@ LOS ANGELES COUNTY DEPARTMENT OF HEALTH SERVICES
HARBOR-UCLA MEDICAL CENTER

Harbor-UCLA
SUBJECT: ANTICOAGULATION MANAGEMENT GUIDELINES POLICY NO. 3258
CATEGORY: Provision of Care EFFECTIVE DATE: 6/19
POLICY CONTACT: Jennie Ung, PharmD UPDATE/REVISION DATE: 1/22

REVIEWED BY COMMITTEE(S): Pharmacy and Therapeutics

PURPOSE:
To provide evidence-based guidelines for the initiation and management of patients receiving anticoagulant
therapy.

ABBREVIATIONS:

ACS = Acute coronary syndrome INR = International Normalized Ratio
ACT = Activated coagulation time IV = Intravenous

AF or AFib = Atrial fibrillation LFT = Liver function test

APLS = Antiphospholipid syndrome LMWH = Low molecular weight heparin
aPTT = Activated partial-thromboplastin time Ml = Myocardial infarction

BMI = Body mass index NSTEMI = Non-ST-Elevation Myocardial Infarction
CAD = Coronary artery disease PAD = Peripheral artery disease

CBC = Complete blood count PCI = Percutaneous coronary intervention
CrCl = Creatinine clearance PE = Pulmonary embolism

CV = Cardiovascular PT = Prothrombin time

DOAC = Direct oral anticoagulant RN = Registered Nurse

DTI = Direct thrombin inhibitor SQ = subcutaneous

DVT = Deep venous thrombosis tPA = Tissue Plasminogen Activator

ED = Emergency Department UA = Unstable angina

eHR = electronic Health Record UFH = Unfractionated heparin

HIT = Heparin-induced thrombocytopenia VKA = Vitamin K antagonist

HITT = Heparin-induced thrombocytopenia and thrombosis  VTE = Vengus thromboembolism

HUMC = Harbor UCLA Medical Center

NOTE—uniess otherwise specified:

Anti-Xa = Anti-Xa, UFH (not the same as Anti-Xa for LMWH)
“Heparin” = unfractionated heparin

REVISED: 1/20, 1/22
REVIEWED: 6/19, 1/20, 1/22

APPROVED BY:

Anish ajan, Griselda Gutiexrez, MD
Chief Executive Officer Assotiate Chief Medical Officer
Chief Medical Officer

zon Black, MBA, DNP, RN

Chief Nursing Officer
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SUBJECT: ANTICOAGULATION MANAGEMENT GUIDELINES POLICY NO. 3255

BACKGROUND:
Anticoagulant medications inhibit the formation of blood clots. Therapeutic anticoagulation in adults is used in
many clinical situations, the most common of which include:
- treatment and prevention of VTE disease,
- {reatment of acute myocardial infarction,
prevention of valve thrombosis and arterial thromboembolism in patients with artificial heart valves, and
prevention of stroke in patients with atrial fibrillation.
Historically, most patients requiring parenteral anticoagulation received SQ LMWH or IV UFH. Those requiring
oral anticoagulation received warfarin, a vitamin-K antagonist that has a narrow therapeutic index and requires
frequent lab monitoring.

More recently, several non-vitamin K antagonist oral anticoagulants have been developed. These are
alternately referred to as DOAC medications. Apixaban, betrixaban, edoxaban, and rivaroxaban inhibit factor
Xa; dabigatran is a DTI.

Multidisciplinary coordination is necessary to maximize the benefits of anticoagulation while minimizing the risk
of adverse events. This practice guideline aims to provide evidence-based clinical guidance for the
management of therapeutic anticoagulation. It does not address prophylactic anticoagulation.

This guideline may not cover all indications or therapeutic options.

POLICY:
Providers, nurses, and other healthcare professionals at HUMC will follow the Anticoagulation Management
Guidelines in the interest of patient safety.

PROCEDURE:
1. Provider selects anticoagulant therapy.

Factors influencing the choice of anticoagulant medication include the site of care (e.g., inpatient vs
outpatient), clinical indication, potential drug-drug interactions, and patient-specific factors (e.g.,
comorbidities, renal function, liver function, and patient preference). The following table is a general
guide to the indications, advantages, and disadvantages of anticoagulant medications. It is intended to
aid the provider in selection of an appropriate medication. Dosing and monitoring are addressed in
subsequent sections. Dosing and monitoring can be found in the appendices or other relevant HUMC
Hospita! policies.

2. Provider discontinues all other prophylactic or therapeutic anticoagulants except argatroban, LMWH, or
heparin bridging therapy for patients on warfarin.

3. Baseline and ongoing laboratory

a. Baseline and ongoing laboratory tests must be ordered by provider prior to initiation of
anticoagulant therapy, unless performed within 24 hours prior to initiation. Recommended baseline
labs: PT/INR, aPTT, CBC, BUN/SCr, LFTs. Recommended ongoing labs; CBC, BUN/ SCr
(periodically). Anti-Xa or other laboratory tests may be needed (see drug specific appendices or
policies).

b. Ongoing monitoring of bleeding risk and platelet count is recommended for all patients receiving
anticoagulants.
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4.

Potential anticoagulant drug-drug and drug-food interactions must be reviewed prior to initiation of

anticoagulant therapy (see drug-specific appendices or policies for potential interactions).

a. The interaction lists provided are NOT inclusive of every possible drug-drug or drug-food
interactions. The providers and/or RNs may contact the pharmacist to review potential interactions
not listed in this policy.

b. Most common potential drug-drug interactions—increases bleeding risk with concomitant use:

i. Other anticoagulants (e.g., warfarin, apixaban, betrixaban, dabigatran, edoxaban, rivaroxaban,
heparin)
il. Drugs or herbs with antiplatelet properties (e.g., aspirin, clopidogrel, ibrutinib, limaprost, NSAIDs)
ii. Thrombolytic agents: alteplase, streptokinase, urokinase, etc.

Patient education regarding anticoagulant therapy must be provided:

a. During hospitalization: by provider or RN (HUMC Policy 325Q: Medication Administration).

b. Upon discharge: Patients are provided medication-specific education on any anticoagulant that is
initiated or changed at time of hospital discharge or in the outpatient setting (HUMC Policy 335:
Outpatient Pharmacy).

c. In addition to education provided to patients by providers/RNs, pharmacist will provide warfarin
education to patients to emphasize on the importance of follow-up monitering, compliance, drug-
drug & drug-food interactions, and potential for adverse drug reactions.

d. Outpatient setting: refer to outpatient anticoagulation policies

Quality assurance:
The Pharmacy Department will perform periodic utilization review of anticoagulant and reversal agents,

as well as protocol adherence to assess appropriateness.

