Pharmacy Led VTE Service: SOP_VTE104_Cancer PE Consultation
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PHARMACY-LED VENOUS THROMBOEMBOLISM (VTE) SERVICE

STANDARD OPERATING PROCEDURES
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Procedure
Name:

Objective
To develop formal procedures for pharmacists undertaking consultations involved with the management of patients with pulmonary embolism (PE)
This SOP should be used in combination with
· CID2980 Cancer Associated Thrombosis (CAT) Guidelines
· Pathway VTE_104_CAT Pulmonary Embolism

Evaluation of competence
· Pharmacists should ensure that they are competent to manage DVT prior to undertaking clinic consultations
· All pharmacists should undertake an assessment of their level of competence using the clinic framework for DVT management, and complete a self needs analysis
· Those working a Base Competence Level, should only practice under the direct or indirect (subject to task) supervision of a Specialist or Advanced Competence Level pharmacist or Acute General Practitioner (GP)
· Those working at Specialist Competence Level, should ensure that they are clear in their framework as to who will undertake roles that they do not feel competent to undertake
· For pharmacists who do not feel competent in requesting and interpretation of haemophilia screens, this should be referred to the SDEC clinician , advanced level pharmacist, or haematology registrar on-call
· Pharmacists wishing to gain competence in this area should refer to Module 5.1 of the training programme 
· For pharmacists who do not feel competent in undertaking post thrombotic syndrome assessment, this should be referred to the SDEC clinician on duty or advanced level pharmacist
· Pharmacists should undertake a peer assessment of their competence against the clinic framework on an annual basis
	Explanation of competency levels in relation to clinic practice

	No previous experience of clinics
	No experience of clinic practice in any form.

	Base Competence
Assumed if I/P qualified
	May undertake consultations for the purposes of history taking, drug-based patient education, and therapeutic monitoring. Generally, this role applies to junior grade pharmacists and will require support from more senior clinician in the service 

	Specialist Competence
	May undertake consultations independently with the exception of certain defined advanced roles, e.g., thrombophilia screen reviews, post thrombotic syndrome assessments. Must be independent prescriber

	Advanced Competence
	May undertake consultations independently including defined advanced roles. Must be independent prescriber



Referral into the service
· Referrals to the clinic are subdivided into two different pathways
· Those directly from Same Day Emergency Care (SDEC)
· Those who are diagnosed and initiated on anticoagulation in other clinical areas

For those who are referred directly from SDEC 
· Patients who are diagnosed with a DVT within SDEC should first be assessed by a suitable senior clinician (acute GP, consultant, or registrar if consultant unavailable)
· The diagnosing clinician should undertake an assessment of the patient’s suitability for ambulatory care
· The vast majority of patients diagnosed with DVT will be suitable for ambulatory care. The only patients excluded from ambulatory care will be those who;
· Have other significant acute medical illnesses that would necessitate admission
· Patients with concomitant active bleeding
· Patients with additional acute arterial involvement
· Refer to the clinic exclusion criteria  (Document VTE_101)
· In addition to assessment of suitability for ambulatory care, the diagnosing clinician should also undertake screening for an underlying malignant cause for the patients DVT
· This should be in the form of a history to identify red flags, a general exam, bloods (including urea and electrolytes (U+E), full blood count (FBC), liver function test (LFT’s), and bone profile. Additional investigations should be based upon patient risk factors identified from the above, age, and gender. These will be down to clinician discretion
· Thrombophilia requests and interpretation will be the responsibility of the VTE service
· Patients who are deemed suitable for management should be verbally discussed with the duty VTE clinic pharmacist for that day, with the aim of the patient being appointed for a review that day
· For patients unable to be accommodated that day, the pharmacist should advise/prescribe interim anticoagulant therapy until the appointment (please refer to document VTE_106_Interim Anticoagulation)
· Once accepted for a review in the pharmacy-led VTE service, the clinician should document on ADSTRA/Welsh Clinical Portal
· That the patient is suitable for ambulatory management via the pharmacy-led VTE service
· What investigations have been carried out (with findings), and what additional investigations are to be carried out and who will follow them up
· In most instances follow up of investigations for malignancy will not be carried out by the VTE service unless agreed by the duty pharmacist with a clear action plan in place

