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Abstract

Background: Warfarin remains the preferred anticoagulant for many patients with CHD. The
complexity of management led our centre to shift from a nurse-physician-managed model with
many providers to a pharmacist-managed model with a centralized anticoagulation team. We
aim to describe the patient cohort managed by our Anticoagulation Program and evaluate the
impact of implementation of this consistent, pharmacist-managedmodel on time in therapeutic
range, an evidence-based marker for clinical outcomes.Methods: A single-centre retrospective
cohort study was conducted to evaluate the impact of the transition to a pharmacist-managed
model to improve anticoagulation management at a tertiary pediatric heart centre. The percent
time in therapeutic range for a cohort managed by both models was compared using a paired
t-test. Patient characteristics and time in therapeutic range of the program were also described.
Results:After implementing the pharmacist-managedmodel, the time in therapeutic range for a
cohort of 58 patients increased from 65.7 to 80.2% (p< .001), and our Anticoagulation Program
consistently maintained this improvement from 2013 to 2022. The cohort of patients managed
by the Anticoagulation Program in 2022 included 119 patients with a median age of 24 years
(range 19 months–69 years) with the most common indication for warfarin being mechanical
valve replacement (n = 81, 68%). Conclusions: Through a practice change incorporating a
collaborative, centralized, pharmacist-managedmodel, this cohort of CHDpatients onwarfarin
had a fifteen percent increase in time in therapeutic range, which was sustained for nine years.

Patients with CHD are at an increased risk of thromboembolic complications and frequently
require anticoagulation to prevent thrombosis.1 Current guideline recommendations for
anticoagulation in paediatric CHD are based on low-quality evidence and have not been
updated in almost a decade leading to significant variability in clinical practice regarding when
to use anticoagulation and the choice of agent.1,2 Although evidence for the use of direct-acting
oral anticoagulants in paediatrics in general and in CHD specifically is increasing, lack of
experience, long-term data, and the recommendation against use in patients with mechanical
heart valves limits their use in many patients.3 Likewise, low-molecular weight heparin requires
twice daily injections making it challenging for patients and families. Therefore, vitamin K
antagonists remain a frequently prescribed agent in patients with CHD and the only evidence-
based oral anticoagulant in patients with mechanical valve prosthesis.3

Anticoagulant therapy with the vitamin K antagonist, warfarin, requires intensive
monitoring of a patient’s international normalised ratio (INR) to balance therapeutic
effectiveness and potential adverse effects due to its narrow therapeutic index. Several studies
and guidelines highlight the importance of maintaining the international normalised ratio
within the target or a percentage of time in therapeutic range of greater than 65% as it is
associated with improved safety and efficacy.4–6 Recent reports of patients with CHD have
revealed a time in therapeutic range of only 42–45% emphasising the need for improvement in
anticoagulation management in this patient population.7,8

The benefits of a pharmacist-managed anticoagulation clinic in adults have been well
documented in the literature and have demonstrated a higher time in therapeutic range with
lower rates of bleeding, thromboembolic events, and hospitalisations.9–13 In addition to better
clinical outcomes, pharmacist-managed anticoagulation clinics have shown improved patient
and physician satisfaction.14,15 However, there is limited literature describing use of this model
in paediatric institutions or in patients with CHD.

The Anticoagulation Program within our Heart Institute shifted from a nurse-physician-
managedmodel to a pharmacist-managedmodel in 2013 with the hypothesis that this transition
would result in improvement in the quality and consistency of anticoagulation. This model is a
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pharmacist-led, nursing-supported, collaborative model that
provides warfarin and enoxaparin management through a
consistent, centralised team. This model allows the pharmacist
to prescribe and adjust anticoagulation as well as order and
evaluate laboratory results. Responsibilities of this programme
include all outpatient warfarin and enoxaparin prescriptions,
monitoring including proactive reminders, counselling, pro-
cedural planning, and a dedicated nursing phone line. In addition,
the quality metric, percent time in therapeutic range, is assessed
monthly to ensure that it is appropriately maintained above a
standard benchmark of 65% that is considered good quality
anticoagulation control.4–6,16–18