Reviewed and approved by:
Medical Executive Committee - 01/2022

Bawater g St

Beverley A. Petrie, M.D.
President, Professional Staff Association
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POLICY NO. 3258

Clinical Indications
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| Narrow therapeutic window
UFH Frequent monitoring required
HUMC XIX|X | XXX XXX v Can be used with renal impairment
Policy 371 ! Can be used in pregnancy
Risk of heparin-induced thrembocytopenia
Weight-based dosing
LMWH Caution with renal impairment
Appendix A Ll Il (3 2 X|*|%| s« Can be used in pregnancy
Effective for malignancy-associated VTE
Argatroban Can be used with renal impairment
HUMC X \Y) Can be used for patients with history HIT and
Policy 325P any other indication for anticoagulation
Bivalirudin X W Use in conjunction with aspirin for patients
Appendix B undergoing PCI with {or at risk of) HIT/HITT
Fondaparinux X X X sa Weight-based dosing
Appendix C ' Cannot be used with CrCl < 30mL/min
Many drug-drug and drug-food interactions
Warfarin [ Narrow therapeutic window
HUMC X o] | XX XX PO Frequent lab monitoring required
Policy 325T Longer half-life !
Can be used with renal impairment
Direct Oral Not for use in morbid obesity (BM! > 40 kg/m?)
Anticoagulant Not for use in pregnancy
&Ps?:;gro Caution with renal or hepatic impairment
A Avoid use with dual P-gp/CYP3A inhibitors and
adultpafients) | Al PO dual P-gp/CYP3A inducers
Appendix E
(Rivaroxaban
PA form)

See Appendix F for transition of anticoagulants.

See Appendix G for guidelines for Anticoagulant Reversal for Adult Patients
See HUMC Policy 325U for Perioperative Management of Patients on Anticoagulants
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SUBJECT: ANTICOAGULATION MANAGEMENT GUIDELINES

Appendix A: Enoxaparin (Lovenox®) Dosing Guidelines
1. Use actual body weight for weight-based dosing.

2. Adult doses should be rounded to the nearest full syringe {see table A1)

Table A1: Enoxaparin dose rounding

POLICY NO. 3258

Weight How to round 1mg/kg/dose Syringe size
(kg)
<100 Round to the nearest 10mg dose 60mg, 80mg, or
100mg
100-109 Round to 100mg 100mg
110-127 Round to 120mg 120mg
128-142 Round to 135mg 150mg
143-157 Round to 150mg 150mg
> 157 Round as appropriate with 2 2 syringes
syringes
3. See table A4 for recommended prophylaxis dosing guidelines (adult patients).
4. See table AS for recommended treatment dosing guidelines (adult patients).
5. See table A6 for recommended initial dosing guidelines (pediatric patients).
6. See table A7 for recommended dose adjustment guidelines (adult patients).
7. See table A8 for recommended dose adjustment guidelines (pediatric patients).
8. Preferred injection sites are the anterolateral or posterolateral abdominal wall. If abdominal access is
limited, the upper outer quadrants of the thighs or buttocks can be used. Do not inject into the arms.
9. Monitoring guidelines:

a. Routine anti-Xa monitoring is not recommended. It may be checked with long term therapy,
labile/compromised renal function (CrCI < 30mL/min), pregnancy, or weight > 144kg. Peak anti-Xa
should be drawn 4 hrs after 3" or 4" dose and after dosage modification—no more often than

once weekly.
b. See table A2 below for recommended monitoring guidelines (adult patients):
Table A2: Enoxaparin Anti-Xa Monitoring Guidelines for Adult Patients

q24h)

Enoxaparin Anti-Xa, LMWH (units/mL)
Prophylactic dosing 0.2-0.5
Prophylactic dosing (pregnant 0.2-06
women)
Therapeutic dosing (1 mg/kg q12h) 0.6-1
Therapeutic dosing (1.5 mg/kg 1-2

c. See table A3 below for recommended monitoring guidelines (pediatric patients):
i.  Patients weighing < 50kg (prophylaxis & treatment)

i.  Patients weighing > 50kg with renal impairment (treatment):

Table A3: Enoxaparin Anti-Xa Monitoring Guidelines for Pediatric Patients

Indication Target Anti-Xa, LMWH (unit/mL)
Prophylaxis 0.1-0.3
Treatment 0.5-1.0

10. Contraindications:
a. Active major bleeding
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POLICY NO. 3255

b. Thrombocytopenia with a positive test of antiplatelet antibody
c. History of HIT with UFH or LMWH
d. Hypersensitivity to heparin or pork and/or beef products
11. Contact anticoagulant specialist {page (310) 501-9865)) for:
a. Use in patients with body weight >190 kg (or 420 |b) or <45 kg (or 100 Ib)
b. LMWH therapy planned for >30 days
12. Increased risk of bleeding complications is associated with neuraxial intervention (e.g., epidural
catheters, lJumbar puncture or surgery).
a. Delay placement or removal of catheter for at least 12 hrs after administration of low-dose
enoxaparin (e.g., 30-60mg/day) and at least 24 hrs after high-dose enoxaparin (0.75-1mg/kg twice
daily or 1.5mg/kg once daily) and consider doubling these times in patients with CrCl < 30mL/min.
b. Upon removal of catheter, consider withholding enoxaparin for at least 4 hrs.
Table A4: Enoxaparin Prophylaxis Dosing Guidelines for Adult Patients

PROPHYLAXIS ENOXAPARIN Typical
Dosage (CrCl 2 30mL/min) Dosage (CrCl <30 mL/min) Duration

Trauma, Orthopedic or acute | 30mg SQ q12h 30mg SQ q24h 7-10 days

spinal cord injury

High or Very High Risk 40mg SQ q24h 30mg SQ g24h 6-11 days

Medical patients

Morbid obesily 40mg SQ q12h or No recommendation Variable

(BMI 2 40 kg/m?) Increase standard dose by 30%

High VTE-risk bariatric 40mg SQ q12h No recommendation Variable

surgery (BMI < 50 kg/m?)*

High VTE-risk bariatric 60mg SQ qi2h No recommendation Variable

(BMI >50 kg/im?)*

Abdominal surgery 40mg SQ q24h (2h prior to No recommendation 7-10 days

surgery)

Hip replacement surgery

Once-daily dosing:

30mg SQ (212 hours pre-op) & | At least 10 days

in pregnancy (off-label}

40mg SQ x1 (9-15h pre-op) & 30mg SQ q24h (2 12h post- (up to 35 days)
40mg SQ q24h (= 12h post- surgery) or until risk of
surgery) DVT has
Twice-daily dosing: diminished or
30mg SQ x1 {212 hours pre-op) & until target INR
30mg SQ q12h (12-24h post- is achieved with
surgery) warfarin

Knee replacement surgery 30mg SQ x1 (212 hours pre-op) & | 30mg SQ q24h
30mg SQ q12h (12-24h post-
surgery)

Prevention of recurrent VTE | 40mg SQ q24h No recommendation 6 weeks

postpartum in
high-risk women

Table A5: Enoxaparin Treatment Dosing Guidelines for Adult Patients

TREATMENT ENOXAPARIN Typical Duration
Dosage (CrCl 2 30mL/min) Dosage {CrCl <30
mL/min}
Suspected/confirmed 1 mgfkg SQ q12h 1 mg/kg SQ q24ht 5-7 days or until target INR
acute DVT/PE? (2-3) is achieved on 2
Peri-procedure bridging consecutive days with
warfarin
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POLICY NO. 3258

