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SCHEDULE 2 – THE SERVICES 

 Atrial Fibrillation (AF) Identification and Direct Oral Anticoagulants (DOAC) Management Local 
Commissioned Service  

 

This Atrial Fibrillation (AF) Identification and Direct Oral Anticoagulants (DOAC) Management  Local 
Commissioned Service (LCS)  will assist in Primary Care and community based services at 
scale to the registered population of Barnet for the management of patients aged 18 years or 
over, for the initiation of anticoagulation and monitoring, where agreed clinically appropriate.  

 

The LCS will be offered to practices in two parts 

 

 Part A –Undertaking a pulse check on patients 65 years or over, that have not previously 
been identified and recorded with AF 

 Part B - DOAC initiation  

 

FOR INFORMATION ONLY  

 Part C – Warfarin initiation and monitoring and DOAC initiation (To be offered at scale to 
full registered population by the community provider, Barnet Federated GPs ) 

 

 

1. Population Needs 
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Introduction  
 
Atrial Fibrillation (AF) is a major cause of Stroke, accounting for some 14% of all strokes. AF also increases the risk 
and severity of stroke. Ischaemic strokes in association with AF are often fatal, and those patients who survive are left 
more disabled by their stroke and more likely to suffer a recurrence than patients with other causes of stroke. 
 
The risk of a stroke for people with AF can be substantially reduced by detecting and diagnosing atrial fibrillation, and 
providing effective anticoagulation to prevent the formation of clots in the heart.  

 
Anticoagulants are medicines which slow down the blood clotting process and are used to support the prevention of 
clot development. They are used for a number of different clinical conditions including:  
 

 Atrial Fibrillation to reduce the risks from strokes. Patients with AF have a five-fold risk of stroke and 
AF strokes are often more severe with higher mortality and greater disability. 

 Venous Thromboembolic Disorders 

 Prophylaxis and treatment of thromboembolic complications associated with cardiac valve 
replacement.  

 
Initiation of anticoagulation is important as the clinician needs to ensure the patient fully understands the different 
treatment options. Treatment choice must be based on clinical features and patient preference.  
Anticoagulation may include the Direct oral anticoagulants (DOACs) e.g. apixaban, dabigatran etexilate, edoxaban or 
rivaroxaban) or Vitamin K Antagonists (VKAs). Warfarin is the most commonly prescribed of the VKAs.  
 
Regular blood monitoring of patients on warfarin is necessary, as although it is very effective it can also have serious 
side effects, e.g. severe haemorrhage. Monitoring measures the International Normalised Ratio (INR) level, which 
measures the delay in the clotting of the blood caused by warfarin. While the “normal” INR is 1, the specific range of 
INR values depends on the disease and the clinical conditions being treated. Warfarin initiation and monitoring aims to 
ensure that patient’ INR levels are stabilised within set limits to help prevent serious side effects while maximising 
effective treatment.  
 
DOAC’s are not licensed for all the same indications as warfarin. Although they do not require as frequent blood 
monitoring they can still have severe side effects so it is very important for the patient to get the appropriate DOAC at 
the appropriate dose, with relevant monitoring. 
 

The service will cover:  
 
All suitable patients registered with a GP in Barnet. 

 

 

 

2. Outcomes 
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Outcomes  
The following outcomes from the NHS Outcomes Framework will be supported through this contract. 
 

 
 

3. Scope and Service Delivery 

  



 

 

  

 
 

4 
 

3.1 Aims/Objectives/responsibilities 
 
PART A - Undertaking a pulse check on patients 65 years or over, who have not previously been 

identified and recorded with AF. (Practice level) 

 
Requires practices to detect and target patients aged 65 plus, which will include reviewing patient records and calling 
if necessary patients to the surgery for a pulse check, followed by an ECG where an irregular pulse is found. For those 
confirmed to have a diagnosis of AF, the practice is to ensure initiation and monitoring of anticoagulation as per Part B 
or Part C below.  
 
The practice will improve standardisation and reducing variation across Barnet GP practices in respect of 

detection and management of Atrial Fibrillation 

 
PART B - DOAC initiation (Practice level) 
 
Requires practice to initiate and monitor patients on DOAC as applicable, using agreed clinical pathways.  
 
