University of Washington Medical Center (UWMC)
Clinical Management of Suspected Heparin-Induced Thrombocytopenia (HIT)*

HIT SUSPECTED
1) Platelet count decreased by >50% of pre-heparin baseline
2) Heparin exposure within previous 14 days

J
1) D/C all heparin products and warfarin

2) Consider hematology consult
3) Rule out other causes of thrombocytopenia

(Outpatients should be admitted)
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[ ACUTE THROMBOSIS NO ACUTE THROMBOSIS )
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1) Treat immediately with a direct thrombin inhibitor. 1) Treat immediately with a direct thrombin inhibitor
2) Check heparin antibody ELISA assay for confirmation. 2) Check heparin antibody ELISA assay

If negative, recheck in 5-7 days.
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1) When platelet count has recovered to
>150,000, start warfarin at estimated
maintenance dose (avoid loading doses).

(" U
Check heparin
antibody
assay

N\
1) HIT ruled out

2) Resume heparin
if indicated

1) Continue DTI

2) Recheck ELISA
In 5-7 days.

2) Overlap direct thrombin inhibitor and warfarin
for a minimum of five days.

Another
indication for

3) Stop direct thrombin inhibitor when INR>2.0* anticoagulation

and/or chromogenic factor X assay <40%

4) Continue warfarin
a) for 1 month ( no acute
thrombosis)
b) for 3-6 months (acute
thrombosis) C
c¢) long term (another indication

N

: LE duplex 1) HIT ruled out
for Iong-term : (& UE if indwelling
oral anticoagulation) p central venous 2) Resume heparin
\_ catheter) if clinically indicated

* These recommendations are intended as guidelines only. Clinical judgment must be used in decision making regarding
treatment and testing of the thrombocytopenic patient. Hematology consultation is available for management of patients with
uncertain diagnosis or significant bleeding risks.
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Name

Status

Initial dose

Dosing in renal
impairment

Dosing in Hepatic
Failure

Goal aPTT

Goal DTI Assay

First aPTT after
initiation

Effect on INR

* Hold DTI before
checking INR

DIRECT THROMBIN INHIBITOR OPTIONS

BIVALIRUDIN

First line agent for
inpatients with/
without thrombosis

0.15mg/kg/hr

Consult pharmacy
if CLCR
<60ml/min

No adjust. needed

60-80 seconds

60-90 seconds

2 hours

moderate

2 hours

ARGATROBAN

Second line agent
for inpatients with/
without thrombosis
NON-
FORMULARY

2mcg/kg/min (0.5-
1.2 mcg/kg/min in
pts with heart
failure, multi-organ
system failure,
severe anasarca or
post-cardiac
surgery)

No adjustment
needed

Consult pharmacy

60-80 seconds

60-100 seconds

2 hours

profound

4 hours

LEPIRUDIN

Second line agent
for inpatients with/
without thrombosis
NON-
FORMULARY

0.1mg/kg/hr
(with 0.2mg/kg
bolus in pts with
life- or limb-
threatening
thrombosis)

Consult pharmacy
if CLCR <60ml/min

No adjust. needed

60-80 seconds

90-160 seconds

4 hours

moderate

4 - 8 hours

OTHER OPTIONS

FONDAPARINUX

First line agent for
outpatients

without thrombosis only.
NON-FORMULARY

Wt. <50kg : 5mg SQ qd
Wt 50-100kg: 7.5mg SQ qd
Wt >100kg 10mg SQ qd

CONTRAINDICATED
if CLCR <60nl/min

No adjust. needed

No monitoring required

N/A

No monitoring required

minimal

N/A

* These recommendations are intended as guidelines only. Clinical judgment must be used in decision making regarding
treatment and testing of the thrombocytopenic patient. Hematology consultation is available for management of patients with
uncertain diagnosis or significant bleeding risks.
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