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INTERNATIOMAL

EMERGENCY HOSPITALIZATIONS IN THE PRE SFPACT s

CARE TASKFORCE

NOAC ERA
n % (95%CI) %
Warfarin 33,171 33.3(28.@38.5) 46.2
Insulins 13,854 13.9 (9.818.0) 40.6
Oral antiplatelet agents 13,263 13.3 (7.919.1) 41.5
Oral hypoglycaemiagents 10,656 10.7 (8.£13.3) 51.8
Opioid analgesics 4778 4.8 (3.56.1) 32.4
Antibiotics 4205 4.2 (2.95.5) 18.3
Digoxin 3465 3.5(1.25.0) 80.5
Antineoplastic agents 3329 3.3(0.95.8) 51.5
Antiadrenergic agents 2899 2.9 (2.13.7) 35.7
Reninangiotensininhibitors 2870 29 (1.%4.1) 32.6
Sedative or hypnotiagents 2469 2.5 (1.€3.3) 35.2
Anticonvulsants 1653 1.7 (0.%2.4) 40.0
Diuretics 1071 1.1 (0.£1.8) 42.4

1. BudnitzDet al, NEnglJ Med2011;365:20022012



INTERNATIOMAL

EMERGENCY HOSPITALIZATIONS IN THE PRE C’ihPACT

NOAC ERA
% (95%CI) %
Intracranialhnaemorrhage 5.6 (2.£9.1) 99.7
Haemoptysis 2.0 (1.x2.8) 73.6
Gastrointestinahaemorrhage 40.8 (29.951.7) 84.7
Genitourinary haemorrhage 4.7 (3.26.2) 42.4
Epistaxis 6.1(4.38.0) 10.6
Skinor wound haemorrhage 6.8 (4.%9.1) 24.5
Other type of haemorrhage 5.3 (2.%8.0) 27.5
Elevated INRabnormal laboratory 23.7 (16.830.6) 59.5

values or drug
toxicity not otherwise described

1. BudnitzDet al, NEnglJ Med2011;365:20022012
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OPPORTUNITIEEORPHARMACISTSO SUPPORTI PACT &t
AC NEEDSOF PATIENTS

Why?
- Therapies become more complex
- Severe or fatal conseguences

- Guidance variable dlack of uniform practical tools
available

International pharmacists meeting (Dec 2014)
- Need for pharmacist materials: concise, easy -to-use
- Consistent touch-points

No international Society of Pharmacistsin Anticoagulation
exists



DVT

- ® INTERMNATIONAL
patient has GPigemmuRity C| PACT : =
> CARE TASKFORCE

symptoms g 0

Al s, DVT Diagnosis:

A&E /| ER w

A Provoked or unprovoked DVT? di-dimer ultrasound,
Inc. assessment of
A Pregnant / other risks? probable risk factors
v
LMWH
e LMWH DOAC Hospital
warfarin/coumarin
Secondary
1st-line prevention Outpatients
communl_ty AC in hospital
pharmacist _ _ (pharmacist/nurse)
Patient discharged .
_ Monitoring:
to community
INR/LFTs. Renal (GP,
thrombosis clinics, hospital)

Influencing
behaviour Patient Px review
(specialist/GP)

kersistence
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Risk scoring _—
Admission ER S Low risk:
(predominantly) managed in 1° care
In hospital
Change of meds | ack of
by specialist formulary
/ Fallow-up Prescription counselli
S
fesponsibility? - Duration of treatment
- Clinic / home / GP
Drugs from
hospital Community
l pharmacist

Referral letter spgcialist
I patienti QP

Monitoring/duration

| |

Follow up
prescription
N
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Initiator of anticoagulant treatment: CARE TASKFORCE

(f Sets indication for anticoagulation; \\
* Makes choice of anticoagulant;
* Decides on need of proton pump inhibitor;
* Baseline hemoglobin, renal and liver function;
* Provides education;
* Hands out anticoagulation card;
* Organises follow-up (when, by whom, what?);
\: Remains responsible coordinator for follow—up./J

SUGGESTED
STRUCTURED FOLLOW-UP First FU: 1 month

Follow-up: GP; anticoagulant clinic; initiator of therapy; ...

/(Ehec:ks: \\
1. Compliance (patient should bring remaining pills);
2. Thrombo-embolic events:

3. Bleeding events;
4. Other side effects;
5. Co-medications and over-the-counter drugs.

\E:. Need for blood sampling? _/J

In case of problems: contacts initiator of treatment.

www.escardio.org/EHRA
ﬁ Else: fills out aniticoagulation card and sets
Lu/ @ date/place for next follow-up.
EUROPEAN 7

Heart Rhythm EUROPEAN

ASSOCIATION SOCIETY OF
A egsteres Branch o ne 5 CARDIOLOGY®




IPACT GPACT:
International Pharmacists for Anticoagulation Care Taskforce:

OA gl obal expert network, that want
care & adherence in patients receiving oral anticoagulant

therapy and raise the awareness for undiagnosed atrial

fibrill ation. o

www.ipact.org

11



AIMS& GOALS P ACT =

CARE TASKFORCE

To ensure high-quality care for patients on AC medication

all around the world

AEnsure that pharmacists (and healthcare practitioners)
have the appropriate k nowl edge aaemredpati ent -
skills on anticoagulant therapy

AProvide evidence-based guidance on pharmaceutical
care in AC management

ARaise awarenesswith HCPand governments all over
the world on the need for multidisciplinary
collaboration and the added value of pharmaceutical
care

12



AIMS& GOALS P ACT =

CARE TASKFORCE

To make sure screening programs for AF by pharmacists

all over the world are acknowledged

ARaise awarenesswith HCPand governments all over
the world on the need for screening and awareness
campaigns by pharmacists

ASupport every iPACTmember (or country) that wants
to organize a campaign

1L



STRATEGY IMPROVINGPATIENTCARE GPACT &

CARE TASKFORCE

|dentify needs

andgapsin Develop eI

awareness
throughiPACT
members

Implementation
by national
organizations

knowledgeand guidance
skills of training, tools
pharmacists

14



IPACTSOFAR GPACT:

CARE TASKFORCE

Start: 10 countries (Belgium, Canada, Germany, Hungary, Ireland, Norway, Spain, Switzerland, The Netherlands, United Kingdom)

15



IPACTSOFAR GPACT:

CARE TASKFORCE

Start: 10 countries (Belgium, Canada, Germany, Hungary, Ireland, Norway, Spain, Switzerland, The Netherlands, United Kingdom)
2015: +4 countries (Denmark, France, Qatar, USA)
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IPACTSOFAR GPACT:

