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Shared Care Guideline for prescribing rivaroxaban in the prevention of 
adverse outcomes after acute management of acute coronary 

syndrome in adults 
 

INDICATION 
 

In accordance with NICE TA335 rivaroxaban is available as a treatment option either with aspirin or 
with aspirin plus clopidogrel to prevent atherothrombotic events in people who have had an acute 
coronary syndrome with elevated cardiac biomarkers, following acute management of the acute 
coronary syndrome. 

 
Remit of this guidance 
 
Use of rivaroxaban for indications other than the prevention of atherothrombotic events following 
diagnosis and acute treatment of acute coronary syndrome, falls outside the remit of this guidance. 

 
Traffic light categorization 
 
Rivaroxaban is categorised as amber (SCG) and should be initiated by a consultant cardiologist, with at 
least the first month of treatment provided by secondary care before management passes to primary 
care. 
 
For full prescribing information see the manufacturer’s SPC available at: 
https://www.medicines.org.uk/emc/medicine/21265 last updated 5th June 2017 

 
 

AREAS OF RESPONSIBILITY FOR SHARED CARE 
 

This shared care agreement outlines suggested ways in which the responsibilities for managing the 
prescribing of rivaroxaban in acute coronary syndrome can be shared between the specialist setting 
and the patient’s GP (if different). GPs are invited to participate. If the GP is not confident to undertake 
these roles, then he or she is under no obligation to do so. In such an event, the total clinical 
responsibility for the patient for the diagnosed condition remains with the specialist. If a specialist asks 
the GP to prescribe this drug, the GP should reply to this request as soon as practicable. 

 
Sharing of care assumes communication. The intention to share care is usually explained to the patient 
by the doctor initiating treatment. It is important that patients are consulted about treatment and are in 
agreement with it. 

 

The doctor who prescribes the medication legally assumes clinical responsibility for the drug and the 
consequences of its use. 

 

REFERRAL AND INITIATION 
 Clinicians must carefully assess a person’s bleeding risks before treatment with rivaroxaban is 

started. 
 The pan-Dorset cardiology working group recommends that rivaroxaban when used in 

accordance with TA335 should only be commenced by a consultant cardiologist. 
 A decision on continued treatment should be taken no later than 12 months after starting 

treatment. 
 The Pan-Dorset cardiology working group recommends that treatment with rivaroxaban 

should not normally continue beyond 12 months.  Any decision to continue beyond 12 
months should be made by a consultant cardiologist only and the rationale for continuation 
clearly documented and communicated to the patient’s GP. The date for discontinuation of 
rivaroxaban must be clarified on the discharge letter from the hospital when care is 
transferred to the patient’s GP. 

 

https://www.nice.org.uk/guidance/ta335
https://www.medicines.org.uk/emc/medicine/21265
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Specialist Responsibilities 

1 To assess the patient and establish the diagnosis, determine a management strategy and 
e n s u r e  a p p r o p r i a t e  f o l l o w -up a f t e r  c o m m e n c i n g  t r e a t m e n t  ( see 
a b o v e ), i n  conjunction with the GP. 

2 To ensure that where commenced the patient is reviewed after no more than 12 months 
treatment with rivaroxaban 

3 To initiate the patient on the therapy, supplying at least the first 28 days of medication 

4 Where applicable, to send a letter to the GP requesting shared care for a particular patient. 
This letter will contain the following information: 

 Diagnosis 
 Name and dose of treatment 
 Results of cardiac enzyme markers and any other applicable blood tests 

 Advice on dose alterations (where appropriate) 
 Results of any other appropriate investigations 
 Details of bleeding risks as assessed at time of commencing treatment with 

rivaroxaban 
 Discontinuation date of treatment 

The specialist will only ask the GP to continue prescribing once the treatment has been initiated 
and stabilised (usually after a minimum of 28 days). Communication needs to be clear and 
correct dose stated. 

5 To be available for advice if the patient’s condition changes, including providing contact 
telephone numbers for urgent matters. 

6 To ensure that procedures are in place for the rapid re-referral of the patient by the GP. 

7 To ensure the patient has given informed consent to their treatment. 

8 To discontinue treatment if no longer thought to be beneficial at assessment at any point 
during treatment. 

9 To ensure that where continued treatment beyond 12 months is envisaged the duration is 
clearly communicated to the patient’s GP. 

