
Virtual Clinics Webinar 

Questions and Answers. 

• You recognise capacity in GP practices, have you considered the use of an independent

prescribing pharmacists in this model?

One of the overarching benefits of this model is in providing support and training for the frontline 

practitioners in general practice who will be managing these patients for the long--term. The aim of 

the anticoagulation specialist (pharmacists or nurse) is to provide education on anticoagulation in high 

risk patients, which will leave a lasting behaviour change in general practice and to create links 

between primary care and the local anticoagulation service.  Using an independent prescribing 

pharmacist (who may not be embedded in the local acute anticoagulation service) will not deliver a 

sustainable change.   

Logistically, expecting one individual to manage all the patients across a CCG would be logistically 

challenging in terms of getting patients to attend the practice at the same time as the prescribing 

pharmacist; and overall capacity.   Typically, there will be up to 10 patients in each practice who will 

need reviewing. It doesn’t make financial sense to arrange a bespoke service at practice level  around a 

very small number of patients; and the NHSE funding will not be sufficient to deliver this approach CCG 

wide 
• Some models use a Cardiologist working and pharmacist with the GP. What are the advantages

of your model?

Cardiologist are generally more expensive than a specialist pharmacist or nurse and the funding 

associated with this model would not be sufficient to employ a cardiologist to deliver the programme. In 

addition, this is essentially an anticoagulation project – and hence a haematologist may be better 

placed to adsie than a cardiologist.   The definition of specialist clinician which has been provided would 

include a Haematologist or Cardiologist, however in order to afford this, the CCG would need to provide 

additional funding over an above the NHSE offer. 

• Please could you circulate the SLA / job description used to employ the clinical pharmacist.

Thank you.

The service specification for Southwark is now available, as an example in the resource section or  

through your AHSN. The pharmacist was seconded from the specialist anticoagulation service and not 

directly employed by the CCG, so a job description was not required. However, more details are 

included in the service specification and the ‘key requirements of the specialist’ summary which has 

been circulated by NSHE.  

• Is there patient facing leaflets / resources that the programme recommends should be given to

patients on anticoagulation?

 Atrial Fibrillation Association  http://www.heartrhythmalliance.org/afa/uk/ 

Staring Anticoagulation with Jack video https://wessexahsn.org.uk/projects/145/starting-

anticoagulation-with-jack  
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Guys and St Thomas’ NHS FT anticoagulation videos. These 11 short films tell patients about the 

anticoagulant medicines they need to take, how to take them, and how the medicines 

work. https://www.guysandstthomas.nhs.uk/news-and-events/2017-news/june/20170619-films-help-

heart-medicines.aspx  

National patient safety -  Warfarin alert card and information https://www.sps.nhs.uk/wp-

content/uploads/2018/02/NRLS-0417-English-Oral-anklet-2007-v1-english.pdf  

• The NHSE guidance seems to require us to have carried out all virtual clinics and reported back

by November 2019.  Can you confirm this is the case

This was included to incentivise CCGs responsible for delivery to get patients on the right treatment 

as soon as possible, however this is more of an ambition than a target, as long as CCGs are on track 

to complete this project by April 2020 then NHSE are happy to be flexible on this.  

• What learning was there in South London for reducing exception reporting rates?

Even if patients have been previously exception reported from QoF they should be reviewed as part of 

this process in order to understand if the reasons for doing so are valid. Many patients may be 

considered unsuitable for anticoagulation by the practice but , once discussed with the specialist 

pharmacist and the evidence base considered, this decision is often overturned. The exception 

reporting rates decreased in all the CCGs this model has been undertaken in. 

• How did you manage your housebound patients in Lambeth?

Housebound patients were discussed at the virtual clinic, and the GPs initiated or referred as required.  

In most cases, the patients were initiated by the GPs with the support of the a/c specialist pharmacist to 

minimise the need for referral to the acute service.  Since then we have also reviewed all our 

housebound patients prescribed warfarin and switched those that were appropriate to a DOAC to 

minimise the burden of blood testing for the patient and the district nursing service.   

• Regarding the 90% of GPs needing to take part, is this 90% within the CCG or 90% of those who

initially agree- recognising that we will try our best to engage local surgeries?

90% of the total number of GP practices within the CCG are required to participate – 

consideration should be given to what levers are available to the CCG to maximise GP practice 

engagement.

• What happens once the patient is identified as requiring anti-coagulation? How does the patient

find out and what happens next to get them treated?

This process will depend on the local anticoagulation service model. All patients reviewed in a virtual 

clinic (in which a medication change is recommended) should be contacted and either seen by the 

GP (who will initiate the change) or referred according to the local anticoagulation model.  
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• How does the money covering drug spend work? Is there a budget and time limit? How is this

reported to NHSE?

The budget was agreed by NHSE executive in July 2018 and it is based on high level national 

modelling of anticoagulation drug costs versus the cost of stroke. A fixed was agreed and the final 

sum has been divided proportionally between the participating CCGs, this based on costs minus 

projected cost savings in the acute sector. Although the money going to each CCG is generous, it 

may not cover all associated drug costs.  The rationale to providing costs towards drugs within this 

project was to remove this as a barrier to uptake.  In the long term, anticoagulation in AF is highly 

cost effective and will bring a return on investment regardless of drug choice.  

• what communication should take place with the local service providing AC service to inform

them of the potential for more patients coming through the system?

It is important to ensure that your local ac service is aware of the programme, as there will be an 

increase in referrals to their service.  There is no doubt in the short term that there will be an 

increase in waiting time, but this will be temporary during the course of the project.  It is important 

that the local service is able to treat patients within 2 weeks of referral.  CCGs with existing long 

referral to treatment times will not be able to participate in the programme – and should consider 

using some of the fund released by NHSE in 2018/19 to address any unmet need in terms of local a/c 

capacity.   
• How does the data sharing work across all these organisations?

Local data sharing policies will apply.  The data required by NHSE will be anonymized on 

extraction from the spreadsheet provided as part of this project.   

• How will the funding flows work in terms of activity? Is there a cost per Patient reviewed by the

GP? How will this work in terms of reporting?

This is outlined in the offer letter to each CCG, each CCG has an allocation based on the 

pharmacy time required, the GP incentive payment and drugs, this is paid within each CCG 

allocation.  