Acute VTE in obesity

- Use actual body weight

- Dose capping NOT
recommended

- _Twice-daily dosing preferred

No recommendation

Acute VTE in pregnancy
{off-label)

1 mg/kg SQ q12h

No recommendation

Discontinue 2 24h prior to
induction of labor or C-
section; Substitute
enoxaparin with heparin
near term. Continue
anticoagulation therapy for 2
6 wks postpartum (minimum
total duration of 3 months)

Acute STEMI*
w/thrombolytic treatment

AGE <75 vears
30 mg IVP x1, PLUS 1mg/kg SQ

q12h x2 doses {max 100mg for

AGE <75 vears
30mg IVP x1, PLUS

1mg/kg SQ q24h

48-72 hours {maybe initiated
15 minutes befere and 30
minutes after initiating

the first 2 doses), then 1mgfkg thromboiytic therapy)
SQq12h
AGE 2 75 years AGE 2 75 years 48-72 hours
0.75mg/kg SQ q12h x2 doses 1mg/kg SQ q24h
{max 75mg for the first 2 doses),
then 0.75mg/kg SQ q12h

NSTEMI/Unstable 1 mg/kg SQ q12h 1magfkg SQ q24h 48-72 hours

Angina

THeparin is preferred over LMWH in patients with impaired renal function (CrCl <30 ml/min). Enoxaparin may be used at
renally-adjusted doses for short term transition to warfarin.
*For {reatment of STEMI, enoxaparin may be initiated 15 minutes before and 30 minutes after initiating thrombolytic
therapy. Therapy may be continued for 8 days and a minimum of 48 hours in patients undergoing reperfusion with

thrombolytic therapy.
Table A6: Enoxaparin Initial Dosing Guidelines for Pediatric Patients

Indication < 5kg 5-50kg > 50kg

Prophylaxis | 0.75mg/kg/dose SQ q12h 0.5mg/kg/dose SQ g12h CrCl 2 30 mL/min CrCl < 30 mL/min
=____mgSQqizh =____mgSQqizh 40mg SQ q24h 30mg SQ q24h

{NOT to exceed 40mg/day) i ) e g

Treatment 1.5mg/kg/dose SQ qt12h 1mg/kg/dose SQ q12h 1 mg/kg SQ q12h 1 mg/kg SQ q24h

= mg SQ q12h = mg SQ qi2h

Table A7: Enoxaparin Dose Adjustment Guidelines for Adult Patients

Peak anti-Xa Recommended Dosage Adjustment for therapeutic q12h dosing

{unit/mL)

<0.35 Increase dose by 25%
0.35-0.49 Increase dose by 10%

0.5-1.0 None

1.1-1.5 Decrease dose by 20%

1.6-2 Delay next dose by 3 hours& Decrease dose by 30%
>2 Delay next dose until anti-Xa level < 0.5 & Decrease dose by 40%
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Table A8: Enoxaparin Dose Adjustment Guidelines for Pediatric Patients*
[ 4-hr peak anti-Xa {unit/mL) | Hold next dose? Dose Change Obtain Repeat anti-Xa levels
< 0.35 No Increased by 25% Next day
0.35-0.49 No Increased by 10% Next day
0.5-1.0 No No change Next week
1.1-1.5 No Decreased by 20% Next day
1.6-2 X 3hrs Decreased by 30% Before next dose AND next day
>2 Ali further doses should be held and anti-Xa levels measured q12h until < 0.5unit/mL.
Decrease previous dose by 40% when restarted.

*nomogram to be used for treatment dosing

Appendix B: Bivalirudin {Angiomax®) Dosing Guidelines for Adult Patients
Note: Bivalirudin is restricted to Cardiology.
1. Anti-Xa activity for fondaparinux is not available at HUMC.
2. See table B1 for recommended dosing guidelines.
3. Contraindication:
a. Active major bleeding
b. Severe hypersensitivity to bivalirudin or any component of the formulation
. No dosage adjustment necessary for hepatic impairment.
. PT/INR levels may become elevated in the absence of warfarin.
. If clinically indicated, provisional glycoprotein (GP} lIb/llla inhibition (e.g., eptifibatide) may be
concomitantly administered during PCI. In addition to aspirin, concomitant administration of clopidogrel,
or prasugrel, is also recommended for patients undergoing PCI.

(o) J8 ) I =N

Table B1: Bivalirudin Dosing Guidelines for Adult Patients

Indication Dosage
PTCA/PCI with or without Initial: 0.75mg/kg bolus immediately prior to procedure, then 1.75mg/kg/hr for the
HIT duration of procedure and up to 4 hrs post procedure if needed.

After initial 4-hr post procedure: 0.2mg/kg/hr for up to additional 20 hours

Monitor ACT 5 minutes after bolus dose & may administer additional bolus 0.3mg/kg if
necessary.

UA/NSTEMI (moderate-high | During PCI: 0.75mg/kg bolus immediately prior to procedure, then 1.75mg/kg/hr

risk) undergoing early
invasive strategy
STEMI (U.S. off-label) Initial: 0.75mg/kg bolus immediately prior to procedure, then 1.75mg/kg/hr for the
duration of procedure and up to 4 hrs post procedure if needed. May continue post
procedure at a reduced dose if clinically indicated.

For patients with high risk of bleeding, it is reasonable to use bivalirudin monotherapy.

Appendix C: Fondaparinux (Arixtra®) Dosing Guidelines for Adult Patients
Note: Fondaparinux is restricted to orthopedics or patients requiring anticoagulation that have suspected acute
Heparin-Induced-Thrombocytopenia (HIT) or a confirmed history of HIT.
1. Anti-Xa activity for fondaparinux is not available at HUMC.
2. See table C1 for recommended dosing guidelines.
3. Contraindication:
a. Severe renal impairment (CrCl < 30mL/min)
b. Body weight < 50kg for VTE prophylaxis
c. Active major bleeding
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d. Bacterial endocarditis

e. Severe hypersensitivity to fondaparinux or any component of the formuiation

f.  Thrombocytopenia associated with a positive in vitro test for antiplatelet antibody in the presence
of fondaparinux

4. Increased risk of bleeding complications are associated with neuraxial intervention (e.g., epidural
catheters, lumbar puncture or surgery). Optimum timing between administration of fondaparinux and
neuraxial procedures is unknown.

Table C1: Fondaparinux Dosing Guidelines for Adult Patients

PROPHYLAXIS TREATMENT for acute VTE
CrCl (mL/min) Weight > 50kg <50kg 50-100kg >100kg
> 50 2.5mg SQ g24h 5mg SQ g24h 7.5mg SQ g24h 10mg SQ g24h
30-50 2.5mg SQ g48h 2.9mg SQ q24h Smg SQ g24h 7.5mg g24h
<30 CONTRAINDICATED

Appendix D: Direct Oral Anticoagulant Dosing Guidelines for Adult Patients

NOTE: current DOAC on DHS formulary is rivaroxaban (10, 15, & 20mg)—(see appendix E for Rivaroxaban
Prior Authorization Form).

