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EMERGENCY HOSPITALIZATIONS IN THE PRE-
NOAC ERA

Most commonly implicated 
medications

Annual national estimate of hospitalizations 
among older adults in

the US,2007ς2009 (N=99,628)

Proportionof ED visits 
resulting in 

hospitalization 

n % (95%CI) %

Warfarin 33,171 33.3 (28.0ς38.5) 46.2

Insulins 13,854 13.9 (9.8ς18.0) 40.6

Oral antiplatelet agents 13,263 13.3 (7.5ς19.1) 41.5

Oral hypoglycaemicagents 10,656 10.7 (8.1ς13.3) 51.8

Opioid analgesics 4778 4.8 (3.5ς6.1) 32.4

Antibiotics 4205 4.2 (2.9ς5.5) 18.3

Digoxin 3465 3.5 (1.9ς5.0) 80.5

Antineoplastic agents 3329 3.3 (0.9ς5.8) 51.5

Antiadrenergic agents 2899 2.9 (2.1ς3.7) 35.7

Renin-angiotensininhibitors 2870 2.9 (1.7ς4.1) 32.6

Sedative or hypnoticagents 2469 2.5 (1.6ς3.3) 35.2

Anticonvulsants 1653 1.7 (0.9ς2.4) 40.0

Diuretics 1071 1.1 (0.4ς1.8) 42.4

1. BudnitzD et al, N EnglJ Med 2011;365:2002ς2012
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EMERGENCY HOSPITALIZATIONS IN THE PRE-
NOAC ERA

1. BudnitzD et al, N EnglJ Med 2011;365:2002ς2012

Adverseevents associated with 
haematological agents (not 
including non-VKA oral 
anticoagulants)

Annual national estimate 
of hospitalizations among 

older adults in the US,
2007ς2009

Proportion of ED visits 
resulting in hospitalization 

% (95%CI) %

Intracranialhaemorrhage 5.6 (2.1ς9.1) 99.7

Haemoptysis 2.0 (1.1ς2.8) 73.6

Gastrointestinalhaemorrhage 40.8 (29.9ς51.7) 84.7

Genitourinary haemorrhage 4.7 (3.2ς6.2) 42.4

Epistaxis 6.1(4.3ς8.0) 10.6

Skinor wound haemorrhage 6.8 (4.5ς9.1) 24.5

Other type of haemorrhage 5.3 (2.7ς8.0) 27.5

Elevated INR,abnormal laboratory 
values or drug
toxicity not otherwise described

23.7 (16.8ς30.6) 59.5



BACKGROUND
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OPPORTUNITIESFORPHARMACISTSTO SUPPORT 
AC NEEDSOF PATIENTS

Why?

- Therapies become more complex 

- Severe or fatal consequences

- Guidance variable ðlack 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 Pharmacists in Anticoagulation
exists



Patient has

symptoms
DVT Diagnosis:

di-dimer ultrasound, 

Inc. assessment of 

probable risk factors

GP/community

A&E / ER

LMWH or

warfarin/coumarin

Outpatients

AC in hospital 

(pharmacist/nurse)
Patient discharged

to community

Influencing 

behaviour

1st-line 

community 

pharmacist

Px refill (pharmacy)

(multiple times)

Patient Px review 

(specialist/GP)

Monitoring: 

INR/LFTs. Renal (GP, 

thrombosis clinics, hospital)

Persistence

Patient Journey: 

DVT

Å Provoked or unprovoked DVT?

Å Pregnant / other risks?

LMWH DOAC

Secondary 

prevention

Hospital



Patient Journey: PE

Prescription counselling

- Duration of treatment

Community 

pharmacist

Lack of 

formulary

In hospital

Change of meds 

by specialist

Risk scoring

Drugs from 

hospital

Admission ER 

(predominantly)

Follow up 

prescription

Referral letter specialist 

ïpatient ïGP

Monitoring/duration

Follow-up

responsibility?