For those who are referred from other clinical areas who are deemed suitable for early ambulatory care
· For patients who have not been seen by a clinician prior to the referral (e.g. patients who were referred directly for a doppler scan from outpatient clinics) the patient must be discussed with the SDEC acute GP initially to evaluate the patients suitability for ambulatory care
· The acute GP should discuss with the duty clinic pharmacist as to whether the patient requires GP assessment prior to review
· For patients who have had a clinical review, and has been reviewed for their suitability for ambulatory management, the case should be discussed with the duty clinic pharmacist to either obtain a same day face to face review. 
· A completed referral form should be sent with the patient 
· The referring clinician should be clear as to whether further investigations for malignancy have been undertaken. 
· In the event that investigations have not taken place, the patient should be discussed with the duty AGPU GP to identify what should be undertaken
· Patients should be given an appointment for the VTE clinic based upon the standard clinic template for appointments (Document VTE_103_Clinic Appointment Structure. )
· SDEC/AGPU reception staff should be contacted to ensure that the patient is booked onto both WPAS and ADASTRA systems
Day One Appointment
· The duty pharmacist should initially scrutinise the referral to ensure the patient is suitable for ambulatory management ensuring the above processes have been followed. 
· The duty pharmacist should ensure and are satisfied that there is a clear action plan for any further investigations in relation to underlying cause
· The duty pharmacist should ensure that appropriate blood tests have been requested for the patient prior to reviewing them
· The pharmacist should ensure that a full blood count (FBC), urea and electrolytes (U+E’s), liver function tests (LFT’s), coagulation screen (Coag) are all requested prior to reviewing the patient.
· If results are not available at the time of the review, and there are no previous concerns around deranged renal or hepatic function, deranged coag, anaemia, thrombocytopenia, the patient may be reviewed, provided the bloods are reviewed within 24 hours of initiation.
· Deranged results should be discussed with the SDEC clinician prior to initiating with an action plan for follow up. This should be documented.
· The pharmacist should review the patient within a suitable clinic environment, which adheres to health board policy on confidentiality, infection control policies
· The pharmacist should counsel the patient on the condition in general
· The pharmacist should explain the background to DVT, and the rationale for anticoagulant therapy
· The pharmacist should explain the natural history of the condition
· The pharmacists should explain the anticipated time to recovery, and manage the patient’s expectation around this
· Patients should be informed about the risks of post-thrombotic syndrome (PTS) 
· The pharmacist should identify risk factors that the patient has for developing PTS. These should be noted in the initial review as they may guide future management
· See document VTE_112
· The pharmacist should;
· Review the patient doppler scan and document the location of the DVT. The pharmacist should also note any additional findings from the doppler, and discuss any areas of concern with the duty acute GP
· Obtain a history of the patients presenting complaint, and utilises information sourced from the patient referral and the patient themselves
· Evaluate the patients persistent and transient risk factors for developing a VTE, and grade them appropriately 
· For guidance on grading, consult CID3576-  Thrombosis Clinical Guidelines- Diagnosis and management of Deep Vein Thrombosis (DVT)
· Obtain an accurate history of the patients previous thrombotic episodes, including location, provoking factors, anticoagulant regimes and durations
· The previous thrombotic events should ideally be corroborated with evidence from imaging
· Obtain an accurate medical history for the patient, with a particular focus on conditions that increase the risk of VTE or bleeding
· Obtain an accurate social history including smoking habits, alcohol intake, previous/current employment, and social status
· The pharmacist should identify if the patient is an active smoker and encourage the patient to stop as part of a VTE recurrence and general wellbeing strategy
· The patient should be signposted to local stop smoking services such as those offered by their community pharmacy and Stop Smoking Wales
· The pharmacist should advise patients who drink heavily to reduce their intake as to reduce their bleeding risk on anticoagulant therapy
· The patient should be signposted to support services such as WACADA
· The pharmacist should sensitively identify the patients history of substance misuse
· Patients who currently or previously injected drugs intravenously should be identified
· The pharmacist should establish the patients current/former employment in order to establish whether this is associated with risks of bleeding/thrombotic recurrence
· The pharmacist should identify if the patient’s employment is associated with an increased risk of bleeding whilst on anticoagulants, and advise as appropriate
· The pharmacist should identify if the patient’s employment is likely to affect their recovery from DVT. The pharmacist should advise the patient on the need for phased return to work
· Although legislation changed in July 2022 to allow pharmacists to complete sickness papers, it is generally discouraged to undertake this practice in the VTE service at this present time
· The pharmacist should explore the patients’ hobbies and activities and advise on how the diagnosis and treatment will affect these
· Pharmacists should identify whether activities place patients at an increased risk of bleeding, and advise as appropriate
· Pharmacists should advise patients on returning to physical activity, and counsel patients on how this can cause transient changes to DVT symptoms.
· The pharmacist should advise on travel and specifically flying
· Patients should be advised to avoid flying for two to four weeks post diagnosis
· All patients should be advised to contact their travel insurance to advise them of their change in circumstance
· The pharmacist should ensure that they are satisfied the patient is able to understand safety- net advice, or their carers/next of kin are able to support them to understand, and the patient is able to contact the service in the event of worsening symptoms
· Explore the patient’s family history of VTE
· The pharmacist should identify all relatives who are known to have VTE, with a particular focus on first degree relatives
· For first degree relatives, the pharmacist should identify the age they had their event, whether provoked or unprovoked, the treatment used and duration, any testing undertaken, and any subsequent recurrences
· Identify the patients current prescribed and non-prescribed mediation regime
· Identify all prescribed medicines using the patient as a primary sources and secondary sources including Welsh Clinical Portal and WellSky dispensing system
· Identify all herbal, vitamin and over the counter medicines
· The pharmacist should have a particular focus on drugs which are known to increase the risk of VTE and/or bleeding and advise as appropriate
· The pharmacist should develop an action plan with women who are taking oestrogen containing contraceptives and advise on how to manage 
· Please see document VTE_111
· The pharmacist should identify any drugs that increase the risk of bleeding and develop an action plan for the patient
· Please see document_VTE_108
· Identify any allergies that the patient has, whether they be drug or food/excipient
· The pharmacist should additionally identify all further investigations that have been undertaken by the referring clinician and the outcome of these. They should be clearly documented
· Any investigations requiring follow up should be documented with a clear plan as to who is following them up
· Utilising the above history, the pharmacist should then identify an appropriate anticoagulant in partnership with the patient
· The pharmacist should utilise the health board guidance and their relevant training to identify an appropriate treatment
· The pharmacist should ensure that the anticoagulant is appropriate for the particular type of VTE being treated, and if used outside of the product license, that the patient is aware of this and in agreement with the decision
· The pharmacist should consider any cautions or contraindications to the anticoagulant identified from the background and history outlined above
· The pharmacist should review the patients’ blood results (if available, see above) and make necessary adjustments to the patients medication regime
· The pharmacist should consider whether a particular anticoagulant would be most appropriate 
· The pharmacist should identify whether any adjustment to the dose is required
· This will usually require calculation of the patient’s renal function which should be calculated using the Cockcroft and Gault formula
· The pharmacist should consider interactions with the patients prescribed and non-prescribed medication regime and advise on how these will be managed
· The pharmacist should in the case of women of child bearing age confirm that they are not pregnant before starting oral anticoagulants
· For women who are unsure a pregnancy test should be requested via the SDEC nurses
· The pharmacist should ensure that the patient is not allergic to the chosen anticoagulant or any of its excipients
· The pharmacist should ensure that adherence with the particular anticoagulant is achievable for the patient
· For patients with complex social backgrounds, the pharmacist should identify an anticoagulant which is appropriate for the patient, and liaise with other health care professionals to ensure the drug is integrated into their current care regime, e.g. medicines administration records (MAR)
· The pharmacist should consider the need for further investigation (both for malignancy and other), and how this will affect anticoagulant choice
· The pharmacist should discuss the proposed anticoagulant options with the patients allowing them to make an informed choice around their treatment
· The pharmacist should ensure that the patient is appropriately educated on the chosen anticoagulant
· The pharmacist should ensure that the patient understands the dosing instructions and is able to support them with any compliance requirements (see above)
· The pharmacist should ensure that the patient is aware of the need to be vigilant for signs and symptoms of bleeding, and who to contact in the event of it occurring
· The pharmacist should advise the patient to attend A+E in the event of major bleeding
· In the event of non-major bleeding, the pharmacist should advise the patient to contact the clinic for guidance (within hours) and 111 out of hours
· The patient should be given contact details for the service
· The patient should be counselled on strategies to reduce the risk of bleeding
· The pharmacist may utilise specific anticoagulant counselling checklists available on COIN
· Pharmacists should give patients written literature on the specific drug being used
· Booklets are available from within the clinic room. 
· Direct acting Oral Anticoagulants (DOAC) and low molecular weight heparin (LMWH) literature is supplied directly from the relevant pharmaceutical company, and can be ordered online
· Warfarin Booklets may be obtained from the INR clinic 
· For patients requiring injectable LMWH treatment, the patient should be counselled on how to administer within the clinic setting
· This should follow the guidance in SOP_VTE108
· The pharmacist should advise the patient on the duration of their anticoagulant treatment, and the process for ongoing supply and monitoring the therapy
· This will usually be the responsibility of the VTE service
· The pharmacist should prescribe the treatment using an appropriate method of prescribing
· For LMWH, this will usually need to be prescribed on a hospital outpatient prescription
· The patient should be advised to take the prescription to a hospital pharmacy
· The pharmacist should additionally request that a yellow sharps box is supplied via pharmacy
· The patient should be advised on how to dispose of their needles
· For oral therapies, this should be prescribed on a WP10HP prescription
· The patient should be advised to take the prescription to their local community pharmacy
· The WP10HP should be recorded following the process outlined in SOP_VTE_109
· For patients in whom a supply of the anticoagulant is not achievable within 4 hours of diagnosis, a short term pre-packed supply of the medication should be given from SDEC stock
· See SOP_VTE110, guidance on supplying interim and short-term anticoagulants
· The pharmacist should then ascertain follow up arrangements for the patients
· The pharmacist should ascertain the need for further investigations not related to malignancy
· Thrombophilia screening should be considered in selected patients as per clinic and health board guidance
· For pharmacists practicing at specialist level who are not competent in requesting thrombophilia screens, this should be discussed with the SDEC clinician
· Pharmacists practicing at specialist level, wishing to gain competence in thrombophilia screening should complete module 5.1 of the internal training programme
· Unexpected findings (not related to malignancy) on the initial imaging, history taking, or blood tests, should be discussed with the referring clinician
· Follow up arrangements should be established and documented on the clinic documentation
· For young patients (under 40) with an unprovoked left iliac vein DVT, the presence of May-Thurner syndrome as an underlying cause should be considered
· The case should be discussed with the duty SDEC clinician to consider further imagine
· For young patients (under 40) with unprovoked bilateral DVT, the presence of congenital inferior vena cava abnormalities should be considered as a cause
· The case should be discussed with the duty SDEC clinician to consider further imagine
· The pharmacist should identify whether follow up blood tests are required prior to the next clinic review
· Please refer to monitoring guide (Document VTE_110), however pharmacists may also use their clinical judgement. 
· The pharmacist should ensure that the patient is booked for a follow up review within thirty days of their diagnosis
· For the vast majority of patients, this should be as a phone review
· The patient should be supplied with a standardised appointment card containing the clinic contact numbers (Document VTE_107)
· The patient should be counselled on the need to identify worsening symptoms and advised on how to seek medical attention
· Patients should be advised that new shortness of breath or chest pain should result in the patient re-attending hospital
· Within hours the patient should contact SDEC directly with contact details supplied
· Severe chest pain or shortness of breath should be advised to contact 999
· Outside of hours, the patient should contact 999 for severe cases, or 111 for moderate changes in symptoms
· The patient should be counselled on how to differentiate between symptoms
· For significant changes in leg symptoms the patient should be advised to contact the VTE service (within hours) or 111 out of hours
· The patient should be offered a follow up appointment as per the clinic follow up framework (Document_VTE_105)
· This should be outcome via WPAS
· Refer to SOP_VTE_114
· For patient in clinic, they can be asked to return to the front desk to generate an appointment
· Patients should have an appointment letter printed using WPAS
· The complete review should be documented on the standard clinic consultation template
· See Template_VTE_101
· For uploading onto DMS see SOP_VTE_115

