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DOACs in clinical practice in 2022

• DOACS (first approval in 2010) :attractive alternatives to vitamin K antagonist. 
• More immediate drug onset and offset effects and fewer drug and food 

interactions 
• Indicated for prevention and treatment of several cardiovascular conditions. 
• Emerged as leading therapeutic alternatives that provide both clinicians and 

patients satisfaction (PO and no monitoring in usual clinical situation)
• Follow-up kidney function (creatinine clearance with CG equation)
• Every year, 10% of treated patients scheduled for invasive procedure
• Recently published trial probably announced enlarged indications in 

postoperative of vascular surgery  and for high cardiovascular risks patient
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Clinical indications

Actually
• Stroke prevention in NVAF (80%)
• Prevention and treatment of deep vein thrombosis and pulmonary embolism 
• Prevention of thromboembolism after total knee or hip replacement 
• Prevention of thromboembolism after PCI with NVAF
• Prevention of atherothrombotic events after an acute coronary syndrome (ACS)
Near future
• Prevention and treatment of deep vein thrombosis for oncologic patients
• Prevention of major cardiovascular events in patients with peripheral artery 

disease or after limb revascularization

4



Pharmacokinetics characteristics
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Posology
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Anand SS et al. Lancet 2018;391;219–229; 

Compass trial 7



• 1754 patients with MINS after non cardiac surgery
• Dabigatran 110mgX2+ AAS vs AAS
• Reduced MACE (1 month to 2 years) without increase of critical 

bleeding

Devereaux PJ et al

Manage trial
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Voyager Pad trial
•  Bonaca MP et al 
• PRM study/ 6564 patients after lower limb revascularization
• Xarelto 2,5mgX2+ASA vs ASA
• Reduction of cardiovascular risk (MALE+MACE) but increase bleeding (5,94 vs 4,06%)
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Duration of DOACs discontinuation and plasmatic concentrations

Threshold= 30-50ng/mL for no bleeding increase 10



- Stop 2 T1/2 for low dose and 5 T1/2 for curative treatment
- Neurosurgery (or perineuraxial punction); stop 120h (french task force)
- No dosage and no bridging

Before elective surgery: No bridging

GIHP Low bleeding risk     High bleeding risk

 
 
 
 

Before 
procedure

 
 
 
 
No drug at D-1 evening and at 
D0 morning

    Rivaroxaban
Apixaban
Edoxaban:
Last dose at D-3
Dabigatran
GFR>50mL/mn= Last dose D-4
GFR<50mL/mn= Last dose D-5

         
 
 
 
 

After procedure

 
 
 
 
First dose H+6 after surgery

     
 
 
First dose>6h with low dose LMWH
Plain dose at 48-72h (if no more 
bleeding risk)

         

GIHP 2015
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Antagonists and  NS prohemostatic agents
      1/ Idarucizumab (Praxbind®): specific antagonist for dabigatran

• High efficacy, high cost (3750 us $)
• 2,5gX2 in 10 mn with immediate reversion. No prothrombotic effect

2/ For Xabans: Andexanet alpha (ondexxya®): specific antagonist
• Cost: low dose=29700 $ X 2 for High Dose
• Prothrombotic risk not excluded (↓ TFPI)
• EMA authorized but unavailable in Belgium

3/ Novo7, aPCC discussed. 4f PCConcentrate widely used: unspecific but indicated if no 
andexanet: 25-50ui/kg

4/ Aripazine: « universal antagonist » 
   but actually unavailable

Andexanet regimen

12



Before emergent procedure:
1/ Dabigatran treated patient

2 messages: 
- Dosage usefull
- defer if possible 1 to 2 T1/2
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Before emergent procedure
2/ Xaban treated patient

- Preoperative specific dosage usefull
- Safety if LMWH calibrated assay<0,1ui/mL
- No excessive bleeding if dosage<30(50) ng/mL
- Very high risk if>400ng/mL
-   Defer if possible 1 to 2 T1/2 (12 to 24h)
- If impossible, proceed to surgery and antagonise if persistant 

bleeding and dosage>50ng/mL
-    Antagonise first if 

- Very high risk hemorrhage
- If no andexanet available, use  4 factors PCC 25- 50ui/kg
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Before locoregional anaesthesia

1/For GIHP (French taskforce)
stop 120h before perineuraxial anaesthesia or
deep nerve block/ 72h for ESAIC
2/For superficial nerve block, more liberal

ESAIC guidelines 2022
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Messages

• Potential enlarged indications for DOACs in high vascular risk patients in the next few years. 
Increased bleeding risk could be the price to pay of improved heart and limb outcome.

Before elective surgery
• No dosage required
• With low doses, (compass), short stop (24-48h) before surgery is safe
• With plain doses (NVAF), stop>48h and great caution with perineuraxial block
Before emergent surgery
• Waiting is blood (life) saving (1 to 2 half life)
• Efficient antagonist available for dabigatran with Praxbind
• For xabans, very high cost, transient effect. If unavailability of andexanet: use 4fPCC if 

necessary (25-50ui/kg)
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