CARE TASKFORCE

Start: 10 countries (Belgium, Canada, Germany, Hungary, Ireland, Norway, Spain, Switzerland, The Netherlands, United Kingdom)
2015: +4 countries (Denmark, France, Qatar, USA)
2016: +6 countries (Brazil, Croatia, China, Czech Republic, New Zealand, Portugal)
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IPACTSOFAR GPACT:

CARE TASKFORCE

Start: 10 countries (Belgium, Canada, Germany, Hungary, Ireland, Norway, Spain, Switzerland, The Netherlands, United Kingdom)
2015: +4 countries (Denmark, France, Qatar, USA)

2016: +6 countries (Brazil, Croatia, China, Czech Republic, New Zealand, Portugal)

2017: +3 countries (Australia, Kenya, Slovenia)

18
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1. Multinational needs and confidence assessment in 21 countries and more
than 4,000 respondents

2. Development oftraining (e-l ear ni ng, masterclasses, WwWo
3. Development of iPACTqguideline
4. Presentations on (inter)national congresses (FIP, ESCP, ESC)

5. Benefits of pharmacists in detecting AF: Know Your Pulse

19
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12h40: Understanding the needs of pharmacists in managing
anticoagulation

12h55: Supporting the needs of pharmacists to improve
pharmaceutical outcomes

13n10: Warfarin management in community pharmacy

13n25: Integral role of pharmacies in early detection of atrial
fibrillation

13h40: Q&A

20
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UNDERSTANDINGHE NEED3OF PHARMACISTS
IN MANAGING ANTICOAGULATION

DOESTHE CONTINENTYOU WORKIN MEANSYOURNEEDS

ARE DIFFERENT?

John Papastergiou
Seoul, 11t September 2017
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A LITTLE MORE ABOUT ORAL GPACT i
ANTI COAGULATI ONE&

Efficacy

A Warfarin and DOACdgecrease recurrence of VTE by 83%
compared to placebo, and decrease risk of ischemic stroke by
60%iIn patients with Afib

Usage
A In 2014, DOACsaccounted for 15.5%of global anticoagulant
market, whereas warfarin declined to 72%

A There was a 3x increase in use of DOAC®etween 2013 and
2014

Adherence

AINR may serve as an indicated of patient adherence with
warfarin, however for DOACSs predominantly from self-
reported intake




PHARMACRGLES S GPACT &

CARE TASKFORCE

Problem

A Adherence A Recent dabigatran analysis revealed a 10%
decrease in adherence resulted in a 13% increaserisk of
stroke in AF patients.

A Self-reported adherence rates with DOACsare as low as 57%

Problem

l@ JIU
> y 9 ===




AIMS & OBJECTIVES 1PACT

To identify self-reported gaps in competences and confidence
among practicing pharmacists in the area of anticoagulation and to
identify variances in confidence levels between different

countries.

1. To identify demographic -related trends in confidence levels

2. To compare confidence levels of pharmacists between
different countries

3. To identify therapeutic areas for additional education

4. To determine preferred method of education delivery



METHODS

Step 1: Expert working
group to create and
validate questionnaire

Step 2: Distribute

guestionnaire to
pharmacists in

participating countries

Step 5: Identify gaps in
knowledge and

SPACT

Step 3: Survey
completion and data
collection

Step 4: Pool data and
analyze results

INTERNATIOMAL
PHARMACISTS FOR
ANTICOAGULATION
CARE TASKFORCE



NEEDS ASSESSMENT SURVEY 1IPACT

6 demographic questions

- Gender, age, country, years of work experience, level of
education, and practice setting

9 survey questions:
- Comfort with counselling VKA, LMWH and DOAC

- Comfort with individual counselling points (benefit,
Indication, adverse events, missed doses, switching
agents)

Type of reference used in practice

Interest in additional education

Preferred topic areas for additional education
Preferred method of education delivery

Interest in having a quick reference or pocket guide




RESULTS: COUNTRIES GPACT

CARE TASKFORCE

conmy | 21 COUNTRIES

AUSTRALIA 66 (1.6)

BELGIUM 408 (9.7) Excluded

BRAZIL 519 (12.3)

CANADA 356 (8.5)

CZECH REPUBLIC | 236(5.6)

FRANCE 307(7.3)

GERMANY 281(6.7)

HUNGARY 228 (5.4)

ARABIC STATES® | 89(2.1)

SPAIN 285 (6.8)

ENGLAND 175 (4.2)

PORTUGAL 179 (4.2)

NETHERLANDS 118(2.8)

CROATIA 182 (4.3)

IRELAND 96 (2.3)

NEW ZEALAND 233 (5.7) Countries with no response
ARGENTINA 132 (3.1) rates (Peru) or

SLOVAKIA 316 (7.5) low response rates (USA,
TOTAL 4212 (100) Slovenia, Chile)

[*Qatar, Kuwait, UAE, Saudi Arabia)



RESULTSDEMOGRAPHICS C?PACT

CARE TASKFORCE

27.7% 72.3%
(1167) (3045)

i,

+PHARMACY

i +

COMMUNIT HOSPITAL OTHER

67.7% 27.5% 4.8 %




RESULTSDEMOGRAPHICS

m Age 18-29 = Age 30-39 = Age 40-50 = Over 50

L INTERMNATIONAL
PHARMACISTS FOR

I ANTICOAGULATION
CARE TASKFORCE

Years of Pharmacy Experience

27% 27%
19%

<5years 6-10yearsll - 15 yeard6 - 20 years> 20 years




PharmD

MSc
BSc

'

29% 26% 20%

PhD

8%

IPACT

Other 17 %



RESULTSCONFIDENCE LEVELSBKA C’f PACT : =

CARE TASKFORCE

Top 5 Most Confident Countries

= N P2

s » i 1IN« ¥
* - 7N\ )

Netherlands England New Zealand
94.1% 92.6% 91.6%

Top 5 Least Confident Countries

s ) A
Argentina Brazil Germany Spain Arabic States
54.5% 55.5% 65.1% 67.0% 67.4%

Australia Ireland

97% 94.8%




RESULTSCONFIDENCH.EVELSDOAC GPACT i

Top 5 Most Confident Countries

> ——
<-d K%
¥ .

