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well-managed patients from warfarin to an NOAC is a 
disservice to our patients and to our health care sys-
tem. Improved TTRs translate into fewer strokes and 
hemorrhages and lower health care costs. 

The need to improve warfarin management in 
Canada. Like our non–family physician specialist 
colleagues, family physicians are not happy with the 
“standard care model” of warfarin management. It is 
inefficient and provides suboptimal INR control. We 
need government-funded access to better tools to pro-
vide optimal warfarin management. What are these 
proven tools? 
• Computer software that is capable of dosing war-

farin and measuring TTR must replace the manual  
warfarin-dosing system.10 In addition, we need a  
single warfarin database in Canada as part of a 
national AF registry similar to Sweden’s.  

• Point-of-care INR testing must replace laboratory INR 
testing in most instances. Testing options need to be 
widened to provide patients with improved access 
and convenience. In New Zealand, the Community 
Pharmacy Anti-coagulation Management Service 
study achieved a mean TTR of 78.6% overall and 
80.3% after 6 months.11 

• Patient self-management systems should use point-
of-care INR testing in a structured program taught 
by diabetes or anticoagulation educators and be 
supervised by family physicians. Such programs 
have existed in Germany for 25 years; their TTRs 
average greater than 80% (Dr Stephan Kress, oral 
communication, September 2014). Patients in these 
programs are tested weekly. There are 200 000 
German patients who self-manage. Patients who are 
unable to self-manage warfarin dosing usually have 
caregivers who are trained to assist them. We need 
to train caregivers. 

• Use of 1-mg warfarin tablets in most cases instead of 
our 9 different warfarin strengths might simplify war-
farin dosing, avoid tablet confusion, and permit daily 
or weekly dose adjustments of 0.5 mg. In Germany, 
patients in the self-management programs use 1-mg 
tablets only (Dr Stephan Kress, oral communication, 
September 2014). 
To implement the use of these tools in Canada, we 

need government funding for the following elements: 
• computer software ($24 per patient per annum)12; 
• point-of-care INR strips ($7 per strip)13 and devices 

($375 per device)14; and 
• patient training by diabetes or anticoagulant educa-

tors (4 hours per patient) (Dr Stephan Kress, oral com-
munication, September 2014).
The total cost, including monitoring and the warfarin 

drug, is half the cost of the NOACs and provides TTRs 
greater than 70%, further reducing strokes, hemorrhages, 

and their associated costs to a level unattainable by 
NOACs. Finally, in addition with warfarin, we can now 
cheaply monitor the degree of anticoagulation and com-
pliance (INR) plus the quality of warfarin management 
(TTR), and we can affordably and promptly reverse war-
farin in the event of major or minor bleeding. 

—Murray Trusler MD MBA FCFP FRRMS 

Fairmont Hot Springs, BC
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Response
We thank Dr Trusler for his interest in our articles,1,2 

but we disagree with his claim that we “ignored 
some very significant facts” pertaining to a comparison 
of the efficacy and safety of new oral anticoagulants 
(NOACs) with warfarin for stroke prevention in patients 
with atrial fibrillation (AF). 

The objective of our articles1,2 was not to compare 
NOACs with warfarin, which has been comprehensively 
reviewed elsewhere.3,4 Instead, we specifically explained 
the following: 

[T]his review focuses on treating patients who are 
currently taking NOACs and does not consider the 
process for choosing an appropriate anticoagulant for 
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AF or VTE [venous thromboembolism], whether an 
NOAC or warfarin.1 

We also stated:

[Warfarin] remains a treatment option for patients 
with AF or VTE [venous thromboembolism] in whom 
excellent anticoagulation control is attainable.1 

Rather than engage in a potentially protracted debate 
on the relative merits and drawbacks of NOACs and 
warfarin as anticoagulants, we urge readers to reach 
their own conclusions by reviewing the evidence and 
by considering patient values and preferences, as well 
as the costs, of these treatment options. We also would 
refer readers to clinical practice guidelines developed 
by the Canadian Cardiovascular Society, the American 
College of Chest Physicians, and the European Society of 
Cardiology, which endorse the use of NOACs as a first-
line anticoagulant option for stroke prevention for most 
patients with AF based on at least comparable efficacy 
and safety, and less intracranial hemorrhage compared 
with warfarin.5-7 

—James Douketis MD FRCPC

—John Eikelboom MB BS FRCPC

—Aaron Liew MB BCh MRCPI PhD 
Hamilton, Ont

—Alan David Bell MD CCFP 

Toronto, Ont
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We stand by our conclusion 

We thank Dr Lam for his comment1 pertaining to 
our Tools for Practice article on the effects of 

nonsteroidal anti-inflammatory drugs (NSAIDs) on frac-
ture healing.2 Animal studies can be very useful for 
hypothesis generation; however, in this case the human 
and the animal data differ. The references Lam provided 
pertained to animal studies and the review article pri-
marily also described animal studies.1 The human stud-
ies referenced in the Boursinos et al study3 did not show 
a deleterious effect of NSAIDs on fracture healing. 

Recently, another randomized controlled study com-
paring an NSAID (ie, ibuprofen) with morphine for chil-
dren with uncomplicated fractures found that ibuprofen 
provided equivalent short-term pain relief with fewer 
adverse events.4 We hope that the authors will also 
report nonunion rates. 

Until evidence from randomized controlled studies 
demonstrate adverse effects of NSAIDs on human frac-
ture healing, we stand by our original conclusion that 
NSAIDs can be used for short-term pain relief for chil-
dren and adults with orthopedic injuries or fractures. 

—Michael R. Kolber MD CCFP MSc

—Adrienne J. Lindblad ACPR PharmD

—Ian C. Taylor MD CCFP 
Edmonton, Alta
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Make your views known! 
To comment on a particular article, open the article at 
www.cfp.ca and click on the Rapid Responses link on the 
right-hand side of the page. Rapid Responses are usually 
published online within 1 to 3 days and might be selected 
for publication in the next print edition of the journal. To 
submit a letter not related to a specific article published in 
the journal, please e-mail letters.editor@cfpc.ca. 

Faites-vous entendre!
Pour exprimer vos commentaires sur un article en 
particulier, ouvrez l’article à www.cfp.ca et cliquez sur le 
lien Rapid Responses à droite de la page. Les réponses 
rapides sont habituellement publiées en ligne dans un 
délai de 1 à 3 jours et elles peuvent être choisies pour 
publication dans le prochain numéro imprimé de la revue. 
Si vous souhaitez donner une opinion qui ne concerne pas 
spécifiquement un article de la revue, veuillez envoyer un 
courriel à letters.editor@cfpc.ca.