 

General Practitioner Responsibilities 

1 To contact the referring consultant without delay if they do not wish to enter into a 
shared care agreement. 

2 To continue prescriptions of rivaroxaban (usually after a minimum of 28 days); ensuring 
prescriptions include an end date of 12 months’ post initiation. 

3 Where review of the patient by a cardiologist establishes that the patient requires longer term 
therapy ensure length of treatment required is clear. 

4 To undertake any necessary monitoring of the patient. 

5 To monitor side effects of treatment and seek urgent advice from the consultant as necessary. 

6 To monitor concordance with treatment. 

7 To liaise with the consultant regarding any complications of treatment. 

8 To check for possible drug interactions when newly prescribing or stopping concurrent 
medication. 
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Patient's role (or that of carer) 

1 Report to the specialist or GP if he or she does not have a clear understanding of the 
treatment. 

2 Attend appropriate consultant and GP appointments. 

3 Share any concerns in relation to treatment with rivaroxaban. 

4 Use written and other information on the medication. 

5 Seek help urgently if suffering suspected side effects, or otherwise unwell. 

 

SUPPORTING INFORMATION 
 
     

Monitoring 

 
Rivaroxaban does not require routine monitoring of exposure, rivaroxaban levels measured with a 
calibrated quantitative anti-factor Xa assay may be useful in exceptional situations where knowledge of 
rivaroxaban exposure may help to inform clinical decisions e.g. overdose and emergency surgery. 

 

Dosage and Administration 
 
The recommended dose is 2.5 mg twice daily. 
 

Patients should also take a daily dose of 75 - 100 mg ASA or a daily dose of 75 - 100 mg ASA in 

addition to either a daily dose of 75 mg clopidogrel (or a standard daily dose of ticlopidine). 
Treatment should be regularly evaluated in the individual patient weighing the risk for ischaemic events 
against the bleeding risks. 
 
Treatment with rivaroxaban should be started as soon as possible after stabilisation of the ACS event 
(including revascularisation procedures); at the earliest 24 hours after admission to hospital and at the 
time when parenteral anticoagulation therapy would normally be discontinued. 
If a dose is missed the patient should continue with the regular dose as recommended at the next 
scheduled time. The dose should not be doubled to make up for a missed dose. 
 
 

Contraindications 
 
The use of rivaroxaban is contra-indicated when: 

 Hypersensitivity to the active substance or to any of the excipients listed in section 
 Active clinically significant bleeding. 
 Lesion or condition, if considered to be a significant risk for major bleeding. This may include 

current or recent gastrointestinal ulceration, presence of malignant 
neoplasms at high risk of bleeding, recent brain or spinal injury, recent brain, spinal or 

ophthalmic surgery, recent intracranial haemorrhage, known or suspected oesophageal 

varices, arteriovenous malformations, vascular aneurysms or major intraspinal or 

intracerebral vascular abnormalities. 

 Concomitant treatment with any other anticoagulants e.g. unfractionated heparin (UFH), 
low molecular weight heparins (enoxaparin, dalteparin etc.), heparin 
derivatives (fondaparinux, etc.), oral anticoagulants (warfarin, dabigatran etexilate, 

apixaban etc.) except under specific circumstances of switching anticoagulant therapy or 

when UFH is given at doses necessary to maintain an open central venous or arterial 

catheter. 

 Concomitant treatment of ACS with antiplatelet therapy in patients with a prior stroke or a 
transient ischaemic attack (TIA). 
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 Hepatic disease associated with coagulopathy and clinically relevant bleeding risk 
including cirrhotic patients with Child Pugh B and C. 

 Pregnancy and breast feeding 
 

Special warnings and precautions 
 

Efficacy and safety of Xarelto has been investigated in combination with the antiplatelet agent’s 
aspirin and clopidogrel/ticlopidine. Treatment in combination with other antiplatelet agents, e.g. 
prasugrel or ticagrelor, has not been studied and is not recommended. Clinical surveillance in line 
with anticoagulation practice is recommended throughout the treatment period. 
 