Materials and method

This was a single-centre retrospective cohort study to evaluate the
impact of a practice change to improve anticoagulation manage-
ment at a paediatric heart centre. The evidence-based quality
metric, time in therapeutic range, was used to assess the outcome of
transitioning from a nurse-physician-managed model to a
pharmacist-managed model. This was a quality improvement
initiative and therefore considered exempt by the CCHMC
institutional review board. Time in therapeutic range is calculated
at our institution using the Rosendal method through Dawn AC®
Anticoagulation Software based on patient international normal-
ised ratio values that are manually entered into this system by the
nursing team.19 The therapeutic values utilised by this software
include the international normalised ratio target range established
by the primary cardiologist±0.2 except for patients with a lower
end goal of 1.5, which is the lower limit set in the software.
International normalised ratios are excluded during periods of
time when patients are instructed to hold warfarin due to
procedures and international normalised ratios obtained during
hospital admissions.

Models

Nurse-physician-managed model: Prior to November 2013, our
institution utilised a nurse-physician-managed model for anti-
coagulation management. This was a non-protocol driven model
without a centralised provider for warfarin management. There
was one registered nurse who was involved inmanagement of most
warfarin patients. The registered nurse worked with each
individual primary cardiologist to develop an anticoagulation
plan and answer questions. However, there was no structured
follow up or referral process, dedicated anticoagulation phone,
organised method to track patients, centralised team, or proactive
reminders.
Pharmacist-managed model: In November of 2013, a pharmacist-
managed model was implemented by the Anticoagulation
Program within our Heart Institute. Within this model, clinical
pharmacists with specialised residency training are credentialed as
part of the medical staff with a collaborative practice agreement
allowing independent prescribing and monitoring of medication
therapy. This new model also included proactive reminders for
laboratory monitoring, standardised documentation of assess-
ments and plans, and a dedicated anticoagulation telephone
number monitored by a registered nurse within the
Anticoagulation Program during daytime hours. The centralised
team, consisting of a pharmacist and a nurse, answers

anticoagulation-related questions, follows up on labs, initiates
patient interviews, relays follow-up plans, and maintains a
calendar with required laboratory monitoring listed for each
patient enrolled in the programme. The pharmacists also
proactively alter therapy for patient illness, dietary and/or formula
changes, and new drug–drug interactions. For procedures, the
pharmacist is responsible for communicating with proceduralists
and primary cardiologists to develop patient-specific anticoagu-
lation plans including enoxaparin bridging if appropriate and the
team provides calendars to patients with medication instructions
for all procedures. After hours, questions or concerns are fielded by
Cardiology fellows on call with the pharmacists available for dosing
and management questions. One consistent pharmacist is
responsible for management of anticoagulation within the
programme with a second pharmacist available for coverage when
needed.

Cohorts

Model comparison cohort: Patients managed within our Heart
Institute receiving warfarin for the full- time period between
November 2011 and November 2014 were identified and
included in the model comparison cohort. For the model
comparison cohort, the time in therapeutic range was evaluated
for the nurse-physician-managed model from November 2011 to
November 2012 and for the pharmacist-managed model from
November 2013 to November 2014. Patient characteristics
reported are from the start of the time period evaluated. The
time between December 2012 and October 2013 was not included
as programme changes and interventions were being imple-
mented and this time was considered a washout period. The
programme was fully implemented by November 2013. The
percent time in therapeutic range for each model during this time
was compared using a paired t-test.
2022 cohort: Patients enrolled in our Heart Institute
Anticoagulation Program receiving warfarin on 31st January,
2022 were identified and included in the 2022 cohort to describe
this patient population and compare to the earlier model
comparison cohort.

