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[bookmark: _Ref107313908]Direct Oral Anticoagulants (DOACs) for the acute treatment and secondary prevention of Venous Thromboembolism (VTE) - Pulmonary embolism (PE) and Deep vein thrombosis (DVT) in Adults
Screening Checklist and Notification of Initiation to GP
· The checklist must be completed and sent to the GP when DOAC therapy is initiated 
· Following a 3 month period, if treatment is to continue, care may be transferred to the GP. At this point, a transfer of care document should be completed and sent to the GP.
Hospital clinicians should be aware that, if a DOAC is prescribed for an unlicensed indication prescribing responsibility will remain with the initiating team
Important information for GPs:
This is notification that a direct oral anticoagulant agent has been started for your patient
Please ensure warfarin or other anticoagulant therapies are stopped

· Apixaban, dabigatran, edoxaban and rivaroxaban are options for the treatment of acute VTE and for patients requiring longer-term secondary prevention of VTE  
	To be completed by the initiating organisation / clinician 

	PATIENT DETAILS
	GP DETAILS

	Surname: 
	Name: 

	Forename: 
	Address: 

	Address: 
	

	
	

	Hospital No: 
	Tel: 

	NHS No: 
	NHS.net email: 

	DOB:              
	

	Sex: Male / Female
	

	CONTACT DETAILS OF SPECIALIST TEAM

	Consultant Name: 

	Other specialist health professional name:


	Address: 
	Tel: 

	
	NHS.net email: 

	Clinic Name: 

	Date of Diagnosis: ………/………./……….
	Date of DOAC initiation (if different from diagnosis): ………/………./……….

	INDICATION (Tick as appropriate)

	☐ Confirmed DVT:   ☐ Distal (Calf)                 ☐ Proximal (Above knee)      
☐ Confirmed PE 

	☐ Secondary prevention of VTE (switching to DOAC therapy from an alternative anticoagulant agent):
Anticoagulant being stopped:……………………………..  Date of last dose: ……/………./……
	ELIGIBILITY CRITERIA (Refer to the SmPCs for full details of licensed indications)

	NICE/ local consensus criteria for apixaban / dabigatran / edoxaban / rivaroxaban use
Note: all four criteria must be met to be within licence for use (Tick yes or no as appropriate)
	Yes
	No

	1. Confirmed diagnosis of deep vein thrombosis (DVT) or pulmonary embolism (PE) (acute or recurrent)
	☐
	☐

	2. CrCl ≥30ml/min (dabigatran) or CrCl ≥15ml/min (apixaban, edoxaban, rivaroxaban)
      (*to calculate creatinine clearance see below)
	☐
	☐

	3. Dabigatran and edoxaban ONLY: Patient to have received a minimum of 5 days therapy with parenteral heparin or low molecular weight heparin prior to starting DOAC
	☐
	☐

	4. No contraindications to treatment present (refer to SmPCs for individual DOACs)
	☐
	☐


	PATIENT INFORMATION (Tick yes or no as appropriate)
	Yes
	No

	1. Patient is aware of the benefits and risks of DOAC therapy
	☐
	☐

	2. Patient has been advised to carry an anticoagulant card or wear a medic-alert bracelet
	☐
	☐

	3. Patient has consented to therapy
	☐
	☐

	4. For female patients of child-bearing age: I have explained the risks of falling pregnant whilst on this treatment and recommended appropriate contraceptive measures are taken  
	☐
	☐




		ANTICIPATED DURATION OF THERAPY 
(Tick as appropriate)
	COMMENTS ON DURATION

	☐ 3 months only
	

	☐ 6 months only
	

	☐ Long term
	

	BASELINE ASSESSMENT OF RENAL FUNCTION

	Serum creatinine
	Date of test: ……/….../……
	Result: 

	Creatinine clearance [CrCl*] (ml/min)
	

	Actual body weight (kg)
	


*eGFR should NOT be used to guide dosing decisions. Creatinine clearance must be estimated using the Cockcroft-Gault equation calculator

	TICK THE PRESCRIBED DRUG AND DOSE BELOW (consider a Best Value DOAC): refer to SmPC
	APIXABAN -  Dosing
	Tick

	Standard dose:  10mg twice daily for 7 days, then 5mg twice daily thereafter
For patients with severe (CrCl 15–29 ml/min) renal impairment apixaban 5mg twice daily should be used with caution
	☐

	Secondary prevention of recurrent DVT and/or PE following completion of 6 months of acute treatment:  2.5mg twice daily
	☐

	DABIGATRAN -  Dosing
	Tick 

	Standard dose: 150mg twice daily following initial use of parenteral anticoagulant for at least 5 days 
	☐

	
Reduced dose: 110mg twice daily following initial use of parenteral anticoagulant for at least 5 days 
When to use the reduced dose:
· All patients over 80 years of age
· Patients taking concomitant verapamil
· Patients with moderate (CrCl 30–49 ml/min) renal impairment  if their bleeding risk is considered high  
· Patients aged 75-80 years  if their bleeding risk is considered high
· Patients with gastritis if their bleeding risk is considered high
	☐

	EDOXABAN -  Dosing
	Tick 

	Standard dose: 60mg once daily following initial use of parenteral anticoagulant for at least 5 days
	☐

	
Reduced dose: 30mg once daily  following initial use of parenteral anticoagulant for at least 5 days
When to use the reduced dose:
· Patients with moderate (CrCl 30–49 ml/min) or severe (CrCl 15–29 ml/min) renal impairment
· Patients with body weight ≤60kg
· Patients taking concomitant therapy with the following: ciclosporin, dronedarone, erythromycin, or ketoconazole
	☐

	RIVAROXABAN -  Dosing
	Tick 

	Standard dose: 15mg twice daily for three weeks, then 20mg daily thereafter
	☐

	
Reduced dose: 15mg twice daily for three weeks, then 15mg daily thereafter
When to use the reduced dose:patients with moderate (CrCl 30–49 ml/min) or severe (CrCl 15-29 ml/min) renal impairment if their risk of bleeding is considered high



	☐




	CAUTIONS

	• Concurrent antiplatelet therapies (aspirin, clopidogrel, prasugrel, ticagrelor), NSAIDs will increase bleeding risk – check patient’s medication list and review if necessary.  Seek appropriate specialist advice if on dual antiplatelet therapy
• For patients identified as at risk of upper GI bleeding the co-prescription of a PPI (e.g. lansoprazole/omeprazole) may be considered



	ANTIPLATELET THERAPY

	Is the patient receiving concomitant antiplatelet therapy?            ☐ Yes               ☐ No

	Antiplatelet(s) in use: 
	Indication: 

	Should antiplatelet therapy be withheld whilst patient on anticoagulation?    ☐ Yes         ☐ No

	Comments (including plan for antithrombotic therapy): 





	AUTHORISATION (practitioner undertaking assessment)

	Signed: 

Name of Clinician: 

Date:…/..…/……

Contact number: 

	Anticoagulation / VTE service contact details: …………..

Out of Hours member of haematology team via switchboard ……………
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