One Month Appointment
· The duty pharmacist should ensure the patient is seen in an appropriate clinic room as outlined above if undertaking a face-to-face review
· For virtual consultations the pharmacist should ensure that this is undertaken in an area which is appropriate for virtual consultations and adheres to the health board policy on confidentiality 
· Prior to reviewing the patient, the pharmacist should access the patients Welsh Clinical Portal record to identify if
· The patient has required any admissions since the last review, and what the outcome of these were
· Whether the patient has had any outpatient review, and the outcome of these
· Whether the patient has been referred to any specialist services, and the rationale for these referrals
· The patient has had any bloods since the last review
· The pharmacist should consider the implications of these episodes’ in terms of the patients DVT management, and document as appropriate.
· The pharmacist should ask about changes in the patients’ symptoms
· The pharmacist should ask about leg swelling and changes since diagnosis
· The pharmacist should ask about the patient’s level of pain and changes since diagnosis
· The pharmacist should ask about other symptoms such as erythema, skin induration, cramping, and venous ectasia
· The patients progress should be discussed with the patient
· Patient with little change in symptoms should be reassured and their expectation on recovery managed
· Patients who have not had a significant improvement in symptoms at this stage should be considered for a face-to-face review at the next review
· Patient with concerning symptoms should be offered an urgent fact to face appointment 
· The pharmacist should evaluate the patient’s tolerance of their medication including any side effects or compliance issues
· The pharmacist should specifically ask about bleeding episodes and take appropriate action
· For further guidance see document_VTE_113
· The pharmacist should evaluate for other side effects and consider whether a change of therapy is indicated
· For issues around compliance the pharmacist should consider whether a change of formulation, drug is required
· The pharmacist should review the action plan with regards to the initial consultation and update on any completed or outstanding actions
· If a thrombophilia screen has been requested and the results are available, this should be reviewed
· For pharmacists working at base or specialist competence then the screen should be reviewed by the defined individual within their clinic framework (i.e. the SDEC Clinician, on-call haematology registrar, or the clinic advanced competence pharmacist)
· Advanced competence pharmacists may undertake this role independently
· If further imaging has been requested (e.g. CT venogram for concerns around vascular abnormalities), and the patient has had the imaging, the scan should be reviewed in combination with the SDEC clinician
· The pharmacist should decide whether any further blood monitoring is required
· Please refer to monitoring guide VTE_110, however pharmacists may also use their clinical judgement
· The pharmacist should arrange a further in clinic review with the patient following the guidance outlined above
· This should be at the three month point
· As discussed above, patients who fail to have a significant improvement in symptoms should be booked for a face to face review
· This pharmacist should have a low threshold for requesting a face to face review at the three month point for patients with residual symptoms of DVT and risk factors for PTS identified at the initial review
· The patient should be advised to continue monitoring for worsening symptoms 
· The patient should be offered a follow up appointment as per the clinic follow up framework (Document_VTE_105)
· This should be outcome via WPAS
· Refer to SOP_VTE_114
· For patient in clinic, they can be asked to return to the front desk to generate an appointment
· Patients should have an appointment letter printed using WPAS
· The complete review should be documented on the standard clinic consultation template
· See Template_VTE_102
· For uploading onto DMS see SOP_VTE_115