Canada

INEIGEERRS Australia

78.8% 75.8% 75.8%

82.3%
Top 5 Least Confident Countries

O

Brazil Argentina Slovakia Czech Republic
21.6% 28.0% 30.1% 32.6%
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RESULTS: COMBINED CONFIDENCE LEVEL FOR PACT i
ANTICOAGULANT CLASSES

100,00
P-value <0.0001
T5.00
§ 000 not being confident in
providing necessary
25.00 Information on the DOACs

VKAS DOACSs

Class



RESULTS: CONFIDENG

VEL TRENDS

Figure 2: Distribution of pharmacists’ confidence by pharmacotherapeutic group

SPACT

Australia
Ireland
Netherlands
England
New Zealand
France
Canada
Czech Republic
Belgium
Croatia
Portugal
Hungary
Slovakia
Arabic states
Spain
Germany

Brazil

Argentina
0% 20% 40% 60% 80% 100%

= Very confident or confident

H Not so confident or not confident at all

NOACs

Ireland
Netherlands
Australia
Canada
England
New Zealand
Belgium
Spain
Germany
Portugal
France
Arabic states
Croatia
Czech Republic
Hungary
Slovakia
Argentina
Brazil

0% 20% 40% o60% 80%

W Very confident or confident
H Not so confident or not confident at all

100%

INTERNATIONAL
PHARMACISTS FOR
ANTICOAGULATION
CARE TASKFORCE



RESULTS: CONFIDENGEEVEL TRENDS C?PACT

CARE TASKFORCE

VKA >DOAC4dn confidence levels

U Likely due to the DOACdeing introduced into the market

relatively recently

U DOACase varied between countries



RESULTS: CONFIDENQEEVEL TRENDS GPACT

Overall confidence

U Higher GDP countries tend to have advanced practice and

higher scores

U Countries that have well -developed pharmacy practice

standards showed higher confidence levels

U Respondents from South America were persistently less

confident



RESULTS: CONFIDENCE LEVELS C’f PACT : =

CARE TASKFORCE

AGE

Confidence levels not affected by age, experience of

pharmacy practice or additional formal education

3 *PHARMACY »

//+

In general, hospital pharmacists displayed higher

confidence levels compared to community



RESULTS: CONFIDENCE LEVELS BY GPACT i
COUNSELLING TYPE

% of pharmacists who reported being very confident or confident

-ommendations
36.3%

discussing bleeding risk, INR monitoring,
bridging therapies, switching therapies, or

drug interactions

Clear trend that pharmacists are less confident when the task becomes more
complex



INTERNATIONAL

RESULTS: CONFIDENCE LEVEBS CONTINENT C?PACngz;;ﬂ;gg;s;zgs

20,00

19,00

=
[=]
=]

95% IC Basic confidence

15,00

17,00

Continent

Basic Pharmaceutical Care
Drug delivery and disease related
information

95% IC Advanced

19,00

18,00

17,00

16,00 |
o
14,00 [

T
South America

Continent

Advanced Pharmaceutical Care
(E.g. identification and
treatment of bleeds)



OPPORTUNITIES FOR EDUCATION GPACT v

CARE TASKFORCE

@+ @=
o Personalized
70.2% E-Learning
o)
o
o
68.20

preferred




CONCLUSIONS® KEYFINDINGS SGPACT i

CARE TASKFORCE

KOverall, pharmacists were less confident in speaking to patients about the
newer DOACs are compared to older VKAs

Aviany pharmacists reported being not confident in speaking about aspects
such as bleeding management, INR monitoring, switching, etc.

AGenerally, lower GDP countries with less advanced pharmacy practice
scored lower

Andditional education or years of work experience did not correlate to
greater confidence

Aviajority of pharmacists would like to receive additional education on
anticoagulation therapy

A-learning modules was identified as the preferred method of content
delivery

Q Aviany more opportunities for additional resources on the topic ( eg. FAQS)




PHARMACISTS' CONFIDENG¥HHEN PROVIDING
PHARMACEUTICAL CAREN ANTICOAGULANTS,
A MULTINATIONALSURVEY

. J. Papastergiou, F De Rangq F. Alves da Costa, S. Antoniou, S.
Steurbaut, S. Rydant, K. Ladova, N. Kheir, R. Viola. M. Dolores
on behalf of the IPACTworking group dsubmitted to IJCP



THANK YOU GPACT

CARE TASKFORCE

JOHNPAPASTERGIOU

John.papastergiou@ipact.org
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12h40: Understanding the needs of pharmacists in managing
anticoagulation

12h55: Supporting the needs of pharmacists to improve
pharmaceutical outcomes

13n10: Warfarin management in community pharmacy

13n25: Integral role of pharmacies in early detection of atrial
fibrillation

13h40: Q&A
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SUPPORTIN@HE NEEDSOF PHARMACIST3O
IMPROVEPHARMACEUTICADUTCOMES

PRESENTATION OF THHPACT GUIDELINETHROUGH

CASEBASEDDISCUSSION

Dr BJF (Bart) van den Bemt (pharmacist/ clinical pharmacologist), on behalf of iPACT
Seoul, 11t September 2017



BART VAN DENBEMTDISCLOSURES GPACT i

Sr. Researcher StMaartens Kliniek

Travel grant - Bayer AG
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1. Isthere a problem?
2. Important role of the pharmacist
3. What can the pharmacist do? The IPACT guideline

4. Future plans
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1. Isthere a problem?
2. Important role of the pharmacist
3. What can the pharmacist do? The IPACT guideline

4. Future plans
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PROBLEMS I GPACT:
UNDER AND OVERDOSING

4%

Renal indication for No renal indication for
reduced dose reduced dose

I Appropriately dosed B Over-dosed (Renal I Appropriately dosed (No [l Under-dosed (No renal
(Renal indication for indication for dose renal indication for dose indication for dose
dose reduction, and reduction but received reduction, and received reduction, but received a
received reduced dose) standard dose) a standard dose) reduced dose)

1. Yao 2017 .



PROBLEMS || GPACT:
CONSEQUENCBE®RONGDOSING

60

Baseline NOAC Dosing "Recommended Dose

50—
MUnder-Dosed

MOver-Dosed

30—

20

Events During Follow-up (per 100 Patient-Years)

10—

0 - - ;
Major Bleeding SSE M All All-Cause Mortality
Hospitalization

1. Steinberg 2016 o2
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EXTENT OF NONADHERENCE

Apixaban
(n=3900)

Dabigatran
(n=10 235)

Rivaroxaban
(=12 336)

All NOACs
(=26 471)

Warfarin
(n=38 190)

P Value (All
NOACs Poc
vs Warfarin

52.1% (50.3-53.9)

45.9% (44.8-47.1)

47.6% (46.6-48.7)

47.5% (46.7-48.2)

