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Overview: 

•  Provide evidence based drug tables to highlight 
NOAC indications, dosing, efficacy, and safety 

 
•  Dosage reductions as per guidelines 
 
•  Managing stroke prevention vs bleed risk 

•  Case-based discussions for AF patients and CVD 

•  Guidance on managing drug interactions 
 
•  Help to determine which anticoagulant is right for 

your patient 

•  Provide practical tools and considerations that can 
be utilized in your practice (focus on monitoring, 
compliance, and follow-up) 



Indication-Drug Table 
  

Drug          	   AFIB	   DVT/PE	   TKR/THR	  
Adjustment  

(Renal/Hepatic/
Weight)	  

Dabigatran	   150 mg po BID 
110 mg po BID	  

150 mg po BID    
(after 5-20 days of 
parenteral)	  

110 mg po BID          
x28-35 days (THR) 
X10 days (TNR	  

AF: If CrCl is 30-50 
ml/min: 110 mg po 
BID 
If wt < 60 kg or age 
>80: 110 mg po BID 

Rivaroxaban	   20 mg po DAILY	   15 mg po BID x3wks 
then 20 mg po daily	  

10 mg po Daily          
x35 days (THR) 
X14 days (TNR)	  

AF: If CrCl is 30-49 
ml/min: 15mg po 
DAILY	  

Apixaban	    5 mg po BID 
	  

Pending Health 
Canada approval	  

2.5 mg po BID            
x32-38 days (THR) 
X10-14 days (TNR)	  

AF: If 2 out of 3: 
(wt<60 kg/age>80/
srcr>133) then 2.5 mg 
po BID	  

Edoxaban	    60 mg po DAILY 
 30 mg po DAILY	  

Pending Health 
Canada approval	  

Pending Health 
Canada approval	  

Pending Health 
Canada approval	  

Warfarin	  
5 and 10 mg 
nomograms 
(INR 2-3)	  

LMWH/Heparin       
bridge to warfarin 
(INR 2-3) 
	  

LMWH/Heparin       
bridge to warfarin 
(INR 2-3) 
	  

Close monitoring and 
follow-up	  



Rivaroxaban Apixaban Dabigatran 

Renal 30-50 mL/min ROCKET-AF: 
15mg po Daily 
 
AHA/CCS 2014: 
15mg po Daily 

ARISTOTLE: 
5mg po bid until 25 ml/min 
 
AHA/CCS 2014: 
2.5mg po BID 

RELY: 
150/110mg po BID 
 
AHA/CCS 2014:  
110mg po BID 

Renal  15-30 mL/min CCS 2014 recommends 
against 

AHA 2014: 
2.5mg po bid 

Contraindicated 

Drug Interactions 2012 ESC / 2014 AHA: 
-50% + AUC increase 
-25-50% AUC increase 
and age/renal risk factor 
15mg po Daily 

2012 ESC / 2014 AHA:  
-50% + AUC increase 
-25-50% AUC increase 
and age/renal risk factor 
2.5mg po BID 

2012 ESC / 2014 AHA: 
-50% + AUC increase 
-25-50% AUC increase 
and age/renal risk factor 
110mg po BID 

Age/Weight 
 

CCS Recommends: 
-Age more than 80  
15mg po daily 

CCS Recommends: 
-Age more than 80 
-2 of age/wt/srcr 
2.5mg po BID 

CCS Recommends: 
-Age more than 75 
-Weight less than 60 
110mg po BID 



New OACs Compared to Warfarin  
Clinical Trial Data 

  

Apixaban Dabigatran 
110mg 

Dabigatran 
150mg 

Rivaroxaban 

Stroke 
Prevention 

Major 
Bleeding 

Intracranial 
Hemorrhage 

Mortality 



2014 Recommendation #5: 
  

We recommend that when OAC-therapy is indicated 
for patients with non-valvular AF, most patients 

should receive dabigatran, rivaroxaban, apixaban or 
edoxaban (when approved) in preference to warfarin. 

(Strong Recommendation, High Quality Evidence) 



CHADS2: Stroke Risk Score 



From the 2012 CCS Guidelines.... 



New in the 2014 CCS Guidelines.... 