Three Month Appointment
· The duty pharmacist should ensure the patient is seen in an appropriate clinic room as outlined above if undertaking a face-to-face review
· For virtual consultations the pharmacist should ensure that this is undertaken in an area which is appropriate for virtual consultations and adheres to the health board policy on confidentiality 
· Prior to reviewing the patient, the pharmacist should access the patients Welsh Clinical Portal record to identify if
· The patient has required any admissions since the last review, and what the outcome of these were
· Whether the patient has had any outpatient review, and the outcome of these
· Whether the patient has been referred to any specialist services, and the rationale for these referrals
· The patient has had any bloods since the last review
· For patients having virtual consultations, the pharmacist should ask about the patients ongoing symptoms
· For patients describing mild residual symptoms which are expected at this stage of treatment, the patient should be counselled on long term symptoms post DVT, and their expectation around recovery managed
· For patients having a face to face review in clinic, the pharmacist should undertake an assessment of the patients leg using the Villalta score  
· Please see document_VTE_112 and SOP_VTE_112 for undertaking PTS assessment
· Pharmacists not working at advance level should ask the SDEC clinician or advanced level competence pharmacist to undertake this role
· Pharmacist wishing to undertake training in this area should complete module 5.2.
· Patients who have are diagnosed with PTS on the basis of their Villalta score should have the condition explained to them and given literature on the condition
· Patients with mild cases of PTS should be informed that the diagnosis is confirmed, and their expectation around recovery managed
· Patients with moderate or higher classification PTS should be advised that they should be reviewed again in three month’s time as, although sufficient time has elapsed since diagnosis, it is too early to fully grade the severity of their PTS
· Patients with severe or life affecting cases of PTS should be considered for referral to vascular surgeons
· Patients should be offered the opportunity to have class II compression hosiery prescribed
· The service does not currently have the provisions to support the safe prescribing of compression hosiery, and as such this should be referred to the patients GP 
· The pharmacist should ascertain that all further investigations have been undertaken and consider the impact of these upon the duration of treatment
· Thrombophilia screening should be reviewed as outlined above
· The pharmacist should discuss with the patient whether anticoagulation should be stopped at this stage or whether long term anticoagulant therapy is indicated
· The pharmacist should consider the patients provoking factors for their thrombotic event
· The pharmacist should additionally consider additional persistent risk factors that the patient has for recurrent VTE
· The pharmacist should refer to the initial review and findings from subsequent reviews 
· The pharmacist should utilise this information to estimate the patient’s probability of recurrence using the ESC recurrence risk tool
· Refer to document_VTE_114
· The pharmacist should additionally the patients bleeding risk
· This should be calculated using the HASBLED score and documented
· The patients recent bloods, bleeding events during the previous three months of anticoagulant therapy, and other bleeding risk factors should be considered
· The pharmacist should discuss the relative risks of each with the patient, and agree on a management plan beyond this review point
· For women with an unprovoked DVT, where the above results in clinical equipoise around the decision to continue or stop anticoagulant treatment (where bleeding risk is low), the patient should be offered the opportunity to continue anticoagulant therapy for a further three months and attend for a HERDOO2 score to help guide ongoing management
· For patients continuing on long term anticoagulant therapy the patient should be prescribed a further three months of anticoagulant therapy
· The documentation from the clinic should be clear in explain that a three-month supply has been given, and highlighting that if the patient is on a treatment where the dose is to be reduced after six months, that it is added to patient’s repat list at that point
· For patients stopping anticoagulant therapy the rationale should be clearly documented
· For all patients (with the exception of those returning for a six month review), the pharmacist should advise on risk reduction strategies
· Patients should be given advice on ongoing risks of VTE from long haul travel as outlined in document_VTE_115
· Female patients should be given advice on hormonal medications and contraception as outlined in document_VTE_111
· All patients should be given advice on the need to remain vigilant for signs or symptoms of recurrent episodes and advised to seek medical attention as soon as possible 
· Patients should be advised to make the clinician aware of their previous episodes of VTE
· Patients with PTS should be advised on how to differentiate PTS symptoms from those of an acute VTE
· For all patients, changes to the patient’s medication regime at the time of diagnosis should be reviewed and the patient advised whether it is now safe for these to be resumed, or whether these should remain held
· The patient should be discharged as per the clinic follow up framework (Document_VTE_105)
· This should be outcome via WPAS
· Refer to SOP_VTE_114
· The complete review should be documented on the standard clinic consultation template
· See Template_VTE_103
· For uploading onto DMS see SOP_VTE_115

Six Month Appointment
· The duty pharmacist should ensure the patient is seen in an appropriate clinic room as outlined above if undertaking a face-to-face review