- Clinic / home / GP

Low risk:

managed in 1o care



SUGGESTED 

STRUCTURED FOLLOW-UP

7

www.escardio.org/EHRA
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IPACT

International Pharmacists for Anticoagulation Care Taskforce:

òA global expert network, that wants to improve patient

care & adherence in patients receiving oral anticoagulant 

therapy and raise the awareness for undiagnosed atrial 

fibrillation.ó

www.ipact.org
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AIMS& GOALS

To ensure high-quality care for patients on AC medication 
all around the world

ÅEnsure that pharmacists (and healthcare practitioners) 
have the appropriate knowledge and patient-centred
skills on anticoagulant therapy

ÅProvide evidence-based guidance on pharmaceutical
care in AC management

ÅRaiseawareness with HCP and governments all over 
the world on the need for multidisciplinary
collaboration and the added value of pharmaceutical
care
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AIMS& GOALS

To make sure screening programs for AF by pharmacists 
all over the world are acknowledged 

ÅRaiseawareness with HCP and governments all over 
the world on the need for screening and awareness 
campaigns by pharmacists

ÅSupport every iPACTmember (or country) that wants 
to organize a campaign
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Identify needs 
andgapsin 

knowledgeand
skills of 

pharmacists

Develop
guidance,  

training, tools

National 
awareness 

throughiPACT
members

Implementation
by national

organizations

STRATEGYðIMPROVINGPATIENTCARE
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IPACTSO FAR

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

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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IPACTSO FAR

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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IPACTSO FAR

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)
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IPACTSO FAR

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

2. Development of training (e-learning, masterclasses, workshopsé)

3. Development of iPACTguideline

4. Presentations on (inter)national congresses (FIP, ESCP, ESC)

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

12h40: Understanding the needs of pharmacists in managing 
anticoagulation 

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

13h10: Warfarin management in community pharmacy

13h25: Integral role of pharmacies in early detection of atrial 
fibrillation  

13h40: Q&A



UNDERSTANDING THE NEEDSOF PHARMACISTS

IN MANAGING ANTICOAGULATION

DOES THE CONTINENT YOU WORKIN MEANS YOURNEEDS

ARE DIFFERENT?

John Papastergiou

Seoul, 11th September 2017
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BACKGROUND



Efficacy

ÅWarfarin and DOACs decrease recurrence of VTE by 83% 
compared to placebo, and decrease risk of ischemic stroke by 
60% in patients with Afib

Usage

ÅIn 2014, DOACs accounted for 15.5% of global anticoagulant 
market, whereas warfarin declined to 72% 

ÅThere was a 3x increase in use of DOACs between 2013 and 
2014

Adherence

ÅINR may serve as an indicated of patient adherence with 
warfarin, however for DOACs is predominantly from self-
reported intake

A LITTLE MORE ABOUT ORAL 
ANTICOAGULATIONé



Problem

ÅAdherence Ą Recent dabigatran analysis revealed a 10% 
decrease in adherence resulted in a 13% increase risk of 
stroke in AF patients. 

ÅSelf-reported adherence rates with DOACs are as low as 57%

PHARMACISTõS ROLE



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

AIMS & OBJECTIVES



Step 1: Expert working 

group to create and 

validate questionnaire 

content

Step 2: Distribute 

questionnaire to 

pharmacists in 

participating countries

Step 3: Survey 

completion and data 

collection

Step 5: Identify gaps in 

knowledge and 

opportunities for CE

Step 4: Pool data and 

analyze results

METHODS



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

NEEDS ASSESSMENT SURVEY



RESULTS: COUNTRIES

Countries with no response 

rates (Peru) or 

low response rates (USA, 

Slovenia, Chile)

Excluded

21 COUNTRIES



RESULTS: DEMOGRAPHICS

COMMUNITY

67.7 % 27.5 % 4.8 %

27.7% 

(1167)

72.3% 

(3045)