38.7% (38.1-39.3)

<0.001

40.6% (35.8-45.4)

28.6% (26.3-30.9)

30.8% (28.7-32.9)

30.8% (29.3-32.3)

25.2% (23.4-27.0)

<0.001

51.9% (48.9-55.0)

46.9% (45.1-48.6)

48.8% (47.2-50.5)

48.3% (47.2-49.5)

37.3% (36.3-38.4)

<0.001

54.1% (51.8-56.5)

48.7% (47.1-50.3)

50.1% (48.7-51.5)

50.1% (49.0-51.1)

42.0% (41.3-42.7)

<0.001

1. Yao 2017 =



PROBLEMS I GPACT:
IMPACT OF NONADHERENCE

A Stroke of systemic embolism B Major bleeding
6.0 -
2.0 -
Q
5.0 :
Bis -
40 - 8
2 T
5
B30 1.0 -
53
v}
T
2.0 A 05 -
1.0 0.0 -
CHA2DS2-Vasc 0, 1 CHA2DS2-Vasc 2, 3 CHA2DS2-Vasc 24
0.0 -
CHA2DS2-Vasc 0, 1 CHA2DS2-Vasc 2, 3 CHA2DS2-Vasc 24
Cumulative Time Off OACs (<1 Week as Reference) Cumulative Time Off OACs (<1 Week as Reference)
®1week-1month ®W1-3months m3-6 months M 26 months ®1lweek-lmonth ®1-3months m3-6months ™26 months

1. Yao 2017 54



@ INTERNATIONAL
AAAAAAAAAAAAAA

I ANTICOAGULATION
CARE TASKFORCE

1. Isthere a problem?
2. Important role of the pharmacist
3. What can the pharmacist do? The IPACT guideline

4. Future plans
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PHARMACISTAREIMPORTANT

Implementation of non-vitamin K antagonist ®e
oral anticoagulants in daily practice: the need

for comprehensive education for professionals

and patients

Hein Heidbuchel”", Dana Berti?, Manuel Campos®, Lien Desteghe’, Ana Parente Freixo®, Anténio Robalo Nunes®,
\anessa Roldan®, Vincenzo Toschi’ and Riitta Lassila®

1. Heidbuchel 2015

SPACT

The pharmacist

Pharmacists have an important (and so far underestimated
and underused) role in the monitoring of patient adher-
ence to NOAC treatment. In particular, they can check
that patients understand the dose and regimen, as well
as reinforcing general educational messages (Table 2,
Figure 1). Hospital departments or anticoagulation clinics
should proactively engage with pharmacists to ensure they
can effectively participate in the management of patients
receiving anticoagulants. Some countries have national
databases that support the pharmacist in evaluating
patient adherence. Further research into the development
of such systems is warranted.

Opinion statements

o Pharmacists are important in checking patient
adherence

o Hospital departments or anticoagulation clinics
should proactively engage with pharmacists and
provide them with education on NOACs, including
drug interactions

INTERNATIONAL
PHARMACISTS FOR
ANTICOAGULATION
CARE TASKFORCE
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PHARMACISTSN GUIDELINE GPACT i

o
HOSPITAL
PHYSICIANS

Patient Patient referred to specialist Patient - Patient pathway

presents fo presents fo EDUCATION
GF PATHWAYS

hospital

TO PATIENT

Fatiant diagnosad with VTEAF

L")
ANTICOAGULATION
NURSE

Discharged
to GP

Dischargad fo
antieoagulatien clinle

TO GP

GP Nurse coordinator at anticoagulation clinic
* May see patient for general health checks or AF axpert cantre
* Resohve routine lssues and take holistic approach + Sea patient at intervals basad on nead
+ Rafer patient to speacialist'dinic in evenl of issee « Resolve routine issues and take holistic approach
= Consultabon with initial prescnber if neadad (a.g. wormisome blaading)

\ /

FPatient in the
community

TO PATIENT

TO PATIENT

TO PHARMACIST TO PHARMACIST

TO PATIENT

1. Heidbuchel 2015 2
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1. Isthere a problem?
2. Important role of the pharmacist
3. What can the pharmacist do? The IPACT guideline

4. Future plans
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IPACTGUIDELINE GPACT

CARE TASKFORCE

IPACTFguideline

Interprofessional guideline to support

Patients receiving Anti Coagulation Therapy:

59



PH;‘-\RMACI&T FUR
ANTICOAGULATION
CARE TASKFORCE

Development of a quideline

A Literature research existing guidelines
A Literature research existing interventions

A Delphi study

60



SYNTHESI®F REVIEWRESULTS

Patient personalised

package of care

] INTERNATIONAL
PHARMACISTS FOR

I ANTICOAGULATION
CARE TASKFORCE

Optimise oral
anticoagulant outcome

workforce and governance

Adherenceinterventions

Shared careself-
management

Patienteducation

Anti-coagulation
pharmacist-nurse

Telemedicine

and safety

Medicationreview/ Medicaltraining

clinicalrules

Treatment plan Processnanagement
Pharmacogenetidosing  workforce
Pharmacotherapeutic Governance
surveillance

INRmonioring patient self
testing, point of care
testing

Medicationsupply

Transfer of cardetween
health caresettings 61



DEVELOPMENPROCESS GPACT

CARE TASKFORCE

A 5 Delphi rounds
A March 8 September 2016
A Expert panel: 26 iPACTmembers

A Broader consultation of o6key opini:
organizations of different countries/ disciplines

62
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Overview of existing
guidelines and
interventions

Guideline domains
and subdomains

First draft guideline
recommendations

Adapted guideline

recommendations
63
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Final draft guideline
recommendations

Final set guideline
recommendations

Scientific article

64
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18 guideline recommendations on pharmaceutical
anticoagulant care

Main and sub-recommendations

Uniform & multidisciplinary

65



18 Guidelinerecommendations

Title

1. Shared care/ self
management

2. Patient communication
and engagement

3. Patient education

4. Therapy plan

5. Lifestyle, cultural
specific, and clinical
aspects

6. Adherencedo
medication

Main recommendation

Patientsandtheir caregivers should have access to appropriate and
consistent information and support, in order to make informed choices a
the use of oral anticoagulants, the implications of choosing not to take tt
and the possibility to sethanage their anticoagulant therapy.

Communication with and the involvement of patieatsl their caregivers
should be considered an integral component of safe and effective
pharmaceutical anticoagulant care.

Patients and their caregivers should be provided wéthd at all times have
access to clear, understandable, and evideAgased information on oral
anticoagulant therapy to ensure safe and effective use of oral
anticoagulants.