Practice will send secondary care referrals for patients on the exclusion list for onward treatment plans.  
 
Practices who do not wish to provide Part B, are able to refer their patient to community service, who will 
cover initiation   in Part C of service specification.  
 

 Anticoagulant services should be offered in a one stop clinic offering patient education, discussions, 
blood tests and drug/dose changes in the same consultation at practice level.  

 Patients should be offered access to all anticoagulant options in line with licensed indications.  

 To reduce delays in treatment initiation. The target for initiating anticoagulation treatment is one 
week from referral.  

 The service overall and each provider site must have a clinical lead who has overall responsibility 
for the anticoagulation service.  

 To provide a safe effective service with full Service Operating Protocols (SOPs) and Quality Control 
systems. (QC)  

 All patients receiving a DOAC must be given the relevant drug information pack – including an alert 
card.  

 To support patients in understanding and managing their anticoagulant treatments providing 
comprehensive and on-going education so that they better understand their therapy  

 All patients must receive at least an annual review of their anticoagulation treatment where all 
options are discussed.  

 The service must be provided by trained and competent staff working within the limits of their 
competency, role and professional boundaries.  

 To ensure complete and accurate documentation of clinical protocols and individual patient records 
and any GP clinical record systems such as EMIS.   

 To provide data on Service delivery  

 Quality and safety  

 Patient satisfaction and patient experience survey to be undertaken  

 Dose recommendations and recall are made according to approved guidelines 

 Patient education regarding anticoagulation therapy is provided and the patient hand-held record is kept up-
to-date 

 Each patient’s anticoagulation therapy is reviewed at least annually; 

 Patients are referred to A&E or secondary care where required; 
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 The Provider complies with the 2015 NHS Serious Incident Framework and the Never Events Policy 
Framework, and must report all Serious Incidents and Never Events in accordance with the requirements of 
those Frameworks;  

 All elements of the specification are followed;  

 Staff running clinics are all appropriately trained and competent.  

 The clinic is run in line with all appropriate Quality Control processes 
 
FOR INFORMATION ONLY  
 
PART C – Warfarin initiation and monitoring and DOAC initiation (To be offered at scale to full 

registered population by Barnet Federated GPs) 

 
The aims of the Community service is to offer high quality, comprehensive community based anticoagulant service at 
scale which will serve patients aged 18 and over, who are registered with a GP within Barnet and to:  
 

 Provide anticoagulant POC (point of care), face to face blood monitoring service with on-going short 
and long term management of patients on warfarin to ensure INR levels remain therapeutic.  

 Provide a community based face to face counselling and initiation of oral anticoagulant therapy 
service for patients with atrial fibrillation and meeting service criteria. 

 Provide a domiciliary service to those patients who are housebound or in care/nursing homes.  

 Provide patient education to support the improvement, understanding and long term outcomes of 
patients on oral anticoagulants.  

 Maintain a robust communication network between all medical and allied health professionals 
involved in individual patient’s care.  

 Actively draw patients who are receiving anticoagulation monitoring from secondary care into the 
community enabling the Haematology Department to focus on unstable and more complex cases.  

 Provide services that are near to patients and easily accessible both in terms of location and 
opening times.  

 Provide rapid access to anticoagulant initiation with the target being a maximum of seven days 
between referral and treatment starting.  

 Comply with appropriate and most recent national and local guidelines including those from: British 
Society of Haematology (BSH) guidelines)NICE guidance National patient safety agency(NPSA) 
Ensure a consistent approach to testing, sampling and dosing across provider sites within the 
primary care service and between primary and secondary services.  

 Ensure the maintenance of patients is properly controlled with at least an annual review of 
anticoagulation with the patient where all current options are discussed. 

 Will cover all points as noted in 3.1, Part B above as well as  

 Anticoagulation services must be accessible in terms of location and opening times.  

 To reduce delays in treatment initiation. The target for initiating anticoagulation treatment is one 
week from referral.  

 To ensure appropriate communication about anticoagulation across all relevant boundaries and in 
particular with the patient’s GP (if the service provider is different) and the appropriate secondary 
care anticoagulation service if needed.  