HOSPITAL OTHER



RESULTS: DEMOGRAPHICS

24%

32%
24%

20%

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

27%

19%

15%

12%

27%

< 5 years 6 - 10 years11 - 15 years16 - 20 years> 20 years

Age Years of Pharmacy Experience



RESULTS: DEMOGRAPHICS

29% 26% 8%

BSc
MSc

PhD
PharmD

20%

Other 17 %



RESULTS: CONFIDENCE LEVELS VKA

Australia 

97%

Ireland 

94.8%

Netherlands 

94.1%

England 

92.6%

New Zealand 

91.6%

Argentina 

54.5%

Brazil

55.5%

Germany

65.1%

Spain

67.0%

Arabic States

67.4%

Top 5 Most Confident Countries

Top 5 Least Confident Countries



RESULTS: CONFIDENCE LEVELS DOAC

Ireland

82.3%

Netherlands 

78.8%

Australia 

75.8%

Canada 

75.8%

England 

72.0%

Brazil 

21.6%

Argentina 

28.0%

Slovakia 

30.1%

Hungary 

31.1%

Czech Republic 

32.6%

Top 5 Most Confident Countries

Top 5 Least Confident Countries



51% of pharmacists reported 

not being confident in 

providing necessary 

information on the DOACs

P-value <0.0001

RESULTS: COMBINED CONFIDENCE LEVEL FOR 
ANTICOAGULANT CLASSES



RESULTS: CONFIDENCE LEVEL TRENDS



VKA > DOACs in confidence levels 

üLikely due to the DOACs being introduced into the market 

relatively recently 

üDOACs use varied between countries

RESULTS: CONFIDENCE LEVEL TRENDS



Overall confidence

üHigher GDP countries tend to have advanced practice and 

higher scores

üCountries that have well -developed pharmacy practice 

standards showed higher confidence levels 

üRespondents from South America were persistently less 

confident

RESULTS: CONFIDENCE LEVEL TRENDS



Confidence levels not affected by age, experience of 

pharmacy practice or additional formal education 

RESULTS: CONFIDENCE LEVELS

In general, hospital pharmacists displayed higher 

confidence levels compared to community

>



Benefits 

84.1%

Indication 

78.9%

ADR 

75.2%

Management of 
bleeds

45.3%

INR monitoring + 
recommendations

36.3%

Switching 

28.1%

% of pharmacists who reported being very confident or confident

Management of 
interactions 

61.1%

Management of 
ADR 

58.2%

Management of 
Missed Doses

50.2%

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

complex

RESULTS: CONFIDENCE LEVELS BY 
COUNSELLING TYPE

1/3 of pharmacists were not confident in 

discussing bleeding risk, INR monitoring, 

bridging therapies, switching therapies, or 

drug interactions



RESULTS: CONFIDENCE LEVELS BY CONTINENT

Basic Pharmaceutical Care

Drug delivery and disease related 

information

Advanced Pharmaceutical Care

(E.g. identification and 

treatment of bleeds)



92%

Method 

preferred 

60%

Personalized 

E-Learning70.2%

68.2%

66.0%

OPPORTUNITIES FOR EDUCATION



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

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

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

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

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

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

ÅMany more opportunities for additional resources on the topic ( eg. FAQs)

CONCLUSIONS& KEYFINDINGS



PHARMACISTS' CONFIDENCE WHEN PROVIDING 

PHARMACEUTICAL CARE ON ANTICOAGULANTS,

A MULTINATIONAL SURVEY

Å J. Papastergiou, F. De Rango, F. Alves da Costa, S. Antoniou, S. 

Steurbaut , S. Rydant, K. Ladova, N. Kheir, R. Viola. M. Dolores 

on behalf of the  iPACTworking group ðsubmitted to IJCP



John.papastergiou@ipact.org

THANKYOU!

JOHN PAPASTERGIOU
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AGENDA

12h40: Understanding the needs of pharmacists in managing 
anticoagulation 

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

13h10: Warfarin management in community pharmacy

13h25: Integral role of pharmacies in early detection of atrial 
fibrillation  

13h40: Q&A



SUPPORTINGTHE NEEDSOF PHARMACISTSTO

IMPROVEPHARMACEUTICALOUTCOMES

PRESENTATION OF THE IPACT GUIDELINE THROUGH

CASE-BASED DISCUSSION

Dr BJF (Bart) van den Bemt (pharmacist/ clinical pharmacologist), on behalf of iPACT

Seoul, 11th September 2017
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AGENDA

1. Is there 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: 
UNDER- AND OVERDOSING

1. Yao 2017
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PROBLEMS I: 
CONSEQUENCESWRONGDOSING

1. Steinberg 2016
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PROBLEMS II: 
EXTENT OF NON-ADHERENCE

1. Yao 2017
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PROBLEMS II: 
IMPACT OF NON-ADHERENCE

1. Yao 2017
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AGENDA

1. Is there a problem?

2. Important role of the pharmacist

3. What can the pharmacist do? The IPACT guideline

4. Future plans
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PHARMACISTSAREIMPORTANT

1. Heidbuchel 2015
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PHARMACISTSIN GUIDELINE

1. Heidbuchel 2015
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AGENDA

1. Is there a problem?

2. Important role of the pharmacist

3. What can the pharmacist do? The IPACT guideline

4. Future plans



IPACT-guideline

Interprofessional guideline to support 

Patients receiving Anti Coagulation Therapy:

59

IPACTGUIDELINE



Development of a guideline

Å Literature research existing guidelines

Å Literature research existing interventions

Å Delphi study

60

PROCESS
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Patient personalised 
package of care