Patient characteristics for both cohorts including demo-
graphics, primary cardiologist, indication for anticoagulation, risk
factors for thrombosis in patients with Fontan physiology
(abnormal thrombophilia profile, history of thromboembolism,
atrial arrhythmia, ventricular dysfunction, atrio-pulmonary
Fontan, obesity, presence of a stent within the Fontan circuit,
open fenestration, or pulmonary artery stump), mechanical valve
data, international normalised ratio goal, and use of a home
monitor were assessed. Home international normalised ratio
testing was utilised when feasible based on insurance coverage and
patient comfort. Patients report all results to the anticoagulation
nurse and each international normalised ratio obtained via home
monitors was assessed by the Anticoagulation Program.
Anticoagulation Program Quality Metrics: Data that were
tracked by the Anticoagulation Program including monthly time
in therapeutic range since November 2013, number of patient’s
enrolled since 2015, number of international normalised ratios
evaluated since November 2016, and new patient referrals since
2016 were included to describe the programme. This data was
tracked by programme nurses and was reflective of the patients
enrolled in the Anticoagulation Program at the end of each month.
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Results

Model comparison cohort

Fifty-eight patients were managed for the full-time period between
November 2011 to November 2014 by both the nurse-physician-
managed model and the pharmacist-managed model and included
in the model comparison cohort (Table 1). The median age for this
cohort was 19 years (range: 13 months–58 years) with 57% being
≥18 years old. The most common primary indications for warfarin
in this cohort were mechanical valve replacement (n= 29, 50%)
and Fontan physiology (n= 22, 37.9%). For this cohort, the most
common international normalised ratio goals were 2 to 3 (55%,
n= 32) and 2.5 to 3.5 (37.9%, n= 22) (Table 1). This cohort
consisted of patients with fourteen primary cardiologists. Each of
these physicians individually managed their patients on warfarin in
the nurse-managed model and one primary pharmacist managed
all the patients on warfarin in the pharmacist-managed model.

In the model-comparison cohort, there was significant
improvement in time in therapeutic range with the change from
the physician-nurse-managed model to the pharmacist-managed
model, 65.7% (12,897 of 19,636 days) versus 80.6% (18,650 of
23,131 days), p< 0.001 (Table 2)

2022 Cohort

One hundred nineteen patients were enrolled in the
Anticoagulation Program in January of 2022 and were included
in the 2022 cohort (Table 1). The median age was 24 years (range:
19months to 69 years) with 70%≥ 18 years old. Themost common
primary indication for warfarin was mechanical valve replacement
(n= 81, 68%) and themost common type of mechanical valve used
was On-X for aortic valve replacements and St Jude for mitral valve
replacements (Table 3). Thirty-three (28%) patients in the 2022
cohort had Fontan physiology, 4/33 were anticoagulated for a

mechanical valve replacement, 15/33 were anticoagulated for
secondary prophylaxis due to a history of thrombosis, and 14/33
were anticoagulated for primary prophylaxis with no history of
thrombosis.

The most common international normalised ratio goals for the
2022 cohort were 2 to 3 (44%, n= 53) and 2.5 to 3.5 (37%, n= 44)
(Table 1). Fifty percent of patients utilised home monitors for
point-of-care international normalised ratio testing. Patients of
twenty-three different primary cardiologists were enrolled in the
Anticoagulation Program. One primary pharmacist was the
provider responsible for warfarin management of all patients
enrolled in the Anticoagulation Program including all prescrip-
tions and laboratory monitoring with a second pharmacist
available for coverage when needed.

Anticoagulation Program data

Under the pharmacist-managed model, the Anticoagulation
Program maintained a time in therapeutic range above the
benchmark of 65% from November 2013 to December 2022 with a
median monthly time in therapeutic range of 82% (range:
72–92%). The median number of international normalised ratios
addressed per business day from 2016 through 2022was 12 (Range:
3–27). Table 4 displays the available Anticoagulation Program data
broken down by year.

Discussion

The transition to a pharmacist-managed model by the
Anticoagulation Program at our paediatric heart institute
demonstrated significant, meaningful improvement in time in
therapeutic range from 66 to 81% that was consistently sustained
by the programme from 2013 to 2022. This is above the reported
time in therapeutic range ranging from 55 to 68% in large

Table 1. Study cohorts.