1.

2.

10.

1.

DOACs differ from vitamin K antagonists in their onset of action, halif-life, drug-drug interactions, need
for monitoring, and availability of antidotes.
DOACs are generally used without a requirement for monitoring of drug levels or coagulation times: this
may be an advantage for patients in whom frequent monitoring is a greater burden.
Patients with difficulty in controlling PT/INR may benefit from a DOAC because these agents have less
variability in drug effect than vitamin K antagonists.
See table D1 for recommended dosing guidelines for rivaroxaban.
See table D2 for recommended dosing guidelines for the other DOACs NOT currently on DHS
formulary.
See table D3 for common drug-drug interactions with DOACs and recommended dosage adjustments.
A therapeutic anti-Xa range for DOAC has NOT been defined.
PT or anti-Xa activity may be used to detect presence of DOAC, but neither can be used for dose
adjustrment.
Contraindications:
a. Active major bleeding
b. Severe hypersensitivity to any component of the formulation
Bleeding risk is increased when DOACs are combined with ADP antagonists, such as clopidogrel.
Consultation with a cardiologist is recommended in this situation.
Risk of bleeding complications increased with neuraxial intervention (e.g., epidural catheters, lumbar
puncture or surgery).
c. Apixaban:

» Delay placement or removal of catheter for at least 24 hours after the last administration of

apixaban.

» Upon removal of catheter, consider withholding apixaban for at least 5 hours.

» If traumatic puncture occurs, delay the administration of apixaban for 48 hours.
d. Betrixaban:
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e Delay placement or removal of catheter for at least 72 hours after the last administration of

betrixaban,

« Upon removal of catheter, consider withholding betrixaban for at least 5 hours.
o If traumatic puncture occurs, delay the administration of betrixaban for 72 hours.

e. Edoxaban:

« Delay placement or removal of catheter for at least 12 hours after the last administration of

edoxaban.

« Upon removal of catheter, consider withholding edoxaban for at least 2 hours.
¢ if traumatic puncture occurs, the risk may increase.

f. Rivaroxaban:

« Delay placement or removal of catheter for at least 2 half-lives after the last administration of
rivaroxaban (i.e., 18 hours in patients aged 20-45 years and 26 hours in patients aged 60-76

years).

« Upon removal of catheter, consider withholding rivaroxaban for at least 6 hours.
« If traumatic puncture occurs, delay the administration of rivaroxaban for 24 hours.
g. Dabigatran: Optimum timing between administration of dabigatran and neuraxial procedures is

unknown.

Table D1: Recommended Dosing Guidelines for Rivaroxaban (adult patients)

Indication

Dosage

To reduce risk of stroke & systemic embolism in
patients with non-valvular AF

CrCl 2 50mL/min: 20mg daily with evening meal OR 15mg daily
with evening meal (if combined with clopidogrel)
CrCl < 50mL/min: 15mg daily with evening meal

Acute VTE treatment (CrCl > 30mL/min)

CrCl 2 15mL/min: 15mg BID with food for 21 days, followed by
20mg daily with food for remaining treatment
CrCl < 15: Not recommended

To reduce risk of recurrence DVT/PE in patients at
continued risk for recurrent DVT/PE (after
completion of initial treatment lasting at least 6
months of standard anticoagulant)

CrCi = 15mL/min: 20mg daily with food OR 10mg daily
(EINSTEIN CHOICE trial)

CrCl < 15: Not recommended

DVT/PE prophylaxis (total knee arthroplasty)

CrCl 2 15mL/min: 10mg daily for 12-14 days
(initial dose 6-10 hrs after surgery once hemostasis established)
CrCl < 15: Not recommended

DVT/PE prophylaxis (hip arthroplasty)

CrCl 2 15mL/min: 10mg daily for 35 days
(initial dose 6-10 hrs after surgery once hemostasis established)
CrCl < 15: Not recommendad

*In combination of aspirin, to reduce risk of major
cardiovascular events {CV, MI, and stroke) in
patients with CAD or PAD

*2.5mg twice daily with or without food, in combination with
aspirin 75mg to 100mg daily
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@ LOS ANGELES COUNTY DEPARTMENT OF HEALTH SERVICES
HARBOR-UCLA MEDICAL CENTER

Harbor-UcLA
SUBJECT: ANTICOAGULATION MANAGEMENT GUIDELINES POLICY NO. 325S
Appendix E: Rivaroxaban Prior Authorization Form
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@ LOS ANGELES COUNTY DEPARTMENT OF HEALTH SERVICES

Harbor-UCLA HARBOR-UCLA MEDICAL CENTER

SUBJECT: ANTICOAGULATION MANAGEMENT GUIDELINES POLICY NO. 3255

Appendix F: Transition between anticoagulant agents:

Table F1: Transition between parenteral anticoagulants

From To Instructions:
Argatroban Other parenteral |« If no hepatic insufficiency, start parenteral anticoagulant within 2 hrs of
anticoagulant discontinuing argatroban infusion.
(argatroban, « If hepatic insufficiency, start parenteral anticoagulant 2-4 hrs of
fondaparinux, discontinuing argatroban infusion.
Fondaparinux LMWH, IV UFH*)  ["Start parenteral anticoagulant at time of next scheduled dose of

{therapeutic) Use QMWH or UFH | fondaparinux.
Fondaparinux only if patient does | Start parenteral anticoagulant as clinically needed irrespective of time of

(prophylaxis) NOT have heparin | |ast fondaparinux dose.
LMWH allergy or HIT. o Start parenteral anticoagulant at time of next scheduled dose of LMWH.
(therapeutic) e No UFH bolus needed if UFH is scheduled to start 4-6hrs after the last
dose of LMWH
LMWH Start parenteral anticoagulant as clinically needed irrespective of time of
(prophylaxis) last LMWH dose.
UFH Start parenteral anticoagulant within 2 hrs of discontinuing UFH infusion.

*In case of high bleeding risk, consider omitting initial bolus when transitioning to UFH.

Table F2: Transition from DOAC agents to other rapid-onset anticoagulants™

From To Instructions:
o Stop rivaroxaban.
Rapid- « Start other anticoagulant at time of next scheduled dose of rivaroxaban.
onset s Stop apixaban.
anticoagul | = Wait 12 hours after last dose of apixaban to initiate other anticoagulant.
ant + Stop edoxaban.
SAEEREL (LMWH, | « Start other anticoagulant at time of next scheduled dose of edoxaban.
fondaparin | ¢ Stop dabigatran.
Dabigatran 5 DOACf « Start other anticoagulant at time of next scheduled dose of dabigatran.
or VUFH®) | ¢ | Crcl < 15mL/min while on dabigatran, longer wash out period may be needed
before starting new anticoagulant.
*In case of high bleeding risk, consider omitting initial bolus when transitioning to UFH.

