
 

 

 
Dabigatran reversal 

• Administer 5 g idarucizumab6 IV (two separate 2.5 g/50 mL vials). 

• If bleeding persists and there is laboratory evidence of persistent dabigatran effect 

after 12–24 h, a second dose may be reasonable 

• If idarucizumab is not available, administer activated PCC (aPCC) (four-factor PCC 

[4F-PCC]). If aPCC is not available, 50 U/kg IV (refer to prescribing information for 

maximum units) 

• Hemodialysis could be considered if drug level is high, especially in patients with poor 

renal function 

• Fresh-frozen plasma is not recommended for DOAC reversal 

Apixaban or rivaroxaban reversal 
• The recommended dosing of andexanet alfa (ANDEXXA)7 is based on the specific 

FXa inhibitor, dose of FXa inhibitor, and time since the patient’s last dose of FXa 

inhibitor (see chart below) 

• Fresh-frozen plasma is not recommended for DOAC reversal. 

If andexanet alfa is not available, administer 4F-PCC 50 U/kg IV (refer to package insert for 

maximum units). 

Time Since Last Dose of Apixaban or Rivaroxaban 

FXa inhibitor FXa inhibitor last 
dose < 8 h or unknown ≥ 8 h 

Rivaroxaban ≤10 mg Low dose 

Low dose >10 mg or unknown High dose 

Apixaban ≤5 mg Low dose 
> 5 mg or unknown High dose 

FXa = factor Xa  



 

 

Apixaban or Rivaroxaban Andexanet Alfa Dose Procedure 

Dose* Initial IV bolus Follow-on IV 
infusion 

Total number of 
200-mg vials 

Low dose 400 mg at a target 
rate of 30 mg/min 

4 mg/min for up to 
120 min (480 mg) 

5  
(2 vials, bolus + 3 

vials, infusion) 
High dose 800 mg at a target 

rate of 30 mg/min 
8 mg/min for up to 
120 min (960 mg) 

9  
(4 vials, bolus + 5 

vials, infusion) 
* The safety and effectiveness of >1 dose has not been evaluated. 

 
Edoxaban Reversal 

• If 4F-PCC is not available, consider aPCC U/kg IV (refer to prescribing information for 

maximum units). 

Fresh-frozen plasma is not recommended for DOAC reversal 

Table 7.5 DOAC-specific reversal procedure.  
Reprinted with permission from Allen et al.5 DOAC = direct oral anticoagulant, FXa = factor Xa; IV = intravenous. 
 

  


	Table 3.1 Key clinical groups for an AF CoE.
	Table 3.3 Articulating a value proposition.
	Table 6.1 Driver conditions, means of assessment, and management resources.
	Table 7.2 Guide to selection of direct oral anticoagulants (DOACs).
	Table 7.3 Suggestions for switching to a DOAC and from a DOAC to warfarin.
	Table 7.4 Switching from DOACs to warfarin.
	Table 7.5 DOAC-specific reversal procedure.
	Table 7.6 Imaging for LAA closure.
	Table 8.2 Sources of data to form treatment plan.
	Table 8.2 Patient-facing education on key driver conditions.
	Table 9.1 Types of data to be monitored in AF management.
	Figure 9.2 Sample data elements for atrial fibrillation monitoring by cardiac implantable electronic devices.
	Table 9.2 Core and research data to be collected from the patient population in an AF CoE.
	Table 9.3 Data elements for observational cohorts vs randomized trials.
	Table 10.1 Team member contributions (See Chapter 3, and Table 3.1).
	Table 10.2 Leadership skills.
	Table 11.3 Phases of AF CoE development.
	Table 11.4 CardiQ atrial fibrillation quality improvement pillars and phases of management.
	Table 16.5 Core principles for Atrial Fibrillation Center of Excellence design and implementation.