Optimise oral 
anticoagulant outcome 
and safety

workforce and governance

Adherence-interventions Medicationreview/
clinicalrules

Medicaltraining

Shared care/self-
management

Treatment plan Processmanagement

Patienteducation Pharmacogeneticdosing workforce

Anti-coagulation 
pharmacist/ -nurse

Pharmacotherapeutic
surveillance

Governance

Telemedicine INR monioring, patient self
testing, point of care 
testing

Medicationsupply

Transfer of care between
health care settings

SYNTHESISOF REVIEW RESULTS



Å 5 Delphi rounds 

Å March ðSeptember 2016

Å Expert panel: 26 iPACTmembers

Å Broader consultation of ôkey opinion leadersõ and umbrella 

organizations of different countries/ disciplines 

62

DEVELOPMENT PROCESS
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18 guideline recommendations on pharmaceutical 

anticoagulant care

Main and sub-recommendations

Uniform & multidisciplinary

65

RESULTS
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18 Guidelinerecommendations

Title Main recommendation

1. Shared care/ self-
management 

Patients andtheir caregivers should have access to appropriate and 
consistent information and support, in order to make informed choices about 
the use of oral anticoagulants, the implications of choosing not to take them, 
and the possibility to self-manage their anticoagulant therapy.

2. Patient communication 
and engagement 

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

3. Patient education Patients and their caregivers should be provided with - and at all times have 
access to - clear, understandable, and evidence-based information on oral 
anticoagulant therapy to ensure safe and effective use of oral 
anticoagulants.

4. Therapy plan 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.

5. Lifestyle, cultural-
specific, and clinical 
aspects

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

6. Adherenceto
medication 

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

Title Main recommendation

7. INR-monitoring Lƴ ǇŀǘƛŜƴǘǎ ǳǎƛƴƎ ±Y!ΩǎΣ ǘƘŜ ƛƴǘŜǊƴŀǘƛƻƴŀƭ normalisedratio (INR) should 
be monitored regularly to ensure safe and effective anticoagulant 
therapy. 

8. Pharmacogenetic
assessment 

Pharmacogenetictesting may be considered in selected high-risk 
patients to ensure safe and effective anticoagulant dosing.

9. Transfer of care between 
health care settings 

!ŎŎǳǊŀǘŜ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ǇŀǘƛŜƴǘǎΩ ƻǊŀƭ ŀƴǘƛŎƻŀƎǳƭŀƴǘ ǘƘŜǊŀǇȅΣ 
including current medications, should be transferred accurately 
between different health care settings to ensure seamless care.

10. Medication 
reconcilliationand 
medication review 

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

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

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

Title Main recommendation

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

14. Screening Patients with risk factors (age > 65 years, diabetes, hypertension, or 
common AF symptoms) not receiving anticoagulant therapy should be 
routinely screened on AF, and (if needed) referred to a physician for 
diagnosis 

15. Governance 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

16. Pharmaceutical 
workforce 

The pharmacy team should have the right skill mix, capability, and capacity 
to develop and provide safe and high-quality services to patients on oral 
anticoagulant therapy, in order to prevent adverse patient outcomes (e.g., 
AF-related stroke, haemorrhage, myocardial infarction)

17. Roleof specialized
pharmacist/ nurse 

Specialized pharmacists or nurses should offer ongoing support to patients 
on oral anticoagulant therapy

18. ContinuingProfessional 
Development (CPD) 

All pharmaceutical staff involved in anticoagulant care should receive an 
appropriate level of Continuing Professional Development (CPD), including 
staff training, ongoing educational development, and documented 
competency assessment, to ensure safe and effective anticoagulant care



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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TOP 5 RECOMMENDATIONS



INR-Monitoring

RegularINR 
monitoring for safe, 

effectivetherapy

POC or lab-testing

Adviceandeducation
on self-testing/dosing

Doseadjustmentsin 
response to INR-

measures

TTR procedures in 
place(>65%)

Transfer of care

Accurate a/c 
information  upon

transfer

Clearline of 
communication
betweenHCPs

Ongoingsupport, 
monitoring, andsupply

Medication 
reconcilliationat every

transfer

Clear(digital) 
recordingof a/c 

information

Adherenceto
medication

Assessment, support, 
andeducationon 

adherence

PatientsΩ beliefs, 
experiences, 

Polypharmacy

Practical barriers, daily
routines (food)

