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Appropriate Prescribing of Direct Oral Anticoagulants (DOACs) – 
Full Clinical Guideline 

 

Reference no.: CG-PHARM/2020/006 

1. Introduction 

There are four direct oral anticoagulants (DOACs) available for prescribing within this Trust: 

 Apixaban 

 Dabigatran 

 Edoxaban 

 Rivaroxaban 

DOACs are increasingly being chosen over vitamin K antagonist oral anticoagulants for the 

treatment and prevention of thromboembolic disease and they offer many advantages 

including faster onset of action, dosing and conditions favorable for improved adherence and 

less requirement of regular monitoring. There are still disadvantages including limited testing 

to determine therapeutic levels, availability of reversal agents in the case of bleeding or 

emergency surgery and significant drug interactions.  

When choosing between a DOAC and vitamin K antagonists, a discussion should be had 

with the patient highlighting the risks vs. benefits of these agents. A shared decision 

between the patient and the prescriber can then be made taking into account patient 

preference, clinical appropriateness and the factors surrounding DOACs described in this 

guideline. 

 

2. Aim and purpose of the guideline 

To offer guidance on the safe and effective prescribing of DOACs to patients admitted to 
UHDB. This document will help to promote standardised prescribing across the Trust. 
 

3. Definition/abbreviations 

ACS – Acute coronary syndrome 

CAD – Coronary artery disease 

CrCl – Creatinine Clearance (ml/min) 

DOAC – Direct Oral Anticoagulant 

DVT- Deep vein thrombosis 

eGFR – Estimated Glomerular Filtration Rate 
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LMWH – Low Molecular Weight Heparin 

NVAF – Non-valvular atrial fibrilation 

PAD – Peripheral vascular disease 

PE – Pulmonary embolism 

SPC – Summary of Product Characteristics 

VTE- Venous thromboembolism 

 

4. Guideline 

Indications 

Some examples of common indications and dosing for DOACs are outlined below however 

please refer to the British National Formulary1 and/or the Summary of Product 

Characteristics (SPC)2 for each DOAC for the most up to date information on licensed uses 

and indications. As research emerges, DOACs may occasionally also be prescribed for an 

unlicensed indication - in this case please seek advice from the relevant specialist area. The 

preferred choices of DOACs and their indications for prescribing within this Trust are outlined 

within the Trust formulary3.  

 Prevention of stroke and systemic embolism in non-valvular atrial fibrillation 

(NVAF) 

The DOAC of choice within this Trust for this indication is edoxaban. If edoxaban is not 

suitable and another DOAC is chosen, the reason should be clearly documented within the 

discharge summary. 

 Treatment and/or secondary prevention of deep vein thrombosis and/or 

pulmonary embolism 

Although all DOACs are available for prescribing for this indication, dabigatran and 

edoxaban require at least 5 days of parenteral anticoagulant before commencing this 

treatment and dabigatran has an increased bleeding risk over apixaban or rivaroxaban.  

 Treatment of confirmed proximal DVT or PE in patients with active cancer 

Apixaban, rivaroxaban or edoxaban (edoxaban would require 5 days parenteral treatment 

prior to commencing therapy) are now recommended as first line choices for this indication 

in patients with active cancer4, 5. The choice of treatment should be made on case by case 

decision, taking into account tumour site, interactions with other drugs and the patient’s 

bleeding risk.  
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 Prevention of thrombo-embolism after total hip (35 days) or knee (14 days) 

replacement in adults  

See site-specific guidelines below for preferred recommendations for this indication: 

- DERBY: VTE prophylaxis – orthopaedic – Derby sites only 

- BURTON: VTE risk assessment, thromboprophylaxis and management – Burton 

Sites only 

 Acute management of acute coronary syndrome 

Rivaroxaban only is licensed for the prevention of atherothrombotic events in adult patients 

with the following: 

- Following ACS with elevated cardiac biomarkers OR 

- Coronary artery disease or symptomatic peripheral artery disease at high risk of 

ischaemic events.  

