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Abstract; Objective

warfarin anticoagulation therapy in elderly patients with nonvalvular atrial

To investigate the factors affecting the quality of

fibrillation (NVAF) and to assess the effect of the combined physician —
pharmacist outpatient model on improving the quality of anticoagulation.
Methods In this study, elderly NVAF patients treated with warfarin
were divided into combined physician — pharmacist outpatient group and
general outpatient group to assess the impact of different anticoagulation
management strategies on patients. On this basis, patients were further
classified into good anticoagulation quality group (TTR=60% ) and poor
anticoagulation quality group ( TTR <60% ) based on the percentage of
time (TTR) that their international normalised ratio (INR) was within
the therapeutic target range, and the clinical prognosis and adverse
events that occurred in both groups were analysed. Results The mean

TTR of patients in the combined physician — pharmacist outpatient group was
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(64.00 + 24.40)% , which was significantly higher than that of the general outpatient group, which was
(42.10£30.20)% (P <0.05). Multifactorial logistic regression analysis showed that the number of comorbidities =4
was an independent risk factor for poor anticoagulation quality ( OR: 0.44, 95% CI. 0.23 - 0.87, P<0.05),
whereas the combined physician — pharmacist outpatient clinic model significantly improved the anticoagulation quality
of warfarin (OR; 3.50, 95%CI. 1.85 -6.60, P <0.05). Although there were no significant differences between the
two groups in the incidence of thromboembolic and bleeding events, the model showed potential advantages in the
management of complex patients. Conclusion The combined physician — pharmacist outpatient model effectively
improves the quality of anticoagulation therapy in elderly patients with NVAF by providing personalized anticoagulation
treatment plans and medication management services. This model has a particularly positive impact on patients with

multiple comorbidities, demonstrating its significant value in clinical practice.
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Table 1 Basic patient information

Entire  Good anticoagulant Poor
Item population quality anticoagulant
(n=214) (n=99) quality(n=115)
Age(year,x +5s) 76.40 £5.00 76.60 £5.20 76.20 +4. 80
Female(n,% ) 112(52.34) 44(44.44) 68(59.13) *
ined physician — pha-
Combined physician =pha- o 13 03y Gr(62.63)  32(27.83) *

rmacist outpatient(n,% )
TTR(x +5,% ) 51.70 £29.80 78.90 +10.9028.40 +19.70 *

Complication(n,% )

Coronary heart disease ~ 81(37.85) 32(32.32) 49(42.61)
Hypertension 142(66.36) 68 (68.69) 74(64.35)
Diabetes mellitus 34(15.89) 15(15.15) 19(16.52)
Heart failure 38(17.76) 14(14.14) 24(20.87)
History of stroke 41(19.16)  22(22.22)  19(16.52)
History of bleed 5(2.34) 4(4.04) 1(0.87)
Myocardial infarction 5(2.34) 4(4.04) 1(0.87)
Medication(n,% )
Antiplatelet drugs 25(11.68) 7(7.07) 18(15.65)
Statins 87(40.65) 40(40.40) 47(40.87)
Amiodarone 14(6.54) 4(4.04) 10(8.70)
Beta blockers 107(50.00)  52(52.53)  55(47.83)
ACEI/ARB 85(39.72) 35(35.35) 50(43.48)
CCB 68(31.78) 33(33.33) 35(30.43)
Digoxin 30(14.02) 17(17.17) 13(11.30)
Chinese patent drug 55(25.70) 23(23.23) 32(27.83)
2?1?,2/?) of complications o0 41 12)  27(27.27)  61(53.04) "
Indications for anticoagu-
lation(n,% )
Atrial fibrillation 199(92.99) 93(93.94) 106(92.17)
Deep vein thrombosis 2(0.93) 1(1.01) 1(0.87)
Mechanical heart valve  10(4.67) 5(5.05) 5(4.35)
Valvular heart disease 24(11.21) 8(8.08) 16(13.91)

Compared good anticoagulant quality with poor anticoagulant quality at the
same time, * P <0. 05 ; ACEI/ARB: Angiotensin — converting enzyme inhibi-
tors/angiotensin [l receptor blockers; CCB: Calcium channel blockers;

TTR: Time in therapeutic range.
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R2 GYBERCR AT (TTR=60% ) AR KUK 2R 20 B

Table 2 Analysis of risk factors associated with good quality anticoagulation (TTR =60% )

One — way analysis of variance

Multifactorial analysis

[tem
OR 95% C1 OR 95% C1

Female 0.55 0.32-0.95" 0.75 0.41 -1.40
Combined physician — pharmacist outpatient 4.35 2.44 -7.73" 3.50 1.85-6.60"
Complication

Coronary heart disease 0. 64 0.37-1.13 1.07 0.55-2.10

Hypertension 1.22 0.69 -2.15

Diabetes mellitus 0.90 0.43 -1.89

Heart failure 0.62 0.30-1.29

History of stroke 1.44 0.73 -2.86

History of bleed 4.80 0.53 -43.60 3.18 0.23 -44.30

Myocardial infarction 4.80 0.53 -43.60 4.41 0.33 -59.40
Medication

Antiplatelet drugs 0.41 0.16 -1.03 0.57 0.20 -1.61

Statins 0.98 0.57-1.70

Amiodarone 0.44 0.13-1.46 0. 40 0.11-1.50

Beta blockers 1.21 0.70 -2.07

ACEI/ARB 0.71 0.41-1.24

CCB 1.14 0.64 -2.03

Digoxin 1.63 0.75-3.54

Chinese patent drug 0.78 0.42-1.46
=4 types of complications 0.33 0.19-0.59" 0.44 0.23-0.87"
Follow — up interval >30 days 0. 68 0.40-1.17 0. 84 0.45-1.56
Indications for anticoagulation

Atrial fibrillation 1.32 0.45-3.84

Deep vein thrombosis 1.16 0.07 -18. 80

Mechanical heart valve 1.17 0.33-4.17

Valvular heart disease 0.54 0.22-1.33 0.57 0.21-1.57

This factor is significantly associated with good anticoagulation quality (TTR=60% ), “ P <0.05; OR: Odds ratio; CI: Confidence interval.
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