses 

  Centralised Service 
Acute Provider 

Locality Model 
Single Provider 

Locality Model 
Primary Care at Scale 

Locality Model 
Mixed Economy 

No. of CCGs Using Model 1 5 0 5 

Reduced Patient Access 

Reduced GP Patient Management 

Deskilling Primary Care 

Decreased Efficiency & Innovation 

Non-Integrated Clinical Records 

Increased Management  

Increased Service Quality Variation 

Decreased Clinic Locations 

Multiple Booking Systems 

Varying Levels of Experience 

Decreased Service Resilience 
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The 10cc has adopted a structured and systematic approach to  undertaking  a project that  aims to increase the appropriate  prescribing of 
anticoagulants for known patients with atrial fibrillation.  This provides CCGs with an additional opportunity to improve the appropriate 
prescribing of anti-coagulants thereby reducing the current treatment gap  for patients  and reducing the risk of stroke. 

The broader project seeks to address the need for cultural and behavioural change across health practitioners. This will potentially increase the 
overall demand for anti-coagulation services. 

This specific  work stream recognises the potential increase in service demand and focuses on conducting a baseline review of the current anti-
coagulation services in preparation for this. This baseline will allow the 10cc and its CCGs to:   

i. Ensure that there is sufficient capacity and resilience built into the system to meet the predicted increase in demand; 

ii. Identify any existing issues which need to be addressed to ensure service quality, availability and safety;  

iii. Implement localised anti-coagulation services improvements or redesigns which build on the collective progress and lessons from 
their peer networks. 

The baseline review of the current anti-coagulation services has been undertaken over an eight week period and has involved working with the 
lead commissioners, clinicians and medicines management teams from each of the 10cc CCGs. The steps of the review were:  

i. CCGs where provided with a structured questionnaire to complete requesting information about the provision of anti-coagulation 
services;  

ii. The completed questionnaires where then collected during face to face meetings to discuss the project and explore the service in 
more detail; 

iii. The results of the questionnaires and meetings have been incorporated into this report; 

iv. The report identified a number of opportunities for service improvement. The commissioners of the services were asked to assess 
the level of potential that their service held against these opportunities. The responses received were documented and used to 
shape the reports concluding recommendations; 

v. The report was validated with stakeholders at a workshop event on the 18th November and via email prior to presentation to the 
10cc and distribution into the CCG network. 

Limitations of the Review 

The detail, completeness, and quality of the information provided varied in the questionnaire responses.  This has  limited the completeness of 
the comparison across the services. It should also be noted the review did not involve provider engagement at this stage.  
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West Yorkshire ONS Population Projections by Age Band 

2010 mid-year estimate 2035 projection

Population Projection & Number of AF Strokes 

 

• Age is a significant 
contributing factor 
to the stroke risk 
profile of patients 
with AF; 

• The prevalence of AF 
doubles with each 
advancing decade of 
age from  0.5% at 
age 50-59 to 9% at 
age 80-89 years; 

• The 65+ population 
of West Yorkshire is 
projected to 
increase by 37% 
from 328,900 in 
2010 to 521,000 in 
2035; 

• The number of  
strokes  for patients 
with AF in  the 
Yorkshire and 
Humber has risen by 
96% between 
2002/03 and 
2012/13. 

 

 

Observations 

Source: ONS 

14 Source: PHE, Greg Fell 
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This section of the report contains a selection of relevant demographic and performance data to illustrate the current and future challenge surrounding 
the treatment of atrial fibrillation across West Yorkshire. 

 



 

• The average 
prevalence of atrial 
fibrillation across 
West Yorkshire is 
1.47% with the 
highest prevalence 
of  2.05% in AWC 
CCG; 

• Across West 
Yorkshire there are 
potentially 15,416 
patients in the 
treatment gap 
representing 40% of 
the AF register;  

• The estimated 
treatment gap has 
been calculated 
using QOF 13-14 
data which is not the 
best method of 
calculation. These 
figures will be 
refined using the 
GRASP-AF 
dashboard tool to 
refine the data 
moving forward. 

Observations 
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AF Prevalence & Estimated Treatment Gap by CCG 
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A: Centralised Service - Acute Provider 
 

 

 

 

 

 

 

 

Key Characteristics 

• Service provision occurs  from a single central 
location; 

• One acute provider offering the equivalent of 
the Level 4 AC services; 

• The provider delivers all elements associated 
with prescribing.  These include: 

o Medication initiation; 

o Dosing and dose adjustment (including 
laboratory testing); 

o Monitoring; and 

o Provision of the patient-facing elements of 
the service. 

 

• Reduced Complexity of Management and Administration: A single provider with 
responsibility for service delivery, quality and safety would reduce the complexity 
of managing and administering both the service and contract; 

• Responsiveness to Increases in Demand: Additional service capacity can be 
provided quickly by the recruitment of additional staff into a single provider; 

• Single Clinical Record: All patient information is maintained on a single clinical 
record with respect to anti-coagulation treatment; 

• Highly Skilled Workforce: The concentration of specialisation and repetition of 
practice results in a pool of highly skilled and specialised staff; 

• Service Quality Variation: A single service provider decreases the risk to variability 
in the quality of service provision; 

• Single Booking System: A single booking system ensures full visibility of patient 
appointments and improves the patient booking experience through increased 
consistency. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

• Patient Access: Centralised services are more difficult for patients to access and 
carry associated costs for travel and parking contrasting with the drive to deliver 
care closer to home; 

• Reduced GP Patient Management: The management of patients will be separate 
from general practice reducing the ability of the patient’s GP to act as a safety net 
for their patient; 

• Deskilling Primary Care: The provision of anti-coagulation services  through 
secondary care forgoes the opportunity to improve the quality of diagnosis and 
treatment of patients with atrial fibrillation in primary care; 

• Efficiency & Innovation: As there is no competition to service delivery the 
incentives to decrease service costs or increase innovation are reduced; 

• Integrated Clinical Records: Patient records held on secondary care systems may 
not be integrated into primary care / health provider record systems. 

 

Strengths 

Weaknesses 

CCGs: North Kirklees  



B: Locality Model - Single Provider 
 

 

 

 

 

 

 

 

Key Characteristics 

• Service provision occurs in the community whilst 
some  appointments will be provided in an acute 
setting; 

• Single provider offering the equivalent of the 
Level 1 & 4 AC services from a number of 
community based localities - e.g. community 
pharmacy’s, GP practices, Local Improvement 
Finance Trust  centres (LIFT) etc; 

• The provider delivers all elements associated 
with prescribing including initiation, dosing, 
dose adjustment and laboratory testing as well 
as undertaking monitoring and providing the 
patient-facing elements of the service. 

 

 

 

• Reduced Complexity of Management and Administration: A single provider with 
responsibility for service delivery, quality and safety would reduce the complexity 
of managing and administering both the service and contract; 

• Responsiveness to Increases in Demand: Additional service capacity can be 
provided quickly by the recruitment of additional staff into a single provider; 

• Single Clinical Record: All patient information is maintained on a single clinical 
records system; 

• Highly Skilled Workforce: The concentration of specialisation and repetition of 
practice results in a pool of highly skilled and specialised staff; 

• Service Quality Variation: A single service provider decreases the risk to variability 
in the quality of service provision; 

• Single Booking System: A single booking system ensures full visibility of patient 
appointments and improves the patient booking experience through increased 
consistency; 

• Ease of Access: Clinics are available across a number of locations that patients find 
more convenient which promotes choice and improves access to services; 

• Flexible Clinic Locations: Service locations can be altered amended with relative 
ease and speed to adjust to patterns of demand. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

• Deskilling Primary Care: The provision of anti-coagulation services  through 
secondary care forgoes the opportunity to improve the quality of diagnosis and 
treatment of patients with atrial fibrillation in primary care; 

• Reduced GP Patient Management: The management of patients will be separate 
from general practice reducing the ability of the patient’s GP to act as a safety net 
for their patient; 

• Efficiency & Innovation: As there is no competition to service delivery the 
incentives to decrease service costs or increase innovation are reduced; 

• Integrated Clinical Records: Patient records held on provider care systems may not 
be integrated into primary care / health provider record systems. 