Model comparison cohort (2011–2014) (n= 58) 2022 cohort (n= 119)

Age (median, range) 19 years (13 mo–58 yrs) 24 years (19 mo–69 yrs)

Female 20 (34.5%) 41 (34.5%)

Indication for anticoagulation1

Mechanical aortic valve 16 (27.6%) 44 (37%)

Mechanical atrioventricular valve 13 (22.4%) 33 (27%)

Fontan circulation with mechanical valve 0 (0%) 4 (3%)

Fontan circulation without mechanical valve 22 (37.9%) 29 (24%)

Other2 7 (12.1%) 9 (8%)

Home monitor NA3 59 (49.6%)

INR goal:

1.5– 2 0 (0%) 3 (2.5%)

1.5–2.5 3 (5.2%) 15 (13%)

2–3 32 (55.2%) 53 (44%)

2.5–3.5 22 (37.9%) 44 (37%)

Other 1 (1.7%) 4 (3.4%)

INR= international normalised ratio.
1For patients with mechanical aortic and atrioventricular valve valves, the indication was categorised as mechanical atrioventricular valve.
2Other: Biventricular repair with baffle, Kawasaki disease with dilated aneurysm, Stented Pott’s shunt, Coronary artery fistula closure, left ventricular dysfunction with history of stroke,
bioprosthetic mitral valve replacement, atrial fibrillation.
3Data not available.
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landmark clinical trials and the established threshold for good
quality anticoagulation control that is associated with better
clinical outcomes.16,20–22 The time in therapeutic range maintained
at our programme was also markedly above the time in therapeutic
range of 41.9% reported in a recent multi-centre study of 567
patients with CHD receiving vitamin K antagonists and 45%
reported in paediatric patients with cardiac disease in the setting of
a randomised control trial.7,8

Several studies and guidelines highlight the importance of
maintaining a higher time in therapeutic range with vitamin K
antagonists as lower time in therapeutic ranges are associated with
increased thromboembolic and bleeding events.4–6,23 In a previous
study evaluating patients with CHD, thromboembolic events were
significantly more likely in patients with a higher percentage of
time below therapeutic range, and haemorrhagic events were
significantly more likely in patients with a higher percentage of
time above therapeutic range.7 The association of improved clinical

outcomes with a higher time in therapeutic range and reported
difficulty maintaining a high time in therapeutic range in this
patient population emphasises the importance of implementing
measures to improve quality of anticoagulation management.
Several studies including systematic reviews and meta-analyses
have demonstrated improvement in time in therapeutic range and
outcomes with a pharmacist-managed model.9–13 Despite this,
evidence for use in paediatrics or CHD is limited.

Similar to the recently published multi-centre study in patients
with CHD, our patient population also primarily consisted of
patients with CHD. Patients in that report were anticoagulated for
atrial arrhythmias (63%), Fontan palliation (58%) or both,
primarily with a goal international normalised ratio of 2 to 3
(90.7%), and patients with mechanical heart valves were not
included.7 Compared to this report, the percentage of patients with
Fontan physiology without mechanical valves was lower in our
earlier comparison-model cohort (38%) and even lower in our
2022 cohort (24%) and few patients in either cohort were
anticoagulated with a vitamin K antagonist for atrial arrhythmias
alone, likely due to the increased use of direct-acting oral
anticoagulants for these indications. The use of warfarin anti-
coagulation for indications other than mechanical valve replace-
ment decreased from 50% in the model comparison cohort
(2011–2014) to 32% in the 2022 cohort. This decrease was expected
based on the increasing body of evidence and comfort using
direct-acting oral anticoagulants in both adult and paediatric
patients with CHD. Furthermore, we expect warfarin use in these
specific patients will further decrease as direct-acting oral
anticoagulants become more widely accepted and utilised.

