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                                  APPENDIX 2
SHARED CARE PROFORMA for INHIXA (Enoxaparin) 
               

Fax this referral to GP for ongoing prescription of LMWH  

Not to be used for surgical patients being discharged on extended prophylaxis
Fax this form to DBTHFT anticoagulation clinic for 

HIT monitoring as outpatient if required – see below
Hospital to provide initial 28 day supply of LMWH  and to complete heparin induced thrombocytopenia (HIT) monitoring as appropriate.  GP to continue prescribing and carry out further monitoring, as appropriate.  Patient’s medical care remains with the hospital consultant who initiated LMWH. 
1) REFERRING CONSULTANT

Referring consultant___________________________ DRI  [ ]


BDGH  [ ]
Consultant contact number_________________________ Fax number: ___________________

Next consultant clinic appointment ____________  GP/practice receiving referral_____________
2) INDICATION FOR LMWH 
a) Thromboprophylaxis: 
In pregnancy 
 
Central line  

Cancer 
b) Deep vein thrombosis/ Pulmonary embolism:
 In pregnancy  
IVDU  Cancer
            Other- give details
3) TREATMENT DETAILS – INHIXA (Enoxaparin) – Prescribe as brand INHIXA
Patient’s weight________ (kg) Dose of LMWH _________ units ONCE/TWICE daily (delete as appropriate)
Date started ___________ 
OCT/NOV. 2018 AMENDMENT DUE TO SHORTAGE OF DALTEPARIN:

Due to manufacturing shortages of dalteparin, Enoxaparin 60mg (Inhixa brand) can be considered equivalent to Dalteparin 7,500units and Enoxaparin 20mg (Inhixa brand) can be considered equivalent to Dalteparin 2,500units within local guidance. For continuity Enoxaparin MUST be prescribed as INHIXA
Intended dose changes (if applicable):

Dose to change to _____________ units ONCE/TWICE daily (delete as appropriate) on (date) ____________

Proposed duration of treatment: 


 3 months 
 6 months
Lifelong

Duration of Pregnancy  
 
LMWH  to be administered by:      Patient or carer      
District Nurse (fax this form along with DN referral) 
4) MONITORING REQUIREMENTS

Baseline results: Creatinine:________(μmol/L)

eGFR______________(mls/min/1.73m2)

                              Platelets:_________(x109/                         
Heparin induced thrombocytopenia (HIT) monitoring is complete Y/N 
Form completed by:

Signature: __________________________________ Print name_______________________________
Designation: _________________ Contact No.(bleep/ext.): ________________ Date: _______________
Faxed by: _______________________ Time: _______ Date: _________________
Received at GP practice by: _______________________ Time: _________ Date: _______________

(sign and fax back to sender to confirm referral has been received)

This fax is confidential and is intended only for the person to whom it is addressed. If you have received this fax in error, please notify us

immediately and return in the post to us. If the reader of this fax is not the intended recipient you are hereby notified that any distribution or

copying of the message is strictly prohibited.
Name:





DoB:





Hosp No.:





Consultant:


Please affix addressograph


             











This document will be reviewed in the light of new or emerging documents or by August 2022

