Oral Direct Inhibitors

Also known as novel or new oral anti-coagulants (NOACs). Their use is increasing in the general public, mainly in those who are intolerant of coumarins or have unstable INRs. Felt to be at least non-inferior to warfarin, but with shorter half-life, no need for monitoring and less drug-drug and food-drug interactions. They are also felt to carry a decreased risk of intracranial haemorrhage. 
	
	Dabigatrin
	Rivaroxaban
	Apixaban

	Action
	Inhibits IIa (thrombin)
	Inhibits Xa
	Inhibits Xa

	Dose
	110mg / 150mg
	10mg
	2.5mg / 5mg

	Frequency
	bd
	od
	bd

	Peak
	6 hours
	2-4 hours
	5 hours

	Half-life
	13 hours
	5-13 hours
	12 hours

	Clearance
	85% renal
	30% renal
	30% renal

	Caution
	Delayed clearance in elderly
	
	


	
	Dabigatrin
	Rivaroxaban
	Apixaban

	PT
	No relationship
	If normal, effect negligible

PT correlates with levels
	If normal, effect negligible

Weak effect, highly variable, non-linear

	APTT
	If normal, effect minimal
	Weak effect
	Weak effect, highly variable, non-linear

	TCT
	Much more sensitive even at low concentrations of dabigatran (>100s)
	No effect
	No effect

	Anti-Xa
(GRI only)
	n/a
	Some labs use calibration curves with some clinical effect
	No clinical use clear


There is no specific reversal agent
If medication taken within 2 hours of dose give activated charcoal 

Dialysis is effective for dabigatran, but not rivaroxaban and apixaban
General principles

Check coagulation screen

Assess effect
Check renal function
The use of products is based on non-clinical data
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