· For patients returning for a further assessment of their PTS symptoms
· The patient should be assessed using the Villalta score as outlined in SOP_VTE_112
· For patients with worsening symptoms which are now graded sever or affecting quality of life, the patient should be referred to vascular surgeons
· For patients with no improvement in symptoms, grade III compression hosiery should be considered
· The service does not currently have the provisions to support the safe prescribing of compression hosiery, and as such this should be referred to the patients GP 

· For patients returning for a HERDOO2 score
· Pharmacists undertaking a HERDOO2 score should consult SOP_VTE_113, and document_VTE_116
· Patients with a HERDOO2 score of 2 or greater should be offered the opportunity to continue with long term anticoagulant therapy
 

· For all patients, the pharmacist should advise on risk reduction strategies
· Patients should be given advice on ongoing risks of VTE from long haul travel as outlined in document_VTE_115
· Female patients should be given advice on hormonal medications and contraception as outlined in document_VTE_111
· All patients should be given advice on the need to remain vigilant for signs or symptoms of recurrent episodes and advised to seek medical attention as soon as possible 
· Patients should be advised to make the clinician aware of their previous episodes of VTE
· Patients with PTS should be advised on how to differentiate PTS symptoms from those of an acute VTE
· For all patients, changes to the patient’s medication regime at the time of diagnosis should be reviewed and the patient advised whether it is now safe for these to be resumed, or whether these should remain held
· The patient should be discharged as per the clinic follow up framework (Document_VTE_105)
· This should be outcome via WPAS
· Refer to SOP_VTE_114
· The complete review should be documented on the standard clinic consultation template
· See Template_VTE_103a
· For uploading onto DMS see SOP_VTE_115






























[image: C:\Users\su001508\Desktop\New logos Swansea Bay\Abertawe_Swansea NHS Health Board.jpg]

                              

PHARMACY-LED VENOUS THROMBOEMBOLISM (VTE) SERVICE

STANDARD OPERATING PROCEDURES
Procedure for undertaking Cancer DVT consultations (SOP-VTE104)

Procedure
Name:

Objective
To develop formal procedures for pharmacists undertaking consultations involved with the management of cancer patients with pulmonary embolism (PE)
This SOP should be used in combination with
· CID726 Guidance for the Management of Suspected Pulmonary Embolism (PE) - March 2020
· Pathway VTE_101_Pulmonary Embolism

Evaluation of competence
· Pharmacists should ensure that they are competent to manage PE prior to undertaking clinic consultations
· All pharmacists should undertake an assessment of their level of competence using the clinic framework for PE management, and complete a self needs analysis
· Those working a Base Competence Level, should only practice under the direct or indirect (subject to task) supervision of a Specialist or Advanced Competence Level pharmacist or Acute General Practitioner (GP)
· Those working at Specialist Competence Level, should ensure that they are clear in their framework as to who will undertake roles that they do not feel competent to undertake
· For pharmacists who do not feel competent in undertaking ECHO assessment, this should be referred to the SDEC clinician on duty or advanced level pharmacist
· Pharmacists should undertake a peer assessment of their competence against the clinic framework on an annual basis
	Explanation of competency levels in relation to clinic practice

	No previous experience of clinics
	No experience of clinic practice in any form.

	Base Competence
Assumed if I/P qualified
	May undertake consultations for the purposes of history taking, drug-based patient education, and therapeutic monitoring. Generally, this role applies to junior grade pharmacists and will require support from more senior clinician in the service 

	Specialist Competence
	May undertake consultations independently with the exception of certain defined advanced roles, e.g., thrombophilia screen reviews, echo assessments. Must be independent prescriber

	Advanced Competence
	May undertake consultations independently including defined advanced roles. Must be independent prescriber



Referral into the service
· Referrals to the clinic are subdivided into two different pathways
· Those directly from Same Day Emergency Care (SDEC)
· Those who are diagnosed and initiated on anticoagulation in other clinical areas

For those who are referred directly from SDEC 
· Patients who are diagnosed with a PE within SDEC should first be assessed by a suitable senior clinician (acute GP, consultant, or registrar if consultant unavailable)
· The diagnosing clinician should undertake an assessment of the patient’s suitability for ambulatory care
· The patient should be assessed using the Hestia criteria, and the clinicians clinical judgement
· Patients with Hestia criteria scores of 0, are suitable from ambulatory management 
· Those with score of ≥1 should be reviewed by a senior clinician and a decision made as to the suitability for ambulatory management
· Patients in whom there is the presence of right ventricular (RV) strain on echo or CTPA should have a troponin T and NT-proBNP checked
· Patients with normal levels may be considered for outpatient management
· Additionally the diagnosing clinician should ensure that patient is able to understand how to identify warning signs for worsening symptoms and has means of re-attending the hospital 
· Patient should be given written literature on worsening advice including contact numbers
· Patients who are deemed suitable for management should be verbally discussed with the duty VTE clinic pharmacist for that day, with the aim of the patient being appointed for a review that day
· For patients unable to be accommodated that day, the pharmacist should advise/prescribe interim anticoagulant therapy until the appointment (please refer to document VTE_106_Interim Anticoagulation)
· Once accepted for a review in the pharmacy-led VTE service, the clinician should document on ADSTRA/Welsh Clinical Portal
· That the patient is suitable for ambulatory management via the pharmacy-led VTE service
· What investigations have been carried out (with findings), and what additional investigations are to be carried out and who will follow them up
· In most instances follow up of investigations for malignancy will not be carried out by the VTE service unless agreed by the duty pharmacist with a clear action plan in place

For those who are referred from other clinical areas who are deemed suitable for early ambulatory care
· For patients who have not been seen by a clinician prior to the referral (e.g. incidental findings of PE) the patient must be discussed with the SDEC acute GP initially to evaluate the patients suitability for ambulatory care
· The acute GP should discuss with the duty clinic pharmacist as to whether the patient requires GP assessment prior to review
· For patients who have had a clinical review, and has been reviewed for their suitability for ambulatory management (with documented evidence of a class 0 Hestia criteria score, and no exclusions from the service), the case should be discussed with the duty clinic pharmacist to either obtain a same day face to face review. 
· A completed referral form should be sent with the patient 