 

 

Strengths 

Weaknesses 

CCGs: Leeds West, Leeds South & East, Leeds 
North, Greater Huddersfield, Airedale Wharfedale 
& Craven 



C: Locality Model - Primary Care at Scale 
 

 

 

 

 

 

 

 

• Majority of service provision occurs in  GP 
Practices offering Level 4 AC services; 

• GP Practices perform the initiation and 
prescribing of anti-coagulants. They improve 
their familiarity and confidence with the use and 
appropriate prescription of anti-coagulants; 

• AC service offer is extended beyond the practice 
list facilitating patient provider choice; 

• Service is supported by specialists in secondary 
care for the escalation of complex cases; 

• GP Practices deliver all elements associated with 
prescribing including initiation, dosing, dose 
adjustment and laboratory testing as well as 
undertaking monitoring and providing the 
patient-facing elements of the service. 
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• One Stop Shop: Clinics are available in locations that patients find more convenient 
and where they already access local health service which improves access; 

• Patient Choice: Locally-based primary care services provide more choice and 
flexibility for patients in line with the government’s ‘Patient Choice’ initiative; 

• Upskilling Primary Care: The provision of anti-coagulation services  through 
General Practice  increases their skill of diagnosis and treatment of patients with 
atrial fibrillation whilst upskilling the wider primary care team on the prescribing 
and management; 

• Integrated Clinical Records: Patient records are held on primary care systems 
providing a single source of up to date information for GPs; 

• Service Standards: Anticoagulation management in primary care, via near-patient 
testing (NPT), has been shown to result in effective therapy management, 
comparable to secondary care management. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

• Increased Complexity of Management and Administration: Ongoing performance 
management and quality assurance of multiple practices increases the complexity 
of management and represents a substantial overhead; 

• Service Quality Variation: Increasing the number of service providers also creates 
an increased risk to variability in the quality of service provision; 

• Clinic Locations: The geographical distribution of service locations may not map to 
demand resulting in an over allocation in some locations and insufficient allocation 
in others; 

• Multiple Booking Systems: Multiple booking systems decrease visibility of patient 
appointments across providers and delivers an inconsistent patient booking 
experience; 

• Varying Levels of Experience: The efficacy of warfarin requires maintenance of a 
narrow therapeutic target which may be poorly controlled in practice due in part to 
varying levels of experience in administering the treatment. 

 

Strengths 

Weaknesses 

Key Characteristics 

CCGs: None 



D: Locality Model - Mixed Economy 
 

 

 

 

 

 

 

 

Key Characteristics 

• Service provision occurs  across a range of 
locations including Community Pharmacy Clinics, 
GP Practices, Secondary Care Provider, and 
Patient Prescribing Services.  These  offer Level 
1,2,3 & 4 AC services; 

• The model may also include Near Patient Testing 
at home; 

• The provider delivers a range of elements 
associated with prescribing including initiation, 
dosing, dose adjustment and laboratory testing 
as well as undertaking monitoring and providing 
the patient-facing elements of the service. 

 

 

 

• Efficiency & Innovation: Competition between service providers may exert a 
downward pressure on cost and / or encourage innovate service models; 

• Patient Choice: Locally-based clinics provide more choice and flexibility for patients 
in line with the government’s ‘Patient Choice’ initiative; 

• Ease of Access: Clinics are available across a number of locations that patients find 
more convenient and promotes choice.  This improves access to services and 
reduces ‘Do Not Attend’ (DNA) rates; 

• Flexible Clinic Locations: Service locations can be altered amended with relative 
ease and speed to adjust to patterns of demand; 

• Upskilling Primary Care: The provision of anti-coagulation services  through 
General Practice  increases their skill of diagnosis and treatment of patients with 
atrial fibrillation whilst upskilling the wider primary care team on the prescribing 
and management. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

• Increased Complexity of Management and Administration: Ongoing performance 
management and quality assurance of multiple providers increases the complexity 
of management and represents a substantial overhead; 

• Service Quality Variation: Increasing the number of service providers also creates 
an increased risk to variability in the quality of service provision; 

• Multiple Booking Systems: Multiple booking systems decrease visibility of patient 
appointments across providers and delivers an inconsistent patient booking 
experience; 

• Integrated Clinical Records: Patient records held on provider care systems may not 
be integrated into primary care / health provider record systems. 

• Service Resilience: The model is vulnerable to individual providers withdrawing 
services in specific localities creating a gap in service provision; 

• Varying Levels of Experience: The efficacy of warfarin requires maintenance of a 
narrow therapeutic target which may be poorly controlled in practice due in part to 
varying levels of experience in administering the treatment. 

 

 

Strengths 

Weaknesses 

CCGs: Bradford City, Bradford District, Harrogate 
and Rural District, Calderdale, Wakefield 
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6a. Bradford City & Bradford Districts 
CCGs 

22 



 

• Anti-coagulation service is specifically for monitoring the INR of patients prescribed on 
warfarin; 

• The initiation and prescribing of NOACs, together with any future review of patients care 
plan, is performed outside of the anti-coagulation service; 

• Patients are offered a choice of anti-coagulation clinic provider during their consultation 
with either the clinician or GP practitioner; 

• Patients attend locality clinics where finger prick blood tests are performed and the INR 
calculated using near-patient testing (NPT) apparatus. The appropriate warfarin dose 
and time period before the next INR test is then calculated using a computerised 
decision support software (CDSS  - INS STAR); 

• Patients have access to consultation and counselling  where required; 

• Patients with an INR >5 are contacted (or their designated carer/representative is 
contacted) following the test result and before their next dose is due to be taken using 
their preferred method of contact; 

• Patient’s with an INR>8 are triaged for bleeding within 4 hours of the INR result being 
available and results are electronically updated in SystmONE for same day access; 

• The Any Qualified Provider (AQP) service contract has been commissioned for a period 
of 3 years from Oct ‘14 to Sept ’17. 

 

 

 

 

Description  

• The new contract initiated in Bradford uses the Any 
Qualified Provider model to promote competition and 
provide patient choice; 

• The service utilises a mixed delivery model comprising 
a range of providers which include hospitals, GP 
surgeries and Prescribing Support Services to deliver 
the anti-coagulation services; 

• 43 x sites across Bradford, Airedale and Calderdale  
delivered by 15 different providers; 

• Services are available Mon - Fri with clinics distributed 
across early morning, late afternoon and evening. 

 

 

 

 

 

 

Patient Access 

Bradford City & Bradford Districts 
Service Model: Locality Model - Mixed Economy Contract Value: £2.5m Old / £1.5m New 

Service Provider: Hospitals, GP Surgeries & PSS Population: 455,385 

Contract Status: Re-Procured via Any Qualified Provider AF Register: 5128 

Initiation Policy: Warfarin: Specialist     NOAC: Primary Care AF Prevalence: 1.13% 

Local Initiatives: CSU AF QIP / Initiating Apodi Review Clinics Est. Treatment Gap: 2086 (41%) 

23 



 

• In 2013-14 approximately 5000 patients were referred into the service 
with an almost 50 / 50 split between community provision or hospital 
clinics;  

• The service offers approximately 45,000 appointments a year, or 865 
per week with additional capacity available on demand; 

• The newly contracted service has been designed to provide enough 
clinical capacity and resilience to meet increasing service demand; 

• Referral to treatment time is  typically 2 weeks (in line with NICE 
guidelines) although most patients are seen sooner; 

• Patients are offered a frequency of appointments depending on the 
stability of their INR; 

• Clinicians and practitioners refer into the service via paper or electronic 
referral; 

• Performance targets for providers were set in the new contract and 
will be audited on a quarterly basis. 

 

 

 

 

 

Capacity & Responsiveness  

• The total cost of the outgoing service for 2013-14 was £2.5m;   

• The total forecast cost for the AQP contract service for 2014-15 based 
on the same activity but with new tariffs  is  £1.5m;  

• The tariffs are the same across all community based and hospital 
providers; 

Service Savings  

• The restructured tariff has resulted in forecast savings of £1m saving, 
or a  40% cost reduction to the commissioner; 

• This was achieved through the use of a robust tariff calculation tool 
and process which incorporates all service costs (capital, equipment, 
staff, activity, duration etc.) to build an accurate model of the cost; 

• This cost model was then cross referenced with patient volumes to 
determine the individual rates for discussion with providers; 

• The competitive nature of the AQP procurement supported the tariff 
reductions and challenged the generous pre-review rates that did not 
benefit from the same robust costing process; 

Tariff Details  

• The contract utilises a Payment by Results  - Flex and Freeze 
mechanism (two phase reconciliation process to arrive at a final agreed 
position for each period's activity); 

• £34 clinic visit, £50 domiciliary visit; 

• Transport costs are not included in the tariff. 

