Improving Anticoagulation
Management at the
Point of Care
Stop treating lab results. These easy-to-use devices return the focus
of warfarin therapy to treating the patient.
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SPEEDBAR ®

➤➤
Coumarin anticoagulants are some of the
most difficult to manage and dangerous
drugs prescribed
for patients.

➤➤
However, many physicians attempt therapeutic warfarin oversight
without regularly
scheduled anticoagulation appointments.

Patient-focused anticoagulation care
extends physician control over monitoring.
Larger practices and health care systems can These are important considerations given
alleviate some of these common problems
the high-risk disease states being treated
in anticoagulation care by turning to anti(e.g., atrial fibrillation, cardiomyopathy,
coagulation clinics to arrange and manage
recurrent deep venous thrombosis and conthe details of warfarin
genital heart defects)
therapy. Although
and the tendency of
smaller offices have
POC devices allow anticoagulation INR values to
infrequent access to
unpredictably
management that is convenient
such resources, they
wander from the
need not forgo their
baseline.
for patients and physicians.
associated benefits.
POC devices
With the use of pointallow anticoagulaof-care (POC), CLIA-waived anticoagulation management that is convenient for
tion devices, even small groups or solo
patients and physicians. In a single office
practices can affordably provide all-incluvisit, history is updated, a physical examinasive anticoagulation assessment and wartion is performed and, with one fingerstick,
farin management. [See “Point-of-care
INR is accurately measured. The entire care
anticoagulation devices” below.]
transaction can be completed in a fraction of
Using a POC anticoagulation device
the time it would take to draw and process a
returns physician attention to treating
blood sample following a traditional laborapatients rather than laboratory results and
tory format.

POINT-OF-CARE ANTICOAGULATION DEVICES
➤➤
Larger practices and
health care systems
can use anticoagulation
clinics to manage
warfarin therapy.

Family practice offices routinely use CLIA-waived laboratory monitoring devices for assessing pregnancy status,
lipid disorders, helicobacter and streptococcal infections. Recently, coagulation monitors have joined the repertoire
of fast and reliable outpatient monitoring devices.
Two CLIA-waived devices, CoaguChek and ProTime, are currently available for testing whole blood for prothrombin
time/International Normalized Ratio (PT/INR). The staff training time for both devices is typically less than one hour.
In fact, because of their ease of use, the Food and Drug Administration has approved them for patients to use at
home. The devices use thromboplastin reagents packaged in strips or “cuvettes” similar to those used in bloodglucose testing systems. Both systems have sensors that prevent results from being reported if there is an error in
sample collection timing, vibration or temperature extremes. Test results are available in two to five minutes.

➤➤
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ProTime, available from International Technidyne
Corp., costs $1500, plus $10 per test cuvette. Quality
controls are built in to each test cuvette. For more
information, go to www.itcmed.com/protime, or
call 800-631-5945.
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CoaguChek, available from Roche Diagnostics Inc.,
lists for $1295, plus approximately $6 per test cuvette.
The quality controls, which include the electronic control strip ($300) and/or the liquid controls ($20 for four
uses), are purchased separately. For more information,
go to www.coaguchek.com, or call 800-852-8766.
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Smaller practices
can receive the same
benefits through the
use of point-of-care,
CLIA-waived anticoagulation devices.

MANAGING ANTICOAGULANTS

POC devices also allow for patientfocused anticoagulation care that includes
reviews of warfarin compliance and side
effects, medication and dietary changes, and
disease-state management goals. For example, the most common indication for warfarin therapy is to prevent stroke in patients
with atrial fibrillation. Point-of-care anticoagulation assessment allows you to concurrently address other factors that contribute
to stroke risk (such as hypertension and
hyperlipidemia).
Billing tips
Overseeing warfarin therapy in the office
rather than the lab is the first step to receiving appropriate reimbursement, since this
decreases the amount of often-unreimbursed
telephone care. To be adequately reimbursed
for providing warfarin therapy, physicians
should use the disease state being treated as
the basis for their code selection, submitting
CPT and ICD-9 codes for the following:
• Level of office visit (i.e., CPT: 9921199215),
• Laboratory assessment of PT/INR (i.e.,
CPT: 85610, “Prothrombin time”),
• Disease state being treated by warfarin
(e.g., ICD-9: 427.31, “Atrial fibrillation”),
• Long-term management of oral anticoagulants (i.e., ICD-9: V58.61).
The level of office visit should be determined by considering the level of history,
exam and medical decision making
involved in the encounter. Anticoagulation
encounters typically include assessments of
dermatologic, nervous and cardiovascular
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systems as well as disease-specific assessments. Encounter complexity should be
governed by the treated disease state and
patient-specific difficulties associated with
warfarin management. Physicians should
bill for anticoagulation assessments no
more than every four weeks, which is the
frequency suggested in practice guidelines
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➤➤
Point-of-care anticoagulation devices enable
more comprehensive,
patient-focused anticoagulation care.

Current anticoagulation care and
billing should be upgraded to
match the challenges and

➤➤

vagaries of warfarin management.
for anticoagulation monitoring. As with
many medical interventions, individual
insurer policies may vary regarding warfarin
therapy reimbursement.
Meeting the challenge
In the near future, direct thrombin
inhibitors may replace coumarin anticoagulants as mainstays for the prevention of
stroke and other thrombotic events related
to mechanical heart valves, atrial fibrillation
and recurrent thromboembolism.3 This
newer class of drugs promises fewer interactions with foods and other medications and
less intensive anticoagulation monitoring.
However, until safe and effective oral formulations of these therapies become available,
current anticoagulation care and billing
should be upgraded to match the challenges
and vagaries of warfarin management.
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This type of anticoagulation care is more
convenient for patients
and physicians than the
traditional laboratory
format.

➤➤
To be adequately
reimbursed, physicians
should use the disease
state being treated
as the basis for their
code selection.

➤➤
Current anticoagulation
care and billing should
be upgraded to match
the challenges of warfarin management.

2. Mohr JP, et al. A comparison of warfarin and
aspirin for the prevention of recurrent ischemic
stroke. N Engl J Med. 2001;345(20):1444-1451.
3. Heit JA, Colwell CW, Francis CW, et al. Comparison of the oral direct thrombin inhibitor
ximelagatran with enoxaparin as prophylaxis
against venous thromboembolism after total knee
replacement: a phase 2 dose-finding study. Arch
Intern Med. 2001;161:2215-2221.

Send comments to fpmedit@aafp.org.
February 2002

■

www.aafp.org / fpm

■

FAMILY PRACTICE MANAGEMENT

■

37

