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Anticoagulant therapy

Sir,
Like Dr Pell and colleagues (April
Journal, p.152) our practice has run an
anticoagulant monitoring service for some
time. The practice nurse provides a reli-
able home venepuncture service. When
the anticoagulant monitoring service was
audited last year, only eight of the 18
patients on warfarin (44%) received ade-
quate anticoagulant therapy according to
the British Society for Haematology
guidelines.' Our standard of care was par-
ticularly poor for those requiring the high-
er level of international normalized ratio
(3.0-4.5), of whom only 38% (6/16) had
readings within the target range. The
remainder were, without exception, under-
coagulated.

In an attempt to remedy this it was
agreed that the target range should be
written on the international normalized
ratio record sheet for each patient. Six
months later, a further survey of the
records showed that 93% (13/14) of those
on warfarin were receiving adequate anti-
coagulant therapy including 91% (10/11)
of those who needed an international nor-
malized ratio of 3.0-4.5. Thus, the simple
act of making a positive decision regard-
ing the level of anticoagulation required
and committing that decision to paper led
to a marked improvement in the standard
of care.
We agree that general practice is the

best place for anticoagulant control as
only a general practitioner is aware of
concurrent therapy.

KENNETH F MCLEAN

Denny Health Clinic, Denny
Stirlingshire FK6 6NP
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Sir,
We would like to congratulate Jill Pell and
colleagues for their observations on the
control of anticoagulant therapy among
patients attending general practice (April
Journal, p.152). We believe, as does

Harden,' that such control should be the
responsibility of the general practitioner.

However, the method used by Pell and
colleagues to assess the quality of thera-
peutic control was a simple calculation of
the proportion of international normalized
ratios recorded in the notes which were satis-
factory, and it may considerably underes-
timate the quality of control achieved,
since patients with values lying outside
the desired range are likely to be checked
more frequently and would therefore be
over-represented. It is possible that more
patients with problematic control attended
hospital than general practice, because
such patients are often referred by general
practitioners to a dedicated hospital anti-
coagulant clinic. It is also possible that
patients with satisfactory control were
over-represented in the general practice
sample, because they were reviewed sig-
nificantly more often than the hospital
sample.
The degree of control attained could

have been estimated by counting the num-
ber of weeks in which the defined ranges
were achieved. This procedure, proposed
by Duxbury,2 has already been used in
other studies.3-5 Using this method, pa-
tients with problematic control are repre-
sented in the same proportion as those
with satisfactory control and this is inde-
pendent of the number of tests for each
patient.
The majority of our patients receiving

anticoagulant treatment are controlled at
our primary care centre (only three out of
163 patients requested anticoagulant treat-
ment in hospital). In an audit in 1990, our
patients were within recommended rates
68% of the time.5 Satisfactory results can
be considered as 70% or more of the
time.6

Recently, the International Society on
Thrombosis and Haemostasis recommend-
ed that an assessment of therapeutic con-
trol of oral anticoagulant therapy should
be based on the proportion of all patients
in the target of international normalized
ratio at a certain point in time.7 We intend
to carry out an audit using this method for
our 160 patients receiving anticoagulant
therapy over the last four years. All cen-
tres undertaking anticoagulant control
should use the same method of evaluation,

so that their results can be compared. We
recommend this last method,7 as although
it is less accurate than Duxbury's method,2
it is less laborious and has been recom-
mended by international organizations.

RAFAEL ALONSO ROCA
NATIVIDAD PUCHE LOPEz

Centro de Salud Isabel II de Parla
C/Isabel II S/N
28980 Parla (Madrid)
Spain
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Sir,
I was impressed by the favourable antico-
agulant control found by Pell and col-
leagues in general practice compared with
that of a hospital clinic (April Journal,
p.152). I wholeheartedly agree with their
conclusion, that general practitioners
should be encouraged to widen the scope
of their services, which would benefit the
patient and encourage the clinical interest
of the general practitioner.
The paper also serves as an interesting

reflection of the times. When I published a
paper on anticoagulant care in general
practice in 1979,1 Denis Pereira Gray
denounced such 'specialization' and felt
that general practitioners could not be
generalists and specialists simultan-
eously.2 He even rued the possibility of
specialized general practice clinics for
asthma or children. The paper by Pell and
colleagues supports my counter
arguments3 and I would like to add that
our practice anticoagulant clinic continues
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