*Belrixaban and rivaroxaban (doses < 10mg/day) to all other anficoagulants: initiate other anticoagulant as clinically needed
irrespeciive of time of last betrixaban or rivaroxaban dose.

Rivaroxaban

Apixaban

Table F3: Transition from warfarin to DOACs

From | To Instructions: |
Rivaroxab | Stop warfarin.
an Start rivaroxaban when INR is < 3.0
. Stop warfarin.
el Start apixaban when INR is < 2.0
4 . Stop warfarin.
Warfarin SR LE Start edoxaban when the INR is 2.2
Stop warfarin.
L) Start edoxaban when the INR is £2.5
Dabigatra | Stop warfarin. -
n | Start dabigatran when INR is < 2.0 |
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Harbor-UCLA

SUBJECT: ANTICOAGULATION MANAGEMENT GUIDELINES

LOS ANGELES COUNTY DEPARTMENT OF HEALTH SERVICES
HARBOR-UCLA MEDICAL CENTER

Table F4: Transition from DOAC agents to warfarin

Transition to warfarin

Rivaroxaban
(doses 2
15mg/day)
to
warfarin

* No clinical trial data available

* Rivaroxaban affects INR, so INR measurements during co-administration with warfarin
may not reflect the appropriate dose of warfarin

Transition Options

*» Discontinue rivaroxaban and begin both a parenteral anticoagulant and warfarin at the
time the next dose of rivaroxaban would have been taken (XARELTO package insert
information)!

+  Overlap rivaroxaban and VKA therapy until the INR is within the therapeutic range (ASH
2018 guidelines)?

Apixaban to
warfarin

= Apixaban affects INR, so INR measurements during co-administration with warfarin may
not reflect the appropriate dose of warfarin

Transition Options

+ Discontinue apixaban and begin both a parenteral anticoagulant and warfarin at the time
the next dose of apixaban would have been taken (ELIQUIS package insert information)’

*  Overlap apixaban and VKA therapy until the INR is within the therapeutic range (ASH
2018 guidelines)

Edoxaban
to
warfarin

Transition Options
* Qral option:
- For patients taking 60 mg edoxaban, reduce dose to 30 mg and begin warfarin
concomitantly
- For patients taking 30 mg edoxaban, reduce dose to 15 mg and begin warfarin
concomitantly
- Once a stable INR 2 2.0 is achieved, discontinue edoxaban and continue warfarin (INR
should be measured just prior to daily dose of edoxaban to minimize influence of
edoxaban on INR)
* Parenteral option:
- Discontinue edoxaban and administer a parenteral anticoagulant and warfarin at the time
of the next scheduled edoxaban dose
- _Once stable INR 2 2 is achieved, discontinue parenteral anticoagulant & continue warfarin

Dabigatran¥
to
warfarin

= Dabigatran may affect INR. INR reflects warfarin’s effect best after dabigatran has been
stopped for at least 2 days

CrCl {(mL/min) Instructions:

CrCl 2z 50 Start warfarin 3 days before discontinuing dabigatran
CrCl 30-50 Start warfarin 2 days before discontinuing dabigatran
CrCl 15-30 Start warfarin 1 day before discontinuing dabigatran
CrCl <15 No recommendations available
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SUBJECT: ANTICOAGULATION MANAGEMENT GUIDELINES

LOS ANGELES COUNTY DEPARTMENT OF HEALTH SERVICES

HARBOR-UCLA MEDICAL CENTER

POLICY NO. 325S

Table F5: Transition from parenteral anticoagulants to oral anticoagulants

From

To

Instructions:

Argatroban

DOACs

Stop IV argatroban.
Start a DOAC within 2 hours after discontinuation of argatroban.

Warfarin

= Argatroban must be continued when warfarin is initiated and co-administration
should continue for at least 5 days. Argatroban falsely elevates INR.
o After 3-5 days of co-therapy with warfarin, if INR > 4, temporarily suspend
argatroban for 4 hours, then check INR.
- If INR < 2, restart argatroban & consider warfarin dose adjustment. Repeat process
q24-48h until INR 2 2.0.
- If INR 2 2.0 and overlap argatroban/warfarin for at least 5 days, discontinue
argatroban and continue warfarin.
- If INR > 3, consider warfarin dose adjustment. Argatroban may need to be restarted
if argatroban/warfarin overlap has not been prescribed for 5 days.

Fondaparinu
x
{therapeutic)

DOACs

Stop fondaparinux.
Start a DOAC at time of next scheduled dose of fondaparinux.

Warfarin

Begin warfarin when clinically indicated.
Overlap fondaparinux with warfarin for at least 5 days and until INR is therapeutic for
24 houwrs if indicated

Fondaparinu
X
{prophylaxis)

DOACs

Initiate a DOAC as clinically indicated irrespective of time of |ast fondaparinux dose.

Warfarin

Assuming patient does NOT have a new thrombosis: if inmediate therapeutic
anticoagulation is not desired, initiate warfarin as clinically needed irrespective of time
of last fondaparinux dose.

LMWH
{therapeutic)

Rivaroxab
an

Stop LMWH.
Start rivaroxaban 0-2 hours before the time of the next scheduled evening dose of
LMWH.

Apixaban

Stop LMWH.
Start apixaban at time of next scheduled dose of LMWH.

Edoxaban

Stop LMWH.
Start edoxaban at time of next scheduled dose of LMWH.

Dabigatra
n

Stop LMWH.
Start dabigatran 0-2 hours before the time of next scheduled dose of LMWH.

Warfarin

Begin warfarin when clinically indicated.
Overlap LMWH with warfarin for at least 5 days and until INR is therapeutic for 24
hours if indicated

LMWH
{prophylaxis}

DOACs

Initiate 2 DOAC as clinically indicated irrespective of time of last LMWH dose.

Warfarin

Assuming patient does NOT have a new thrombosis: if inmediate therapeutic
anticoagulation is not desired, initiate warfarin as clinically needed irrespective of time
of last LMWH dose.

UFH

DOACs

Stop IV UFH.
Start a DOAC immediately after discontinuation of UFH.

Warfarin

Begin warfarin when clinically indicated.

If immediate therapeutic anticoagulation is desired: Overlap therapeutic UFH with
warfarin for at least 5 days and until INR is therapeutic for 24 hours

If immediate therapeutic anticoagulation is NOT desired: initiate warfarin as
clinically needed irrespective of time of last UFH dose.