 

 

 

 

 

 

Cost to Commissioner 

 

• The clinic service models utilise a range of staff incorporating Clinicians, 
Practitioners, Nurses, Health Care Assistants and Pharmacists; 

• The locality based community provision is primarily nurse led; 

• Under the AQP Contract the clinics have varying resource models 
dependant on the provider. 

 

 

 

 

 

 

 

Staffing Model 

Bradford City & Bradford Districts 

 

• In 2013 Bradford ran an AF Quality, Innovation, Productivity and 
Prevention initiative.  This involved reviewing practice AF registers with 
the GRASP-AF audit tool to ensure that at least 70% of patients with AF 
and a CHADS2 score of 1 or above were receiving Warfarin and that 
80% of those patients were in the Optimal Therapeutic INR Range; 

• Bradford is currently initiating Specialist Review Clinics provided by 
Apodi, an external organisation that identified and implements 
innovate access strategies in order to ensure that appropriate 
medicines get to patients. This is being undertaken as a part of the 
Bradford Healthy Hearts programme; 

• The clinics offer all practices a comprehensive AC review of all 
appropriate AF patients on the practice register; 

• The clinic is resourced by 2 Cardiac Nurses  and 1 Local Consultant 
(Stroke Physician, Cardiologist or GP with Special Interest) working in 
conjunction with the practice staff. 

 

 

 

Local Support Initiatives 



 

• The restructured tariff has resulted in forecast  savings of £1m saving 
(40% cost reduction to the commissioner) based on historic demand; 

• The anti-coagulation service is warfarin only and NOAC uptake is 
therefore dependant on GP awareness and prescribing. Any future 
requirements for the monitoring of NOACs have not been built into the 
contract; 

• Over the past year in Bradford there has been a 5% shift to NOACs; 

• Over the next 4 to 5 years, it is anticipated there could be up to a 30% 
shift to these new drugs; 

• DVT patients in Bradford are now referred to a different pathway and 
prescribed NOACs rather than warfarin  (in the majority of cases). This 
condition is commonly included within the anti-coagulation service by 
other providers; 

• The AQP model provides increased service resilience through a larger 
provider base  to cope with increases in demand and reduced risk to 
services through unplanned staff absences; 

• The AQP model offers increased patient provider choice; 

• The competitive nature of the AQP procurement supported the tariff 
reductions and challenged the generous pre-review rates; 

• There is an increased contract management overhead  due to the  
large number of suppliers compared to single provider model.  

 

 

 

 

 

 

 

 

 

• Model the impact of increased NOAC take-up and a move away from 
Aspirin on clinic demand. The modelling may highlight that some 
providers may not receive a critical mass of patients in the future 
challenging their sustainability;  

• Build NOAC initiation and monitoring (should it be required in the 
future) into the contract; 

• Explore merging the DVT pathway into the service.  This may offer 
economies of scale; 

• Centralise contract management with other CCGs monitoring similar 
contracts. 

Bradford City & Bradford Districts 
Observations Opportunities 
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6b. Leeds West, North, South & East 
CCGs  
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• Practices identify patients with AF and refer into the anti-coagulation service.  The 
service co-designs the medical treatment  with the patient and they are offered a choice 
of medication where appropriate; 

• Current model: Same provider for the redesigned service. Blood samples are collected in 
one of 22 clinic locations and sent to the laboratory for testing.  

• The appropriate warfarin dose and time period before the next INR test is then 
calculated using computerised decision support software (CDSS  - DAWN); 

• Test results and amendments to dosing are then sent through the post to the patient; 

• Patients requiring immediate intervention (high risk INR > 8 - risk of serious bleed) will 
be called to come straight back to St. James Hospital, Leeds for immediate treatment; 

• There is a risk that the patient cannot get themselves back to St. James for attention or 
that they are contactable. 

• Redesigned service: The service will offer direct testing and dosing with appropriately 
trained staff, and access to a nurse or pharmacist for counselling; 

• Problem solving will be available for patients with high INRs with a consultant and the 
blood test taken and results provided there and then. Turn-around in 10 minutes; 

• The current model has a standalone NOAC clinic for patients that are unstable on 
warfarin, whereas the redesigned service has a NOAC clinic built in; 

• The tipping point for the current contract being redesigned was the provider raising 
issues around service capacity issues and expressing a need for more support from GPs; 

• The increases in demand were being met by lowering the quality of the service. 

 

 

 

 

 

 

• Redesigned Service Model (launching April 2015) 

• HUB: St James's University Hospital, Leeds;  

• SPOKE: 12 x Leeds Community Health Care Locations 
(e.g. Local Improvement Finance Trust (LIFT) 
buildings). 

• The service utilises a hub and spoke delivery model; 

• Complex cases will be managed in the hospital. Less 
complex cases will be managed in the community 
locations; 

• The service will be available Monday to Friday, with 
appointments distributed across the following 
periods: 

₋ Early morning: 60% 

₋ Late afternoon: 30% 

₋ Evening: 10% 

 

 

 

 

 

Leeds  
Service Model: Locality Model – Single Provider Contract Value: £1.4m Current / £2.4m Redesigned 

Service Provider: Leeds Teaching Hospitals NHS Trust Population: 834,068 

Contract Status: Re-designed with existing provider  AF Register: 11,875 

Initiation Policy: Warfarin: Specialist     NOAC: Specialist AF Prevalence: 1.45% 

Local Initiatives: None currently in train Est. Treatment Gap: 4554 (40%) 

Description Patient Access 



 

Current Service 

• 10,000 patients - 120,000 x phlebotomy & dose appointments per 
annum, or 2300 appointments per week; 

• 7800 (6.5%) of these appointments are performed face to face;  

• The service receives 40 referrals' per week, 2080 per year; 

• The referral to treatment time is 2 weeks (in line with NICE guidelines); 

• Appointment frequencies vary based on the stability of the patient; 

• Average  number of tests per patients per year: 18.2 (Taken from 
DAWN - Anticoagulation software); 

• Acknowledged capacity issues with the current service prompting 
service re-design; 

Redesigned Service 

• The redesigned service has capacity to meet demand for an additional 
3500 patients, bringing annual capacity up to 13,500 patients; 

• This takes into account the existing treatment gap across Leeds; 

• A financial uplift which has agreed in the new tariff.  This is enabling 
the provider to recruit additional resources to increase the service 
capacity and therefore meet the projected demand.  

 

 

 

 

 

Capacity & Responsiveness  

Current Service 

• The total annual cost of the current service is £1.4m;   

• PbR tariff: Phlebotomy & Dose: £5.36 / Face to Face Consultation: 
£36.00 

• LTHT provide activity volumes against the agreed tariffs for charging. 
These are monitored by exception through ‘Incident Reports’. 

Redesigned Service 

• The total annual cost of the redesigned service is expected to be 
£2.4m, and increase of £1m per annum; 

• The uplift reflects the tariff review. This has been designed to ensure 
that the income to the provider matches the cost and enables them to 
recruit sufficient staff to deliver the required capacity; 

• The current tariff contract is in negotiation and the type is unclear at 
the time of writing. It may be that the  new model will use a ‘Year Of 
Care’ as the  pricing mechanism; 

• Patient transport costs are not included in the contract. 

 

 

 

 

 

• Warfarin is current AMBER; 

• NOACs are AMBER but looking to move to GREEN once there sufficient 
experience in primary care to perform patient initiations; 

• Red: Initiated and continually prescribed by the hospital 

• Amber: Initiated by the hospital and continually prescribed by the GP 

• Green: Initiated by anyone and continually prescribed by anyone 

 

 

 

 

Medications Policy  

Redesigned Service 

• 1 x Band 2 Phlebotomist: Collation of patient blood samples; 

• 1 x Band 6 Biomedical Scientist (lab tech): Deciding patient dosage 
levels utilising a computer algorithm hosted on DAWN; 

• 1 x Band 6 Nurse with specialist training in Anti-coagulation: Providing 
patient counselling on drug choice and problem solving. 

 

 

 

 

Staffing Model 

Leeds  
Cost to Commissioner 
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Triggers for  the AC Service Redesign 

• A risk assessment of the AC service carried out in 2013 identified a 
range of issues to be addressed to safeguard patients from harm. 
These included:  

₋ The management of patients with an INR>8 - addressing potential 
time delays in communicating results to initiate urgent treatment;  

₋ Consistent transfer of INR result, INR target range, dose, and date of 
next appointment from the AC service  to GP & Community 
Pharmacy;  

₋ Identified issues around service capacity expressed by the provider. 