To maximize the effect and minimize the risks of therapy, an appropriate
individualized therapy plan should be provided to each patient on oral
anticoagulants. This therapy plan should be periodically reviewed
throughout the course of anticoagulant therapy.

Lifestyle, culturakpecific, and clinical aspects should be taken into account
in the management of patients on oral anticoagulant therapy.

In patients using oral anticoagulant medication, adherence and persiste
to therapy should be assessed and supported. Patients and their caregi
should be educated on adherence.
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18 Guidelinerecommendations

Title
7. INRmonitoring

8. Pharmacogenetic
assessment

9. Transfer of care betweer
health care settings

10. Medication
reconcilliationand
medication review

11. Medication supply

12.Telemedicine

Main recommendation

Ly LI 0ASyYyda dza Ay InomAise@dia (INR)KSSould
be monitored regularly to ensure safe and effective anticoagulant
therapy.

Pharmacogenetitesting may be considered in selected hitgk
patientsto ensure safe and effective anticoagulant dosing.

I OOdzNJF 0S AYyF2NXI GA2Y | o2dzi LI @
including current medications, should be transferred accurately
between different health care settings to ensure seamless care.

In patients on oral anticoagulant therapy, medication reconciliation
medication review should be performed on a regular basis to ensur
safe, effective, and clinically appropriate use of medication.

Patients on oral anticoagulants should have a continuous supply of
anticoagulants, including appropriate dosing instructions, to ensure
safe and effective therapy.

Patients on oral anticoagulant therapy should be offaedmedicine
as a service, in order to support them with the use of their
anticoagulants and to give them remote access to care.

67



18 Guidelinerecommendations

Title
13.Pharmacovigilance

14.Screening

15. Governance

16.Pharmaceutical
workforce

17.Roleof specialized
pharmacist nurse

18. ContinuingProfessional
Development (CPD)

Main recommendation

The incidence (if any), prevalence, and recurrence of oral anticoagulant
related adverse events should be determined, monitored, and reported.

Patients with risk factors (age > 65 years, diabetes, hypertension, or
common AF symptomapt receiving anticoagulant therapy should be
routinely screened on AF, and (if needed) referred to a physician for
diagnosis

A governance framework (e.g., clinical guidelines, audits, and standard
operating procedures (SOPs)) should be developed to ensure safe and
effective oral anticoagulant management. This framework (independent
from the pharmaceutical industry) should reflect current guidelines, safe
practices, and patient surveys

The pharmacy team should have the right skill mix, capability, and capa
to develop and provide safe and highality services to patients on oral
anticoagulant therapy, in order to prevent adverse patient outcomes (e.(
AFrelated stroke, haemorrhage, myocardial infarction)

Specialized pharmacists or nurses should offer ongoing suppoatients
on oral anticoagulant therapy

All pharmaceutical staff involved in anticoagulant care should receive al
appropriate level of Continuing Professional Development (CPD), incluc
staff training, ongoing educational development, and documented

competency assessment, to ensure safe and effective anticoagulant cal
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TOP 5 RECOMMENDATIONS GPACT: =

CARE TASKFORCE

1. INR-Monitoring

2. Transfer of care between health care settings
3. Adherence to medication

4. Patient communication and Engagement

5. Medication reconciliation and medication review
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RegulaiNR
monitoringfor safe,
effectivetherapy

POC or lafbesting

J

N

Adviceand education
on selftesting' dosing

J

N

Doseadjustmentsin
responseto INR
measures

J

N

TTR procedures in
place(>65%)

medication communication
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1. Isthere a problem?
2. Important role of the pharmacist
3. What can the pharmacist do? The IPACT guideline

4. Future plans
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FUTUREPLANS GPACT &

E TASKFORCE

A Implementation in national settings

A Sharing/collaborating with other stakeholders/organizations

72




FUTUREPLANS GPACT:

1. Education
2. Inventory existing materials/initiatives for main domains guideline

3. Making these oinvented wheel so avail abl e

4. Create materials for missing themes
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THANK YOU GPACT &

CARE TASKFORCE

BART VAN DENBEMT

TEL.: + 3124 365 9061
EMAIL: BART.VANDENBEMT@IPACT.ORG
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12h40: Understanding the needs of pharmacists in managing
anticoagulation

12h55: Supporting the needs of pharmacists to improve
pharmaceutical outcomes

13n10: Warfarin management in community pharmacy

13n25: Integral role of pharmacies in early detection of atrial
fibrillation

13h40: Q&A
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WARFARINMANAGEMENT IN COMMUNITY
PHARMACYO THE NEWZEALANDEXPERIENCE

APPLICATIONOF THE IPACT GUIDELINE

Dale Griffiths FPS MNZCP, on behalfof IPACT
Seoul, 11t September 2017
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IPACTmember

Received honoraria, speaker fees from
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THE IPACT GUIDELINES AT WORK GPACT &

CARE TASKFORCE

A New Zealand & Healthcare System
A CPAMS Service

A iPACT Guidelines
A INR Monitoring
A Transfer of Care
A Adherence to therapy
A Patient Communication and Engagement
A Cultural influences
A Medicine Reconciliation and medication review
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NEW ZEALAND GPACT

CARE TASKFORCE

Land Area 268021kn?
Population Density 17.5 persons/km?
North Island waE GDP per capita ~ $36950

South Island
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NEW ZEALAND DEMOGRAPHICS GPACT &

CARE TASKFORCE

Population
A 4,799,018 est July 2017

In Detall*
A 51.3% Female48.7 Male
A 14.7% over 65 years old
A 74% European
A 15% Maori
A 12% Asian
A 7% Pacific peoples
A 1% Middle eastern/Latin American/African

1. https://www.stats.govt.nz 80

2. 2013 Census



HEALTHCARE IN NZ GPACT:

A Centrally funded and focus of political attention
A Similar to the NHS

A Financially constrained (newer medicines are not
publicly funded)

A Medicines and hospital supplies are centrally
negotiated
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Community Pharmacy Anticoagulation Service (CPAMS)

Community based INR management service

Atrialin2010 (excl usion: ounstabl-e6 patient
neoplastic treatment, antiphospholipid syndrome)

A Significant Increase in Time in Therapeutic Range (TTR)
A From standard care at 61.8%* to 78.5%

A High levels of patient satisfaction and of general practioner
satisfaction

A Best estimate 82



CPAMS EXPANDED P ACT =

CARE TASKFORCE

A Currently operates from over 150 pharmacies
A Manages more than 7000 patients

A TTR >73% nationally
A Warfarin is the only Vitamin K antagonist
A Two non-interchangeable brands