 Prophylaxis after insertion of prosthetic heart valve 

DOACs are not currently recommended for this indication due to limited evidence currently 

available. A vitamin K antagonist is still the preferred option here however if unsuitable then 

please seek advice from cardiology.  

If using a DOAC for an unlicensed indication, please seek advice from the relevant 

specialist area.  

 

Dosing 

Please see table 1. below for details on dosing for each indication and adjustments to be 

made according to renal impairment. See below for further information relating to renal 

dosing. Dosing has been taken from the SPCs2 and British National Formulary1 for each 

drug so please refer to these as the most up to date information source.  

 

https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=1955
https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=2878
https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=2878
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Table 1. DOAC dosing for licensed indications and potential dose adjustments. 

 Renal Function 
(CrCl) 

Apixaban Dabigatran Edoxaban Rivaroxaban 

Prevention of stroke 
and systemic 
embolism in 
patients with NVAF 

≥50ml/min 5mg twice daily. 
 
Reduce dose to  
2.5mg twice daily if 
patient has 2 or 
more of the 
following 
characteristics: 

- Cr 

≥133mmol/L 

- Age 

≥80years 

- Weight ≤ 

60kg 

150mg twice daily 
 
110mg twice daily if 
age ≥ 80 years or 
receiving concomitant 
verapamil 
 
Consider 110mg twice 
daily if bleeding risk 
high, GI risk, 
moderate renal 
impairment or age 
between 75-80 years 

60mg once daily 
 
30mg once daily if 
weight ≤ 60kg or 
receiving concomitant 
ciclosporin, 
dronedarone, 
erythromycin, 
ketoconazole. 

20mg once daily. 
Take with food. 

30-49ml/min 30mg once daily 15mg once daily. 
Take with food. 

15 – 29ml/min 2.5mg twice daily Not recommended 
 

<15ml/min or 
undergoing dialysis 

Not recommended Not recommended Not recommended 
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Treatment of DVT 
and/or PE 

≥50ml/min 10mg twice daily for 
7 days followed by 
5mg twice daily as 
maintenance. 

150 mg twice daily 
following at least 
5 days parenteral 
anticoagulant 
treatment. 
 
110mg twice daily if 
age ≥ 80 years or 
concomitant 
verapamil.  
Consider 110 mg 
twice daily if 
thrombotic risk low, 
but bleeding risk 
high: e.g. 75-80 
years, CrCL 30-
50mL/min or at 
other increased risk 
of bleeding (e.g. 
GI).  Following at 
least 5 days 
parenteral 
anticoagulant. 

 

60mg once daily 
following at least 5 
days of parenteral 
anticoagulant 
treatment.  
 
30mg once daily if 
weight ≤ 60kg or 
receiving concomitant 
ciclosporin, 
dronedarone, 
erythromycin, 
ketoconazole. 
Following at least 5 
days of parenteral 
anticoagulant 
treatment. 

15mg twice daily for 
21 days then 20mg 
once daily as 
maintenance. Take 
with food. 

30-49ml/min 30mg once daily. 
Following at least 5 
days of parenteral 
anticoagulant 
treatment. 

15mg twice daily for 
21 days then 20mg 
once daily as 
maintenance. 
Reduce maintenance 
dose to 15mg once 
daily if bleeding risk 
outweighs risk for 
recurrent DVT or PE. 
 
Take with food. 

15-29ml/min No dose 
adjustment. 10mg 
twice daily for 7 
days followed by 
5mg twice daily as 
maintenance. Use 
with caution. 

Not recommended. 

<15ml/min or 
undergoing dialysis 

 
 

Not recommended Not recommended Not recommended 
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Prevention of 
recurrent DVT 
and/or PE following 
completion of 6 
months of treatment 
for DVT or PE 

≥50ml/min 2.5mg twice daily 
Following 
completion of 6 
months at treatment 
dose. 

150mg twice daily. 
110mg twice daily if 
age ≥ 80y or 
concomitant 
verapamil  
Consider 110 mg 
twice daily if 
thrombotic risk low, 
but bleeding risk high: 
e.g. 75-80 years, 
CrCL 30-50mL/min or 
at other increased risk 
of bleeding (e.g. GI) 

60mg once daily. 
 