 All patients receiving a Vitamin K antagonist must be given a yellow oral anticoagulant information 
pack including a dosing book and alert card.  

 To obtain feedback from patients and then use this to improve anticoagulant services.  

  To ensure complete and accurate documentation of clinical protocols and individual patient records 
by using relevant Computerised Decision Support System (CDSS) 
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 Suitable patients should be offered the opportunity to self-monitor or self-manage their Vitamin K 
antagonist.  

 Any patients newly initiated on anticoagulation should be referred to the community pharmacy of 
their choice for the New Medicine Service which provides adherence support.  

  Staff running clinics are all appropriately trained and competent. These staff should on average be managing 
the INR monitoring for a minimum of 15 patients receiving warfarin.  
 

3.2 Target Population  
 

PART A - Undertaking a pulse check on patients 65 years or over, who have not previously been 

identified and recorded with AF. (Practice level) 

 

The commissioned practice registered list will be applicable for this service specification. 

 

PART B - DOAC monitoring and initiation  
 
The commissioned practice registered list will be applicable for this service specification. 

 
FOR INFORMATION ONLY  
 
PART C – Warfarin and DOAC monitoring and initiation (To be offered at scale to full registered 

population by the community provider, Barnet Federated GPs ) 

 
All patients within Barnet who require anticoagulation monitoring and who fit the criteria below will be eligible for the 
primary care anticoagulation service. This includes patients requiring domiciliary visits.  

 
Patients can access the service by:  

 Referral from their GP  

 Referral from secondary care  

 The service proactively contacting secondary care to pull patients out into the service as detailed 
below: 

 The majority of patients requiring INR monitoring can be managed in primary care so the assumption should 
be that all stable patients should be discharged back to primary care as soon as possible. The service 
provider may consider that there are some patients that would be better managed by secondary care; if there 
is any uncertainty then there needs to be a discussion between the lead clinician for the provider site and the 
consultant haematologist. 

 
 
3.3 Patient Eligibility  
 
There are few clinical conditions that are absolute contraindications for having their INR monitored by this primary 
care service for Part B and Part C. Whilst the expectation would be that these patients need to remain in secondary 
care, decisions will be made on an individual patient basis. Patients in these categories that are stable and discharged 
to primary care will have information about any special arrangements included in their discharge summary.  
 

 A known hereditary or acquired bleeding disorder.  

 Has had a DVT/PE in previous month; these could be discharged to primary care after one month.  

 Liver failure; if liver function is deteriorating then these patients should either be kept by secondary 
care or if already in primary care considered for referral back to the specialist service.  
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 Documented evidence of CNS haemorrhage in the previous 6 months;  

 Gastro-intestinal bleeding in the previous 6 months;  

 A known alcohol problem  

 IV drug user  

 On chemotherapy  
 
3.3.1 Patient exclusions 
 
PART A - Undertaking a pulse check on patients 65 years or over, who have not previously been 

identified and recorded with AF (Practice level). 

 

 Patients under the age of 65 years. 

 Patients 65 years and above with known Atrial Fibrillation.  
 
PART B - DOAC initiation (Practice level).  

 

 Patients under 18 years of age will all be managed in specialist clinics.  

 Pregnant women will also be managed by secondary care services.  
 
 
FOR INFORMATION ONLY  
 
PART C – Warfarin and DOAC monitoring and initiation (To be offered at scale to full registered 

population) 

 

 Patients under 18 years of age will all be managed in specialist clinics.  

 Pregnant women will also be managed by secondary care services.  

3.4 Primary Care Clinic Arrangements  
 

Each part of this LCS will require a named clinical lead who will be responsible for ensuring that the service is 
delivered in accordance with the service specification.  

 
All patients seen under this specification will be seen in person either in a clinic or at home by a member of staff who 
has undergone appropriate anticoagulation training.   

 
Initiation and any change of dosing must always be undertaken by a health care professional employed by a clinic; 
this can either be a pharmacist, practice nurse or GP.  

 

 
The  practice clinic should ensure that a systematic call and recall system is in place and should be able to provide 
data to demonstrate the effectiveness of the system.  
 