A Only one DOAC
A Dabigatran

1. http://centraltas.co.nz/assets/Pharmacy/CPANIReportJutDec2016.pdf 83




IPACTGUIDELINE GPACT

CARE TASKFORCE

Application of the IPACT -guideline In

warfarin management

84



INR MONITORING PACT PEARMACETS For

CARE TASKFORCE

INR Management

A Access to INR Management is improved

A Greater patient involvement in management
A Greater patient satisfaction

A Better adherence to therapy

A Better adherence to testing

A Proactive management

85



TRANSFER OF CARE

Hospitalisations are measured
A Causes measured

Medicine changes are noted
A In decision support software
A Pharmacy PMS

Leads to further pharmacist intervention
A Addition to pharmacy patient records
A Notes to general practioner
A Referal to medicine review services

“TPACT:

PH .B.FEMACISTS FUR
ANTICOAGULATION
CARE TASKFORCE
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ADHERENCE TO THERAPY

High levels of patient engagement
A 75% of tests on time (nationally)
A Further 10%= 3 days
A Self-referrals
A Prior to surgery or GP visits
A Undue bruising or bleeding

Reminders
A E-mail, phone or text (SMS)
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PATIENT COMMUNICATION AND ENGAGEMENT§ PA C T it

RRRRRRRRRRRRR

More patient involvement
A Ability to ask questions
A Bringing family or friend to the test

Re-education is an important part of engagement
A Video
A Flipchart

Less pain and easier sample access
A Finger prick vs. venous sample

Quicker turnaround time
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MEDICINE RECONCILIATION AND I\/IEDICATIOI\F PACT : =
REVIEW

CPAMS consultation leads to

A Pharmacist lead medication review
A In-pharmacy medicines reconciliation
A Medicines reconciliation on GPs PMS

A Clarification of medicine changes made during
hospitalisation

89
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12h40: Understanding the needs of pharmacists in managing
anticoagulation

12h55: Supporting the needs of pharmacists to improve
pharmaceutical outcomes

13n10: Warfarin management in community pharmacy

13n25: Integral role of pharmacies in early detection of atrial
fibrillation

13h40: Q&A
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THE INTEGRALROLEOF THE PHARMACISTN
THE EARLYDETECTIONOF ATRIAL
FIBRILLATION

WHAT CANYOU DQO?

Filipa Alves da Costa
Seoul, 11t September 2017
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Every
someone suffers an
-related stroke




INTERMNATIONAL

POTENTIAL ROLE OF PHARMACIST IN CfPACTiniiﬁiéfifTTSS
ATRIAL FIBRILLATION

ol (W

M W W (WM

CARE TASKFORCE

To contribute to early detection of undiagnosed patients
To contribute to early institution of treatment using the
most up-to-date evidence, while considering effectiveness
of early treatment

To support physicians in treatment choice

To be an effective allied in the medication chain making
use of its location and knowledge

To support patients in understanding the need for
treatment

To support patients in adapting their lives to medicines
taking behaviour

To reach areas of the health care system where no health
care professionals effectively support patient care



EARLYDETECTIONOF THE UNDIAGNOSED PACT S
PATIENT

A Identification of symptoms:

Fatigue, palpitations, dizziness, chest pains and
breathlessness

A Symptoms may be experienced on a regular basis,
intermittently or not at all 12

A Many people with AF lack any symptoms'®

More than half of episodes of AF are not felt by the
patient

1. http://www.nhlbi.nih.gov/health/dci/Diseases/af/af_what.html;

2. http://www.patient.co.uk/health/Atrial-Fibrillation.htm
3. PAFAC and SOPAT trials.



ASYMPTOMATIC PATIENTS GPACT i
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A The pulse may be regular or irregular and this may be felt
manual l yeé

A AF if present, can be diagnosed using an electrocardiogram 1

Regular rhythm Irregular rhythm
S 2 Pvtve ¥ ¥ 3 LS IR A 4 2

A SN

1. Ashley EA &liebauerd. Cardiology explaineRemedicalLondon 2004.
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Olmsted County/Mayo
15.9 Clinic data (assuming a
continued increase in the
AF incidence)?!

-
[8)]
'

—
.
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Olmsted County/Mayo
Clinic data (assuming no
further increase in the AF

incidence)?!

—
[\l
i

—
o
'

ATRIA study data?

2.94

Patients with atrial fibrillation (millions)
[0 0]

2.66
208 2.26 24

0 , Year

1990 1995 2000 2005 2010 2015 2020 2025 2030 2035 2040 2045 2050

1. MiyasakaY et al, Circulation2006;114:119125

2. Go A%t al, JAMA2001;285:237§2375




EVALUATION OF RISK FACTORS C?PACT

European ageelated prevalencé US ageelated prevalencé
20 20
Women (n=4053) Women (n=7995)
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1. Heeringalet al, EurHeart 2006;27:949953

CARE TASKFORCE

2. Go A%t al, JAMA2001;285:237§2375




Every
someone suffers an
-related stroke

AF can be detected by a simple pulse check
Protect your heart and your mind




SCREENING

European Heart Journal (2016) 37, 2893-2962 ESC GUIDELINES

furarean dol:10.1093/eurheartj/ehw210

2016 ESC Guidelines for the management of atrial
fibrillation developed in collaboration with EACTS

The Task Force for the management of atrial fibrillation of the
European Society of Cardiology (ESC)

Developed with the special contribution of the European Heart
Rhythm Association (EHRA) of the ESC

Endorsed by the European Stroke Organisation (ESO)

SPACT

Recommendations for screening for atrial fibrillation

Opportunistic screening for AF is
recommended by pulse taking or
ECG rhythm strip in patients

stroke, screening for AF is
recommended by short-term ECG
recording followed by continuous

ECG monitoring for at least 72 hours.

It is recommended to interrogate
pacemakers and ICDs on a regular

basis for atrial high rate episodes
T T o — {AHRE). Patients with AHRE should
e REecommendation for screening of AF
Manuel €
(B:nlgium
Antonis !
(Romani Recommendations Class® Level © Ref*
and Pana
Documene Opportunistic screening for
iy Comek AF in patients 265 years of age
s using pulse-taking followed by 1415
o an ECG is recommended to ’
s allow timely detection
= of AR

The content of the:
Guidelines may be
wersity Press, the p

"Class of recommendation.
BLevel of evidence.
“References.

AF = atrial fibrillation; ECG = electrocardiogram.

