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Figure 8 Recommendations for 

management of oral 

anticoagulation therapy in patients 

undergoing non-cardiac surgery. 

CHADS2-VASc, congestive heart 

failure, hypertension, age ≥75 

years, diabetes mellitus, stroke, 

vascular disease, age 65-74 

years, sex category (female); N, 

no; NCS, non-cardiac surgery; 

NOAC, non-vitamin K antagonist 

oral anticoagulant; VKA, vitamin K 

antagonist; VT, venous 

thromboembolism. Y, yes; 

Mechanical aortic valve 

replacement (AVR) and any 

thromboembolic risk factor (atrial 

fibrillation, previous 

thromboembolism, severe left 

ventricular dysfunction, 

hypercoagul-able state), or older-

generation mechanical AVR, or a 

mechanical mitral valve 

replacement. Recent stroke <3 

months, high risk of VTE 

recurrences (e.g. antithrombin 3 

deficiency or protein C and/or S 

deficiency), left ventricular apex 

thrombus, atrial fibrillation with a 

very high stroke risk. 'Bridging 

with unfractionated heparin or low 

molecular weight heparin. E.g. >3 

months after stroke/TE. For 

NOAC management during NCS, 

see Figures 9 and 10.  



 



 



Adapted from 2022 CHEST 

Guidelines. 

† No residual anticoagulant 

effect at the time of the 

procedure (i.e., four to five drug 

half-life interruption 

preprocedure ).  

‡ Some residual anticoagulant 

effect allowed (i.e., two to three 

drug half-life interruption 

preprocedure ).  

S Procedure can be safely done 

under full-dose anticoagulation 

(may consider holding direct oral 

anticoagulant dose the day of 

the procedure to avoid peak 

anticoagulant effects ).  

" Includes spinal and epidural 

anesthesia or any other 

neuraxial (e.g., pain 

management) intervention; 

consider not only the absolute 

risk for major 

bleeding but potentially 

devastating consequences of 

epidural bleeding and associated 

lower limb paralysis. 

I Selected patients, especially if 

taking a vitamin K antagonist 

and in whom polypectomy is not 

anticipated, may be classified as 

minimal-bleed-risk; whether they 

are classified as low / moderate-

bleed-risk (requiring 

anticoagulant interruption) or 

minimal-bleed-risk (not requiring 

anticoagulant 



 



 



Figure 11 Suggested strategy for 
potential reversal of non-vitamin K 

oral anticoagulants effect. aPTT, 

activated partial thromboplastin 
time; dTT, diluted thrombin time; 

FXa, factor Xa; N, no; NOAC, non-
vitamin K antagonist oral 

anticoagulant; PT, prothrombin 

time; UH, unfractionated heparin. Y, 
yes; 

Conditions that are potentially life-
threatening or that may threaten the 

survival of limb or organ. 

•Conditions that can be managed 
and procedure de- 

layed for several days. '>24 h in 
case of significantly reduced renal 

function (i.e. eGFR <50 mL/min). 'If 

specific reversal agent is 
unavailable, consider non-specific 

haemostatic agents (prothrombin 
complex concentrate PCC] or 

activated PCC [aPCCs]). 

Idarucizumab has only been tested 
in patients undergoing urgent 

surgery. Andexanet has not been 
tested in patients requiring urgent 

surgery. Andexanet binds all FXa 

inhibitors (including UFH) non 
specifically. Upon re-check. 



 