Recommendation #2: We recommend that OAC therapy be 
prescribed for most patients aged ≥65 years or CHADS2 ≥1.  
(Strong Recommendation, Moderate Quality Evidence)  
 

Recommendation #3: We suggest that ASA (81 mg/day) be 
prescribed for patients with no risks: age <65 years and no 
CHADS2 risk factors, who have arterial disease (coronary, aortic, 
or peripheral).  
(Conditional Recommendation, Moderate Quality Evidence)  
 
Recommendation #4: We suggest no antithrombotic therapy for 
patients with none of the risks: age <65 and no CHADS2 risk 
factors and free of arterial vascular disease (coronary, aortic, 
peripheral).  
(Conditional Recommendation, Low Quality Evidence)  



From the 2014 CCS Guidelines.... 



Estimating Bleed Risk in AF 
 
 

 
The bleeding risk depends on BOTH: 

  
  
 i) Specific antithrombotic agent 
  
  
 ii) Variety of patient characteristics 

 



Estimating Bleed Risk in AF 
From the CCS guidelines… 
 
i) Specific Antithrombotic Agents 

  
 
  

Canadian Journal of Cardiology 28 (2012) 125–136 

Highest Risk of Major Bleed 
(Top) 

!   Dabigatran 150mg BID 
!    Rivaroxaban 
!    Warfarin 

!    Apixiban 
!    Dabigatran 110 mg BID 

!    Combination ASA plus 
       clopidogrel 

!   ASA (75-325 mg/day) 
!   Clopidogrel (75mg/day) alone 
 



Estimating Bleed Risk in AF 
2014 ESC and 2014 CCS AF guidelines recommend: 



HAS-BLED: How To Use 

 

2014 CCS AF GUIDELINE BOTTOM LINE 

 

“Patients at increased risk of major bleeding warrant extra 

caution and closer monitoring of antithrombotic therapy” 
 
                                         
 



HAS-BLED: How To Use 

What the tool is not meant to do: 
 
 
                                         
 
 

 
! 70% of strokes with AF are either fatal or 

leave severe residual deficits. 

! Major bleeding is often less fatal (0.3-0.5% 
fatal intracranial) and less likely to leave 
significantly residual effects in survivors. 

 
 
 

Canadian Journal of Cardiology 28 (2012) 125–136 



BW Presents… 
 
•  71 year old female presents to  
    ER with AF (80-117 bpm) 
•  ER administers IV diltiazem 
•  ER - BP 168/98 
PMHx: 
•  Paroxysmal AF 
•  HTN 
•  DM 
•  GERD 
•  OA 
Labs 
•  CrCl =57 mL/min 
Medications on Admission 
•  Diltiazem CD 240 mg po daily 
•  ECASA 81 mg po daily 
•  Metformin 500 mg po daily 
•  Rabeprazole 20mg po daily 
•  Takes Advil PRN 



Chronic AF Approach 
General 3-Step process to selecting therapy: 

     
 
Step 1: Determine your patient’s annual risk of stroke 
 
 
Step 2: Determine your patient’s risk of bleeding 
 
 
Step 3: Balance the benefits of stroke prevention    

  versus the bleeding risk   



 
 
 

 

 

A) 0 

B) 1 

C) 2 

D) 3 

E)   4 

F)   5 

G)   6 

What’s BW’s CHADS2 score? 



 
 
 

A) 0 

B) 1 

C) 2 

D) 3 

E) 4 

F) 5 

G) 6 

H) 7 

I)  8 

J)  9 

What’s BW’s HAS-BLED score? 



Any Changes to BW Meds on 
Discharge? 

 
CHADS2=2 VS HAS-BLED=4 
 
 
4% stroke VS 8% Major bleed 
 
 
 

! Are there any modifiable risk factors 
that can be addressed as a function 
of the HAS-BLED score? 



Any Changes to BW Meds on 
Discharge? 

 
i)   Advil PRN for OA 

  –Tylenol 650mg QID PRN 
 
 
ii)   HTN uncontrolled 

 -Add first line agent  
 -Aim for "SBP<160 over the next  
  24-48 hrs 

 
 
iii) ASA 81mg? 