INTERNATIONAL
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SCREENING GPACT
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A randomised controlled trial
and cost-effectiveness study
of systematic screening (targeted

Table 2| New cases of atrial fibrillation (AF) bytrial arm identified in case notes 12 months after baseline

and total population screening) versus NEWI}' identified

routine practice for the detection of . . . . . .

arial fibrillation in people aged 65 Group Patients Baseline AF Missing notes Denominator (ases New case detection %
and over. The SAFE study

FDR Hobbs,' DA Fitzmaurice, S Jowert,! Control 4936 389 34 4513 47 1.04

JMant," S Bryan,? ] Raftery®
M Davies’ and G Lip*

B e ey o G . Uy Intervention:

Eﬁﬁkm@m’wm e Total 9866 679 ” e & =

— Opportunistic* 4933 340 18 4575 " o
Systematic* 4933 339 32 4562 74 1.62

*Subsets of total intervention population.

Detection of

Executive summary
Heaith Technology Assessment 2005; Vol 9 No. 40

Health Technology Assessment
NHS R&D HTA Programme

APeople O 65 years
A Opportunistic pulse palpation

1. Fitzmaurice, D. A et @MJ2007;335:383
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Screening to identify unknown atrial fibrillation

A systematic review

Nicole Lowres'; Lis Neubeck?; Julie Redfern?; 5. Ben Freedman'

"University of Sydney, ANZAC Research Institute and Department of Cardiology, Concord Hospital Sydney, Mew South Wales, Australia; ‘The George Institute for Global Health,

Sydniy, New South Wales, Australia

Summary

Atrial fibrillation (AF) is associated with a significantly increased
stroke risk which is highly preventable with appropriate oral antico-
agulant therapy (OAC). However, AF may be asymptomatic and unre-
cognised prior to stroke. We aimed to determine if single time-point
screening for AF could identify sufficient numbers with previously un-
diagnosed AF, to be effective for stroke prevention. This is a systematic
review of clinical trials, by searching electronic medical databases, ref-
erence lists and grey literature. Studies were included if they evaluated
a general ambulant adult population, using electrocardiography or
pulse palpation to identify AF. We identified 30 individual studies
(n=122,571, mean age 64 years, 54% male) in nine countries. Partici-
pants were recruited either from general practitioner and outpatient
clinics (12 studies) or population screening/community adwvertise-
ments {18 studies). Prevalence of AF across all studies was 2.3% (95%

Cl, 2.2-2.4%), increasing to 4.4% (Cl, 4.1-4.6%) in those =65 years
(16 studies, n= 27,884). Overall incidence of previously unknown AF
(14 studies, n=67,772) was 1.0% (Cl, 0.89-1.04%), increasing to
1.4% (Cl, 1.2-1.6%) in those =65 years (8 studies, n= 18,189) in
whom screening setting did not influence incidence identified. Of
those with previously unknown AF, 67% were at high risk of stroke.
Screening can identify 1.4% of the population 265 years with pre-
viously undiagnosed AF. Many of those identified would be eligible for,
and benefit from OAC to prevent stroke. Given this incidence, commu-
nity AF screening strategies in at risk older age groups could poten-
tially reduce the overall health burden associated with AF.

Keywords
Clinical studies, prevention, stroke/prevention

Incidence 1.4% in age =65 ... clinic or community

1. LowresN et al, ThrombHaemost2013;110:218222




WHAT ABOUT THE PHARMACIST?

Open Access Protocol

BM]

open

Screening Education And Recognition in
Community pHarmacies of Atrial
Fibrillation to prevent stroke in an

New Technologies, Diagnostic Tools and Drugs

S

ambulant population aged 265 ye
(SEARCH-AF stroke prevention s
a cross-sectional study protocol

Nicole Lowres,"® Saul Benedict Freedman,"?? Julie Redfern,®*
Andrew McLachlan,®® Ines Krass,® Alexandra Bennett,>® Thomas B
Adrian Bauman,? Lis Neubeck®*

THE NEW ZEALAND .-
MEDICAL JOURNAL

Journal of the New Zealand Medical Association

Pharmacy-based screening for atrial fibrillatic
Maori and Pacific populations

Feasibility and cost effectiveness of stroke prevention through
community screening for atrial fibrillation using iPhone ECG in

pharmacies
The SEARCH-AF study

Nicole Lowres™23; Lis Neubeck>; Glenn Salkeld®; Ines Krass”; Andrew J. McLachlan™$; Julle Redfern®%; Alexandra A. Bennett™=;
Tom Briffa®; Adrian Bauman®; Carlos Martinez; Christopher Wallenhorst'; Jerrett K. Lau”; David B. Brieger'*?; Raymond W. Sy'23;

5. Ben Freedman -3

1Cardiology Department, Concord Repatriation General Hospital, University of Sydney, Sydney, New South Wales, Australla; 2Anzac Research Instituta, Sydney, New South Wales,
Australia; 3Sydney Medical School, University of Sydney, Sydney, New South Wales, Australia; “The Geonge Institute for Global Health, Sydney, New South Wales, Australia; 5Sydney
MNursing School, University of Sydney, Sydney, New South Wales, Australiz; #School of Public Health, University of Sydney, Sydney, New South Wales, Australia; "Faculty of
Pharmacy, University of Sydney, Sydney, New South Wales, Australia; ®Centre for Education and Research on Aging, Concord Repatriation General Hospital, Sydnay, New South

Wales, Australlz; *School of Population Health, University of Westemn Australla, Perth, Western Australla, Australia; "“institute for E

Frankfurt, Gemmany

Summary

Atrial fibrillation (AF) causes a third of all strokes, but often goes un-
detected before stroke. Identification of unknown AF in the commu-
nity and subsequent anti-thrombotic treatment could reduce stroke
burden. We investigated community screening for unknown AF using
an iIPhone electrocardiogram (IECG) in pharmacies, and determined
the cost-effectiveness of this strategy. Pharmacists performed pulse
palpation and IECG recordings, with G IECG over-readi
General practitioner review/12-lead ECG was fadlitated for suspected
new AF. An automated AF algorithm was retrospectively applied to
collected IECGs. Cost-effectiveness analysis incorporated costs of IECG
screening, and treatmentfoutcome data from a United Kingdom co-
hort of 5,555 patients with incidentally detected asymptomatic AF. A
total of 1,000 pharmacy customers aged =65 years (mean 76 = 7
years; 44% male) were screened. Newly identified AF was found in
1.5% (95% CI, 0.8-2.5%); mean age 79 = 6 years; all had
CHA,DS,-VASC score =2. AF prevalence was 6.7% (67/1,000). The

gy, Statistics and GmibH,

automated IECG algorithm showed 98.5% (CI, 92—100%) sensitivity
for AF detection and 91.4% (Cl, 89—93%) specificity. The incremental
cost-effecti ratio of IECG into the commu-
nity, based on 55% warfarin prescription adherence, would be
SAUDS,988 (€3,142; SUSD4,066) per Quality Adjusted Life Year gained
and $AUD30,481 (€15,993; $USD20,695) for preventing one stroke.
Sensitivity amalysis indicated cost-effectiveness improved with in-
areased treatment adherence. Screening with IECG in pharmacdies with
an automated algorithm is both feasible and cost-effective. The high

and largely pi stroke/ risk of those with
newly identified AF highlights the likely benefits of community AF
screening. G of © IECG AF screen-
ing should be considered.