In contrast, the percentage of patients with mechanical valve
replacements in our cohorts increased from 50% (2011–2014) to
almost 70% (2022) without a decrease in number of overall
patients. Current guidelines for this population recommend
anticoagulation with vitamin K antagonists and against the use
of direct-acting oral anticoagulants highlighting the importance of
quality anticoagulation in this high-risk population.3 Our

Table 2. Comparison of time in therapeutic range (TTR) between the cohorts.

Model comparison cohort
(Pre-intervention; n= 58)

Model comparison cohort
(Post-intervention; n= 58) 2022 Anticoagulation Program data

TTR 65.7% 80.6%1 80.4%

Time period Nov 2011–Nov 2012 Nov 2013–Nov 2014 Jan 2022–Dec 2022

1P< 0.001 compared to pre-intervention time in therapeutic range.

Table 3. Anticoagulation Program 2022 cohort mechanical valve types.

Indication Valve location Valve type

Mechanical systemic AV valve (n= 37)1 Mitral valve (n= 29)
Tricuspid Valve (n= 6)
Common AV (n= 2)

On-X (n= 8)
St Jude (n= 18)
Carbomedics (n= 4)
ATS (n= 6)
Unknown (n= 1)

Mechanical aortic valve replacement (n= 46)1 Aortic (n= 43)
Truncal (n= 3)

On-X (n= 23)
St Jude (n= 12)
Medtronic (n= 2)
ATS (n= 8)
Carbomedics (n= 1)

AV= atrioventricular.
1Two patients had both aortic and mitral mechanical valve replacements.

Table 4. Heart institute Anticoagulation Program data 2014 through 2021.

Year
INRs per day

(mean)
Patients enrolled

(median)

Average monthly
%TTR

(mean ± SD)

2014* — — 79.7 ± 4.6

2015* — 96.5 81.7 ± 2.1

2016 11 106 81.8 ± 3.9

2017 12 113 80.4 ± 4.4

2018 13 115.5 79.9 ± 2.7

2019 12 118 82.6 ± 3.1

2020 12 116 82.9 ± 2.0

2021 14 123 83.7 ± 3.5

2022 15 121 80.4 ± 2.2

*Data not included unless tracked for all months of calendar year.
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programme’s patient population also consisted of more paediatric
patients than the previous report in CHD.7 Although there is
limited literature regarding time in therapeutic range in
paediatrics, a recent randomised control trial comparing warfarin
to edoxaban in paediatric cardiac patients reported a time in
therapeutic range of 45% in the warfarin arm, which is
considerably lower than demonstrated by our Anticoagulation
Program.

Most non-physician-driven warfarin dosing programmes are
protocol driven allowing medication changes to be made by
standardised weekly percentages based on international normalised
ratio results. These protocols are based primarily on adult data
related to dosing, pharmacokinetics, and pharmacodynamics.
Applying these protocols to paediatric patients is difficult. Factors
such as diet, administration-related challenges, and frequent illness
in school-age children complicate warfarin management and lead to
increased risk for labile international normalised ratios. In addition,
drug metabolism differs in children as compared to adults, and
warfarin is metabolised in the liver via the cytochrome P450 enzyme
systems. Routes of administration also differ in that most adults can
swallow whole tablets whereas paediatric patients may require
fractions of tablets and/or may require administration via a tube
(gastric, nasogastric, jejunum). There are also many dietary
considerations specific to children such as use of formula or breast
milk, which vary significantly in vitamin K content, and there are
usually frequent changes in intake throughout development.
Allowing a pharmacist with expertise in this area to manage
warfarin adds an additional benefit as pharmacists have specialised
training in medications, including specific knowledge of the
pharmacokinetic and pharmacodynamic properties of drugs.
With warfarin being a narrow therapeutic index medication, having
this specialised knowledge and experience helps maintain a high
time in therapeutic range, thereby maximising efficacy and
minimising adverse events.