Under normal circumstances a patient who fails to attend a clinic at an agreed time should be contacted by telephone 
and then standard letter if needed.  
 
The practice clinic should have appropriate indemnity cover to cover all clinicians involved in delivery regardless of 
profession or designation. 
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The practice clinic should have in place a Business Continuity Plan, including provision for breakdown of equipment or 
software. 

 
3.5 Accessible Information  
 
The provider(s) will meet the requirements of the ‘Accessible Information Standard’ which directs and defines a 
specific, consistent approach to identifying, recording, flagging, sharing and meeting the information and 
communication support needs of patients, service users, carers and parents, where those needs relate to a disability, 
impairment or sensory loss”- and provide progress updates to the CCG.  
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3.6 Clinical Management  

 
The practice should implement appropriate and effective strategies for the part of the service they are providing: 
 

Part of service Service Provision 
A Undertaking a pulse check on patients 65 years or over, that have not previously 

been identified and recorded with AF.   

B DOAC Initiation for newly identified AF patients  
 
3.6.1 Part A Undertaking a pulse check on patients 65 years or over, who have not previously been identified 
and recorded with AF.   
 
3.6.1.1 Screening and identification of AF patients  

 Practices are asked to compare recorded prevalence with the expected prevalence of AF for 
registered patients in their practice.   

 Practices are required to identify their target audience for screening i.e. patients aged 65yrs and 
over who are not currently on the AF register.  

 Screening can be implemented when people over 65 years attend the practice or for those patients 
with a clinical condition which may be associated with AF (breathlessness/dyspnoea, palpitations, 
syncope/dizziness, chest discomfort and stroke/transient ischaemic attack).  

 
3.6.1.2 Pulse Check  

 Patients will be screened for AF through manual pulse palpation, utilising the Alive Corr Device or 

offer an ECG for all people in whom an irregular pulse has been detected. 
 
3.6.1.3 Register and Risk Score  

 Any patients with a confirmed diagnosis of AF will be added to the AF register  

 Confirmed AF patients will have their stroke risk assessed through the use of the CHAD2 DS2 - 
VASc risk score, and their bleeding risk assessed using the HASBLED score. 

 
3.6.1.4 Patient Education  

 Patients with a confirmed diagnosis of AF will have the benefits and risks of anticoagulation 
explained. 
 

3.6.1.5 Anticoagualtion therapy  

 The patient will either referred for anti-coagulation therapy or initiated  within the practice on DOAC 
(subject to the clinician being appropriately trained to initiate DOAC). 

 Patients will be reviewed in line with best practice anticoagulation guidance with an expectation that 
there will be no more than 25% contraindicated or refused patient choice. 

 
 
 
3.6.2 Parts B DOAC Initiation  
 
3.6.2.1 Initiation  
 
When patients (and/or their carers) arrive for their first appointment for anticoagulation initiation for Atrial Fibrillation 
(AF) there must be a full discussion about the risks and benefits of anticoagulation with a particular focus on the stroke 
risks.  
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Referral information should include the CHA2DS2-VASc and the HAS-BLED scores. The HAS-BLED tool should not 
be used to exclude people from anticoagulation, but rather to identify risk factors that can be modified in order to lower 
the risk of bleeding.  
 
All anticoagulation options should be discussed with the patient and the treatment decision made based on clinical 
features of the different agents and patient preference.  
 
Factors to consider include:  
 
Patient factors including: Extreme age, extreme weight, unstable diet, adherence, need for Monitored Dosage System 
(MDS), ability to attend clinic, Women of Child Bearing Age (CBA) will need contraceptive advice, adherence with 
complex regimens, allergies and other concerns from the patient.  
Medication and drug dosing including: Current medication (interactions), renal function liver function, Lack of licensed 
antidotes for DOAC  
Disease factors including Risk of intracranial haemorrhage, previous bleeds. Risk /benefit assessments 
(CHA2DS2vasc and HASBLED scores), other co-morbidities, mitral stenosis or mechanical heart valve and blood 
pressure control.  
 