30mg once daily if 
weight ≤ 60kg or 
receiving concomitant 
ciclosporin, 
dronedarone, 
erythromycin, 
ketoconazole. 

10mg once daily 
(consider 20mg once 
daily if high risk of 
recurrent DVT/PE 
e.g. complicated co-
morbidities or if 
developed recurrent 
DVT or PE on 
extended prevention 
with 10mg once 
daily) 
Following completion 
of 6 months at 
treatment dose. 
 
Take with food.  

30-49ml/min No dose adjustment 
necessary. Use with 
caution. 

30mg once daily 

15-29ml/min Not recommended 

<15ml/min or 
undergoing dialysis 

Not recommended Not recommended Not recommended 

Prevention of 
atherothrombotic 
events in patients: 
- After ACS with 

elevated cardiac 

biomarkers OR With 

CAD or 

symptomatic PAD at 

high risk of 

ischaemic events 

≥50ml/min Not licensed Not licensed Not licensed 2.5mg twice daily 
(when administered 
with aspirin alone or 
with aspirin plus 
clopidogrel) 
 
Extension of 
treatment beyond 12 
months should be 
done on an individual 
patient basis as 
experience up to 24 
months is limited 

30-49ml/min 

15-29ml/min No dose adjustment. 
Use with caution. 

<15ml/min or 
undergoing 

Not recommended. 
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Prevention of 

thrombo-embolism 

after total hip (35 

days) or knee (14 

days) replacement 

in adults  

≥50ml/min 2.5 mg twice daily.  
Initial dose should be 
taken 12 to 24 hours 
after surgery. 
 
Duration of treatment: 
THR = 32-38 days 
TKR = 10-14 days 

Initial stat dose of 110mg 1-4 hours 
after completed surgery (provided 
haemostasis has been secured) then 
maintenance of 220mg once daily (2 
x110mg caps) on the 1st day after 
surgery. If treatment is not initiated on 
the day of the surgery, dose should be 
started at 220mg once daily. 
 
Duration of treatment: 
THR = 28-35 days 
TKR = 10 days 
 
If ≥75 years or taking concomitant 
verapamil, amiodarone or quinidine, 
reduce dose to same as that for if 
CrCl 30-49ml/min (below). 

Not 
licensed 

10mg once daily. 
Take with food. 
 
Initial dose taken 6-
10 hours after 
surgery provided 
haemostasis has 
been established.  
 
Duration of 
treatment: 
THR = 5 weeks 
TKR = 2 weeks 

30-49ml/min Initial stat dose of 75mg 1-4 hours 
after completed surgery (provided 
haemostasis has been secured) then 
maintenance of 150mg once daily (2 x 
75mg caps) on the 1st day after 
surgery. If treatment is not initiated on 
the day of the surgery, dose should be 
started at 220mg once daily. 
 
Duration of treatment: 
THR = 28-35 days 
TKR = 10 days 

15-29ml/min No dose adjustment. 
Use with caution. 

Not recommended No dose adjustment. 
Use with caution. 

<15ml/min 

or 

undergoing 

dialysis 

Not recommended Not recommended. 
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Renal Impairment 

All DOACs may require dosing adjustments if a patient is renally impaired. This should be 

based on a patient’s creatinine clearance (CrCl) rather than eGFR using the Cockcroft Gault 

equation as follows: 

Estimated CrCl (mL/min) = (140 – Age in years) x Weight in kg x Constant 
Serum Creatinine (mmol/L) 

(Constant is 1.23 for men, 1.04 for women) 

For DOACs, actual body weight should be used to calculate CrCl2,6. For patients who are 

obese (BMI > 40), there is a risk that using actual body weight may overestimate CrCl 

therefore it would be advised to calculate the CrCl both using actual body weight and 

adjusted body weight, then use this range to guide clinical judgement based on both 

bleeding and thrombosis risk6. See appendix 1 for details on how to calculate adjusted body 

weight.  