The importance of a centralised, consistent anticoagulation
team particularly at a large institution is emphasised by our data
showing that twenty-three cardiologists had patients enrolled in
our programme in the 2022 cohort with most physicians
functioning as the primary cardiologist for only one or two
patients. The transition from the previous model where each
physicianmanaged a small number of patients on warfarin without
a structured or consistent approach to the new model utilising a
consistent provider, a pharmacist with specialised training and
expertise, was a key intervention resulting in the improvement in
time in therapeutic range and ability to maintain high-quality
anticoagulation since inception of the programme. In addition, we
believe a dedicated, consistent registered nurse for the
Anticoagulation Program responsible for structured follow up
and management was crucial to the success of the programme.

When possible, theAnticoagulation Program facilitates the use of
home international normalised ratio point-of-care testing, and fifty
percent of the 2022 cohort utilised this method of testing. However,
insurance coverage is the most common barrier for use. The high
utilisation of home monitoring by our programme allows for closer
monitoring in this high-risk population and makes it substantially
easier for families, avoiding the need for transportation or traumatic
venipunctures. Numerous studies have established no difference or
improved clinical outcomes for patients utilising home monitoring
versus usual medical care with significant improvements in quality
of life and patient satisfaction.24–28

There are several limitations to this analysis including the
retrospective design. Our centre also utilises a pre-programmed

expanded international normalised ratio goal range of ± 0.2 to
calculate time in therapeutic range. This approach has been
described in several studies and use of this expanded range for dose
modifications was shown to result in a higher time in therapeutic
range.29,30 However, there is no standard benchmark time in
therapeutic range specific to this expanded international normal-
ised ratio goal or the paediatric population. Literature assessing
time in therapeutic range has mostly evaluated adult patients with
atrial fibrillation with a goal international normalised ratio of two
to three. In contrast, a large percentage of patients in our analysis
was anticoagulated with warfarin for mechanical heart valves with
a higher international normalised ratio goal of 2.5–3.5. Some
studies have suggested an increased risk of bleeding and lower time
in therapeutic range in patients with higher international
normalised ratio goals.24,31,32 Despite some of these differences,
applying a time in therapeutic range of greater than 65% as a
standard for quality anticoagulation control in this study
population is likely applicable based on evidence for its utility in
general practice. In addition, a limitation of our study was the
inability to evaluate the direct impact of the transition to a
pharmacist-managed model on thrombotic events, bleeding
events, hospital admissions, or emergency department visits.
This data was not consistently available or documented for all
patients over the time period analysed. However, other studies
have demonstrated improvement in time in therapeutic range as an
accurate predictor of reducing adverse events.6,33–35

Warfarin management is challenging even in the most ideal
environment but many factors including large variation in
practice, volume of providers, patient age, and lack of specific
literature or guidelines contribute to difficulties at paediatric
institutions and in patients with CHD. However, evidence
highlights that improving time in therapeutic range should
improve clinical outcomes. Therefore, resources should be utilised
to improve anticoagulation management in these patients. This
study demonstrated a significant increase in time in therapeutic
range and the ability to consistently maintain this high-quality
anticoagulation management through a practice change incorpo-
rating a collaborative, centralised, pharmacist-managed model.

Acknowledgements. None.

Financial support. This research received no specific grant from any funding
agency, commercial or not-for-profit sectors.

Competing interests. None.

References

1. Giglia TM, Massicotte MP, Tweddell JS, et al. Prevention and treatment of
thrombosis in pediatric and congenital heart disease: a scientific statement
from the American heart association. Circulation 2013; 128: 2622–2703.

2. Monagle P, Chan AKC, Goldenberg NA, et al. Antithrombotic therapy in
neonates and children: antithrombotic therapy and prevention of
thrombosis, American college of chest physicians evidence-based clinical
practice guidelines. Chest 2012; 141: e737S–e801S.

3. Otto CM, Nishimura RA, Bonow RO, et al. 2020 ACC/AHA guideline for
the management of patients with valvular heart disease: a report of the
American college of cardiology/American heart association joint commit-
tee on clinical practice guidelines. Circulation 2021; 143: e72–e227.

