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Further Information  Rivaroxaban is accepted for use in South East London as an option for the
management of heparin-induced thrombocytopenia (HIT) in adults where the
following criteria are met:

 The use of rivaroxaban in HIT (with or without thrombosis) will only be suitable
for selected patients. Therefore, the Trust’s Thrombosis Team must be
involved in any decision to use rivaroxaban for HIT.

 Rivaroxaban is an option for management of HIT in stable patients at low risk of
bleeding.

 A short-acting agent (e.g. intravenous argatroban) would normally be used first-
line in patients with critical illness, increased bleeding risk, or increased
potential need for urgent procedures.

 Other parenteral treatment options for the management of HIT include
fondaparinux and danaparoid. Choice of parenteral therapy will be based on the
clinician’s decision once patient factors have been considered.

 A DOAC is recommended over warfarin by the ASH guidelines when the
platelet count is >150x109/L and is stable.

 Treatment with rivaroxaban in HIT without thrombosis and no additional
indication for anticoagulation should normally be continued for 4 weeks. In
some cases treatment may be required for longer but is usually not beyond 3
months  The usual strategy for using rivaroxaban in HIT without thrombosis
would be 15 mg twice daily until platelet count >150x109/L and the patient is
stable, followed by 20 mg daily (adjusted according to renal function).

 Funding will need to be confirmed at individual Trust level as the complete
treatment course for rivaroxaban in HIT without thrombosis will be prescribed
and supplied by the hospital.

 If the patient has HIT complicated by thrombosis, treatment is usually for a
minimum of 3 months. In cases where a longer duration of treatment is
required, existing pathways for the management of venous thromboembolism
(VTE) should usually be followed. This includes transfer of prescribing to the
GP under existing transfer of prescribing agreements after a minimum of 3
months.  The treatment course would be as per the licensed use of rivaroxaban
for VTE management, i.e. 15 mg twice daily for 3 weeks, followed by 20mg
daily (adjusted according to renal function) for as long as thromboprophylaxis is
required (usually total 3 months).

 It should be noted that rivaroxaban is not licensed for use in this setting.
Informed consent should be gained from the patient before treatment is started.

Shared Care/ 
Transfer of care 
required:   

N/A for treatment with rivaroxaban that is 3 months or less.  
For cases of HIT with thrombosis requiring treatment for longer than 3 months, the 
existing pathway for prescribing rivaroxaban in VTE should be followed. 
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Cost Impact for 
agreed patient group 

 It is estimated that 30 patients might be suitable for treatment per annum across
SE London.

 Assuming 50% of patients would be treated for acute isolated HIT (without
thrombosis), and 50% for HIT with thrombosis, the total cost of treatment for 30
patients would be £4,000 per annum.

 This does not include any savings from reduced use of sub-cutaneous
treatment options, such as fondaparinux or potentially reduced inpatient stay.

Usage Monitoring & 
Impact Assessment 

Acute Trusts: 

 Monitor use and report back to APC when required.

 Audit use upon request to ensure use is in line with this recommendation.

CCGs: 

 Monitor Epact 2 data.

 Monitor exception reports from GPs if inappropriate prescribing requests are
made to primary care.
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NOTES: 

a) Area Prescribing Committee recommendations and minutes are available publicly via the APC
website.

b) This Area Prescribing Committee recommendation has been made on the cost effectiveness,
patient outcome and safety data available at the time.  The recommendation will be subject to
review if new data becomes available, costs are higher than expected or new NICE guidelines
or technology appraisals are issued.

c) Not to be used for commercial or marketing purposes. Strictly for use within the NHS.
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