Do not use estimated glomerular filtration rate (eGFR) which may overestimate renal 
clearance, especially in elderly patients with low body weight/ body mass index6.  

For oedematous patients, their dry weight should be used to determine the renal function.  
 

Hepatic impairment 

A summary of advice outlined in the SPCs2 for each DOAC is outlined below in table 2. 
Please seek advice from haematology if necessary in patients with hepatic impairment. 

Apixaban Dabigatran Edoxaban Rivaroxaban 

Contraindicated in 
patients with hepatic 
disease associated 
with coagulopathy 
and clinically relevant 
bleeding risk. 

Not recommended in 
severe hepatic 
impairment.  

Use with caution: 
- In mild or moderate 
impairment (Child 
Pugh A or B). No 
dose adjustment 
necessary. -ALT or 
AST > 2 x ULN or 
total bilirubin ≥ 1.5 x 
ULN 

Contraindicated in 
hepatic impairment 
or liver disease 
expected to have any 
impact on survival. 

Not recommended: 
- LFTs >2 x ULN 
(due to limited 
treatment 
experience) 

Contraindicated in 
patients with hepatic 
disease associated 
with coagulopathy 
and clinically relevant 
bleeding risk.  

Not recommended in 
severe hepatic 
impairment. 

Use with caution: 
- In mild or moderate 
impairment. No dose 
adjustment 
necessary. 
- ALT or AST > 2 x 
ULN or total bilirubin 
≥ 1.5 x ULN 

Contraindicated in 
patients with hepatic 
disease associated 
with coagulopathy 
and clinically relevant 
bleeding risk 
including cirrhotic 
patients with Child 
Pugh B and C. 

Table 2. DOACs and hepatic impairment. 
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Monitoring 

Before initiating a DOAC, baseline bloods should be performed including clotting screen, 
U+Es, FBCs and LFTs. 

Bloods should be repeated annually however this should be more frequently if the patient 
has: 

- Renal impairment  
o CrCl 30-60ml/min – every 6 months 
o CrCl <30ml/min – every 3 months 

- Acute illnesses which may affect these parameters e.g. infection, acute heart failure 
- Additional risk factors including frail and/or elderly, multiple co-morbidities. 

DOACs can prolong various clotting tests and the clotting screen does not provide a reliable 
determination of the therapeutic response of a DOAC. Therapeutic drug monitoring is not 
required for DOACs however it may be useful in occasional cases (see ‘extremes of body 
weight’ below) 2, 7. 

Extremes of body weight 

Some patients with a body weight of ≤60kg require a dose adjustment (see table 1. above). 

A low body weight of <50kg is not a contraindication for using a DOAC however caution 
should be used and a clinical judgement made taking into account bleeding risk vs. 
thrombosis risk.  

Seek advice from haematology for patients who are >120kg. Although it is not necessarily a 
contraindication for a DOAC, these patients may require a plasma level to determine 
whether the DOAC is likely therapeutic.  

Pregnancy and women of child-bearing age2,8 

DOACs use is contraindicated in pregnancy.  

DOACs are contraindicated during breast-feeding. A decision should be made whether to 
discontinue breast-feeding or discontinue/abstain from DOAC therapy.  

The DOAC of choice in women of child-bearing age is apixaban. These patients should be 
counselled to avoid pregnancy and use effective contraception whilst taking a DOAC. 
Women of child-bearing age should also be counselled that DOACs can lead to increased 
heavy bleeding during a period. If pregnancy occurs, the patient should be immediately 
switched to a LMWH8.  

Administration 

Apixaban, Dabigatran and Edoxaban can be taken with or without food. Rivaroxaban should 
be taken with food. 

Swallowing difficulties/enteral feeding tubes 

Apixaban, edoxaban and rivaroxaban can be crushed and dispersed in water or apple 
juice/puree to aid administration. They can be crushed and dispersed in water to give via an 
enteral feeding tube9. Dabigatran capsules should not be opened due to increasing bleeding 
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risk so is not suitable for this group of patients2,9. 
 