4. Kaatz S. Determinants and measures of quality in oral anticoagulation
therapy. J Thromb Thrombolysis 2008; 25: 61–66.

5. Phillips KW,Ansell J. Outpatientmanagement of oral vitamin K antagonist
therapy: defining and measuring high-quality management. Expert Rev
Cardiovasc Ther 2008; 6: 57–70.

632 M. J. O’Neil et al.

https://doi.org/10.1017/S1047951123003268 Published online by Cambridge University Press

https://doi.org/10.1017/S1047951123003268


6. Faircloth JM, Miner KM, Alsaied T, et al. Time in therapeutic range as a
marker for thrombotic and bleeding outcomes in Fontan patients. J
Thromb Thrombolysis 2017; 44: 38–47.

7. Basmaji S, Samuel M, Shohoudi A, et al. Time in therapeutic range with
vitaminK antagonists in congenital heart disease: amulticentre study. Can J
Cardiol 2022; 38: 1751–1758.

8. Portman MA, Jacobs JP, Newburger JW, et al. Edoxaban for thrombo-
embolism prevention in pediatric patients with cardiac disease. J Am Coll
Cardiol 2022; 80: 2301–2310.

9. Noor A, KhanMA,Warsi A, Aseeri M, Ismail S. Evaluation of a pharmacist
vs. Haematologist-managed anticoagulation clinic: a retrospective cohort
study. Saudi Pharm J 2021; 29: 1173–1180.

10. Saokaew S, Permsuwan U, Chaiyakunapruk N, Nathisuwan S,
Sukonthasarn A. Effectiveness of pharmacist-participated warfarin therapy
management: a systematic review and meta-analysis. J Thromb Haemost
2010; 8: 2418–2427.

11. Entezari-Maleki T, Dousti S, Hamishehkar H, Gholami K. A systematic
review on comparing 2 common models for management of warfarin
therapy; pharmacist-led service versus usual medical care. J Clin Pharmacol
2016; 56: 24–38.

12. Manzoor BS, Cheng WH, Lee JC, Uppuluri EM, Nutescu EA. Quality of
pharmacist-managed anticoagulation therapy in long-term ambulatory
settings: a systematic review. Ann Pharmacother 2017; 51: 1122–1137.

13. Alghadeeer S, Alzahrani AA, Alalayet WY, Alkharashi AA, Alarifi MN.
Anticoagulation control of warfarin in pharmacist-led clinics versus
physician-led clinics: a prospective observational study. Risk Manag
Healthc Policy 2020; 13: 1175–1179.

14. Lodwick AD, Sajbel TA. Patient and physician satisfaction with a
pharmacist-managed anticoagulation clinic: implications for managed
care organizations. Manag Care 2000; 9: 47–50.

15. Bishop L, Young S, Twells L, Dillon C, Hawboldt J. Patients' and physicians'
satisfaction with a pharmacist managed anticoagulation program in a
family medicine clinic. BMC Res Notes 2015; 8: 233.

16. Connolly SJ, Pogue J, Eikelboom J, et al. Benefit of oral anticoagulant over
antiplatelet therapy in atrial fibrillation depends on the quality of
international normalized ratio control achieved by centers and countries
as measured by time in therapeutic range. Circulation 2008; 118: 2029–2037.

17. Morgan CL, McEwan P, Tukiendorf A, Robinson PA, Clemens A, Plumb
JM. Warfarin treatment in patients with atrial fibrillation: observing
outcomes associated with varying levels of INR control. Thromb Res 2009;
124: 37–41.

18. Lip GYH, Banerjee A, Boriani G, et al. Antithrombotic therapy for atrial
fibrillation: CHEST guideline and expert panel report. Chest 2018; 154:
1121–1201.

19. Rosendaal FR, Cannegieter SC, van der Meer FJ, Briet E. A method to
determine the optimal intensity of oral anticoagulant therapy. Thromb
Haemost 1993; 69: 236–239.