 -Something to consider 
 



#  Lack of antidote to reverse 
the anticoagulant effects of 
NOACs is an overemphasized 
concern 



30-day mortality rate after a major 
bleeding event 
(‘On-treatment” data from five randomized trials) 

Majeed A et al. Circulation 2013;128:2325-32 



Major Bleeding Followed by Death Within 
30 days 

Hylek et al. JACC 2014:2141-7 



AVERROES Trial: apixaban vs aspirin 
Comparison of absolute rates of all strokes between younger and 
older patients by treatment allocation 



AVERROES Trial: apixaban vs aspirin 
Comparison of absolute rates of major bleeding between younger 
and older patients by treatment allocation 



Apixaban and Rivaroxaban Drug 
Interactions 

Potent	  3A4	  Inhibitors	  and	  Potent	  p-‐glycoprotein	  
inhibitors	  





Dabigatran Drug Interactions 

Potent	  p-‐glycoprotein	  inhibitors	  





Warfarin Drug Interactions 

Over	  15	  different	  mechanisms	  of	  interac1on	  





Via Dabigatran Apixaban Edoxaban Rivaroxaban 

Atorvastatin P-gp/ CYP3A4 + 18% No Effect No Effect 

Digoxin P-gp No Effect No Effect No Effect 

Verapamil P-gp/ CYP3A4 +12-180% +53% Minor 

Diltiazem P-gp/ CYP3A4 No Effect +40% Minor 

Quinidine P-gp +50% +80% +50% 

Amiodarone P-gp +12-60% No Effect Minor 

Dronedarone P-gp/ CYP3A4 +70-100% +85% 

Ketoconazole 
Itraconazole 

P-gp/ CYP3A4 +140-150% +100% +160% 

Fluconazole Moderate CYP3A4 +42% 

Cyclosporin 
Tacrolimus 

P-gp +50% 

Clarithormycin; 
Erythromycin 

P-gp/ CYP3A4 +15-20% +30-54% 

HIV Protease 
Inhibitors 

P-gp/ CYP3A4 
 

+135% 

Rifampin; SJW; 
CBZ; PHT; PHB 

P-gp/ CYP3A4 
 

-66% -54% -35% -50% 

Antacids  GI Absoprtion -12-30% No Effect No Effect 



Other 
Factors 

Via Dabigatran Apixaban Edoxaban Rivaroxaban 

Age>80 
years 

Increased 
Plasma 
Levels 

Age> 75 
years 

Increased 
Plasma 
Levels 
 

Weight 
<60kg 

Increased 
Plasma 
Levels 

Renal 
Function 

Increased 
Plasma 
Levels 

Other 
increased 
bleeding risk 

Pharmacodynamic interactions (antiplatelet drugs; 
NSAIDS; systemic steroids; anticoagulants) history or 
active GI bleeding; recent surgery on critical organ; HAS-
BLED>3 

For Drug Interaction Tables: H. Heidbuchel et al. Europace 2013:15,625-651 



WHICH ANTICOAGULANT IS 
RIGHT FOR MY PATIENT? 

 



Pa#ent	  
Characteris#c	  

Op#mal	  
	  Oral	  An#coagulant	  

(s)	  
Evidence	  

Prior Stroke/ 
CHADS 3 or 
more 

Dabigatran 150mg bid 
Rivaroxaban 20mg 
daily 
 
Apixaban 5mg bid 

-RELY: Conferred the highest reduction of ischemic 
stroke 
-ROCKET-AF  had the most secondary stroke prevention 
patients and highest CHADS score of the three trials 
-ARISTOTLE showed apixaban has the greatest benefit 
to prevent ischemic stroke, reducing major bleeding, and 
all-cause mortality in CHADS >3 

High Bleed 
Risk 
(HASBLED) 

Apixaban 5mg bid -ARISTOTLE demonstrated apixaban’s major bleeding 
benefit over warfarin relative to CHADS2 and HABLED 
scores of both low and high risk 

Moderate 
Renal 
Impairment 
CrCl <30-50 
ml/min 

Apixaban 5mg bid or 
dose (reduced when 
meeting 2/3 age>80, 
wt<60kg, srcr>133) 
 
Rivaroxaban 15mg 
daily  

-ARISTOTLE Subgroup: showed apixaban maintained 
superior efficacy relative to stroke prevention, superior 
safety as well as all-cause mortality in moderate renal 
impairment 
  
- ROCKET Subgroup: risk of stroke & systemic embolism 
and risk of bleeding were both increased in this patient 
group, however results were still consistent with safety 
and efficacy non-inferior to warfarin 

