Deep Vein Thrombosis

	


	Date and time: 
	Name: 

	
	Age:
 

	Allergies:
	DOB:


	1. Admit to:   [   ] Acute Care       [   ] Day Bed          [   ] SCUnit

	2. Attending Dr: Younger

	3. Admitting Dx: DVT

	4. Contributing Dx:


	5. Condition:
	[ ] Stable        [ ] Fair        [ ] Serious        [ ] Critical

	6. VS:
	Qid with sitting and standing blood pressure.

	7. Activity:
	Bed rest with legs elevated.

	8. Nursing:
	I/O Q shift.

Weight on arrival and daily.

	9. Diet:
	Regular diet.

	10. IV:
	Heparin infusion as below.

	11. Meds:
	Heparin per weight based heparin protocol with appropriate bolus and maintenance infusion.

FOLLOW-UP LAB WORK AND MONITORING:

· NOTE: All aPTTs must be done via peripheral stick or non-heparinized line (NO DRAWS THROUGH HEPARINIZED LINES OR FOLLOWING HEPARINIZED SYRINGES OR TUBES) 

· Draw STAT aPTT in 6 hours. 

· According to the aPTT result, adjust heparin dose (as per Table 2 on the reverse side) 

· Draw STAT aPTT 6 hours after any change in the heparin; adjust heparin (as per table 2 on the reverse side) 

· Once 2 aPTT values in a row require no change in heparin infusion rate, check aPTT daily in the AM until heparin is discontinued. 

· If the daily aPTT is out of therapeutic range, adjust dose based on Table 2 and draw STAT aPTT 6 hours after the change in the heparin dose. 

· If ensuing aPTT is within therapeutic range, then return to daily aPTT checks. If not ,continue to adjust heparin based on the aPTT value until aPTT drawn 6 hours later after a dosage change is within therapeutic range 

· Draw CBC with platelet count (please specify on order) daily; Check stool guaiac daily. 

INTERRUPTIONS IN THERAPY

· If IV out < 1 hour, resume heparin at prior dosage and draw aPTT 6 hours after resuming infusion. 

· If IV is out > 1 hour, rebolus as per Table 1 and restart infusion at last rate. Notify physician. 

SPECIAL INSTRUCTIONS

· NO intramuscular injections. 

· Aspirin or non-steroidal anti-inflammatory medication should not be administered during heparin therapy except under special circumstances. 

· Assess patient every shift for signs/symptoms of bleeding. Notify Physician if any problems are found.



	12. Other Meds:
	Please give 10 mg of Warfarin (coumadin) daily for 2 days, and then do a Protime on days 3 and 5 of the admission and dose the patient’s coumadin as per the protocol at the end of these orders.

Tylenol X grain PO Q 4-6 hr prn pain/fever.

	13. Labs:
	CBC, urinalysis, chem 8, LFTs, Protime, and PTT on arrival; Repeat PTT 6 hours after each heparin dosage change. Once the PTT is theraputic, then the PTT can be done at 7 AM and 4 PM daily. Repeat CBC every third day.

PT with INR on admission and then daily starting on day 3 of admission.

	14 Consultants:
	

	15. Other:


	EKG and chest x-ray (PA and lateral).

Call MD if: hemoptysis, hematuria, chest pain or shortness of breath.

	16. H&P:
	Please type up the H&P.

	
	________________________________________________

	
	Signature

	Initiation of 10-mg Warfarin (Coumadin) Therapy 
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Figure 1. Algorithm for the initiation of 10-mg warfarin therapy. Tested in outpatients with venous thromboembolism who were also receiving low-molecular-weight heparin. Patients are given 10 mg of warfarin on days 1 and 2. (INR = International Normalized Ratio)

Adapted with permission from Kovacs MJ, Rodger M, Anderson DR, Morrow B, Kells G, Kovacs J, et al. Comparison of 10-mg and 5-mg warfarin initiation nomograms together with low-molecular-weight heparin for outpatient treatment of acute venous thromboembolism. A randomized, double-blind, controlled trial. Ann Intern Med 2003;138:716.
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