The Redesigned Service 

• The redesign of the current service took nearly 2.5 years to negotiate 
with the current provider; 

• The newly agreed service currently has a specification in place but the 
tariff is still to be agreed; 

• The uplift reflects the tariff review.  This been designed to ensure that 
the income to the provider matches the cost and enables them to 
recruit sufficient staff to deliver the required capacity; 

Key Benefits of Redesigned Service 

• Full compliance with NICE Technology guidance; 

• Increase likelihood of a  reduction in cases of stroke and systemic 
embolism events;  

• Reduces the risk of and incidence of adverse events with warfarin 
treatment; 

• Reduce the number of patients attending LTHT for management of 
INR>8. 

 

 

 

 

 

 

• GPs are not required to prescribe anti-coagulants as the service 
performs this role. This potentially creates a barrier to primary care 
owning the appropriate treatment of AF for their patients, based on an 
understanding of current best practice and its application; 

• Ensure that the timetable for the launch of the revised service is 
maintained and does not slip past April 2015 – potential slippage 
maybe due to lengthy tariff negotiations or challenges in the 
recruitment of appropriately skilled staff; 

• The provision of direct testing and dosing, providing patients with 
immediate service results at the time of their INR test, will results in 
two key benefits: 

₋ It eliminates the risk of delays to initiating treatment in patients 
with extreme INR scores that require an urgent response;  

₋ It reduces the risk of dosing errors or mistakes in transmitting 
results of INR tests to patients, where they are given printed dosing 
instructions at the time of their INR test; 

Other AC services may benefit from adopting this approach. 

 

 

 

 

 

 

Leeds  
Observations Opportunities 
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6c. North Kirklees CCG 
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• The existing service is contained within the historic block contract; 

• A mixed service delivery model is in place, predominantly providing a centralised service out 
of Dewsbury Hospital for majority of patients; 

• In addition, services are provided by a community-based outreach phlebotomist service and 
one GP practice;  

• The clinics offer only a warfarin dosing service rather than the full spectrum of 
anticoagulation services. The service is heavily lab scientist led rather than clinically led;  

• The current process is as follows: a patient attends clinic to have blood sample taken, the 
sample is sent to a lab for results and then the patient advised on dose change. Results are 
typically available same day or next day;  

• Those requiring immediate intervention will be contacted via telephone within an hour of 
obtaining the result.  They are asked to return for treatment and directed to attend a 
medical admissions service. There is a risk that the patient cannot get themselves back to 
the hospital for immediate treatment or that they are not contactable;  

• The service was initially planned for redesign in 2015 but a recent review of priorities for 
2015-16 by the CCG has seen these plans placed on hold. 

 

 

 

 

 

 

Current Service: 

• Patients have a choice of service location – they 
can travel to Dewsbury Hospital or a community-
based outreach phlebotomist service; 

• One GP practice provides a service to a small 
cohort. 

 

 

 

 

 

North Kirklees  
Service Model: Centralised Service - Acute Provider Contract Value: £271k 

Service Provider: Mid-Yorks Hospital Trust Population: 188,043 

Contract Status: Service Review / Redesign Opportunity AF Register: 2479 

Initiation Policy: Warfarin: Unknown     NOAC: Unknown AF Prevalence: 1.32% 

Local Initiatives: None currently in train Est. Treatment Gap: 922 (40%) 

Description Patient Access 
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• Total number of service users: 2300 (65% of which have AF): 

₋ Hospital: 1072 (52%); 

₋ Community Based Phlebotomy: 824 (40%); 

₋ GP Surgery: 157 (8%). 

• 39,000 x phlebotomy & dose appointments per annum , or 750 
appointments per week; 

• Over the last year the service has seen a significant increase in the 
demand for home visits (32% year on year rise); 

• Clinicians and practitioners refer into the service via a paper based 
referrals service; 

• Referral to treatment times are unknown; 

• The service was acknowledged as operating over capacity and unable 
to increase to meet the known treatment gap. These capacity issues,  
the release of NOACs and the associated change in NICE Technology 
Advice triggered the need for the service redesign. 

 

 

 

 

 

 

 

 

Capacity & Responsiveness  

Current Service: 

• The total annual cost of the current service is £1.2m;   

• Currently a tiered tariff: 

₋ Dosing: £6.79; 

₋ Home Visit: £38.49; 

₋ Medication Counselling: £28.81.  

Redesigned Service: 

• The total annual cost of the redesigned service is forecast to be £1.9m 
per annum, and increase of £0.7m; 

• The new service will utilise a ‘Year of Care’ tariff; 

• The projected increase  in the cost of the service is driven by the 
provision of additional service capacity to close the existing treatment 
gap. 

 

 

 

 

 

 

 

Current Service: 

• 2 x Band 6 Anti-Coagulation Practitioner (lab tech) 

• 0.2 x Haematology Consultant (Biomedical Scientist ) 

Staffing Model 

North Kirklees  
Cost to Commissioner 
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• The current service model is a traditional warfarin dosing service which 
has no capacity to support patients in choosing between warfarin and 
NOACs;  

• A business case was developed by WSYB CSU to identify and assess the 
differing models of anti-coagulation services available. This process 
took 12 months to perform; 

• Building on the business case the re-procurement exercise was 
anticipated to take 6 months to perform; 

• Feedback from patient engagement performed under the business 
case is that they do not want weekend clinics (2000 patients surveyed - 
1300 responded); 

• The assessment anti-coagulation services in both North Kirklees and 
Greater Huddersfield has been led by the same medicines 
management lead and supported by the CSU. This has  created 
similarities and efficiencies in approach, timescales and service 
specifications. 

 

 

 

 

• There is an opportunity to redesign services using the model used in 
Greater Huddersfield CCG or other CCGs across the region; 

• Additional clinical leadership / bandwidth may be required to facilitate 
and support the required service redesign; 

• Opportunities to increase the volume of anti-coagulation services for 
atrial fibrillation available in the community should be explored; 

• Initiate externally supported Specialist Review Clinics to increase 
appropriate anti-coagulation. 

 

 

 

North Kirklees  
Observations Opportunities 
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6d. Greater Huddersfield CCG 
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• Current Service - Centralised Model: A patient attends the clinic, a blood sample is 
taken by a phlebotomist, the patient either waits in the hospital for the result of the 
INR test and a consultation with the physician, or they go home the results are posted 
to the surgery and  GP amends warfarin dose. This is communicated to the patient 
usually by telephone or letter; 

• This method poses three potential issues: patient convenience; delay in 
communicating INR results and warfarin doses to patients; and safety issues regarding 
errors in communicating doses by telephone and confusion with dosing instructions. 

• These difficulties have led to the development of Primary Care based anticoagulation 
clinics in which INR testing, dose calculation and monitoring are performed in practice. 

• Redesigned Service - Community Model: In the proposed model the patient attends 
the locality clinic, a blood sample is taken by a specially trained health professional 
who then performs the INR test using near-patient testing (NPT) apparatus. The 
appropriate warfarin dose and time period before the next INR test is then calculated 
using computerised decision support software (CDSS).  

• The patient is given printed dosing instructions and a date for the next attendance. 
Any problems connected with the treatment can be discussed at the time. The clinic 
will be run with clear protocols so that any significantly abnormal INR results, dosing 
alterations or other problems are referred to the supervising clinician for a decision. 

• The service will be provided by a partnership of Calderdale and Huddersfield 
Foundation Trust (2 clinics) and the two local GP federations (6 clinics).    

• Initial prescribing of warfarin and NOACs is undertaken by the clinic with long term 
prescribing taken on by GP practices.  

 

 

 

 

 

 

 

Current Service Model: Patients go to Calderdale Royal 
Hospital or 4 GP practices providing point of care testing 
and results; 

Redesigned Service Model: Patients access community 
clinics (Single provider community based hub and spoke 
delivery model launching April 2015): 

• One overall service provider working out of 5 to 6 
locations across  GHCCG with point of care testing;  

• It is proposed that the service is delivered using 5 hubs 
within the locality. Patients will be referred by their GPs 
or secondary care following assessment; 

• The service will be available Monday - Friday with clinics 
distributed across early morning, late afternoon and 
evening; 

• 10% of appointments will be outside 9 to 5 Monday to 
Friday core hours; 

• A service users engagement survey (over 65% response 
rate) performed by WYSB CSU in 2014 suggested that 
the patients preferred the option of being able to access 
the service closer to their home but the clinics needed to 
be close to a bus route. Respondents also commented on 
the need for the service to be flexible in order for people 
to be able to choose to attend a drop in clinic or book an 
appointment for convenience. 
 