Mechanical 
Valve 

Warfarin -Dabigatran trial was stopped early due to 9 Strokes vs 0 
with Warfarin 
-Other 2 NOACs not studied 



Pa#ent	  
Characteris#c	  

Op#mal	  
	  Oral	  An#coagulant	  

(s)	  
Evidence	  

Unsuitable for 
warfarin 

Apixaban 5mg bid Apixaban 5 mg po bid as safe as aspirin 81 mg daily in 
patients unable or unsuitable to take warfarin 

Older Adults 
>80 

Apixaban 5mg bid 
(reduced when 
meeting 2/3 age>80, 
wt<60kg, srcr>133) 
 
Rivaroxaban 20mg 
daily 

-ARISTOTLE Subgroup: Maintained superior stroke 
efficacy, less major bleeding as well as all-cause mortality 
-ROCKET Subgroup: Maintained non-inferiority efficacy 
and major bleeding 
-RELY Subgroup: In those aged ≥75 years, intracranial 
bleeding risk is lower but extracranial bleeding risk is 
similar or higher with both doses of dabigatran compared 
with warfarin. 

Compliance Rivaroxaban 20mg 
daily 
 
Warfarin 

-Once a day dosing regimen was related to greater 
adherence versus bid regimen in atrial fibrillation patients 
-Warfarin pharmacotherapy is optimized within 
therapeutic range more so than community setting 

Dialysis +/- Warfarin -2012 CCS guidelines advice against warfarin because of 
10% annual risk of major bleeding 

High risk for GI 
Bleeding 

Apixaban 5mg bid -Subgroup analysis showed lowest GI bleed rates among 
the NOACs 



Pa#ent	  
Characteris#c	  

Suggested	  
	  Oral	  

An#coagulant	  
Evidence	  

Hepatic 
compromise 

Warfarin NOACs require hepatic metabolism and if kinetics 
are unpredictable, use is not recommended 

GERD/
Dyspepsia 

Anything but 
dabigatran 

11.6% vs 5 % dyspepsia proven from RELY trial 
dabigatran versus warfarin 

CAD/Recent 
ACS 

Rivaroxaban 
Apixaban 
Warfarin 

-Dabigatran was found to be associated with a small 
increase in MI 
-WARIS II trial demonstrated cardio-protective effect 
of warfarin 



WHICH ANTICOAGULANT IS 
RIGHT FOR MY PATIENT? 

 

Primary Prevention of a Cardiovascular Event With 
ASA 81/325 mg Daily 



J.D. presents to your pharmacy… 

J.D	  comes	  in	  to	  pick	  up	  another	  boGle	  of	  
baby	  aspirin	  as	  he	  has	  for	  the	  past	  decade	  
Age:	  48	  y.o	  Male	  
Past	  Medical	  History:	  Afib	  (diagnosed	  3	  
months	  ago)	  HTN,	  Smoker,	  
Hyperlipidemia,	  however	  no	  diagnosed	  
CAD,	  ETOH	  +++	  
Framingham	  Risk	  Score:	  10%	  
Current	  Meds:	  Lipitor	  40mg	  po	  daily,	  
Metoprolol	  25mg	  po	  bid,	  Dabigatran	  
110mg	  po	  bid	  (started	  3	  months	  ago)	  ASA	  
81mg	  is	  an	  OTC….	  



BLEED RISK OF ASA + NOAC VS.                              
CVE BENEFIT OF ASA IN PRIMARY 

PREVENTION 
 Benefit of ASA in Primary Prevention      Any Benefit   

     NNT = 1667 / year                        
 

Bleeding Rate of ASA + Pradax               Major Bleed   

     NNH = 55 / year 

 

Bleeding Rate of ASA + Apixaban           Major Bleed   
     NNH = 100 /year 

 

Bleeding Rate of ASA + Rivaroxaban  Independent bleed risk  
     factor 

 
 

Antithrombotic Trialists Collaboration. Aspirin in the primary and secondary prevention of vascular disease: collaborative meta-analysis of individual participant data from 
randomised trials. Lancet. 2009; 373(9678); 1849-60 



What could you tell J.D.? 



WHICH ANTICOAGULANT IS 
RIGHT FOR MY PATIENT? 