Compliance aid 

Apixaban, edoxaban and rivaroxaban are suitable to go into a patient’s compliance 
aid/dossette box. Dabigatran is not suitable because it must be kept in its original container 
to protect it from moisture2.  
 

Missed doses2 

 Apixaban and Dabigatran (twice daily regimens)- Take the dose immediately if it is 
more than 6 hours until the next dose and then continue with the twice a day regimen 
as before. If it’s less than 6 hours until the next dose, this dose should be skipped 
and the next scheduled dose taken as normal. No double dose should be taken to 
make up for missed individual doses. 

 Edoxaban – The dose should be taken immediately and then continue the following 
day with the once daily regimen as before. The patient should not take a double dose 
on the same day to make up for the missed dose.  

 Rivaroxaban: 
 
If a dose is missed during the 15mg twice daily treatment phase for VTE, the patient 
should take the dose immediately to ensure 30mg daily intake. The patient should 
then continue with the recommended twice daily intake the following day.  
 
If a dose is missed on the once daily regimen, the patient should take the dose 
immediately and then continue the following day with the once daily regimen as 
prescribed. The patient should not take a double dose on the same day to make up 
for the missed dose. 
 

Bleeding, Surgery and Overdose 

See relevant guidelines for each DOAC on Koha for information on: 

- Management of bleeding and reversibility of DOACs 
- Planned surgery and when to hold a DOAC 
- Emergency surgery 

Seek specialist advice for any further surgical enquiries related to DOACs.  

Interactions 

See table 3. below for guidance on common drug interactions when administering 
DOACs1,2,10. Up to date information can be accessed via the BNF1 or SPC2 for each DOAC 
however please refer to your pharmacist for advice on how to manage interactions.  

Switching between DOACs and LMWH or warfarin 

See table 4. below for guidance on switching between anticoagulant agents2.
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Table 3. DOACs and common interacting drugs1,2,10 

Drug Apixaban Dabigatran Edoxaban Rivaroxaban 

Carbamazepine 
Phenobarbital 
Phenytoin 
Primidone 
Rifampicin 
HIV protease 
inhibitors 

Contraindicated. Switch to alternative to the interacting drug or consider using warfarin/LMWH instead of a DOAC.  
 
If not suitable for warfarin/LMWH, seek specialist advice.  

Amiodarone 
Diltiazem 
Quinidine 
Verapamil 

No dose adjustment. Monitor 
closely for signs and symptoms 
bleeding. 

Verapamil: Consider 
reducing dabigatran to 
110mg twice daily.  
Amiodarone, diltiazem, 
quinidine: No dose 
adjustment  
Monitor closely for signs and 
symptoms of bleeding.  

No dose adjustment. Monitor 
closely for signs and 
symptoms bleeding. 

No dose adjustment. Monitor 
closely for signs and 
symptoms bleeding. 

Dronedarone No dose adjustment. Monitor 
closely for signs and symptoms 
bleeding. 

Contraindicated Reduce edoxaban to 30mg 
once daily. 

Contraindicated 

Clarithromycin 
Erythromycin 

No dose adjustment. Monitor 
closely for signs and symptoms 
bleeding. 

No dose adjustment. Monitor 
closely for signs and 
symptoms bleeding. 

Reduce edoxaban to 30mg 
once daily for DVT or PE. No 
dose reduction required for 
NVAF. 

No dose adjustment. Monitor 
closely for signs and 
symptoms bleeding. 

Itraconazole 
Ketoconazole 
Posaconazole 
Voriconazole 
 

Reduce apixaban dose by 50%. If 
already on 2.5mg twice daily then 
consider alternative options.  
Apixaban and posaconazole can 
be administered with no dose 
adjustment.  

Contraindicated Itraconazole, Ketoconazole: 
Reduce edoxaban to 30mg 
once daily.  
Avoid with posaconazole and 
voriconazole as no literature 
advice 

Contraindicated. 

Ciclosporin 
Tacrolimus 

No dose adjustment. Monitor 
closely for signs and symptoms 
bleeding. 