20. Connolly SJ, Ezekowitz MD, Yusuf S, et al. Dabigatran versus warfarin in
patients with atrial fibrillation. N Engl J Med 2009; 361: 1139–1151.

21. Granger CB, Alexander JH,McMurray JJ, et al. Apixaban versus warfarin in
patients with atrial fibrillation. N Engl J Med 2011; 365: 981–992.

22. Patel MR, Mahaffey KW, Garg J, et al. Rivaroxaban versus warfarin in
nonvalvular atrial fibrillation. N Engl J Med 2011; 365: 883–891.

23. Jones M, McEwan P, Morgan CL, Peters JR, Goodfellow J, Currie CJ.
Evaluation of the pattern of treatment, level of anticoagulation control, and
outcome of treatment with warfarin in patients with non-valvar atrial
fibrillation: a record linkage study in a large British population. Heart 2005;
91: 472–477.

24. van Zyl M, Wysokinski WE, Jaeger TM, Casanegra AI, Gersh BJ, McBane
RD 2nd. In-home compared with in-clinic warfarin therapy monitoring in
mechanical heart valves: a population-based study. Mayo Clin Proc Innov
Qual Outcomes 2020; 4: 511–520.

25. Gee E, Pol A, Kittoe K, Coker F, Speed V. Keeping warfarin patients safe
during the COVID-19 pandemic: review of an INR self-testing programme.
Br J Nurs 2022; 31: 142–146.

26. Jones S, Monagle P, Manias E, Bruce AA, Newall F. Quality of life
assessment in children commencing home INR self-testing. Thromb Res
2013; 132: 37–43.

27. Bussey HI, Bussey M. Cardiology patient page. Warfarin management:
international normalized ratio self-testing and warfarin self-dosing.
Circulation 2012; 126: e52–e54.

28. Matchar DB, Jacobson A, Dolor R, et al. Effect of home testing of
international normalized ratio on clinical events. N Engl J Med 2010; 363:
1608–1620.

29. Rose AJ, Ozonoff A, Berlowitz DR, Henault LE, Hylek EM. Warfarin dose
management affects INR control. J Thromb Haemost 2009; 7: 94–101.

30. HouK, YangH, Ye Z,WangY, Liu L, Cui X. Effectiveness of pharmacist-led
anticoagulationmanagement on clinical outcomes: a systematic review and
meta-analysis. J Pharm Pharm Sci 2017; 20: 378–396.

31. Labaf A, Svensson PJ, Renlund H, Jeppsson A, Sjalander A. Incidence and
risk factors for thromboembolism and major bleeding in patients with
mechanical valve prosthesis: a nationwide population-based study. Am
Heart J 2016; 181: 1–9.

32. Eikelboom JW, Connolly SJ, Brueckmann M, et al. Dabigatran versus
warfarin in patients with mechanical heart valves. N Engl J Med 2013; 369:
1206–1214.

33. Van Den Ham HA, Klungel OH, Leufkens HG, Van Staa TP. The patterns
of anticoagulation control and the risk of stroke, bleeding and mortality in
patients with non-valvular atrial fibrillation. J Thromb Haemost 2013; 11:
107–115.

34. Vestergaard AS, Skjoth F, Larsen TB, Ehlers LH. The importance of mean
time in therapeutic range for complication rates in warfarin therapy of
patients with atrial fibrillation: a systematic review and meta-regression
analysis. PLoS One 2017; 12: e0188482.

35. Wan Y, Heneghan C, Perera R, et al. Anticoagulation control and
prediction of adverse events in patients with atrial fibrillation: a systematic
review. Circ Cardiovasc Qual Outcomes 2008; 1: 84–91.

Cardiology in the Young 633

https://doi.org/10.1017/S1047951123003268 Published online by Cambridge University Press

https://doi.org/10.1017/S1047951123003268

	Utility of a pharmacist-managed Anticoagulation Program in patients with congenital heart disease
	Materials and method
	Models
	Cohorts

	Results
	Model comparison cohort
	2022 Cohort
	Anticoagulation Program data

	Discussion
	References