Some key resources to support initiation include;  
 
Shared decision making with the patient on starting an anticoagulant and choice of anticoagulant (share NICE 
decision aid with patient)  

 

Direct Oral Anticoagulation (DOAC) Locally Commissioned Service (LCS) Primary Care Protocol. See Appendix 1.  

 

 
3.6.2.2 Patient Information  
 
Key information for patients includes  
• Name of drug and current dose  
• Anticipated length of treatment;  
• What to do in the event of a missed dose;  
• Importance of adherence  
• Symptoms of under and overdose and what to do if these occur;  
• Drug and food interactions;  
• What to do if dental treatment or surgery is required; useful information is available from the Scottish Dental Clinical 
Effectiveness Programme (17)  
• Contact details for the provider in case of concerns;  
 
All patients receiving a DOAC must be given the relevant drug information pack, including an alert card. 
 
 

3.6.2.3 Monitoring  
If the prescribing choice is for a DOAC then there should be one short follow up appointment to ensure there are no 
problems, to check adherence and to reinforce supply systems. A full review of anticoagulation should be part of the 
annual AF 8 review. 
 

3.6.2.4 Caseload  

A minimum caseload of twenty patients must be maintained by the provider. 

 

3.6.2.7 Clinical template  
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The practice is expected to use the correct version of the current EMIS clinical template.  

 

3.6.3 Part B - DOAC Initiation  

3.6.3.1 Patient Education  
Although patient education is a critical part of the initiation of anticoagulation there is an opportunity for ongoing 
education at each appointment. In particular the service provider must ensure on an ongoing basis that the patient 
understands the Key information for patients as in the clinical management below.  

3.6.3.2 Prescribing of anticoagulants  
For prescribing information (including contraindications, cautions and drug interactions) please refer to the BNF or 
other appropriate evidence based resources. The prescribing of all anticoagulants will remain the responsibility of the 
patient’s GP regardless of where the initiation or INR monitoring is undertaken.  
 
The anticipated duration of overall treatment will be documented at the point of the initial referral. The risk versus 
benefit of continual treatment should be reviewed regularly and at least annually.  
 
Responsibility for the decision to discontinue warfarin must reside with the patient’s GP, but the anticoagulation 
monitoring provider should raise any concerns as appropriate. Warfarin will be discontinued on an agreed defined 
date, clearly documented and all people involved in the patient’s care informed. Where there is uncertainty about risks 
and benefits of continued treatment, contact the Haematology department at the local Hospital for further advice. 

3.6.3.3 Individual annual Review  
All patients receiving anticoagulation must receive an annual review of their treatment with a healthcare professional. 
This review should include:  
 
Review of the indication for anticoagulation  
Assessment and correction of bleeding risk factors (e.g. by using HAS-BLED)  
Patient education, information and decision support  
Assessment of medication adherence  
Review of alternative anticoagulant strategies  
For patients on DOACs, FBC, LFTs and renal function as indicated.  
Medicines optimisation (including ensuring that anti-platelets are not concomitantly prescribed unless there is a 
definite reason as recommended by a named specialist )  
 
The anticoagulation service should keep records of annual reviews for all patients under their ongoing care.  

3.6.6.4 Management of Bleeding/Over Anticoagulation  
 
Part B DOAC Initiation  
 
The GP Clinic should refer to local guidelines or Haematology Department.   
 

3.6.6.5 Monitoring and targeting non-attenders. 
The GP Clinic is clinically responsible for all patients under their care for anticoagulation monitoring and should ensure 
that explicit contingency plans are in place to cover periods of absence for annual or sickness leave both for the 
running of clinics and for advice to patients who have queries or problems.  

 
The GP Clinic must have in place Standard Operating Procedures (SOPs). The SOPs must cover all features of the 
service and although they can be standardised across all provider sites they must also be specific to the provider site 
if there are conditions that invalidate the standard SOP. The service must ensure that SOPs are updated as 
necessary and reviewed at least every two years. 
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3.6.6.6 Domiciliary service  
The practice is to agree to monitor all patients deemed “suitable” for primary care monitoring, including those with 
mobility problems who are unable to travel to the practice. For patients with mobility problems, the practice will 
conduct home visits..  