Haemorrhagic risk 
 

As with other anticoagulants, patients taking rivaroxaban are to be carefully observed for signs of 
bleeding. It is recommended to be used with caution in conditions with increased risk of haemorrhage. 
Rivaroxaban administration should be discontinued if severe haemorrhage occurs. In the clinical studies 
mucosal bleedings (i.e. epistaxis, gingival, gastrointestinal, genito urinary) and anaemia were seen more 
frequently during long term rivaroxaban treatment on top of single or dual anti-platelet therapy. Thus, in 
addition to adequate clinical surveillance, laboratory testing of haemoglobin/haematocrit could be of 
value to detect occult bleeding, as judged to be appropriate. 
 
Other haemorrhagic risk factors 
 
As with other antithrombotics, rivaroxaban is not recommended in patients with an increased bleeding 
risk such as: 

 Congenital or acquired bleeding disorders 
 Uncontrolled severe arterial hypertension 

 Other gastrointestinal disease without active ulceration that can potentially lead to bleeding 
complications (e.g. inflammatory bowel disease, oesophagitis, gastritis and gastroesophageal 
reflux disease) 

 Vascular retinopathy 
 Bronchiectasis or history of pulmonary bleeding 

 
It should be used with caution in ACS patients: 

 >75 years of age if co-administered with ASA alone or with ASA plus clopidogrel or ticlopidine 
 with low body weight (< 60 kg) if co-administered with ASA alone or with ASA plus 

clopidogrel or ticlopidine 
 
 
Renal impairment 
 

In patients with severe renal impairment (creatinine clearance < 30 ml/min) rivaroxaban plasma levels 
may be significantly increased (1.6 fold on average) which may lead to an increased bleeding risk. Xarelto 
is to be used with caution in patients with creatinine clearance 15 - 29 ml/min. Use is not recommended 
in patients with creatinine clearance < 15ml/min 
 
In patients with moderate renal impairment (creatinine clearance 30 - 49 ml/min) oncomitantly 
receiving other medicinal products which increase rivaroxaban plasma concentrations 
rivaroxaban is to be used with caution 
 
Patients with prior stroke or TIA 
 

Rivaroxaban is contraindicated for the treatment of ACS in patients with a prior stroke or TIA. Few ACS 
patients with a prior stroke or TIA have been studied but the limited efficacy data available indicate that 
these patients do not benefit from treatment. 
 
Spinal/epidural anaesthesia or puncture 
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When neuraxial anaesthesia (spinal/epidural anaesthesia) or spinal/epidural puncture is employed, 
patients treated with antithrombotic agents for prevention of thromboembolic complications are at risk 
of developing an epidural or spinal haematoma which can result in long-term or permanent paralysis.  
 
Dosing recommendations before and after invasive procedures and surgical intervention 
 

If an invasive procedure or surgical intervention is required, rivaroxaban 2.5 mg should be stopped at 
least 12 hours before the intervention, if possible and based on the clinical judgement of the physician. 
If a patient is to undergo elective surgery and anti-platelet effect is not desired, platelet aggregation 
inhibitors should be discontinued as directed by the manufacturer's prescribing information. If the 
procedure cannot be delayed the increased risk of bleeding should be assessed against the urgency of 
the intervention. 
 
Rivaroxaban should be restarted as soon as possible after the invasive procedure or surgical intervention 
provided the clinical situation allows and adequate haemostasis has been established as determined by 
the treating physician 
 
Elderly population 
Increasing age may increase haemorrhagic risk  
 

Interactions 
 
 The use of rivaroxaban is not recommended in patients receiving concomitant systemic treatment 

with azole-antimycotics such as ketoconazole, itraconazole, voriconazole and posaconazole or HIV 
protease inhibitors. 

 Given the limited clinical data available with dronedarone, co-administration with rivaroxaban 
should be avoided. 

 Due to the increased bleeding risk care is to be taken if patients are treated concomitantly with 
any other anticoagulants 

 Care is to be taken if patients are treated concomitantly with NSAIDs (including acetylsalicylic acid) 
and platelet aggregation inhibitors because these medicinal products typically increase the 
bleeding risk 

 
 

This list is not exhaustive. The manufacturer’s summary of product characteristics (SPC) and the 
most current edition of the British National Formulary should be consulted for full information on 
contra-indications, warnings, side-effects and drug interactions. 

Drug costs: 
 
Rivaroxaban (Xarelto®) 2.5mg tablets x 56 = £50.40.  
Price correct as of July 2017 Drug Tariff 
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