Contraindicated Ciclosporin: Reduce edoxaban 
to 30mg once daily.  
Tacrolimus: Avoid combination 
as no literature advice 

No dose adjustment. Monitor 
closely for signs and 
symptoms bleeding. 

NSAIDs, SSRIs, 
SNRIs, steroids, 
antiplatelets 

Be aware that these medicines may increase bleeding risk for patients with DOACs, particularly when used in combinations. 
NSAIDs: Avoid with DOACs due to increased bleeding risk. Naproxen can also cause P-gp competition and increase DOAC levels. 
Consult relevant guidelines for conditions where antiplatelets may be required wit a DOAC for recommended combinations. 
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Table 4. Switching between DOACs and warfarin or LMWH
2 

 

From 
 

To  Warfarin LMWH Apixaban Dabigatran Edoxaban Rivaroxaban 

Warfarin  See Trust warfarin guideline Discontinue warfarin and 
commence apixaban as 

soon as INR is <2.0. 
 

Discontinue warfarin and 
commence dabigatran as 

soon as INR is <2.0. 
 

Discontinue warfarin and 
commence edoxaban when 

INR <2.5. 

DVT, PE and prevention of 
recurrence – warfarin should be 
stopped and rivaroxaban started 

when when INR is ≤2.5. 
Prevention of stroke and 

systemic embolism -  warfarin 
should be stopped and 

rivaroxaban started when INR 
≤3.0. 

LMWH See Trust warfarin guideline  Discontinue LMWH and start 
apixaban at the time of when 
the next scheduled dose of 
LMWH would have been. 

Discontinue LMWH and start 
dabigatran 0-2 hours before 

the time of when the next 
scheduled dose of LMWH 

would have been. 

Discontinue LMWH and start 
edoxaban at the time of when 

the next scheduled LMWH 
dose would have been. 

Discontinue LMWH and start 
rivaroxaban 0-2 hours before the 
time of when the next scheduled 
dose of LMWH would have been. 

Apixaban Start warfarin with apixaban. 
Apixaban should be continued for at 
least 2 days after starting warfarin. 
After 2 days of co-administration of 

apixaban and warfarin, an INR 
should be measured prior to the 

next scheduled  doses of apixaban. 
Stop Apixaban once INR is ≥ 2.0. 

Discontinue apixaban and 
start LMWH at the time of 
when the next scheduled 
dose of apixaban would 

have been. 

 Discontinue apixaban and 
start dabigatran at the time 
of when the next scheduled 

dose of apixaban would 
have been. 

Discontinue apixaban and 
start edoxaban at the time of 

when the next scheduled dose 
of apixaban would have been. 

Discontinue apixaban and start 
rivaroxaban at the time of when 

the next scheduled dose of  
apixaban  would have been. 

Dabigatran For CrCl ≥ 50ml/minute, start 
warfarin 3 days prior to 

discontinuing dabigatran. For CrCl 
30-50ml/minute, start warfarin 2 

days prior to discontinuing 
dabigatran. NB: dabigatran can 

increase INR. INR measurements 
should be interpreted cautiously 

until dabigatran has been stopped 
for 2 days. 

 

Stop dabigatran and wait 12 
hours before starting LMWH. 

Discontinue dabigatran and 
start apixaban at the time of 

when the next scheduled 
dose of dabigatran would 

have been. 

 Discontinue dabigatran and 
start edoxaban at the time of 

when the next scheduled dose 
of dabigatran would have 

been. 

Discontinue dabigatran and start 
rivaroxaban at the time of when 

the next scheduled dose of 
dabigatran would have been. 

Edoxaban If on 60 mg dose, give 30 mg 
edoxaban OD plus an appropriate 

warfarin dose. 
If on 30 mg dose, give 15 mg 

edoxaban OD plus an appropriate 
warfarin dose. 

Patients should not take a loading 
dose of warfarin in order to promptly 
achieve a stable INR between 2 and 

3. 
Once an INR ≥ 2.0 is achieved, 

edoxaban should be discontinued. 
See SPC for further details. 