3.6.6.7 Adverse Events  
The GP Clinic must comply with the 2015 NHS Serious Incident Framework and the Never Events Policy Framework, 
and must report all Serious Incidents and Never Events in accordance with the requirements of those Frameworks. 
The Provider is expected to report all Serious Incidents to the Commissioner. These include:  
• Any patient who has a major bleed or thrombosis;  
• Any apparent drug reaction or interaction;  
• Death of a patient on anticoagulation therapy whatever the cause. 
 

4.0 Monitoring  
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4.1 Clinical Audit  
 
Part A Undertaking a pulse check on patients 65 years or over, who have not previously been identified and 
recorded with AF.   
 
The practice must undertake an annual audit of recorded prevalence with the expected prevalence of AF 
for registered patients in their practice.   
 
 
Part B DOAC initiation  
 
 
The practice must undertake an audit every six months of recorded newly identified AF patients 

 Initiated on a DOAC  

 Monitoring of bloods (full blood count, liver function count and kidney function) undertaken, 
in accordance with clinical protocol    

 
For new AF diagnosis, at least 85% are anticoagulated.   
 

4.2 Data requirements 
 
Part A Undertaking a pulse check on patients 65 years or over, who have not previously been identified and 

recorded with AF.   
 

 Number of pulse checks undertaken on patients 65 years or over, who have not previously been identified and 
recorded with AF.   

 
 
Part B DOAC initiation  
 

 Number of newly diagnosed patients that commenced DOACs for atrial fibrillation  

 Number of newly identified AF patients initiated a DOAC within 7 days of diagnosis  

 Number of newly diagnosed patients prescribed a DOAC and monitored within the preceding six 
months  

 
 
4.3 Key performance indicators  
  
The practice will be required to provide data to the commissioner as part of an audit process in relation to the 
contractual compliance of the service. The data must be provided for each clinic site in addition to the composite for 
the whole service. The minimum data required is: 
 
Part B DOAC and initiation  
 

Quality Outcomes – Key 
Performance Indicators Indicator  

Frequency  Threshold  
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A newly identified  AF patient should 
be initiated on a DOAC within 7 days  

Quarterly    7 days  

Number of patients on caseload  Quarterly  >20 

Number and percentage of patients 
lost to follow up – exceeded DNA 
limit  

Quarterly  <20% 
In line with NPSA standards of 
safety. 

Staff competency, qualifications, 
training, relevant on-going training 
and assessment dates  

Annual  Training records up to date  

 
 

5.0 Applicable Service Standards 
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5.1 Applicable national standards (e.g. NICE)  
The applicable national standards for this service are:  

 British Committee for Standards in Haematology (1998, updated 2011)  

 Guidelines on oral anticoagulation: Third Edition. British Journal of Haematology, 101, 374-387  

 British Committee for Standards in Haematology(2014) Guidance on Patients self-testing and self-
management of oral anticoagulation with vitamin k antagonists  

 National Patient Safety Agency (2007). Patient Safety Alert 18 – Actions that can make 
anticoagulant therapy safer to be found at:  

 http //www.npsa.nhs.uk/patientsafety/alerts-and-directives/alerts/anticoagulant/  

 NICE Clinical Guideline 180 – The Management of Atrial Fibrillation(2014)  

 NICE Clinical Guideline 144 – Venous thromboembolic Diseases(2012)  

 NICE Quality Standard 29 – Venous Thromboembolic Diseases(2013)  

 NICE Quality Standard 15 – Patient experience in adult NHS services(2012)  

 NICE Diagnostic Guidance 14 – Atrial Fibrillation & Heart Valve Disease: Self –monitoring 
coagulation Status Point-of-Care Coagulometers (2014)  

 NHS England, 2014. Patient Safety Alert, to improve reporting and learning of medication and 
medical devices incidents.  

 Commissioning guide: Commissioning excellence in anticoagulant care for 2017-18 (Dec 2016) 
London Clinical Networks  

 
The practice will note that the clinical management of patients outlined in this specification may be subject to changes 
in line with new and emerging national guidance and standards. 
 