 

 

 

 

 

Greater Huddersfield  
Service Model: Locality Model - Mixed Economy Contract Value: £0.50m Current / £0.44m Re-Procured 

Service Provider: CHFT & Two Local GP Federations Population: 242,313 

Contract Status: Completing Re-Procurement: Provider Selected AF Register: 3465 

Initiation Policy: Warfarin: Unknown     NOAC: Unknown AF Prevalence: 1.43% 

Local Initiatives: None currently in train Est. Treatment Gap: 1448 (42%) 

Description Patient Access 



 

Current Service: 

• The current service provides 30,971 phlebotomy & dose appointments 
per annum or 595 appointments per week; 

• The service is exceeding its capacity and this was the trigger / rationale 
for initiating the service redesign process; 

• Following the service redesign and re-procurement of the 
anticoagulation service the new service will create additional capacity 
to meet the existing treatment gap; 

• In the 12 months to July 2014 data showed that Greater Huddersfield 
CCG purchased treatment for 368 strokes at a total cost of £1,1m. 

Redesigned Service: 

• The community based anticoagulation service will deliver a 
comprehensive anticoagulation service across  5 to 6 geographically 
dispersed locations along with a home INR testing service for those 
unable to attend a clinic without NHS funded patient transport;  

• The provider will deliver all elements associated with  an 
anticoagulation service.  These include initiation, drug selection, 
dosing, dose adjustment and laboratory testing as well as undertaking 
monitoring and providing the patient-facing elements of the service;  

• Patients will be referred into the service by GPs or secondary care 
healthcare professionals following diagnosis.  The service will be 
required to manage anticoagulation for all patients with conditions 
amenable to anticoagulation.  

 

 

 

 

 

Capacity & Responsiveness  

• Current Service: The total annual cost of the current service is £0.5m;   

• Redesigned Service: The total annual cost of the redesigned service is 
forecast to be £0.44m per annum, and decrease of £60k ; 

• Savings will be delivered through the avoidance of transport costs to 
the AC service which are met by the commissioner as part of YAS PTS 
contract; 

• The service will be transitioned in the following stages: 

1. Stop all GP LES activity, to be replaced with GP Level 1 LES for all 
patients’ 

2. Stop all anticoagulation-related PTS activity, to be replaced with 
domiciliary visits paid for by the provider; 

3. Pay providers a tariff for each patient referred into the service, each 
patient initiated on Warfarin using the ‘Year of Care’ tariff model; 

Additional financial benefits expected from the redesign outside of the 
contract service costs are expected to include: 

• Direct savings of approximately £176k on acute costs of stroke and 
myocardial infarction over three years, plus additional indirect savings 
from managing complications (i.e. avoided residential care for people 
left disabled by a stroke);  

• An expected £88k saving on annual management costs for patients 
(averaged over the three years of the contract); 

• Pre-emptively avoiding the overloading of vital anticoagulation delivery 
systems leading to extremely costly interim measures. 

 

 

 

 

 

 

 

 

Redesigned Service: 

• The staffing model is currently under development and not available to 
share in detail; 

• The model will however be a mixture of primary and secondary care 
staff with an emphasis on sharing and increasing experience. 

Staffing Model  

Greater Huddersfield  
Cost to Commissioner 



 

The re-designed service will involve:  

• A transfer of activity from an acute hospital setting into the 
community; 

• Assessing patients referred to the service for anticoagulation;  

• Agreeing with patients the most appropriate treatment option for their 
condition (either warfarin or NOAC);   

• Prescribing the initial dose of all anticoagulants for all patients (where 
appropriate); 

• Reviewing of NOAC patients 1 -2 months after initiation before referral 
back to GP for long term care; 

• Reviewing warfarin patients on a regular basis in line with best 
practice;  

• Providing dosing and dose adjustment of warfarin, communicating this 
with patients same day. 

Key benefits anticipated from the re-designed service: 

• The transition from a centralised service to a hub and spoke model is 
expect to yield savings of approximately £60k p.a. through the 
avoidance of transport costs to the AC service; 

• Delivery of integrated and personalised care closer to home, with 
improved convenience and access for patients; 

• Reduce waiting times for patients; 

• Reduce duplication of services and waste of resources; 

• The use of near-patient testing (NPT) techniques and computerised 
decision support systems (CDSS) will improve the efficiency and quality 
of anticoagulation control attained; 

• Improve the clinical pathway by developing joint working between 
primary and secondary care providers and clinicians. 

 

 

 

 

 

 

 

 

 

 

• The provision of direct testing and dosing providing patients with 
immediate service results at the time of their INR test will results in 
two key benefits: 

₋ It eliminates the risk of delays to initiating treatment in patients 
with extreme INR scores that require an urgent response;  

₋ It reduces the risk of dosing errors or mistakes in transmitting 
results of INR tests to patients where they are given printed dosing 
instructions at the time of their INR test; 

Other AC services may benefit from adopting this approach. 

 

 

 

 

Greater Huddersfield  
Observations Opportunities 

 

 

 

 

 

Greater Huddersfield CCG - Anticoagulation Pathway 



6e. Airedale Wharfedale & Craven CCG  
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• A mixed delivery model  is in place.  The is predominantly delivered out of Airedale 
General Hospital for the majority of patients;  

• The clinics offer only a warfarin dosing service rather than the full spectrum of 
anticoagulation services. The service is heavily lab scientist led rather than clinically led;  

• GP providers take on NOAC prescribing. 

• The patient attends the clinic to have a blood sample taken,  the sample is  sent to the  
lab for a result and then the patient is advised on dose change;  

• Service provision is not currently supported by the use of IT systems; 

• Patients are offered a choice of either the centralised or GP AC clinic provision; 

• Patients are offered warfarin as the first line treatment as opposed to  systematically 
being offered a choice between warfarin and NOAC where appropriate; 

• Services provided / contracted in Craven are separate from those in Airedale and 
Wharfedale; 

 

 

 

 

• Patients access the service either at Airedale General 
Hospital or at one of the 8 GP practices; 

• The service utilises a mixed delivery model comprising 
AFT and GP provision under a LES arrangement; 

• Parts of Craven are excluded in terms of outreach.  
Some Craven practices provide near patient testing; 

• The service is available Monday  to Friday  8am to 
6.30pm; 

• Referrals are paper based for the acute provision 
whilst GPs referrals are electronic, via tasks in 
SystmONE. 

 

 

 

 

 

 

 

Airedale and Wharfedale  
Service Model: Centralised Service - Acute Provider Contract Value: £0.95m  

Service Provider: Airedale NHS Foundation Trust & GP Practices  Population: 156,676 

Contract Status: Service Review / Redesign Opportunity AF Register: 3294 

Initiation Policy: Warfarin: Unknown     NOAC: Unknown AF Prevalence: 2.1% 

Local Initiatives: CSU AF QIP (part of Bradford 2013 initiative) Est. Treatment Gap: 1375 (42%) 

Description Patient Access 
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• Service  capacity and utilisation information has not been provided; 

• There  has been an organic growth in GP provision to meet increases in 
demand.  There has been no evidence of an increase in wait times ; 
Anecdotal evidence suggest that this is sustainable for the foreseeable 
future; 

• Newly referred patients are usually seen within 1 week and their INR 
monitored accordingly (in line with NICE guidelines); 

• GP appointments typically have a minimum of 4 follow-up 
appointments per year; 

• Airedale Foundation Trust waiting times have not been provided. The 
ability of the Trust to increase the capacity of their service provision is 
currently unknown. 

 

 

 

 

 

 

 

Capacity & Responsiveness  

• Total cost for 2013-14 = £0.95m    

• AFT: year on year NHS Standard Contract / GP LES’s . PBR / GPwSI: 
locally agreed tariff in place. First visit - £84.47 / Follow up - £24.27 

• GPwSI: Airedale and Wharfedale - £60 

• GPwSI: Craven – Level 1 - £7.15, Level 1a- £12.26, Level 2 - £81.64, 
Level 3 - £91.95, Level 4 - £115.00 

• Acute activity via contracting monitoring 

• GPwSI activity  is recoded on SharePoint aspiration paid quarterly; 

• Transport costs are included within the contract. 

 

 

 

 

 

 

 

 

 

• AFT - Pharmacist: Deciding patient dosage levels utilising; 

• GP Practices: Varied, some GP led, some practice nurse led. 