Page 16 of 22




ZZ Jo 1) abed

Spas|q Bulualealyy-ayl| Jayjo (e Joj SHUN Q00S Xew—Dy/spun o5 - (@exxArag)
abeyuoway |2luesoeUl PAJUSIUNIOP JO JUBWIESI] J0) SHUN 00SZ Xew—Bysyungg - UMOoUNU() siy 2Z-61 ueqexuieg
{cenusdy) 00d Jojey-p o (uswaedu
6001 |eoJeYD palEANE JajsIulupe ‘SINoY Z ujyim pajsabul §) e [eusJ uj sabuoy) (sesheneg)
Ym Juawieal) [2gej-Lo JapIsucd 'eloplue dyioads Jo Juabe [esianas umouy op e %S2 - sIY fL-0L ueqexop3
uiw pz 4 0} dn Joy twBiy (UoISRJUl A| UQ-MO[[0] - Bws s ueqexdy [,
urwybwog je Bwpoy :snjog Al leniu| . ¥O |5
‘BJJE JoUEXepUE 9s0p Mo | Buwigl s ueqexolealy |3
(unw oz} o3 dn) /By (uiwr gz 0y dnj ujw;Bwig asop umowun |5 Py
:UOISMYU| A UQ-MO|j04 :UoISNjul A] UO-MO||0 « 0o lo a
uwyBuwiog je Gwooy uwyBuwige je Bwigog Buwg < ueqex|dy m.l.. g
SNjog Al [eIHY) « SNIOq Al Bl « O (& &
‘EJjE J1oUBXSpUE 6S0p MO ‘Bjje )ouBXapue asop Yo | BwQ) < ueqexoleary g
umouNun =
obe siy g = asop Jse] Jo obie s1y g > asop ise =
(ueqexide o0 ueqexoseAy) esop jse| jo Buywi -
Buisop j0j weYd 93s — )|y JaUEX3PUY
spas|q Buuaieasyl-ay Jayjo [|e 4o} syun gpQs Xew—Sy/spun o5 - (wauuiedw
abeyuoway [elueioeiUI PAJUSWNOOP JO JUSWAESJ] JO) SHUN 00SZ Xew—DByspungz - [eual ui sa6uo)) (gol2IEX)
(sBAuBdY) DDd 10108}t o ON SiYEL-B uegexoeAly
6001 |EO2IEYD PRJEAICR LaJSIUIWIPE ‘SINOY Z UIYIM pajsabul Jj o (iawsedun
|euals uy JaBuoy)) {gsinbi3y)
uoisnysuel)ioddns swnjoa apiacid g suonesipaw jaeleldiue B Oy dojs :anseaw [BIauas) OoN SIyG|-g ueqexidy
QH Aq
sjpoaye jue|nbeoonue azjwiuiw 10 asiaAs) 0} selbajeng parowey ajll-jied | wenBeoopuy | ssen

'(5986-1.05 (01¢) 196ed) jinsuos ABojojewaH Japisuod ‘suopsanb [suolippe Jo sesop Jusnbasqns JoJ e
(100 A1gnwiog xapawololy 4o g4 pue |4 38S) ,B1JUSD)Y| PUE BJ|E JOUBXSPUE JO) ps)e|duiod aq ISNW W) LONBZLIoYNY oud e
"9sop }sdij

al) saosdde Aew aainies Jo Buipua)y—(BuBdy) D0d J0JoB)- pUE ( Bxxepuy) Bjje jauexapue 1o} pasnbal s) |eaoldde uepisAyd Buipuayy e
sjualjed JINpy 10} [esiensy jue|nBeooljuy Joj ssujjeping 9 xipueddy

SSZE "ON AJI1Od SINI3AIND INIWIOYNYIN NOILYINOVOIILNY :1D3rans
YILNTD TVIIAIW VION-HOSHVH Y
SIDIAYAS HLTVIH 40 LNIWLNVJId ALNNOD SITIONY SO @



ZZ jo g1 abed

"sIsA[eIp Japjsuod

(awuredw

0) ABojoJydau Insuod ‘sseooe sejnosea Buysixe-aid yim Jusned aseas|p |eual abels pue Jo- » [EUSI BIOABS =)
Al b5 (gpulqxeid) qewnzioniep) e ul s)y g 0} dn) (sexepeid) | _ @
BQot 1eosieyd pajenoe JajsiuiWpe ‘sinoy g uiyim pajsabul j) e %S9 ~ siy 1-¥1 ueebigeg =X m
= {juewxedw; Tz
[EUSl 819A9S g g
uj 4y 0} dn) (g¥ewoibuy) o
%52 ~ uw 6z uprEAg 5

uoISNjul JO tn) e %0¢ ~ ulw 0s-ob ueqosjebry

— fawneduwn
jeual uj Jabuo)
Apuesiubis) (gRaxLY)
SHUN 000§ Xew—Hy/siun QG (;eHU30Y) DO 0108} * ON siy 1z-L1L xnuliedepuo

SGZ€ "ON AJIN0d

SIANITIAINGD LNIFNIDYNVIN NOILVINOVODILNY :123rans
vidn-Joquel

®

¥31N3D TVIIQ3N vION-HO8UVH

SIDIAYTS H1TVIH 40 LN3SWLYVdIA ALNNOD SITIONVY SO




T2 Jo 61 ebeyd

YeaMm |2 10) adue)sisal ulepem asned Aew (Bwigl o3 01 69} ) uiweya Jo sesop yby Jo aspy e W <
"8|qejoipaidun pue pale|ap s 108)js (papuUBLULIODa) JOU S| Y UIWEYA JO UOIISIUI SNOBUBINOGNS  » (euipeWwno)) | & -1
‘sjusned upepepy | 8 2
000°0L/€ Ul uonoeal oljoejAydeue yym pajeIoosse st NG ) UILIENA [BIO UY) JB)SB) SHIOM Y UILLBJA SNOUSABHU| e m wn
:uojjeunIoju] Y UIWEBJIA |elouss) -
(yuepuedep c
Al Bw Qg sujwejold e asop) 3
uoIsnju) 4o uing e [elied Ui 06-0¢ upedeH
asop pexy bugz 10 sy -
UlW/WQE > Q4D ssejun jnjasn aq o} Ajayll JIoN 2l < w
L]
asop paxy bwgz 10 . -a
uuedexous jo 6w, Jad suwejoid Bwgg . sy [E0 -
ueds)iep Jo syun ool Jed sulwejoid Bwg'g . ZL-8 ...Mn o m
[-% =
asop paxy Buipg Jo .« ] o
uuedexous jo Bw| Jad auwelold Bwy - o o
uuedsjjep Jo syun gp| Jod sujwejoid Bwy . | siyg s e m.
7]
sujwejoud jo asog w
2
N
e
9
(HMWT 'ex huy, 1api0) AJANOE BX-UY UlIM POSSESSE aq UED [BSIaAa] JO aalbaq . 8
(uuedexous 3
Bw | Jod Jo uuedsyep syun gg| Jad) sunwejosd Bw g Jopisuco ey . (uewiiedw (gxousnc)
(esop )su1) Jaye suy -z pabuojoid suiewas | | de y1) sunuejoud jo asop puodseg jeual uiredexousy
- u1 1a6uoy) (guiwbel)
(%09~) uonezijesnnsu |eiyed o} aulwejoid sy - %0¢ ~ siy G-¢ uuedayeqg
SG2e "ON ADIT0d SIANIMZAIND INFWIDVYNVYIN NOLLVINOVODILNY :193rsns
vidn-ioqie