 

Acute Coronary Syndromes and DAPT 



A few years later (59 y.o.)… J.D. gets 
some chest pain at the golf course and 
goes to the hospital 
•  J.D.	  found	  to	  have	  a	  NSTEMI,	  was	  angioplas1ed	  and	  has	  1	  DES	  stent	  
•  You	  receive	  his	  discharge	  script	  asking	  for	  a	  Medscheck	  as	  well	  
Discharge	  Medica#ons	  Rx:	  	  	  
You	  no1ce	  no	  ASA?	  
Lipitor	  80mg	  po	  od	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
Apixaban	  5mg	  po	  bid	  
Carvedilol	  3.125mg	  po	  bid	  
Clopidogrel	  75mg	  po	  Daily	  x	  1	  year	  
Nicto1ne	  Patch	  21mg	  	  
Ramipril	  10mg	  po	  Daily	  



•  Benefit	  increases	  from	  1o	  to	  2o	  preven1on	  	  	  	  	  	  	  	  	  	  NNT	  	  42	  	  /year	  
•  Bleed	  risk	  ASA/Clop/OAC	  	  (risk	  of	  adding	  ASA)	  	  	  NNH	  50-‐100	  /	  30	  Days	  	  	  
•  Total	  bleed	  risk	  of	  triple	  therapy	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  NNH	  10-‐13	  /	  year	  	  	  	  	  	  	  	  	  
	  
Product	  monographs:	  
“Concomitant	  use	  of	  ASA	  or	  clopidogrel	  with	  RIVAROXABAN/
APIXABAN/DABIGATRAN	  	  in	  paDents	  with	  atrial	  fibrillaDon	  increases	  
the	  risk	  of	  bleeding.	  Concomitant	  use	  of	  ASA	  or	  other	  anDplatelet	  
agents	  based	  on	  medical	  need	  to	  prevent	  myocardial	  infarcDon	  
should	  be	  undertaken	  with	  cauDon”	  

A few years later (59 y.o.)… J.D. gets some chest 
pain at the golf course and goes to the hospital 



WOEST Trial Objective 

# To test the hypothesis that after percutaneous 
coronary intervention (PCI) with implantation of a 
stent in patients on oral anticoagulant therapy, 
clopidogrel 75mg/d in combination with oral 
anticoagulation therapy reduces the risk of 
bleeding and is noninferior to the triple therapy 
regimen of aspirin 80mg/d, clopidogrel, and oral 
anticoagulation therapy with respect to 
preventing thrombotic complications.  



Interventions 

•  All patients pre-treated with a maintenance dose of 75mg 
clopidogrel/day for at least 5 days, a loading dose of 300mg at 
least 24 hours before PCI or a loading dose of 600mg at least 
4 hours before PCI. 

•  All patients received 75mg of clopidogrel daily and those in the 
triple therapy group were also given 80-100mg aspirin daily; a 
320mg loading dose was also given to patients who had not 
been taking aspirin before the study 

•  During intervention oral anticoagulants were continued if 
possible with a target INR of 2. 



Main Results: Safety 

•  Significant differences in favour of the double 
therapy group were seen for TIMI minor, TIMI 
minimal, GUSTO moderate, GUSTO mild and 
BARC 3,2,1 major and minor bleeding scales 

 
•  There was no difference in the number of 

intracranial bleeds between both groups. 



Main Results: Safety 

# For TIMI major, GUSTO severe and 
BARC 3a and 3b bleeding, double 
therapy seemed to be associated with 
fewer cardiac events but differences 
between groups were not significant.  



Main Results cont… 
The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete 
the image and then insert it again.



Main Results: Efficacy 

# The combined secondary endpoint of 
death, MI, stroke, target-vessel 
revascularization and stent thrombosis 
showed no significant difference 
amongst groups. 



2014 AHA Guidelines 



2014 Canadian Cardiovascular Society 
ACS/CAD recommendations 



Other great things about the 
discharge Rx… 
 

•  They used clopidogrel not ticagrelor 

•  The dose of apixaban was not reduced, 
as per the 2013 ESC guideline 

•  Clopidogrel is prescribed for the 
suggested amount of time 

  

•  Lipitor is optimized 

•  Medscheck prescribed 
 
                                         
 



WHICH ANTICOAGULANT IS 
RIGHT FOR MY PATIENT? 