 

 

 

 

 

 

 

 

 

 

Staffing Model 

Airedale and Wharfedale  
Cost to Commissioner 

 

• A rhythm screening project was undertaken in 2009 (with support from 
Dr. Matt Fay); 

• An AF QIP was performed in 2013 with Bradford.  This involved 
reviewing practice AF registers with the GRASP-AF audit tool to ensure 
that at least 70% of patients with AF and a CHADS2 score of 1 or above 
were receiving Warfarin and for 80% of those patients to be in the 
Optimal INR in range. 

 

 

Local Support Initiatives 
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• The service has not been formally reviewed in several years. Anecdotal 
evidence suggest that the service is expensive when compared 
nationally; 

• Anecdotal feedback from the CCG has suggested the following: 

₋ that the AFTs cardiology service has a poor reputation with GPs 
(particularly in terms of follow through with patients); 

₋ GP practice provision has room for improvement in the standards of 
service provided; 

₋ hospital clinicians have been inappropriately stopping patients on 
warfarin due to falls. GPs may not always correctly challenge the 
decision and restart them.  

• The CCG has expressed the following intentions: 

₋ to move away from medical guidance  that offers warfarin as the 
first line, and instead promote patient choice between either 
warfarin or NOACs. AC clinic service provision would then  need to 
be harmonised in line with this change;  

₋ to increase access to patient advice for all newly identified AF 
patients; 

₋ to perform patient engagement exercise as part of re-
commissioning the service to understand the views of the service 
users to inform the re-design. 

 

 

 

 

 

 

 

 

 

 

 

 

 

• To undertake a formal review of the services and redesign them as 
appropriate. Interest has been expressed by commissioners in: 

₋ moving to a  ‘Year of Care’ tariff ; 

₋ moving to a GP practice based delivery model; 

₋ exploring opportunities the new Bradford AQP contract (either 
emulating or extending the contract to include them) and at the 
same time bringing the Airedale Wharfedale and Craven services all 
into one contract. 

• Consolidate  services provided / contracted in Craven with those in 
Airedale Wharfedale; 

• Harness Local GPwSIs to support GP education around appropriate 
medication  and in improving levels of anti-coagulation; 

• Initiate externally supported Specialist Review Clinics to increase 
appropriate anti-coagulation; 

• Align practice so that is  consistent in primary and secondary care 
settings; 

• Explore  how the cardiology service could be  delivered in the 
community e g. GPwSIs providing it  instead of AFT). 

 

 

 

 

 

Airedale and Wharfedale  
Observations Opportunities 
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6f. Harrogate and Rural Districts CCG  
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• Anti-coagulation clinics are provided by Harrogate and District NHS Trust and the clinics 
are delivered out of  GP premises; 

• This is complemented by a  Locally Enhanced Service - All practices prescribe and review 
warfarin patients under this scheme.  3 of the 19 GP practices also undertake 
phlebotomy and dosing; 

• The clinics offers only a warfarin dosing service rather than the full spectrum of 
anticoagulation services. The service is heavily lab scientist led rather than clinically led;  

• The service was historically resourced by a mobile Phlebotomist and Pharmacist. This 
was reduced a year ago due to issues with affordability. Now it is just a Phlebotomist 
taking patients blood samples and yellow books and then reviewing the results in the 
lab and then sending the amended dosing out; 

• Concerns have been raised around delays encountered in accessing the service to 
initiate warfarin, which can typically take 3-4 weeks from point of referral (NICE 
guidance is 2 weeks);  

• GPs are initiating NOACs directly; 

• Phlebotomy services have evolved over time are not formally commissioned. Servicing 
the existing demand is currently split between both GP practices and the hospital with 
no identified funding for the service.  

 

 

 

 

 

• Patients access services at Harrogate District Hospital 
or at one of the three GP practices; 

• The acute provider service was established at c. 15 
years ago.  The  warfarin clinic service is utilised by the 
16 of the 19 practices in the CCG; 

• Harrogate District Hospital  hosts a number of satellite 
clinics of out GP premises across the area; 

 

 

 

 

 

 

 

 

 

Harrogate  
Service Model: Locality Model - Mixed Economy Contract Value: Information Not Provided 

Service Provider: Harrogate District Hospital & GP Practices Population: 160,477 

Contract Status: Service Review / Redesign Opportunity AF Register: 3351 

Initiation Policy: Warfarin: Primary Care    NOAC: Primary Care AF Prevalence: 2.09% 

Local Initiatives: Initiating review clinics with Apodi Est. Treatment Gap: 1330 (40%) 

Description Patient Access 
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• Service capacity and utilisation information  has not been provided; 

• Concerns have been raised around service capacity. Delays have been 
encountered in accessing services, 3 – 4 weeks from referral. NICE 
guidance is 2 weeks;  

• Any increase in service demand through initiatives to reduce the 
existing anti-coagulation treatment gap is highly likely to further 
exacerbate the existing issues.  

 

 

 

 

 

 

Capacity & Responsiveness  

• Service cost information  has not been  provided; 

• The service is commissioned as a block contract from the former PCT 
days.  It has not been formally reviewed since then. 

 

 

 

 

 

Harrogate  
 

• A patient review was  recently performed on the acute AC clinic.  This was to identify patients unstable on warfarin and to refer these back to the GP 
to review  their medication / treatment and amend as required to stabilise them.  

• This review resulted in a reduction in the numbers of patients attending the warfarin clinics. This reduction (absolute numbers) was due to some 
patients being switched onto NOACs and complicated cases being discharged from the service to be managed in General Practice; 

• A local GP training event on the anti-coagulation of patients with atrial fibrillation was held during October 14.  This was supported by Dr. Matt Fay. 
Apodi also presented on the Specialist Review Clinic support offering at this event. 

Local Support Initiatives 

Cost to Commissioner 

 

• Given the acknowledged issues with both the quality and standard of anti-coagulation services being delivered, there is an opportunity to undertake 
a formal review of the services and redesign them as appropriate; 

• Given the geography of Harrogate and Rural District, it may be well suited to exploring opportunities to include Near Patient Testing (NPT) 
technologies into any service redesign; 

• In respect to the service redesign, a hybrid delivery model may be advantageous – this could include the patient home testing,  enhanced services run 
from GP practices, and the maintenance of a centralised warfarin clinic. 

Opportunities 
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6g. Calderdale CCG  
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• The clinics offer a warfarin dosing service rather than the full spectrum of 
anticoagulation services. They do not provide NOAC initiation; 

• It is Pharmacist led service (cannot initiate medication).  The referrer has to the make 
the decision to initiate warfarin and the service recommends the dose; 

• NOACs are initiated by a specialist within secondary care outside of the anti-coagulation 
service; 

• Current Process: Yellow books and blood samples are collected, samples are tested and 
INR is checked. Books are amended and returned to the patient, together with a letter to 
the GP to notify them of the results; 

• If a patient’s INR is significantly high then the service contacts the GP and asks them to 
direct the patient to a medical emergency unit or stop warfarin for a few days; 

• Prescribing is performed by the GP, not the clinic; 

• The service has not been actively reviewed in several years.  Anecdotal evidence 
suggests that is perceived as a good service by both GPs and patients. 

 

 

 

 

 

 

 

• A patient can access the service from 10 sites across 
the CCG geography.  The service is resourced by 
technicians / phlebotomists; 

• The service is also supplemented with a small amount 
of GP provision– 6% of total service; 

• The service is available Mon to Fri 9am to 5.00pm. 

 

 

 

 

 

 

 

 

 

Calderdale  
Service Model: Locality Model – Single Provider Contract Value: £352k 

Service Provider: Calderdale & Huddersfield Foundation Trust  Population: 215,629 

Contract Status: Historic block contract AF Register: 3077 

Initiation Policy: Warfarin: Primary     NOACs: Secondary AF Prevalence: 1.43 

Local Initiatives: Local Initiative Using Associate Practitioner Est. Treatment Gap: 1307 (42%) 

Description Patient Access 
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• The current service provides approximately 23,221 phlebotomy & dose 
appointments per annum, or 446 appointments per week; 

• There are no known issues with service capacity and waiting times. 
Referral to access time  is  typically 2 weeks (in line with NICE 
guidelines). 

Capacity & Responsiveness  

• Current Service: The total annual cost of the current service is £352k 

• Acute Provision:  provision actuals 2013/14 - £330k, 94% of service; 

• Primary Care: provision actuals 2013/14 - £22k, 6% of service. 

 

Calderdale  

 

• A local GP training event on the anti-coagulation of AF was held in 
October 2014, supported by Calderdale and Huddersfield Foundation 
Trust; 

• The CCG is mobilising a local performance improvement initiative on 
AF. This  seeks to develop a local AF pathway following NICE guidance 
and  to undertake targeted practice visits to disseminate the new 
pathway/model; 

• A performance review of QOF data by practice to identify outliers for 
high numbers of untreated AF patients has been undertaken. The CCG 
are developing a process to engage with practices on this. 