· Patients should be given an appointment for the VTE clinic based upon the standard clinic template for appointments (Document VTE_103_Clinic Appointment Structure. )
· SDEC/AGPU reception staff should be contacted to ensure that the patient is booked onto both WPAS and ADASTRA systems
Day One Appointment
· The duty pharmacist should initially scrutinise the referral to ensure the patient is suitable for ambulatory management ensuring the above processes have been followed. To ensure completeness the clinic pharmacist should document the following clearly using the electronic notes system (ADASTRA/Welsh Clinical Portal)
· The patients Hestia score (which should be zero) 
· A statement as to whether there was signs of right ventricular strain on the CT-PA, and if present or not commented on, the patients troponin-T and NT-ProBNP results (both of which should be normal)
· A statement to indicate the patient’s suitability for ambulatory care based upon their ability to retain the safety net information (or their support networks ability), and their ability to re-attend hospital
· A statement to indicate the name and jurisdiction of the senior clinician who assessed the patient and deemed them suitable for ambulatory management.  
· The duty pharmacist should ensure that they have reviewed the patients suitability for ambulatory management prior to seeing the patient in clinic and are satisfied that there is a clear action plan for any further investigations
· The duty pharmacist should ensure that appropriate blood tests have been requested for the patient prior to reviewing them
· The pharmacist should ensure that a full blood count (FBC), urea and electrolytes (U+E’s), liver function tests (LFT’s), coagulation screen (Coag) are all requested prior to reviewing the patient.
· If results are not available at the time of the review, and there are no previous concerns around deranged renal or hepatic function, deranged coag, anaemia, thrombocytopenia, the patient may be reviewed, provided the bloods are reviewed within 24 hours of initiation.
· Deranged results should be discussed with the SDEC clinician prior to initiating with an action plan for follow up. This should be documented.
· For patients with right ventricular strain on CTPA/TTE at the time of diagnosis, the pharmacist should ensure a negative troponin T and NT-ProBNP have been obtained.
· The pharmacist should see the patient within a suitable clinic environment, which adheres to health board policy on confidentiality, infection control policies
· The pharmacist should additionally counsel the patient on the condition in general
· The pharmacist should explain the background to PE, and the rationale for anticoagulant therapy
· The pharmacist should explain the natural history of the condition, with a specific focus on the link with cancer
· The pharmacists should explain the anticipated time to recovery, and manage the patients expectation around this
· The pharmacist should;
· Review the patient CT-PA and document the location of the PE. The pharmacist should also note any additional findings from the CT, and discuss any areas of concern with the duty acute GP
· Obtain a history of the patients presenting complaint, and utilises information sourced from the patient referral
· Evaluate the patients cancer background including
· Diagnosis
· Stage of disease including metastases
· Current/planned treatment
· Previous/planned surgery
· Obtain an accurate history of the patients previous thrombotic episodes, including location, provoking factors, anticoagulant regimes and durations
· The previous thrombotic events should ideally be corroborated with evidence from imaging
· Obtain an accurate medical history for the patient, with a particular focus on other conditions that increase the risk of VTE or bleeding
· Obtain an accurate social history including smoking habits, alcohol intake, previous/current employment, and social status
· The pharmacist should identify if the patient is an active smoker and encourage the patient to stop as part of a VTE recurrence and general wellbeing strategy
· The patient should be signposted to local stop smoking services such as those offered by their community pharmacy and Stop Smoking Wales
· The pharmacist should advise patients who drink heavily to reduce their intake as to reduce their bleeding risk on anticoagulant therapy
· The patient should be signposted to support services such as WACADA
· The pharmacist should sensitively identify the patients history of substance misuse
· Patients who currently or previously injected drugs intravenously should be identified
· The pharmacist should establish the patients current/former employment in order to establish whether this is associated with risks of bleeding/thrombotic recurrence
· The pharmacist should identify if the patient’s employment is associated with an increased risk of bleeding whilst on anticoagulants, and advise as appropriate
· The pharmacist should identify if the patient’s employment is likely to affect their recovery from PE. The pharmacist should advise the patient on the need for phased return to work
· Although legislation changed in July 2022 to allow pharmacists to complete sickness papers, it is generally discouraged to undertake this practice in the VTE service at this present time
· The pharmacist should explore the patients’ hobbies and activities and advise on how the diagnosis and treatment will affect these
· Pharmacists should identify whether activities place patients at an increased risk of bleeding, and advise as appropriate
· Pharmacists should advise patients on returning to physical activity, advising a step-wise fashion.
· The pharmacist should advise on travel and specifically flying
· Low risk patients should be advised to avoid flying for two to four weeks post diagnosis
· Intermediate to high-risk patients should be advised to await a satisfactory echo before being advised that it safe to fly
· All patients should be advised to contact their travel insurance to advise them of their change in circumstance
· The pharmacist should ensure that they are satisfied the patient is able to understand safety- net advice, or their carers/next of kin are able to support them to understand, and the patient is able to re-attend hospital in the event of worsening symptoms
· Patients who cannot re-attend hospital or unable to identify worsening symptoms are not suitable for early ambulatory management
· Explore the patient’s family history of VTE
· The pharmacist should identify all relatives who are known to have VTE, with a particular focus on first degree relatives
· For first degree relatives, the pharmacist should identify the age they had their event, whether provoked or unprovoked, the treatment used and duration, any testing undertaken, and any subsequent recurrences
· Identify the patients current prescribed and non-prescribed mediation regime
· Identify all prescribed medicines using the patient as a primary sources and secondary sources including Welsh Clinical Portal and WellSky dispensing system
· Identify if the patient is prescribed a systemic antic-cancer regime (SACT), including supportive therapies
· Identify all herbal, vitamin and over the counter medicines
· The pharmacist should have a particular focus on drugs which are known to increase the risk of VTE and/or bleeding and advise as appropriate
· The pharmacist should develop an action plan with women who are taking oestrogen containing contraceptives and advise on how to manage 
· Please see document VTE_111
· The pharmacist should identify any drugs that increase the risk of bleeding and develop an action plan for the patient
· Please see document_VTE_108
· Identify any allergies that the patient has, whether they be drug or food/excipient
· [bookmark: _Hlk221864621]Utilising the above history, the pharmacist should then identify an appropriate anticoagulant in partnership with the patient
· The pharmacist should utilise the health board guidance and their relevant training to identify an appropriate treatment (CID1980)
· Most patients will be prescribed low molecular weight heparin injections at this stage
· The pharmacist should consider any cautions or contraindications to the anticoagulant identified from the background and history outlined above
· The pharmacist should consider interactions with the patients prescribed and non-prescribed medication regime and advise on how these will be managed
· The pharmacist should additionally consider interactions with the patients systemic anticancer treatment
· The pharmacist should consider how any previous or future surgery will affect the choice of anticoagulant therapy
· The pharmacist should establish the patients ability to take oral medication, including the impact of post SACT or disease related nausea and vomiting
· The pharmacist should review the patients blood tests, especially if on SACT and identify if the patient has had periods of thrombocytopenia. The implications of this on treatment choice should be considered
· [bookmark: _Hlk221864453]For patients with a platelet count of <50x109/l, the on-call haematologist should be consulted
· The pharmacist should consider whether a particular anticoagulant would be most appropriate 
· The pharmacist should identify whether any adjustment to the dose is required
· This will usually require calculation of the patient’s renal function which should be calculated using the Cockcroft and Gault formula