5.2 Service Operating Protocols-  
 
 
The practice will be responsible for the development and update of Service Operating Protocols (SOPs) for all 
elements of this service.   The Clinical Protocol will be as per the CCG DOAC Prescribing guidelines and NICE 
guidelines.   
 
All SOPs should be in place prior to service commencement and be signed by the overall service clinical lead. SOPs 
can be standardised across all provider sites but they must also be specific to the provider site if there are conditions 
that invalidate the standard SOP. The service must ensure that SOPs are updated as necessary and reviewed at least 
every two years.  
 
The list of SOPs should include but not be exclusive of:  
 

 Counselling and commencing of oral anticoagulants for atrial fibrillation (to include warfarin and 
DOAC’s) this must always be in line with the NCL joint formulary committee 

 Staff training and clinical supervision  

 Testing procedure – finger prick/sample testing  

 Dosing guidance and standard management ranges 

 Maximum recall periods during maintenance therapy  

 Situations where warfarin may need to be stopped or the dose amended e.g. surgery or dental 
treatment.  

 
5.3 Location and standards of provider premises  
 
PART B - DOAC monitoring and initiation  
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Appointment/Clinic will be held in GP premises.  
 

  

 
6.0 Pricing and monitoring arrangements  

Service Activity  Tariff 

Part A: Pulse checks 

One payment per patient. 
£1.50 

Part B: DOAC Initiation 

One-time payment for DOAC Initiation.   

£80.00 

 

7.0 Quality and Safety 
 



 

 

  

 
 

17 
 

 
All primary care providers must adhere to Care Quality Commission requirements for the following: 

1.1.1. Finger-prick (capillary) sampling – use of equipment; 

1.1.2. Dealing with spillages; 

1.1.3. Disposal of sharps; 

1.1.4. Disposal of contaminated materials; 

1.1.5. Needle stick injuries; 

1.1.6. Staff hepatitis immunisation and testing; and 

1.1.7. Infection control. 

7.1 Near Patient Testing (NPT) and Quality Control (QC)  
The NPT equipment must be properly maintained and calibrated, and a record of patient identity, date and time of 
testing, test strip lot number, and operator must be kept to create an audit trail. 
 
7.2 Internal Quality Control (IQC):  
The practice must undertake appropriate internal quality control activities in line with the manufacturer 
recommendations.  
 
7.3 Reporting of SIs 
 
Providers are to report any incidents (including near misses, significant events, incidents and Serious 
Incidents (SIs), complaints and patient feedback relating to this locally commissioned service to Barnet 
CCG at Barccg.quality@nhs.net.  
 
Sis must be reported within 24 hours following identification.  
 
7.4  Training  
 
It is the responsibility of the practice to ensure that any staff providing the service have had initial and refresher 
training on an annual basis.   
 

7.5 Initiation 
 
A newly identified AF patient should be initiated on a DOAC within 7 days  of being diagnosed.  
 
7.6 Monitoring  
 
Monitoring will be in accordance with the CCG’s DOAC Prescribing Protocol.  Practices should have a 
call/recall mechanism to ensure timely medication reviews.  Patientchase is being commissioned by the 
CCG to help facilitate this practice-led process.  
 

8.0 Termination of Service 

The CCG reserves the right to amend or withdraw this service, prior to specification end date. 
 
This Commissioned Service may be terminated by either the CCG or the Contractor through the service of 6 months 
written notice. The CCG may require the Contractor to suspend the provision of the service immediately if it has 
reasonable grounds for believing that patient health or safety is at risk. 
 

mailto:Barccg.quality@nhs.net
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Payments under the scheme will be suspended if at any time the provider is unable to provide services in 
line with the service specification or fail to meet contractor eligibility criteria. Before any suspension the 
community provider and Barnet CCG will meet to discuss the reason for the suspension identifying any 
possible resolution. If the matter is not resolved the CCG will issue a suspension notice to the provider 
within seven days.  
 
Either party can appeal against a suspension or termination notice to the CCG’s Director of Commissioning.  
 
 

 

 

Appendices  

Appendix 1  Direct Oral Anticoagulation (DOAC) Locally Commissioned Service (LCS) Primary Care 

Protocol 
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