 

Local Support Initiatives 

Cost to Commissioner 

 

• The CCG  has no current plans to holistically review the AC service 
model within the next 2-3 years; 

• The AC clinic service is running at a loss; 

• The relative low cost of the AC provision ties the CCG to the provider as 
they recognise that they won’t get it cheaper anywhere else (they 
expect that it would cost 2 to 3 times more if they undertook a market 
testing exercise); 

• The CCG may consider  exploring alternative models of service 
provision that involve community pharmacy; 

• The method for contacting patients poses a risk to safety as there are 
potential delays in the contacting those with high INR scores  for 
treatment. 

 

 

• The guidance and materials developed by the 10cc AF project can be directly passed onto the CCG to implement as part of their local initiative; 

• For the project team to work collaboratively with the local resource that is already place to engage with the GP practices to increase appropriate 
anticoagulation; 

• The CCG has expressed an interest in exploring ways to upskill primary care in the  initiation and management of anti-coagulation; 

• There is an opportunity to undertake a formal review of the service to assure quality and safety. 

 

 

 
 
 

Observations 

Opportunities 
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6h. Wakefield CCG  
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• The majority of clinics are provided by Mid Yorkshire Hospitals Trust (MYHT) – 94% 

• This service is complemented by a small number of  GP practices  who specialise in anti-
coagulation – 6%. These are subject to service review at the moment; 

• Secondary care referring clinicians are encouraged to refer via  ‘Choose and Book’  
(national electronic referral system) although all referrers retain the right to refer 
manually; 

• The service was last actively reviewed in 2012. 

 

 

• Patients either access a service at MYHT or at one of 
the five GP Providers; 

 

 

 

 

 

Wakefield  
Service Model: Locality Model  - Mixed Economy Contract Value: £890k 

Service Provider: Mid Yorkshire Hospital Trust & GP Practices Population: 358,187 

Contract Status: Contract due to end 15th March ‘15  AF Register: 6160 

Initiation Policy: Warfarin: Unknown     NOAC: Unknown AF Prevalence: 1.72 

Local Initiatives: Completed review clinics with Apodi Est. Treatment Gap: 2324 (38%) 

Description Patient Access 

 

• Service offering approximately  88,000 appointments; 

• Primary Care: 6%; 

• Acute Provision: 94%; 

• Service overtraded in 13/14 and 14/15 due to AF 
demand not being factored into the contractual plan; 

• The AF service demand is increasing.  

 

 

 

 

Capacity & Responsiveness 

 

• The current service is estimated to cost £890k; 

• Acute Provision (94% of service ): Actuals 13/14 - £834k; 

• Local tariff: Dosing £37.91 / Anti-coagulation counselling £28.38; 

• Acute contract and dates  have not been provided; 

• Patients who meet transport criteria will have costs paid by the Passenger Transport 
Service; 

• Primary Care (6% of service) : Forecast  cost for 14/15 - £56k; 

• Local tariff of £22.64 per quarter per patient  delivering level 4 anticoagulation;  

• Primary Care payment  is made to practices using the Exeter online monthly  statement; 

• GP Contracts  are in place from 1.4.14 to 31.3.15; 

• The contracting mechanism  has changed  but not the service specification.  It was 
previously a LES and then transferred in National Standard Contract as of April this year. 

 

 

 

 

Cost to Commissioner 

 

• Given the lack of information surrounding the nature 
of the service provision and when it was last actively 
reviewed, the service represents an opportunity for 
review. 

 

 

Observations/Opportunities 



 

• CCG is completing a series of Specialist Review Clinics for AF provided 
by Apodi which saw 27 of the 40 practices take part; 

• Wakefield has a local initiative to improve the management of patients 
with AF. Under the local initiative practices can choose from the 
following support (one or combination of options); 

₋ Buddy with SPAF “teaching practice” - to review GRASP AF list,  
organise joint review sessions, share case studies 

₋ Practice Nurse support: There are 5 trained nurses in the district, 
could be backfilled to host nurse: nurse sessions in practices 

₋ Bespoke session with consultant / GPwSI – actions as in 1) above 

₋ Support to run GRASP AF in practice on a regular cycle 

₋ Update events as and when required  

• Practices may choose other sources of support, such as those provided 
by pharmaceutical companies; 

• All practices currently receive monthly GRASP AF profiles from Public 
Health Information; 

• This activity is also supported by the implementation of an action plan 
audit cycle as illustrated in the diagram opposite. 

Local Support Initiatives 

Wakefield  
 

 

 

 

 

Wakefield Action Plan Audit Cycle  
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7. Opportunities 
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Opportunities - Planning & Monitoring 

1. Forecasting 
Future Service 
Demand 

• The resilience, capacity and accessibility of anti-coagulation services can only be assessed and understood in the context of 
accurate forecasts of future  service demand. CCGs  should produce 1 to 5 year demand forecasts to test the current and 
future planned capacity of their service providers. Demand forecasts should also incorporate anticipated changes in 
medication to reflect the future prescribing rates of warfarin and NOACs.  

• The information to produce these models should be evidence based and utilise available data on the relevant patient 
conditions (such as AF, VTE, Prosthetic Heart Valve and Cancer) overlaid with forecast  population growth projections.  

 

Opportunity Description of Opportunity 

2. Improved 
Provider 
Engagement 

• The planned work of the 10cc Atrial Fibrillation Project and other local initiatives is likely to increase the demand for future 
anti-coagulation services. Longer term, changes in the prescribing rates for warfarin and NOACs may reduce service 
demand.  

• CCGs should  consider engaging with  anti-coagulation service providers to discuss the potential impact on service demand 
of these projects. Providers need to be sighted on these initiatives to be able to prepare and respond  in a timely manner.  

3. Service / 
Contract 
Monitoring 

• The discipline of actively reviewing and monitoring contract activity, performance and outcomes varied widely across the 
CCGs in the base line exercise. In many cases there is little, if any, active contract management in place thereby increasing 
risks to both service quality  (and ultimately patient safety) and contract irregularities (e.g. overpayment). 

• CCGs should consider putting  in place minimum standard levels of active service contract monitoring. Where resource 
constraints prohibit, alternative arrangements should be established. Options could include: 

a) Transferring responsibility from Provider Management to Medicines Management Teams; 

b) Commissioning an external agency to perform the service review (e.g. SCN or CSU); 

c) Commissioning an external agency to perform annual service benchmarking across the 10cc assessing 
comparative performance. 
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The observations made in base lining the services are summarised and categorised below: 



Opportunities - Service Review & Redesign 

4. Understand & 
Review Current 
Service Provision 

• The baseline review has highlighted the existing anti-coagulation services across West Yorkshire fall into one of two types 
of service delivery model – Centralised or Locality Model . These models  have  either been recently reviewed and 
redesigned (or are  in the process of this), or they are have not been pro-actively reviewed and redesigned for several 
years. In the first instance, CCGs need to ensure that they understand the current services that they have commissioned. 

• Recent updates to NICE guidance relating to anti-coagulation highlights opportunities to improve the quality and safety of 
care. CCGs that have not recently reviewed their services should consider doing so to ensure they are fit-for-purpose.  

5. Holistic Service 
Redesign & Re-
Procurement  

• Where anti-coagulation services are formally reviewed and opportunities for improvement identified, CCGs should 
consider working with current providers to undertake a service re-design or re-procurement exercise, as appropriate.  This 
process could be fast tracked by utilising the approach and artefacts (e.g. business cases, specifications and tender 
documents) developed by the other CCGs who have already completed this work.  

• This process would also afford the opportunity to incorporate both service innovation and best practice into the redesign to 
deliver a best in class service. 

 

6. Provider Tariff 
Renegotiation 

• The base line review identified that some of the existing anti-coagulation services were either experiencing quality or 
capacity issues.  One of the contributing factors identified was underfunding of the service due to legacy contracts. 
Conversely,  some services were comparatively expensive and  were able to deliver significant efficiencies when 
redesigned.  

• CCGs that do not wish to initiate a full service review and redesign should consider engaging providers to review both 
service capacity and costing.  

• There is no nationally agreed tariff in place for anti-coagulation. The 10cc may consider commissioning a detailed tariff 
analysis of the existing services to highlight variations and generate insight. This would provide CCGs with visibility and 
guidance around regional pricing models to provide a benchmark and inform commissioning choices. In addition there may 
also be opportunities to design tariff structures in such a way as to encourage service innovation and redesign. 

