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East Kent Prescribing Group 

 

Frequently Asked Questions: Assessing Renal Function for dosing 

of DOACs in Non- Valvular AF in Primary Care. 

1. Why should renal function be assessed?  

 All DOACs (Apixaban, Dabigatran, Edoxaban, Rivaroxaban) are dependent to 

some extent on the kidney for excretion.1  

 Using a lower dose, when patients do not meet criteria for dose reduction may 

increase the risk of embolic events and result in potentially preventable 

strokes. Using a higher dose than indicated by the renal function may increase 

the risk of bleeding. 1 

  No DOAC is licensed for use below a creatinine clearance of 15 ml/min. 

Patients below this renal function (including those on dialysis) must not be 

started on a DOAC or if on one will need to be changed to an alternative 

anticoagulant. 

2. How should renal function be assessed?   

 Dosage adjustments for DOACs should be based on creatinine clearance 

(CrCl) estimated using the Cockcroft-Gault formula.1,2,3, 4,14.  

 It should be noted that with one drug Apixaban in atrial fibrillation it is serum 

creatinine, weight and age, as well as CrCl that determine the dose transition.  

 CKD can only be diagnosed and assessed in stable situations and must not be 

confused with acute renal failure. 4  In particular the creatinine level in the 

blood can change relatively rapidly in situations such as a deliberate diuresis 

or acute illness and dosage adjustment may be necessary once a patient is 

stable. 

 Do not use eGFR except in situations where a patient’s weight  is unknown as 

studies with DOACs have demonstrated  that it overestimates renal clearance 

in comparison with CrCl.11,12,13 

3. What weight should be used in the Cockcroft and Gault Equation when 

calculating creatinine clearance to assess renal function for dosing for 

DOACs?  

 Actual body weight was used in the major DOAC clinical trials.1,5,6,7,8  

 None of the SPCs or the BNF specifies which weight should be used in the 

Cockcroft – Gault equation for DOAC dosing.  

 The C&G equation may not be accurate for estimation of CrCl at extremes of 

bodyweight, especially in obese patients. 1   

 Until national guidance or further evidence base is available we recommend 

that primary care clinicians use the strategy advised by the SPS to use actual 

body weight, but that use of MDCalc which gives a range of CrCl for ideal, 
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adjusted and actual body weight may support the clinician where these results 

cross or are close to a CrCl that may require a dose change.1  

 Dabigatran is used infrequently for this indication. If it is used the 

manufacturer’s advice should be followed, using MDCalc to calculate a range 

of CrCl values.  

 In patients >120kg  or BMI >40 there is limited trial evidence to support the use 
of DOACs. Therefore warfarin should be considered first line. For patients 
where warfarin is considered unsuitable and a DOAC is to be prescribed it is 
important to recognise that there is limited data on appropriate dosing in such 
patients and the CG equation may not be accurate for estimation of CrCl . SPS 
recommend seeking specialist advice in these circumstances.   There is no 
definitive guidance regarding best practice but East Kent specialist  advice  for 
these situations is as follows: 
"If a DOAC is used in obese or morbidly obese individuals use MDCalc to 
calculate a CrCl range using ideal body weight and actual body weight that 
define the lower and upper boundaries of the range, which also includes 
adjusted body weight. If the difference crosses over a DOAC dosing threshold, 
then bleeding and thrombosis risk should be assessed to decide on a suitable 
dose".  

“Advice and guidance” support can be accessed in the normal way. 
 

 Use caution with borderline renal function in heart failure patients with fluid 

overload (use dry weight) and patients with amputations, neurological diseases 

and myopathy that may result in muscle loss. 

 

4. Which Cockcroft and Gault calculator tool should I use for calculating 

creatinine clearance?  

 The creatinine clearance calculator on EMIS should only be used in patients 

with an active prescription for Apixaban, Rivaroxaban or Edoxaban or an issue 

of the above within the last 3 months, as then it will use actual body weight.   

 When initiating DOACs MDCalc should be used. MDCalc recognises the need 

to adjust bodyweight in obese individuals and will calculate a modified estimate 

of CrCl with a range that is based on ideal body weight, adjusted body weight 

and actual bodyweight. This can be accessed using the link: 

https://www.mdcalc.com/creatinine-clearance-cockcroft-gault-equationor it can 

be downloaded as an app.   

 

5. What other parameters should be taken into account when making a dosing 

decision?  

 It is important to remember that the CrCl is an estimate and should not be 

considered in isolation. 1 .  

 Always do CHA2DS2VASc and HAS-BLED as recommended by NICE to 

assess risk.  

 Also check for drug interactions, and refer to the SPC for advice to guide 

choice of DOAC and dose for each individual drug. 
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6. How often should parameters be measured and renal function be assessed?  

 It is very important to use up-to-date values for weight and creatinine.  

 Serum creatinine should be measured and renal function should be assessed 

at baseline in all patients starting a DOAC and at least once a year thereafter. 1  

 Local guidance, states that renal testing frequency should be 6 monthly if CrCl 

30-60ml/min (apixaban, dabigatran, edoxaban, rivaroxaban) and 3 monthly if 

CrCl 15-30ml/min (apixaban, edoxaban, rivaroxaban).  For Dabigatran and 

Edoxaban it recommends that renal function is also assessed 6 monthly for 

individuals who are >75 years or fragile. NB. Dabigatran is contraindicated if 

CrCl<30ml/min.9  More frequent monitoring may be clinically indicated or 

advised by a specialist e.g. concomitant nephrotoxic medications. 

7. What if the range of values for CrCl does not make a dosing decision clear? 

  Consider whether changing to another DOAC may be appropriate.  NICE 

guideline for Chronic Kidney Disease (section 1.6.17) advises that apixaban 

should be considered in preference to warfarin in patients with AF and with a 

confirmed eGFR of 30-50ml/min/1.73m2.10  

8. Should doses of DOACs be reviewed by primary care clinicians after a 

hospital admission or other transition of care before issuing a first 

prescription in primary care?  

 Yes, as renal function can alter during acute admissions, it may not have been 

possible to calculate CrCl and other issues with the care transition may occur. 

9. Always consider dosing in the context of the overall clinical situation. Do 

not use creatinine clearance in isolation. 

This FAQ should be read in conjunction with EKPG Anticoagulation in AF guidance. 

May 2018 monitoring (amended) v2   

http://www.eastkentformulary.nhs.uk/media/1060/ekpg-anticoagulation-in-af-

guidance-may-18-monitoring-amended-v2.pdf  

and the manufacturers’ summaries of product characteristics. 
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