Simple a/c regimens

Patient
communication

Communication and
involvementof 
patientsAND 

caregivers

Advice, information, 
andeducational

materials

Active patient
involvement

Patientpreferences, 
concerns, andbeliefs

Byanymeans, e.g. 
face-to-face, email, 

telephone

Medication 
reconcilliation

andreview

Reconciliation: by
responsibleHCPs

ReconciliationΥ җ once
a year& at every
transitionof care

Review: by
pharmacist/physician

Review: upon
initiationΣ җ oncea 

year, andwith
medication change  

Review: includeall
medicationsandlab 

measurements
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AGENDA

1. Is there a problem?

2. Important role of the pharmacist

3. What can the pharmacist do? The IPACT guideline

4. Future plans



Å Implementation in national settings

Å Sharing/collaborating with other stakeholders/organizations

72

FUTUREPLANS
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FUTURE PLANS

1. Education

2. Inventory existing materials/initiatives for main domains guideline

3. Making these òinvented wheelsó available

4. Create materials for missing themes



THANKYOU!

74

BART VAN DEN BEMT

TEL.: + 31 24 365 9061

EMAIL: BART.VANDENBEMT@IPACT.ORG
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AGENDA

12h40: Understanding the needs of pharmacists in managing 
anticoagulation 

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

13h10: Warfarin management in community pharmacy

13h25: Integral role of pharmacies in early detection of atrial 
fibrillation  

13h40: Q&A



WARFARINMANAGEMENT IN COMMUNITY 

PHARMACY ðTHE NEW ZEALANDEXPERIENCE

APPLICATIONOF THE IPACT GUIDELINE 

Dale Griffiths FPS MNZCP, on behalf of iPACT

Seoul, 11th September 2017



77

DALE GRIFFITHS- DISCLOSURES

iPACTmember

Received honoraria, speaker fees from

Bayer AG



78

THE IPACT GUIDELINES AT WORK

ÅNew Zealand & Healthcare System

ÅCPAMS Service

ÅiPACT Guidelines

Å INR Monitoring

ÅTransfer of Care

ÅAdherence to therapy

ÅPatient Communication and Engagement

ÅCultural influences

ÅMedicine Reconciliation and medication review
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NEW ZEALAND

Land Area 268021km2

Population Density 17.5 persons/km2

GDP per capita $36950
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NEW ZEALAND DEMOGRAPHICS

Population

Å4,799,018 est July 2017

In Detail*

Å51.3% Female48.7 Male

Å14.7% over 65 years old

Å74% European

Å15% Maori

Å12% Asian

Å7% Pacific peoples

Å1% Middle eastern/Latin American/African

1. https://www.stats.govt.nz
2. 2013 Census
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HEALTHCARE IN NZ

Å Centrally funded and focus of political attention

Å Similar to the NHS

Å Financially constrained (newer medicines are not 

publicly funded)

Å Medicines and hospital supplies are centrally 

negotiated
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Community Pharmacy Anticoagulation Service (CPAMS)

Community based INR management service

Åtrial in 2010 (exclusion: òunstableó patients, active anti-

neoplastic treatment, antiphospholipid syndrome)

ÅSignificant Increase in Time in Therapeutic Range (TTR)

ÅFrom standard care at 61.8%* to 78.5%

ÅHigh levels of patient satisfaction and of general practioner 

satisfaction

ÅBest estimate

CPAMS
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CPAMS EXPANDED

ÅCurrently operates from over 150 pharmacies 

ÅManages more than  7000 patients

ÅTTR >73% nationally 

ÅWarfarin is the only Vitamin K antagonist

ÅTwo non-interchangeable brands

ÅOnly one DOAC

ÅDabigatran

1. http://centraltas.co.nz/assets/Pharmacy/CPAMS-QReport-Jul-Dec-2016.pdf



Application of the IPACT-guideline in 

warfarin management

84

IPACTGUIDELINE
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INR MONITORING

INR Management

Å Access to INR Management is improved

Å Greater patient involvement in management

Å Greater patient satisfaction

Å Better adherence to therapy

Å Better adherence to testing

Å Proactive management
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TRANSFER OF CARE

Hospitalisations are measured

Å Causes measured

Medicine changes are noted

Å In decision support software 

Å Pharmacy PMS

Leads to further pharmacist intervention

Å Addition to pharmacy patient records

Å Notes to general practioner

Å Referal to medicine review services 
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ADHERENCE TO THERAPY

High levels of patient engagement

Å 75% of tests on time (nationally)

Å Further 10% ± 3 days

Å Self-referrals

Å Prior to surgery or GP visits

Å Undue bruising or bleeding

Reminders

Å E-mail, phone or text (SMS)
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More patient involvement

Å Ability to ask questions

Å Bringing family or friend to the test

Re-education is an important part of engagement

Å Video

Å Flipchart

Less pain and easier sample access

Å Finger prick vs. venous sample

Quicker turnaround time

PATIENT COMMUNICATION AND ENGAGEMENT
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MEDICINE RECONCILIATION AND MEDICATION 
REVIEW

CPAMS consultation leads to

Å Pharmacist lead medication review

Å In-pharmacy medicines reconciliation

Å Medicines reconciliation on GPs PMS

Å Clarification of medicine changes made during 

hospitalisation



THANKYOU!