 
Stable CAD/Long Term Secondary Prevention of a 
Cardiovascular Event With ASA 81/325 mg Daily 



A year later… J.D. is in to pick 
up his refills  

-Lipitor 80 po od                                                      
-Apixaban 5 mg po bid 

-Carvedilol 3.125 mg po bid 
-Ramipril 10 mg po daily 
 

Do you suggest restarting his aspirin 81 mg daily 
now that the year of Plavix is done? 

•   ASA is recommended lifelong after stenting/
ACS/CAD according to AHA and CCS 
guidelines 

•   Does this apply to our Afib patient? 
 
                                         
 



A year later… J.D. is in to pick 
up his refills  

•  Adding ASA causes a major bleed increase of        
NNH 50-100/year (previous slide) 

•  Benefit of ASA long term in CAD is               
NNT of 100 / year 

•  Do oral anticoagulants have cardio-protective 
effects?  Can the anticoagulant do ASA’s job? 

–  WARIS II trial 
 
                                         
 



WARIS trial: 

Endpoint Aspirin alone Warfarin alone Aspirin + 
warfarin 

Any 
cardiovascular 
event/death 

241 (20.0%)  
 
 

203 (16.7%)  
 
 

181 (15.0%)  
 

• Oral	  an1coagula1on	  more	  cardioproctec1ve	  than	  
aspirin	  alone	  over	  4	  years!	  

• Mean	  INR	  was	  2.8	  



Subgroup Analysis +/- ASA in 
Aristotle trial 
•  ARISTOTLE Trial: 20% of patients taking 

ASA with apixaban for CAD 

•  Over the 2 year trial, no difference in 
cardiovascular events or cardiovascular 
death were found and an increase in 
bleeding was confirmed by the sub-analysis 
in those patient receiving ASA 
–  Adding ASA to Afib patients already 

anticoagulated may not lower the risk of 
cardiovascular events and will likely increase the 
risk of bleeding 

 
                                         
 



2014 Canadian Cardiovascular Society 
ACS/CAD recommendations 



Other Important NOAC Considerations 



  
NOAC Medications in a Blister Pack? 

–  Yes for Apixiban and Rivaroxaban 
–  Dabigatran must be kept in original packaging 

With Meals? 
–  Dabigatran capsules should be taken with food to reduce the 

risk of stomach upset or can be taken with water 
–  Rivaroxaban taken with food enhances absorption (it can be 

crushed and taken with soft food) 
–  Apixiban can be taken with a meal but does not need to be 

Food Interactions? 
–  Unlike warfarin there are no known food interactions, also no 

evidence that grapefruit juice affects efficacy or safety 
  

Alcohol? 
–  A glass of wine or beer with a meal when taking a NOAC is 

acceptable but binge drinking or chronic consumption can 
cause safety concerns 

 
What about PPIs/Antacids? 

–  Stomach acid issues occur in up to 10% of patients who start 
dabigatran and is less common with rivaroxaban or apixaban. 
Taking the medication with meals can reduce the risk of 
stomach upset. Antacids may help if taken 2 hours after a 
dabigatran dose. 



Checklist for Follow-Up 



Compliance: 
NOACs have a very predictable anticoagulant 
effect however this effect will fade rapidly 
12-24 hours after the last intake.  
 
Compliance is crucial and we can help! 
  
•  Leaflets and instructions at the initiation of therapy 

•  Patient anticoagulation card 

•  Re-education at prescription renewals 

•  Involve family members in discussion 

•  Ensure that there is a pre-specified follow-up scheduled 
between patient and GP or Cardiologist  

•  Blister packs, medication boxes, electronic reminders 



How to deal with dosing 
errors? 
•  Missed Dosed:  

–  For NOACs with a BID dosing regimen the patient 
should still take a forgotten dose up till 6hrs after the 
schedule intake  

–  For NOACs with a once daily dosing regimen the 
patient should still take a forgotten dose up till 12hrs 
after the scheduled intake 

•  Double Dose:  
–  For NOACs with a BID regimen one could opt to forgo 

the next planned dose and restart BID intake after 
24 hours  

–  For NOACs with a once daily dosing regimen, the 
patient should continue the normal dosing regimen  

•  Uncertainty about Dose Intake:  
–  Always safest to continue on regular dosing interval 

and not to risk taking another dose (great 
opportunity to discuss compliance aids with the 
patient or family member)  







Questions? 