HILNID TVOIQIN YION-HOFHUVYH

$3JIANTS HLIVIH 4O LNIWLYVHIA ALNNOD STTAONY SO

©®




ZZ J0 0g ebed

(s[en 2) 2s0p/.69'C$ 9s0pP/00S'61$ :@s0p YbIH 08L'G$ |  (8sn paxiw) D¥M
{sletA 7) @sop/zpe'L$ 8s0pP/00G‘LZ$ 9S0p MO 08l's$ | (uenedino) gove
(s|ewn g) esop/9vrg’L$ ‘Sjuncdoe ¢ ||e Jo4 oLL‘c$ | {yusiedur) uoneaoN
(uunygy°L$ ‘Bxy/snun 0G)
(pPuigxeld) qewnzioniep (oBXxapuy) ej|e Jauexapuy 1d B 0/ 10} (gBNusd)) D0d Jojoe)p (6102) Butoud
uoisnjul
Al Buig-| 4o |e10 BWG'Z Y UIWENA J8pISU0D UMeLEM PIOH pasnbal |esiansl pidey
uoisnjul
Al Bwz-| Jo [elo Bwig'g Y UILBYA JSPISUOD UBUeM DIOH e Buipsslq oN 0L <
uojsnjul
Al Bl 1o [2io BwG'Z ¥ UIWENA JSPISU0D ULBLEM PIOH paJinbai |esiaAal pidey
UUEBLEM DIOH  * Buipesiq oN 0L—-S¥
[BJC BUWIG'Z M UILIBYA JBpiSUOD ‘UMEeM DIOH e paisinbal |esianal pidey
ulepem pjoH e ) Buipee|q ON &>
B juawoebeue uopeniig [ealul|g NI
spaajq Buguajeastyi-aj|-UoON
{spun
| 000S xew) By/syun og 9< 3|qe|leABuN D0d JOJOB)-{ JI BUWSE|d/d]d 2AlD  »
(siun (aiqe) @8s}
00S¢E xew) By/spun g¢ 9 spes|q Buluaieaiy}-a))| 1o} d44 Jeno peueald si (, BAUSIY) DOd J010E)-f
{syun Alessasau
00se meV. néﬂ_c: 114 -2 1181y Z| w jeadal Aew ‘(S8)nUI OE JOAD) UOISNUL A) BLIQL M UIWENA BA1D) e
950 J0d 10308} | HNI ULBLEBM PIOH *
(NI Aue) spoejq Bujuajealyl-ajl| 10 SNOUSS
SG2€ 'ON AJINOd SANINFAIND INFWIDVYNVYIW NOILVINOVOODILNY  :103ardns

¥3LIN3D TVIIA3W VION-HOSUYH MU e
SIDIANIS HLIVIH 40 LNTWLNVAIG ALNNOD STTADNY SO @




@ LOS ANGELES COUNTY DEPARTMENT OF HEALTH SERVICES
HARBOR-UCLA MEDICAL CENTER

Harbor-UCLA
SUBJECT: ANTICOAGULATION MANAGEMENT GUIDELINES POLICY NO. 325S
G1: Kcentra® Prior Authorization Form

an&@h‘u

4-Factor Prothrombin Complex Concentrate {Kcentra®)

Prior Authorization Form
I tructions
Please complete Al sectons of the orm  Incompleze forms will be retumed Lo the rescrber
Scbmd form along weih the prrscrpion order to the faclty pharmacy The %orm 8 not 3 substnge for 3 prescrston oer  Any form subm2ed wethout an order wil
be corclentd ncomrplete and not revened.
Inpatent use CMO or desgree aporoval o not reeded or cases where the omiena are met. I 38 exie.3 beiow are notmet. Sonm wil be ‘orvarded by the factty pharmacy
© DHS Pharmacy Afars ‘or revew. The CMO or oesgries wil provde final decsion in these cases

Thes prior suthonZiton form must be submtted wh ALL weten npazent orden
Fiease complete ALL areas beiow, 23 ncompiste pror auth Quess MAY AFFECT THE QUTCOME of thes request
Prostwnenben: Complex Concerirate i3 not 2:anded for reversal of the cirect thromba mhibrers

upJn§ W fdes

STEP 1: Excl.usmmmmdmmmwy,mmwufmrmwﬁ#mmwxwm
(Keentra®). Check bax in step 1 to acknowledge.
Kncwn anapinlache or severe sysiemc reactons to hoentral o any - s

K B mcuing heparin, factors 1, VI, X, X, proceas G and For the fversal of dabsgatran; use of clancizumal (Pradind®] may be
5. arsheomiben 11 and human albunen indicated

Patents with kntwn hparn-nduced Shvombocyiopsna (HTT) Pabents with drs ated i it codgudgsen (DIC)

D I Patient has none of the aciusion cntaria kstad above
STEP 2: APPROVAL {Check ALL cntena that apply, ALL Enes muct be checked for approval Hont of the exciusion criferia above spply.|
Note: Any information MAY THE OUTCOME of this

ﬁmummmﬂmwmmfmkmmm«wtw.mxnubnmumarmnlnn;mnmhnﬂmmmnumﬂ
or 3z xaban use of andexanet [AndexcaB) may be indicated matead of Kosrtrad)
Pasent requires ungent reversal of VKA arsonagulston OR factor Xa inhdsdars and.

*  has aaze active, ife-threatening bleeding je.g ntracrrsil hemarrhage ) OR

* Mequenes mepency Sungical imenasnon | And S INR i warfarin patients|
FeertaE wil be Qrven 1 O NIUON W SLDPOITA G218 (L, For Warfann 33300540 DReed Use (v vimn . Tor Dacior X3 333000160 boeed it
Franesamec acrd o arrmocaproe: acid: oral achvated charmoal an opton # Last factor X3 inhbrior dese witin 2 hours of mgestion )

Only 2 singie dose of Keecera® will be used

0 0|0

OR

For use in exoessive bleeding post cardopiimonary bypass which is lhed by corsviritonal mesiunes AND

Pabent has recersed 2t mimmum 2 ursts of kesh fromen plasma and | unt of platelets AND

Anlenting I3 3 Carthac SUNQECN. O 3 CAaC Jnestheiakog st AND
Only 3 3ngie dose of KeereraD wall be used
E] 3: DOSAGE (Check the appropriate dozage)

o000 (O

Dosing for Patients on Dasing for Excessive Bleeding in
N . Faclor Xa inhibitors Cartiopulmonary Bypass
Dosing for Patients on Warfarin Therapy ie., rivaroxaban, spixaban, edoxaban) “limeted data for optimal dose in this
“irrred data for optmal dose i it seting setitng
[L] 28 untsiig (2500 unds max; recommended in INR 210 tess than 3] | || 25 uneshg (2500 ety max) [ 28 untsng (2500 urvts many
3% untte kg (3500 Lnits max; recormeended in INR 4 to 8)
50 uritslg (5000 urwts max; recommended in INR greater than 0] Dsamimﬂ:om:mmx:l

STEP 4: ADDITIONAL EXPLANATION (For sddisonal comments, pleaze attach fo form)

STEP 5: PRESCRIBER INFORMATION

Priicnber Name (Printed Prescrber Signatare.
| Prescnber NP| &, ChreciWard
__ Date ___ =~
Drect Telephone/Pagerw Emad. | declare that the sformaton on thz form, 1o my beg? knowhedor and bebel, 1= truse,
gorrect and compiete
STEP 6: ATTACH TO PRESC N R

Phamuacy Review: Approval criena met? E-Tvt—:s BNO
Sae mrUCton X oo of form for next step foliowers review.