DALE GRIFFITHS

+64 21 617 783

DALE@WVP.CO.NZ
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AGENDA

12h40: Understanding the needs of pharmacists in managing 
anticoagulation 

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

13h10: Warfarin management in community pharmacy

13h25: Integral role of pharmacies in early detection of atrial 
fibrillation  

13h40: Q&A



THE INTEGRALROLEOF THE PHARMACISTIN 

THE EARLYDETECTIONOF ATRIAL

FIBRILLATION

WHAT CANYOU DO?

Filipa Alves da Costa

Seoul, 11th September 2017
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ƺ To contribute to early detection of undiagnosed patients
ƺ To contribute to early institution of treatment using the 

most up-to-date evidence, while considering effectiveness 
of early treatment 

ƺ To support physicians in treatment choice 
ƺ To be an effective allied in the medication chain making 

use of its location and knowledge
ƺ To support patients in understanding the need for 

treatment
ƺ To support patients in adapting their lives to medicines 

taking behaviour
ƺ To reach areas of the health care system where no health 

care professionals effectively support patient care

POTENTIAL ROLE OF PHARMACIST IN 
ATRIAL FIBRILLATION



ÅIdentification of symptoms:

Fatigue, palpitations, dizziness, chest pains and 
breathlessness

ÅSymptoms may be experienced on a regular basis, 
intermittently or not at all 1,2

ÅMany people with AF lack any symptoms1ð3

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

EARLYDETECTIONOF THE UNDIAGNOSED
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.



ÅThe pulse may be regular or irregular and this may be felt 
manuallyé

ÅAF, if present, can be diagnosed using an electrocardiogram 1

ASYMPTOMATIC PATIENTS

1. Ashley EA & NiebauerJ. Cardiology explained. Remedica: London 2004.

Irregular rhythm

No P wave

Regular rhythm

P wave



THEAF- EPIDEMICS

Olmsted County/Mayo 

Clinic data (assuming a 

continued increase in the 

AF incidence)1

Olmsted County/Mayo 

Clinic  data (assuming no 

further increase in the AF 

incidence)1

ATRIA study data2

1. MiyasakaY et al, Circulation2006;114:119ς125
2. Go AS et al, JAMA2001;285:2370ς2375
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EVALUATION OF RISK FACTORS

1. HeeringaJ et al, EurHeart J2006;27:949ς953
2. Go AS et al, JAMA2001;285:2370ς2375





SCREENING



SCREENING

ÅPeople Ó 65 years

ÅOpportunistic pulse palpation 

1. Fitzmaurice, D. A et al. BMJ2007;335:383



SCREENING

1. LowresN et al, ThrombHaemost2013;110:213ς222



WHAT ABOUT THE PHARMACIST?



SCREENING

1. iPACTguideline ςsubmitted EurHeart J

14. SCREENING

Main recommendation:

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

Specifications:

¶ 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 

¶ 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)

¶ 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 follow-up process



WHAT ARE THE SCREENING OPTIONS



ONE IPACT 
EXAMPLE...

4 pharmacies

4 pharmacies

23 pharmacies
24 pharmacies

Detection rate 
= 0,9%

(n=1717)

1 hospital

1. Benefits of active involvement of community pharmacists in know your pulse awareness campaign. Presented at the European Society of 
Cardiology, Barcelona August 2017. To be published in EurHeart J



AND IN 2017...

Referred
= 143

(n=2475)
Detected
= 1,0%

(n=2475)



ÅVídeos demonstrating how to manually check pulse produced 

for training pharmacists in: English, French, German, Dutch, 

Spanish, Hungarian, Czech, Arabic, Chinese 

HOW DID WE DO IT?

1. ±ƛŘŜƻΩǎ ǇǊƻŘǳŎŜŘ ōȅ Maria João Soares



ADVERTISING THE INITIATIVE



LOTS OF POSSIBILITIES



THE EVALUATION
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RAISINGAWARENESS