Keywords

Atrial fibrillation, screening, stroke p on, cost-effecti
anticoagulation

INTERNATIOMAL
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14. SCREENING

Main recommendation

Patients with risk factors (e.g., age > 65 years, diabetes, hypertension, or common AF sympt
not receiving OAT should be routinely screened on AF, and (if needed) referred to a physicia
diagnosis.

Specifications

1  Screening for AF could be performed by any trained health care provider in primary care settings (e.g., by
community pharmacist, and/or general practitioner) as well as by physicians in hospital settings

1  Screening for AF could be carried out by any appropriately validated method, including the use of
electronic devices to enhance the reliability of detection (e.g., mobile app)

1 When AF is found to be present at screening, patients should be referred to their treating physician for
diagnosis. The health care provider who performed the screening procedure should advise the patient of
the risks of not completing the followup process

1. iIPACTuideline¢ submittedEurHeart J



WHAT ARE THE SCREENING OPTIONS GPACT i

microlife

Reveal LINQ Insertable Cardiac Monitor
87% Smaller* with Enhanced Capabilities
Powerfully Small

The Reveal LINQ Insertable Cardiac Monitor is a wireless and powerfully small insertable cardiac
monitor ideal for patients experiencing infrequent symptoms that require long-term monitoring or
ongoing management. —_

L]
The Smallest, Most Powerful Insertable Cardiac Monitor
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Arrhythmia Alliance AFAssociation

EXA IVI P I E www.heartrhythmalliance.org www.afa-international.org
| B B

N L

v A
1 hospital

i1l

4 pharmacies 24 pharmacies_.
23 pharmacies

Detection rate
=0,9%

(n=1717)

=
NS « *

SPACT

F

A

4 pharmacies

1. Benefits of active involvement of community pharmacists in know your pulse awareness campaign. Presented at the Euraepgah Soci

Cardiology, Barcelona August 2017. To be publish&diReart J
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heart ;

www.heartrhythmalliance.org www.afa-international.org

week
5-11 June 2017

Referred
=143
(n=2475)

Detected
=1,0%
(n=2475)



HOW DID WE DO IT? GPACT &
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A Videos demonstrating how to manually check pulse produced
for training pharmacists in: English, French, German, Dutch,

Spanish, Hungarian, Czech, Arabic, Chinese

TRAREOLR, SRR
- ' .- NS

1. +ARS20Qa LiNBaRcEOSResd &
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LOTS OFPOSSIBILITIES

TAKE
THE PULSE CHECK
CHALLENGE

KNOW THE RHYTHM OF YOUR HEART
MANUAL OR MOBILE

it anly takes 30 seconds - yet could save your life!

KNOWYOUR PULSE.

ike The. Pulse

& Chilleng,

KNOWYOUR ECG

syt
AFAssociation  wewknomyoupuon 73
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RAISINGAWARENESS

e fodo coraz®® )

AF Association

www.afaorguk

AF Association

PO Box 6219
Shipston on Stour
CWaFabL

4k (0) 1789 867 502
info(@afa.org.uk
www_afa org.uk

Atrial fibrillation

This factsheet is intended to help those
affected by atrial fibrillation and to give

a brief description of the condition and its
treatment options.

Atrial fibrillation {also referred to as AF) is an
abnormality in the rhythm of the heart
{arrhythmia). It involves the upper chambers
of the heart, the atria, beating irregularly.

As the atria control the normal {sinus) rhythm
of the heart, this means that your pulse
becomes irregular.

Atrial fibrillation is the most common form of
arrhythmia, affecting four out of every 100 paople
over the age of 65. A patient may not feel any
symptoms when the heart rate changes from
normmal sinus rhythm to atrial fibrillation, and so
itis often only detected by your doctor when you
attend for other reasons. However, some patients
may present with palpitations (being able to feel
the increased heart rate), shortness of breath or
chest pains.

For some patients, when they have developed
atrial fibrillation, they may spontaneocusly return
to normal {sinus) rhythm after a short period of
time. However, others may find they altemats
between these two rhythms. This is called
paroxysmal atrial fibrillation.

There are many different causes of atrial
fibrillation. These include lung disease such as
chronic bronchitis and pneumonia, disease of the
heart valves, high blood pressure, heart failure,
an oweractive thyroid gland or too much alcohol.
However these are not the only causes, and for
some there may appear to be no obvious reason.

Atrial fibrillation can increase the risk of stroke.
The irregular heart rhythm causes the blood to
pool and this may cause a blood clot to form
which can then be carried to the small blood
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wvessels in the brain where it blocks the blood flow
and causes a stroke. To reduce the risk of stroke,
your doctor will assess your risk factors and
decide whether to start you on an anticoagulant.
Antiplatelet drugs (aspirin and clopidogrel) are
no longer prescribed for AF unless yvouw have had
other conditions in the past such a heart attack.

There are various ways to treat atrial fibrillation
and these can be summarised into two groups.

1. Some patients will require rate controlling
therapy. This is using medical treatments to
slow the speed of the pulse. For this the
doctor may prescribe a betablocker (such as
bisoprolol), or a calcium channel blocker
{such as diltiazem) or digoxin.

2. Some patients will require rhythm control and
attermpts may be made to retumn the heart to
sinus riwthm. This technigue is called medical
cardioversion when medicine therapy such as
amisdarone, flecainide or beta blockers is used.
Sometimes an electrical cardioversion may be
attempted, using an electrical current under
general anaesthetic. For some patients who
are symptomatic, catheter ablation or surgical
ablation may be appropriate options.
Assessment by a specialist is reguired to
consider which approach is most suitable
for an individual.

For further information on therapies and
treatments mentioned, please contact
AF Association.
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