Discontinue edoxaban and 
start LMWH at the time of 
when the next scheduled 
dose of edoxaban would 

have been. 

Discontinue edoxaban and 
start apixaban at the time of 

when the next scheduled 
dose of edoxaban would 

have been. 

Discontinue edoxaban and 
start dabigatran at the start 
of when the next scheduled 

dose of edoxaban would 
have been. 

 Discontinue edoxaban and start 
rivaroxaban at the time of when 

the next scheduled dose of 
edoxaban would have been. 

Rivaroxaban Start warfarin with rivaroxaban. 
Rivaroxaban should be stopped 
when INR ≥ 2.0. Measure INR prior 
to each dose of rivaroxaban being 
administered. 

Discontinue rivaroxaban and 
start LMWH at the time of 
when the next scheduled 
dose of rivaroxaban would 
have been. 

Discontinue rivaroxaban and 
start apixaban  at the time of 
when the next scheduled 
dose of rivaroxaban  would 
have been. 

Discontinue rivaroxaban and 
start dabigatran at the time 
of when the next scheduled 
dose of rivaroxaban would 
have been. 

Discontinue rivaroxaban and 
start edoxaban at the time of 
when the next scheduled dose 
of rivaroxaban would have 
been. 
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Information on discharge 
 
It is the responsibility of all healthcare professionals to ensure that the patient/carer has 
received the necessary information about taking their DOAC and has been given an 
information booklet/alert card. Seek advice from the Anticoagulation Specialist Nurses 
and/or your Pharmacist for these resources. This information should include (but is not 
limited to) the information outlined in appendix 2. 
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Appendix 1 – Equations for calculating estimation of renal function 
 
Estimated CrCl (mL/min) = (140 – Age in years) x Weight in kg x Constant 

Serum Creatinine (mmol/L) 

(Constant is 1.23 for men, 1.04 for women) 

For DOACs, actual body weight should be used to calculate CrCl. For patients who are 

obese (BMI > 30), there is a risk that using actual body weight may overestimate CrCl 

therefore it would be advised to calculate the CrCl both using actual body weight and 

adjusted body weight, then use this range to guide clinical judgment based on both bleeding 

and thrombosis risk. 

 

Adjusted Body Weight (ABW), for use in obese patients (where actual body weight>IBW): 

ABW = IBW + 0.4 x (actual body weight – IBW) 

 

Ideal Body Weight (Devine formula): 

Ideal body weight (IBW) (men) = 50kg + 2.3 kg x (height, in – 60) 

Ideal body weight (IBW) (women) = 45.5kg + 2.3kg x (height, in – 60) 

Note: this formula is only an approximation, and is generally only applicable for people 60 

inches (5 foot) tall or greater. For patients under 5 feet, one commonly-used modification is 

to subtract 2-5 Ibs for each inch below 60 inches. 
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Appendix 2 – Recommended information to be given to a patient regarding their DOAC 
treatment 
 
 

Counselling point Tick (✓) 

Explanation of DOAC and indication  

If new start, options and comparison to alternative e.g. warfarin  

Name of DOAC, dose and dose frequency  

Duration of therapy  

Rivaroxaban to be taken with food. Other DOACs with or without food. Alcohol 
intake allowed (according to National recommendations). 

 

Monitoring and repeat prescriptions  

Side effects including: 
- Common side effects 
- Serious side effects to be aware of and when to seek medical attention 

 

OTC interactions to be aware of e.g. avoid NSAIDs and to inform 
pharmacist/prescriber if starting new medication 

 

Inform all healthcare professionals that taking a DOAC including GP, nurse, 
dentist, pharmacist. 

 

Women of child-bearing age - Pregnancy and breast-feeding: 
Avoid DOACs due to potential risk to foetus. If possible patient is 
pregnant/considering pregnancy then to seek medical advice.  

 

Anticoagulation alert card (provided within medicine packet)  

What to do if miss a dose or if taken an extra dose  

Importance of adherence due to shorter half-life and risks associated with non-
compliance 

 

Storage (dabigatran) – keep in original packaging.   

Patient information leaflet for further information  

 
 