[ Dste Recenved: [ Dxe of Decvien:
Pl Revewer
Medical Review: [_] Approved Dersed
{ Tizte Facerved. Iﬁlrim
TR0 o Dengres:
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@

Harbor-UCLA

SUBJECT: ANTICOAGULATION MANAGEMENT GUIDELINES

LOS ANGELES COUNTY DEPARTMENT OF HEALTH SERVICES
HARBOR-UCLA MEDICAL CENTER

(G2: Andexanet alfa Prior Authorization Form

Coagulation Factor Xa [recembinant), inactivated-zhzo (Andexza £} Prior Authorization Form @
S ah: Carwrute

Imtructions

Plexe carplets 3 sectons of the orm Incompiete fonrs wil 2o retumiad 20 Ty prescrier
Subma lorm along wh e order 1o te “aclty pharmacy Ths ‘orm 8 nct 3 substoute for an order Any fom submitied weihout 30 ofer wil be consdared
2t NGE rev eved

et 'u-nwlh‘ummtrnhol‘ymbnﬁsmnhnhw The CMO or des gnae wril prowvge firal decsen n tese cates.

NCOMpkte
e em TlncEmenency Deparmen Opeeatng Room use CMO or dengnes 20peval 5 nct neeced for casas whete tie crterd are mas. f all criena below are net

POLICY NO. 325S

Tiws proof aathonzton form must be submged wh ALL ersen orders
1 nabﬂu amﬂcﬁwaﬂmwmuuﬂmeHEMCMdmmi
- EX T 3 : OF LOLE - E - _m.m”
Feversal of artooags Ly are Nt wmmmwmms
: mlﬂ'"m“’m””“wm" Ebead'ng That c2m be managed meth FOUINE SUPPOCIVE TRIIUNES 00
1331 krown 001 o CVar0=ID.IN Df 3¢ 1360n mars un 10 hours 350 Fas Acy receved et Al T B3 CLmen Bieed et
1:|| Pt ent has rone of the aloweng exchrson or2erd ksted above
Warmings and Precaunons (se¢ Andex229 package insevt for full prescribing inf i fuciing maore detaded warnings. préciutons, Jverse ncoons, and
mﬂm
Black box wamng for sences ana Fe-Sreatenng ASversa sverts axhaing areral and venous ¥ Ao qverts. -ach eventy i ng rryocatial
Murdmbmu'-oie cardiac aest Suchen Sexhy

A FprveTaE ) REMeRIS-3 has ret it Been established
Ance1ud® has nct been $hown 0 be ¢ectve . and 5 not ndcated for the Teatmert of biscdng related 10 any £3635r X3 shibtors other than apuaakae o
VTN

o b

folowng treatment wih Andeasa®

L1 'hmmmmand-ﬂwmmnummm women, S35ty and ﬁmmmmaﬂuxccnhbumm&mumm and no

regaming prevero 0 Fuman mikeflecs on Sreastied chid effects on muh producten 3o cutendy salable

Paverts mexed with facter Xa thhr theragy have undertyng diedse 123%1 Ta? prec 3pose them to thromboembal ¢ everss Revers.rg "acor X3 i intor therapy
EpOses [IteNtS 1 B tHOMBEic 3k Of e underlyng 050 X8 To recuoe tha frsh Cf (RIOMECSS, NFSUME JFECERCLANT Hrapy 23 500N 23 medCaly NTropne

Mosr common adverse reactions reporoed include mmdmmammm-mdnam

mmmmmm ALL Fres st e checked for 20oroval, Hone of the exciizion criena above anply |

Note: Ary rormplete sformaeon MAY AFFECT THE DUTCOME of 9vs request
0] Lax kncwn cose & ruamaaban or apaaban & win S past 18 howrs of unknown ARD

Orly one bokrs and one mfuson | & Ho M-0CSRG and no ertens.on f n'vsons) | AND

WWWI%W Cauiogy. Febatiogy Ememency Deparment. Trnm). Lrocal Cae. Anritiari clogy. Newonagery | AZHAITZ 3!

mommummmmmwdmu‘mdnthmdﬂw
1 Aotk oven bisedng it 5 potent ally Le-Ovexenng ¢ 9 . wﬂ\merswws ! harmodynam< COMEMom s e, Suth X3 Sevire typotenson . poor sh.n
perfus. tr, el Corfuton, ko Lrne output that cannct be otherwse expl
2 Aase symptomatc bleecng i 3 ariaN ared of organ, such 33, FetrperEnal mmww—u:hl ntracranl o A ETLal with compasiment

syncrome
3 Acute overt bieedng 25500xted wih 3 £l n emogloben level by 2 g6L o mere, OR a hemaglobn 35 90 or equal o 2 g'el 1r0 dxseine hemoglobin rs
30N

avalable, OR trs T coduon of the 3ownd.ng that the patenfs Pemagicban wil fall 1 lss $n o squal to B et wih resusc

__!El:ﬂm'nq-..—.
Andexxs® Dose Based on Rivaroxaban or Apizaban Dose {Timing of Last Dose of Factor Xa Inhibitor Before Andexxa® bwtizbon)
Factor Xa nhabitor thhhabiwl_lﬂbou 1e13 than 8 Hours of Unknown 8 Hours o more
Less than or equal to 10 mg Lon Dose
Framatan Greater Tan 1 mg o Urknown Yogh Dose
Less #1an or el to 3 mg Low Dose tow Dese
Apuaban
High Dose
0 450 mg nal IV bodus ‘ofiowed By an I réus.on of up 480 mg 0 500 mg nval IV besus “oliowed by an T stius.on of up o 9l mg
STEP 5. ADDITIOWAL EXPLAMATION (For addthonal comments, please attach 1o Brm
| STEP 6. PRESCRIBER INFORMATION
Fame (Fried; Fraiorber Sgraba
Frmater i s, TncHad -
0 Asendng
;I‘ﬂ'ﬂ.
TeaphonaFager & Date: [ geclane that the nfamnadon on e fom 1o my bezt knoniedge and beiel 5 true, comest. and
CEFMpl e
mmnmwwwiwanu" |:\'lEs [= ]
See msiructions 3t i of form for nert S ‘olcwng revew
Fecevea | G &Cecnam
Pharmacs! Revewss
Wedeal Heviewr o oved O Dwnerd
sceved on
W of D preet
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