Supplementary file 1 Interview guide

1. Tell me about your blood-thinning medicine (oral anticoagulant). Oral anticoagulant would be warfarin, rivaroxaban (Xarelto), apixaban (Eliquis), dabigatran (Pradaxa), edoxaban (Lixiana), acenocoumarol, phenindione. (Show pictures of DOACs if needed). 

Prompts: 

a) Which oral anticoagulant are you taking? 

b) How long have you been taking it? 

c) Do you know what it is for? 

d) What is your experience on being this medicine? 

e) Have you been on any other blood-thinning medicine? 

2. What was your experience of the consultation when you were told about X (oral anticoagulant)? 

Prompts: 

a) What led you to needing this medicine? 

b) Who was the consultation with? 

c) Can you remember what information you were given at the time? Were you given information later? 

3. Who do you think made the decision which oral anticoagulant you should take? 

Prompts: 

a) Did you have any say? If yes, who initiated your involvement? 

b) If no, did you want to be involved? What prevented you to be involved? 

c) If you didn’t want to be involved, why? 

4. Where you aware of other available blood-thinning medicines? 

Prompts, if yes: 

a) How did you find out? 

b) Where you offered a choice? If yes, how did you choose? 

5. There are 3 main consultation ways (describe paternalistic, shared-decision, and patient’s choice): 

a) Do you remember what happened during your consultation? 

b) Which approach do you prefer? Why? 

6. What do you think is required for patients to be involved in the decision-making process? 

7. What do you think stops the use of new approved medicines in the NHS? Why? 

8. Looking back at what we talked about, is there something you wish to add?

Supplementary file 2 Description of health economies studied in the study.

Population and health outcomes of the studied health economies are described using information from Public Health England Health Profiles.1 Prescribing trends of DOACs are described using data from OpenPrescribing.net.2
Health economy A

Health economy A consisted of two NHS Clinical Commissioning Groups (CCG), City and Districts. City CCG served a population of almost 120,000 whereas Districts CCG of 330,000 registered patients. The mortality rate from cardiovascular diseases, including stroke, in people under 75 years of age was higher than the national average in England.  In 2016-2018 it was 105 deaths per 100,000 compared to 71.7 in England. It meant that the health economy A was in 'worst to 25th percentile' category. 

The prevalence of atrial fibrillation in 2017-2018 differed between the two CCGs, 0.5% in City CCG and 1.7% in Districts CCG, and was lower than the national average of 1.9% in England. The prevalence of stroke in 2017-218 was 0.9% and 1.8% in City CCG and Districts CCG respectively, whereas the national average in England was 1.8%.

The proportion of DOAC versus warfarin use increased from 22% in August 2014 to 73% in August 2019. In both CCGs, it was higher than the national average in England, which was 9% in August 2014 and 63% in August 2019. 
The anticoagulation services were provided by any qualified provider in both primary (general practice) or secondary (local hospital trust) care. The commissioned service was explicitly designed for monitoring of warfarin therapy and also included initiation, dosing, dose adjustments, and provision of the patient-facing elements of the service. The warfarin clinics occurred across a range of locations, including community pharmacy clinics, general practices, or secondary care clinics. Patients were offered a choice of the anticoagulation clinic and referred to the service by clinicians or GPs (paper or electronic referral). Whereas initiation and prescribing of DOACs, together with any future review of the patients care plan, was conducted outside the anticoagulation service. Warfarin and DOACs could have been prescribed by primary or secondary care for licensed indications. 

Health economy B

Health economy B consisted of three NHS CCGs. All three CCGs combined served a population of just over 750,000 registered patients. The mortality rate from cardiovascular diseases, including stroke, in people under 75 years of age was higher than the national average in England. In 2016-2018 it was 86.3 deaths per 100,000 compared to 71.7 in England. It meant that the health economy B was in '25th to 75th percentile' category. 

The prevalence of atrial fibrillation in 2017-2018 in two CCGs was 1.7% and in the third 1.5%; lower than the national average of 1.9% in England. The prevalence of stroke in 2017-218 was 1.7%, 1.8% and 1.5% in the three CCGs. It was lower or the same as the national average prevalence of 1.8% in England.

The proportion of DOAC versus warfarin use increased from 3% in August 2014 to 51% in August 2019. It was lower than the national average in England, which was 9% in August 2014 and 63% in August 2019.

The anticoagulation services were provided by a single provider, which was an acute trust (secondary care). Clinicians and GPs identified patients with AF and referred them to the service where patients were offered a choice of therapy and started on anticoagulation. The provider delivered all elements associated with prescribing including initiation, dosing, dose adjustment and laboratory testing as well as undertaking monitoring and providing the patient-facing elements of the service. All patient information was maintained on a single clinical records system which was separate from the patient's general practice record. The anticoagulation service had warfarin and DOAC clinics. DOACs were reserved for patients with poor warfarin monitoring results. As the service was provided by secondary care, initiation of both warfarin and DOACs was initially reserved to the hospital and GPs continued the prescribed therapy.
Health economy C

Health economy C consisted of one NHS CCG and served a population of just over 111,000 registered patients. The mortality rate from cardiovascular diseases, including stroke, in people under 75 years of age was higher than the national average in England. In 2016-2018 it was 82.7 deaths per 100,000 compared to 71.7 in England. It meant that the health economy C was in '25th to 75th percentile' category. 

The prevalence of atrial fibrillation in 2017-2018 was 2.0%; higher than the national average of 1.9% in England. The prevalence of stroke in 2017-218 was 2.0%; higher than the national average of 1.8% in England.

The proportion of DOAC versus warfarin use increased from 15% in August 2014 to 70% in August 2019. It was higher than the national average in England, which was 9% in August 2014 and 63% in August 2019.

The anticoagulation services are provided by any qualified provider, primary (general practices) or secondary care (local hospital Trust) but generally on a shared care basis. Although GPs, contracted to provide anticoagulation service, could initiate warfarin, warfarin was generally initiated at the secondary care anticoagulation clinic. GPs did the ongoing warfarin prescribing. Continuous monitoring of warfarin therapy was undertaken in the secondary care anticoagulation clinic, or patients were transferred to warfarin clinics in primary care (community pharmacy or general practices clinics). Whereas DOACs could be initiated by both primary and secondary care and ongoing monitoring with follow-up were undertaken by GPs.
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