· The pharmacist should ensure that the patient is not allergic to the chosen anticoagulant or any of its excipients
· The pharmacist should ensure that adherence with the particular anticoagulant is achievable for the patient
· For patients who are receiving LMWH who are unable to self-administer, district nurses should be arranged to administer daily
· Ensure the patient is supplied with an inpatient medical chart to ensure district nurse administration
· For patients with complex social backgrounds, the pharmacist should identify an anticoagulant which is appropriate for the patient, and liaise with other health care professionals to ensure the drug is integrated into their current care regime, e.g. medicines administration records (MAR)
· The pharmacist should discuss the proposed anticoagulant options with the patients allowing them to make an informed choice around their treatment
· The pharmacist should ensure that the patient is appropriately educated on the chosen anticoagulant
· The pharmacist should ensure that the patient understands the dosing instructions and is able to support them with any compliance requirements (see above)
· The pharmacist should ensure that the patient is aware of the need to be vigilant for signs and symptoms of bleeding, and who to contact in the event of it occurring
· The pharmacist should advise the patient to attend A+E in the event of major bleeding
· In the event of non-major bleeding, the pharmacist should advise the patient to contact the clinic for guidance (within hours) and 111 out of hours
· The patient should be given contact details for the service
· The patient should be counselled on strategies to reduce the risk of bleeding
· The pharmacist may utilise specific anticoagulant counselling checklists available on COIN
· Pharmacists should give patients written literature on the specific drug being used
· Booklets are available from within the clinic room. 
· Direct acting Oral Anticoagulants (DOAC) and low molecular weight heparin (LMWH) literature is supplied directly from the relevant pharmaceutical company, and can be ordered online
· For patients requiring injectable LMWH treatment, the patient should be counselled on how to administer within the clinic setting
· This should follow the guidance in SOP_VTE108
· The pharmacist should advise the patient on the duration of their anticoagulant treatment, and the process for ongoing supply and monitoring the therapy
· This will usually be the responsibility of the VTE service
· The pharmacist should prescribe the treatment using an appropriate method of prescribing
· For LMWH, this will usually need to be prescribed on a hospital outpatient prescription
· The patient should be advised to take the prescription to a hospital pharmacy
· The pharmacist should additionally request that a yellow sharps box is supplied via pharmacy
· The patient should be advised on how to dispose of their needles
· For oral therapies, this should be prescribed on a WP10HP prescription
· The patient should be advised to take the prescription to their local community pharmacy
· The WP10HP should be recorded following the process outlined in SOP_VTE_109
· For patients in whom a supply of the anticoagulant is not achievable within 4 hours of diagnosis, a short term pre-packed supply of the medication should be given from SDEC stock
· See SOP_VTE110, guidance on supplying interim and short-term anticoagulants
· The pharmacist should then ascertain follow up arrangements for the patients
· The patient should be evaluated for their need for an echo near to the three month point
· The patient should be risk assessed for their risk factors for developing pulmonary hypertension, and if any are present an echo should be requested
· See document VTE_109
· Patients who had an echo undertaken at time of diagnosis and with signs of right ventricular strain or increased pulmonary pressures should have a repeat echo arranged for the three month point
· See SOP_VTE_111 for guidance on requesting echo’s
· The pharmacist should identify whether follow up blood tests are required prior to the next clinic review
· Please refer to the monitoring guide (Document VTE_110), however pharmacists may also use their clinical judgement. . 
· The patient should be counselled on the need to identify worsening symptoms and advised on how to seek medical attention
· Patients should be advised that severe worsening shortness of breath or chest pain should result in the patient re-attending hospital
· Within hours the patient should contact SDEC directly with contact details supplied
· Severe chest pain or shortness of breath should be advised to contact 999
· Outside of hours, the patient should contact 999 for severe cases, or 111 for moderate changes in symptoms
· The patient should be counselled on how to differentiate between symptoms
· The patient should be offered a follow up appointment as per the clinic follow up framework (Document_VTE_105)
· This should be outcome via WPAS
· Refer to SOP_VTE_114
· For patient in clinic, they can be asked to return to the front desk to generate an appointment
· Patients should have an appointment letter printed using WPAS
· The complete review should be documented on the standard clinic consultation template
· See Template_VTE_109
· For uploading onto DMS see SOP_VTE_115