 

 

 

Opportunity Description of Opportunity 
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Opportunities - Technology 

7. Patient Home 
Testing  

• The availability of patient point-of care coagulometers presents  an opportunity to provide flexible and efficient patient 
focused care. The capital costs related to this equipment and testing kits have been significantly reduced making them cost 
effective . NICE has recently assessed 2 point-of care coagulometers  and recommended them for use by people taking 
long-term anti-blood clotting therapy who have AF.  

• Patients who self-test can either determine their own dose adjusts or place a phone call into the anti-coagulation service to 
provide their results and have it determined for them. CCGs should consider exploring opportunities to use this technology 
as it could reduce net service demand, provide greater patient choice and flexibility, and provide a practical alternative to 
servicing geographically dispersed communities. 

8. Point of Care 
Testing 

• The use of point of care testing and dosing reduces both the risk of delays to initiating treatment in patients with extreme 
INR scores and the risk of dosing errors or mistakes in transmitting results of INR tests to patients. Anti-coagulation services 
should consider  exploring replacing laboratory centric testing models and incorporating this into local services thereby 
reducing risks and improving patient service and outcomes.  This consideration should also be combined with exploring the 
provision of printed dosing instructions to patients at the time of their INR test.  

• The National Patient Safety Agency (NPSA) suggests that the likelihood of dosing errors or mistakes in transmitting results 
of INR tests to patients is greatly reduced where patients are given printed dosing instructions at the time of their INR test. 

9. Computerised 
Decision Support 
Software (CDSS)  

• The use of CDSS to calculate the appropriate warfarin dose and time period before the next INR test, as opposed to a 
dosing matrix, has been evidenced to deliver longer periods of time in the optimal therapeutic INR range (TTR) for the 
patient.  Where dosing matrix are being used anti-coagulation services  should consider the benefits of moving onto CDSS 
such as DAWN or INR Star. 

 

Opportunity Description of Opportunity 
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10. Integrated Care 
Records 

• Patient records held on anti-coagulation service care systems may not be integrated  with primary care / health provider 
record systems. This creates a disconnect and impacts the GP’s ability to monitor and review the patients care. There are 
also potential issues with patients requiring emergency treatment where their current INR could conflict with the proposed 
treatment. 

• Opportunities to integrate patient records held on anti-coagulation service care systems with primary care /  health 
provider record systems should be explored.  

 



Opportunities - Clinical Behaviour 

11. Primary Care 
Initiation of Anti-
Coagulation  

• A number of the anti-coagulation service models do not require GPs to initiate medication as the anti-coagulation service 
provides this service. In a number of instances this is reinforced by local CCG medications prescribing policies. This 
potentially creates a barrier to primary care owning the appropriate treatment of AF for their patients, based on an 
understanding of current best practice and its application 

• CCGs should consider reviewing initiation policies and anti-coagulation services to create opportunities for primary care 
staff to initiate medication in a supported fashion e.g. through developing anti-coagulation models that incorporate remote 
specialist integration from secondary care. 

 
12. Commissioning 
NOAC Initiation  

• A number of CCGs do not have an SLA / specification in place to cover NOAC initiation with anti-coagulation providers. 
These services only cover warfarin and  General Practice maintain responsibility for NOAC prescribing (and monitoring 
where appropriate). 

• In the scenario where GPs are anti-coagulation service providers, there is a perverse incentive to prescribe warfarin. 
Commissioning arrangements could be updated to ensure that NOAC initiation and review is covered to ensure patient 
choice.  

13. Consistent 
Assessment Across 
Patient Pathway 

• Instances have been identified where secondary care clinicians have ceased patients’ warfarin medication whilst they have 
been in hospital. Anecdotal evidence suggests that these decisions are sometime fall outside of what is now considered 
best practice. Whilst GPs will have the opportunity to review the change in medication post discharge, they may not 
correctly challenge the decision due to a lack of education or confidence in anti-coagulation.  

• The proposed clinical training events being developed within the 10cc Atrial Fibrillation project could be extended to 
include secondary care clinicians . Additional opportunities to drive consistency into the patient pathway should also be 
sought such as bringing both communities together to reinforce a commonality of good practice. This should include 
reinforcing where responsibility for patient care lies and consistency of educational conversations with patients around 
choice of treatment. 

 

Opportunity Description of Opportunity 
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Concluding Remarks 
The completion of the local Anti-Coagulation Clinic Service baseline supports the findings of the national report on 
anticoagulation  services performed by ‘AntiCoagulation Europe’. The executive summary from the ‘AntiCoagulation 
Europe’ report is presented here alongside our list of locally identified opportunities. 

 

 

 

 

 

 

56 

Our research has demonstrated that CCGs should go further and faster to improve the quality of the 
anticoagulation services they commission.  The key findings contained in the report are:  

• Nearly half (48%) of the CCGs that responded to the audit reported not having assessed the prevalence 
of atrial fibrillation in their local area; 

• 43% had not assessed the number of people using local anticoagulation services; 

• Only one third (34%) of CCGs were able to confirm that they had assessed the total cost of their local 
anticoagulation services; 

• 41% of CCGs reported not having assessed the quality of their local anticoagulation services; 

• Two thirds (67%) of CCGs had not taken steps to assess patient experience; 

• Half (50%) of CCGs had not made an assessment of the need to reconfigure services in light of recent 
treatment developments. 

AntiCoagulation Europe Anticoagulation Audit Report - November 2014 



Next Steps 
The baseline review has provided the 10cc with a range of potential opportunities that could be exploited to improve the quality and sustainability of 
anti-coagulation services across West Yorkshire. Self assessing the level of opportunity for each of the anti-coagulation services by the host CCGs has 
identified 3 categories of recommendations: 

• Service Redesign: Significant service improvement opportunity requiring a locally led response from individual CCGs with an opportunity for sharing 
best practice; 

• 10cc Collaboration: Service improvement opportunity across the majority of services that merit collaborative working across the 10cc; 

• Local CCG Implementation: Service improvement opportunities unique to each specific CCG requiring a locally led response. 

A proposed set of next steps for each group of recommendations are detailed below. In progressing any of the identified opportunities, it is advised 
that engagement should be extended to providers before progressing to implementation. 
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Service Redesign 10cc Collaboration Local CCG Implementation 

• Individual CCGs and commissioners should 
use this report as the basis for a discussion 
with their senior management team to gain 
agreement to review and potentially 
redesign the existing anti-coagulation 
service; 

• A small team should be mobilised to 
progress the project; 

• The project team should contact key 
individuals within the CCGs where services 
have already undergone redesign to re-use 
key artefacts and gather lessons learnt. 

• The project team will present and discuss 
the recommendations  with the 10cc to 
prioritise and agree how they should be 
taken forward; 

• Following direction from the 10cc it is 
recommended that a short exercise is 
undertaken with the service 
commissioners to assess, scope and plan 
the approach  to progressing the 
opportunities; 

• The proposals developed through this 
process should then be re-submitted to the 
10cc for consideration and approval to 
proceed. 

 

• Individual CCGs and commissioners should 
internally review their self-assessment 
against the opportunities identified in the 
report; 

• Where the opportunity is not being 
progressed as part of the 10cc 
collaborative response, a local CCG 
response should be considered; 

• Where local responses are mobilised the 
outcomes of these initiatives may wish to 
be shared with other CCGs and services 
where appropriate. 



8. Appendix 
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Service 

Level 
Sample Taken By Sample Taken In INR Test Done By Dosing Done By 

Assumptions Cost/Pricing 

NICE CG036 

1 Lab outreach or hospital  
Lab Outreach or 

Hospital  
Laboratory  

Lab Outreach or 

Hospital  

£10.69 per pt per annum for 

outreach sampling 

Level 1a - £21.41per pt 

Level 1b - £29.44 per pt 

2 
Trust or other externally 

funded phlebotomist  
Practice Laboratory  Practice Dosing 

£93.65 per pt per annum for 

externally funded phlebotomist 

3 
Practice funded 

phlebotomist or Pharmacist 
Practice Laboratory  Practice Dosing 

£101.68 per pt per annum for 

practice funded phlebotomist or 

pharmacist 

4 
Practice funded 

phlebotomist  or Pharmacist 
Practice Practice Practice Dosing 

£109.72 per pt per annum for 

practice funded phlebotomist or 

pharmacist 

Appendix A: Primary Care - AC LES Service Levels 
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