Implementing a monitoring program for patients on direct oral

anticoagulants

Jiehyun Lee, PharmD, BCACP, CACP1, Shally S. Singh, PharmD, CACP?, and
Michael L. Smith, PharmD, BCPS, CACP-?

1. Georgia Campus — Philadelphia College of Osteopathic Medicine School of Pharmacy, Suwanee, GA
2. The Wilhlam W. Backus Hospital, Norwich, CT

Adaptability DOAC Monitoring Checklists

£
ospital

...- ..- .-
-/

Backus
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On the contrary, a growing body of evidence and expert opinion supports
the importance of follow-up monitoring for these patients. a.
Pharmacist interventions:

e Patients’ adherence
* Monitoring for adverse events
* |Improve health outcomes

3.Duration of Anticoagulation Therapy
Indefinite, 3 months, 6 months, or 1 year
4.0ther Anticoagulation Status

a. Current use of oral anticoagulant or LMWH
5.Relevant Past Medical History
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o Take with a full glass of water without regard to meals to prevent dyspepsia
o Store tablets in original package to protect from moisture
o Do no break, chew, or open capsules — increases absorption by 75%
Final Assessment and Plan/Follow-up
- Patient appears to be stable on Pradaxa (dabigatran)? Yes or Mo
- Continue Pradaxa (dabigatran) at same dose? Yes or Mo
o If Mo, dose adjusted ? Specify:
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O Rewiew signs and symptoms of thrombosis and actions to take when occurs

O Dosing instruction, importance of adherence, and handling of a missed dose

O Avoid OTC ASA & NSAIDs & minimizing EtOH to reduce bleeding risks

Final Assessment and Plan/Follow-up

- [Patient appears to be stable on Savaysa (edoxaban)? Yes or Mo

- Continue Savaysa (edoxaban) at same dose? Yes  or Mo
o If No, dose adjusted ? Specify:
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