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Medications 
Pharmacologic prophylaxis 
Choose one:  (Aspirin or platelet inhibitors are not recommended as monotherapy) 

  Unfractionated heparin (UFH) 5,000 units subcutaneous every 8 hours beginning at admission. (Notify 
physician and discontinue unfractionated heparin if platelet count drops 50% or more from baseline value.) 

  Unfractionated heparin (UFH) 5,000 units subcutaneous every 12 hours beginning at admission. (Notify 
physician and discontinue unfractionated heparin if platelet count drops 50% or more from baseline value.) 

  
 Dalteparin (Notify physician and discontinue dalteparin if platelet count drops 50% or more from baseline value.) 

 5,000 units subcutaneous every 24 hours beginning at admission 
 

 Enoxaparin (Notify physician and discontinue enoxaparin if platelet count drops 50% or more from baseline value.) 

 For creatinine clearance greater than or equal to 30 mL/min, 40 mg subcutaneous every 24 hours  
     beginning at admission  

 For creatinine clearance less than 30 mL/min, 30 mg subcutaneous every 24 hours beginning at  
     admission 

For renal dialysis patients, consider unfractionated heparin (UFH) 
 For patients with BMI greater than or equal to 40, 40 mg subcutaneous every 12 hours or 50 mg 
subcutaneous every 24 hours 

 
 Fondaparinux 2.5 mg subcutaneous every 24 hours  

  Contraindicated if weight < 50 kg or CrCl < 30 ml/min 
 For creatinine clearance less than 30 mL/min, consider UFH 

 

Notify physician if bleeding occurs 
Obtain orders and initiate the following:  

• Platelet count at baseline, then every other day from day 4-14 or until UFH/LMWH has been stopped, 
whichever occurs first. 

• Initiate patient education  

 

Mechanical Prophylaxis 

 Pneumatic compression: (Recommended if patient is bed bound or has contraindications to pharmacologic prophylaxis 

or planning Caesarean delivery) 

 thigh high     knee high 
 Venous foot pumps 

 
Lab/diagnostics (Baseline labs if not obtained in the ED or physician office) 

Baseline Labs (if not obtained in the ED or physician’s office) 
Hemoglobin  
Platelet count  
Creatinine 
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 Platelet monitoring 
-  Medical and obstetric patients receiving only LMWH or medical patients receiving only UFH intravascular catheter 

flushes:  Platelet monitoring not required 

- UFH exposure within 100 days, or exposure uncertain:  Baseline platelet count then monitor at 24 hours and 
continue monitoring every other day until day 14 or until UFH/LMWH has been stopped, which ever occurs first 

- All other patients:  Platelet count every other day from days 4-14 
 

 

 Initiate patient education 
 

Authorized Prescriber Signature: ________________________________ 
 

Printed Name: ____________________________________________  
 
Date/Time of Orders:

     

/

     

/

     

 

     

:
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ICSI Document Development and Revision Process
Overview
Since 1993, the Institute for Clinical Systems Improvement (ICSI) has developed more than 60 evidence-
based health care documents that support best practices for the prevention, diagnosis, treatment or manage-
ment of a given symptom, disease or condition for patients. 

Document Development and Revision Process
The development process is based on a number of long-proven approaches. ICSI staff first conducts a literature 
search to identify pertinent clinical trials, meta-analysis, systematic reviews, regulatory statements and other 
professional guidelines.  The literature is reviewed and graded based on the ICSI Evidence Grading System. 

ICSI facilitators identify gaps between current and optimal practices. The work group uses this informa-
tion to develop  or revise the clinical flow and algorithm, drafting of annotations and identification of the 
literature citations. ICSI staff reviews existing regulatory and standard measures and drafts outcome and 
process measures for work group consideration. The work group gives consideration to the importance 
of changing systems and physician behavior so that outcomes such as health status, patient and provider 
satisfaction, and cost/utilization are maximized.   

Medical groups, who are members of ICSI, review each guideline as part of the revision process.  The medical 
groups provide feedback on new literature, identify areas needing clarification, offer recommended changes, 
outline successful implementation strategies and list barriers to implementation.  A summary of the feedback 
from all medical groups is provided to the guideline work group for use in the revision of the guideline. 

Implementation Recommendations and Measures
Each guideline includes implementation strategies related to key clinical recommendations. In addition, 
ICSI offers guideline-derived measures.  Assisted by measurement consultants on the guideline develop-
ment work group, ICSI's measures flow from each guideline's clinical recommendations and implementation 
strategies. Most regulatory and publicly reported measures are included but, more importantly, measures 
are recommended to assist medical groups with implementation; thus, both process and outcomes measures 
are offered. 

Document Revision Cycle
Scientific documents are revised every 12-24 months as indicated by changes in clinical practice and literature. 
Each ICSI staff monitors major peer-reviewed journals every month for the guidelines for which they are 
responsible.  Work group members are also asked to provide any pertinent literature through check-ins with 
the work group mid-cycle and annually to determine if there have been changes in the evidence significant 
enough to warrant document revision earlier than scheduled.  This process complements the exhaustive 
literature search that is done on the subject prior to development of the first version of a guideline.
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