Day Seven and One Month Appointments
· The duty pharmacist should ensure the patient is seen in an appropriate clinic room as outlined above
· Prior to reviewing the patient, the pharmacist should access the patients Welsh Clinical Portal record to identify if
· The patient has required any admissions since the last review, and what the outcome of these were
· Whether the patient has had any outpatient review, and the outcome of these
· Whether the patient has had any outpatient review, especially with oncology, and the outcome of these
· Ensure to establish if there has been any change to the patient treatment or clinical status
· The patient has had any bloods since the last review
· The pharmacist should consider the implications of these episodes’ in terms of the patients PE management, and document as appropriate.
· The pharmacist should undertake observations on the patient including respiratory rate, temperature, oxygen saturations at rest on air, hearth rate, and blood pressure.
· Pharmacists may ask the SDEC nursing staff to undertake this if practical 
· Pharmacists should document the findings
· Pharmacists should use the information to re-assess the patients PESI score at the day seven review
· An increase in PESI classification should lead to the pharmacist requesting a further review from the SDEC clinician to ensure that the patient remains appropriate for ambulatory care
· The pharmacist should evaluate the change in the patients’ symptoms
· The pharmacist should identify any significant increase in shortness of breath/chest pain 
· Pharmacists working at advanced competence may undertake further investigations such as repeat, Full Blood Count, Urea and electrolytes, ECG, and chest X-ray 
· [bookmark: _Hlk221865356]If thrombocytopenia is identified (platelets <50x109/l), the pharmacist should contact the on call haematologist
· Pharmacists working at base or specialist competence level should refer to an SDEC clinician as agreed in their clinic framework
· Pharmacists wishing to complete training to become competent in this area should complete module 5.4 of the training programme 
· The pharmacist should evaluate changes in the patient’s shortness of breath on exertion and document the findings
· The pharmacist should continue to manage the patient’s expectation around their recovery 
· Patients at the one month review point with no significant improvement in shortness of breath symptoms should have an echo requested if this has not already been done, regardless of initial echo findings
· Patient with worsening symptoms, or new symptoms concern for thrombotic recurrence/extension should be discussed with the unit medical teams
· If there is proven recurrence of VTE, the case should be discussed with the on-call haematologist
· The pharmacist should evaluate the patient’s tolerance of their medication including any side effects or compliance issues
· The pharmacist should specifically ask about bleeding episodes and take appropriate action
· For further guidance see document_VTE_113
· The pharmacist should evaluate for other side effects and consider whether a change of therapy is indicated
· For issues around compliance the pharmacist should consider whether a change of formulation, drug is required
· The pharmacist should review the action plan with regards to the initial consultation and update on any completed or outstanding actions
· If an echo has been requested, and the patient has had the echo, the echo should be reviewed in combination with the patients’ symptoms
· For pharmacists working at base or specialist competence then the echo should be reviewed by the defined individual within their clinic framework (i.e. the SDEC Clinician)
· Advanced competence pharmacists may undertake this role independently
· The pharmacist should decide whether any further blood monitoring is required
· Please refer to monitoring guide VTE_110, however pharmacists may also use their clinical judgement
· For patients initiated on low molecular weight heparin, the pharmacist should consider whether the patient could be converted to an oral treatment at this stage
· This should consult the health board CAT guidelines
· For patients continuing with low molecular weight heparin, the patient should be considered for referral to the pharmacy-led virtual supply clinic, to ensure supply of LMWH until the six month review point
· Pharmacists should first consult the services inclusion/exclusion criteria  (Document VTE_117)
· Pharmacists should refer to the virtual clinic SOP for guidance. 
· For those not suitable for referral to the virtual clinic, a further VTE clinic appointment should be created
· The patient should be advised to continue monitoring for worsening symptoms 
· The patient should be offered a follow up appointment as per the clinic follow up framework (Document_VTE_105)
· This should be outcome via WPAS
· Refer to SOP_VTE_114
· For patient in clinic, they can be asked to return to the front desk to generate an appointment
· Patients should have an appointment letter printed using WPAS
· The complete review should be documented on the standard clinic consultation template
· See Template_VTE_110
· For uploading onto DMS see SOP_VTE_115


Month Two and Four Appointments
· The duty pharmacist should ensure the patient is seen in an appropriate clinic room as outlined above
· Prior to reviewing the patient, the pharmacist should access the patients Welsh Clinical Portal record to identify if
· The patient has required any admissions since the last review, and what the outcome of these were
· Whether the patient has had any outpatient review, especially with oncology, and the outcome of these
· Ensure to establish if there has been any change to the patient treatment or clinical status
· Whether the patient has been referred to any specialist services, and the rationale for these referrals
· The patient has had any bloods since the last review
· The pharmacist should undertake basic observations for the patient including blood pressure, oxygen saturations, heart rate, temperature. 
· The duty pharmacist should ask the patient about ongoing dyspnoea
· The pharmacist should ask specifically about functional disability secondary to their shortness of breath using a recognised scale such as the Medical Research Council Scale or World Health Organisation functional class
· See document_VTE_118
· The pharmacist should review the patients echo regardless of ongoing dyspnoea
· As outlined above, only pharmacists practicing at advanced level competence should review echo’s independently
· Patients with ongoing dyspnoea should be referred to respiratory regardless of echo findings
· Those patients with echo findings showing a high risks of PH, or those with an intermediate risk of PH and elevated NT-proBNP should be referred as urgent priority
· Patients who live within West Swansea should be referred to Dr Rhian Finn in Singleton
· No automatic pathway currently exists with East Swansea or Neath Port Talbot patients, and hence a referral letter should be sent to the relevant secretaries
· For patients without ongoing symptoms of dyspnoea, but in whom risk factors for CTEPH/PH were identified at the initial review
· For those with an echo showing a high risks of PH, or those with an intermediate risk of PH and elevated NT-proBNP, a referral should be submitted to respiratory as outlined above
· For those at low risk based upon echo findings, the patient should be advised to report any increasing dyspnoea and the patient advised to consult their GP
· The discharge summary from clinic should advise on the findings of the echo and advise the GP to consider repeat echo/NT-proBNP with or without referral to respiratory
· The patient should be followed as per the clinic follow up framework (Document_VTE_105)
· This should be outcome via WPAS
· Refer to SOP_VTE_114
· For patients at the four month point
· The patient should be referred to Haematology Thrombosis and Anticoagulant Clinic 
· A copy of the last DMS  review should sent to the clinic secretary
· Currently this is Natalie Clapham on Natalie.L.Clapham@wales.nhs.uk
· The complete review should be documented on the standard clinic consultation template
· See Template_VTE_110
· For uploading onto DMS see SOP_VTE_115

Six Month Appointment
· This is undertaken in the Thrombosis and Anticoagulation Haematology Clinic
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