Considerations for anticoagulation in Venous Thrombo-embolism (VTE)1-3
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Does the patient have a contraindication to NOAC

Yes
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warfarin
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Is there a reason why a NOAC may be
advantageous over warfarin?
Patient preference for a NOAC?

Yes
Consider dabigatran, rivaroxaban, apixaban or
edoxaban – see notes. (NB - If considering
single drug for VTE, consider apixaban or
rivaroxaban3)
Short duration of therapy (at least three months) should
be based on transient risk factors (e.g. recent surgery,
trauma, immobilisation) and longer durations should be
based on permanent risk factors or idiopathic DVT or PE.

Dabigatran - following treatment with parenteral anticoagulant for five days.
Discontinue the parenteral anticoagulant and start dabigatran 0-2 hours prior to the
time that the next dose of the alternate therapy would be due, or at the time of
discontinuation in case of continuous treatment (e.g. intravenous Unfractionated
Heparin (UFH))
150mg bd or 110mg bd should be selected based on an individual assessment of
the thromboembolic risk and the risk of bleeding for following:
 Age 75-80yrs
 CrCl 30-50ml/min
 Patients with gastritis, esophagitis or gastroesophageal reflux
 Other patients at increased risk of bleeding.
Antidote available
Rivaroxaban - For patients currently receiving a parenteral anticoagulant,
discontinue the parenteral anticoagulant and start rivaroxaban 0 to 2 hours before
the time that the next scheduled administration of the parenteral medicinal product
(e.g. low molecular weight heparins) would be due or at the time of discontinuation of
a continuously administered parenteral medicinal product (e.g. intravenous
unfractionated heparin).
15mg twice daily for days 1-21 then 20mg daily.
Apixaban - Switching treatment from parenteral anticoagulants to
apixaban(and vice versa) can be done at the next scheduled dose
Treatment: 10mg bd for the first 7 days followed by 5mg bd
Prevention of recurrent DVT and/or PE following completion of six months of
treatment for DVT or PE: 2.5mg bd
 Consider if previous GI bleed or high GI bleeding risk
 Consider if CrCl 15-49ml/min
Edoxaban – following treatment with parenteral anticoagulant for at least 5
days. Discontinue subcutaneous anticoagulant and start edoxaban at the time of
the next scheduled subcutaneous anticoagulant dose.
60mg daily following parenteral anticoagulant for at least five days.
Reduce dose to 30mg with one or more of following risk factors:
 Moderate to severe renal impairment, <=60kg,
 Concomitant use of P-glycoprotein inhibitors
 May be used with bioprosthetic heart valve after first three months
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