Sabemos prescrever profilaxia de tromboembolismo venoso nos
pacientes internados?

Do we know how to prescribe venous thromboembolism prophylaxis to
hospitalized patients?
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Resumo

Contexto: Embora preconizada, a profilaxia de tromboembolismo venoso (TEV) deixa de ser realizada sistematicamente
em pacientes internados. Objetivo: Verificar se os pacientes hospitalizados recebem a prescrigao correta da profilaxia
de TEV do médico responsavel por sua internagdo, conforme sua categoria de risco. Métodes: Estudo transversal
com analise de prontuarios de pacientes internados no Hospital Santa Casa de Misericérdia de Curitiba, PR, entre
20 de margo e 25 de maio de 2015. Excluiram-se os pacientes em uso de anticoagulantes ou com sangramento ativo.
Analisou-se género, idade, tipo de cobertura de salde, especialidade responsavel pelo paciente e fatores de risco dos
pacientes para classifica-los em alto, moderado ou baixo risco para TEV. Comparou-se o uso ou ndo da profilaxia entre
as prescricdes das especialidades clinicas e cirdrgicas, pacientes internados pelo Sistema Unico de Satde (SUS) e por
convénios e de acordo com seu risco para TEV. Resultados: Dos 78 pacientes avaliados, oito preencheram os critérios
de exclusdo. Dos 70 pacientes elegiveis (média etaria 56,9 anos; 41 homens; 62 cobertos pelo SUS), 31 eram tratados por
clinicos e 39 por cirurgides. Apenas 46 (65,71%) pacientes receberam profilaxia para TEV. Dentre os pacientes clinicos,
29 (93,5%) receberam profilaxia, contra 17 (43,6%) do grupo cirrgico (p < 0,001). Pacientes clinicos de moderado e
alto risco receberam mais profilaxia que os cirtirgicos (p < 0,001 e p = 0,002). No houve diferengas quanto a cobertura
de satide (SUS versus convénios médicos). Conclusées: No Hospital Santa Casa de Misericordia de Curitiba, pacientes
cirlirgicos estdo menos protegidos de eventos tromboembolicos em relagéo aos clinicos.
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Abstract

Background: Although prophylaxis to prevent venous thromboembolism is recommended, it is rarely systematically
performed in hospitalized patients. Objective: To investigate whether hospitalized patients are given the correct
VTE prophylaxis prescription by the physician responsible for them while in hospital, analyzed by risk category.
Methods: This was a cross-sectional study based on analysis of medical records for patients admitted to the Hospital
Santa Casa de Misericordia, Curitiba, PR, Brazil, from March 20 to May 25, 2015. Patients on anticoagulants or with
active bleeding were excluded. The following variables were analyzed: sex, age, type of healthcare coverage, specialty
responsible for the patient, and patients’ risk factors to classify them as at high, moderate, or low risk of VTE. Use or not
of prophylaxis was compared across prescriptions made by clinical and surgical specialties, between patients treated on
the Brazilian National Health Service (SUS - Sistema Unico de Satide) and private health insurance, and according to
patients’ risk of VTE. Results: Eight of the 78 patients assessed met exclusion criteria. The remaining 70 eligible patients
had a mean age of 56.9 years, 41 were male, 62 were treated on the SUS, 31 were treated by clinicians, and 39 were
treated by surgeons. Just 46 (65.71%) patients were given prophylaxis for VTE. Among the clinical patients, 29 (93.5%)
were given prophylaxis, against 17 (43.6%) in the surgical group (p < 0.001). Moderate and high risk clinical patients
were more likely to be given prophylaxis than surgical patients (p < 0.001 and p = 0.002). There were no differences
with relation to type of healthcare coverage (SUS vs. private healthcare). Conclusions: At the Hospital Santa Casa de
Misericérdia in Curitiba, surgical patients are less well protected from thromboembolic events than clinical patients.
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INTRODUGAO

O tromboembolismo venoso (TEV) é uma
complicagdo comum em pacientes hospitalizados.
Essa condigdo inclui a trombose venosa profunda
(TVP) e o tromboembolismo pulmonar (TEP)'.
Aproximadamente um tergo dos pacientes hospitalizados
possui risco de desenvolver TVP, nimero que pode
ser reduzido substancialmente por meio da correta
profilaxia’. O TEP ¢ responsavel por 5-10% das
mortes em pacientes hospitalizados, fazendo com
que o TEV seja a principal causa de morte evitavel
nesses pacientes’.

Sua incidéncia e recorréncia nos Estados Unidos
da América sdo estimadas em aproximadamente
900.000 casos por ano, com uma mortalidade estimada
em 300.000, sendo que um ter¢o evolui para morte
subita®. No Brasil, acredita-se que a prevaléncia chegue
a 16,6%. Entretanto, os estudos da epidemiologia sdo
escassos e acredita-se que a doenca esteja subestimada
devido aos eventos nao diagnosticados’.

O estudo transversal ENDORSE, realizado
em 358 hospitais distribuidos em 32 paises, avaliou a
prevaléncia de pacientes internados com risco para TEV
e a propor¢do dos que receberam a correta profilaxia.
Concluiu-se que aproximadamente metade desses
pacientes receberam a profilaxia recomendada pelas
diretrizes do American College of Chest Physicians
(ACCP). Ou seja, mundialmente, a correta profilaxia
para TEV ¢ subutilizada®.

Além disso, a ocorréncia do TEV traz impactos
durante a hospitalizacdo e no periodo pos-alta.
Na internagdo, agrega maior morbimortalidade,
aumento da permanéncia hospitalar e aumento dos
gastos com saude'*”. No pds-alta, nos pacientes que
sobrevivem ao evento trombotico ou tromboembolico,
podem-se encontrar em sua fase cronica casos de
incapacitagio fisica devido a evolugao para sindrome
pos-trombdtica e insuficiéncia venosa cronica grave,
que levam a um maior custo socioeconémico'?.

Desta forma, devido ao impacto do TEV na
evolugao dos pacientes, sua profilaxia foi aprimorada
¢ hoje esta consolidada como um método efetivo para
preveni-lo’. No entanto, a questdo ¢ se sabemos usa-la
de forma correta e efetiva.

METODOS

Realizou-se um estudo transversal através da analise
de prontudrios médicos de pacientes internados no
Hospital Santa Casa de Misericordia de Curitiba,
PR, no periodo compreendido entre 20 de margo e
25 de maio de 2015.
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Foram analisados dados relativos a prontudrios
médicos, mediante autorizagdo concedida pelo
diretor técnico do hospital e a garantia de sigilo em
rela¢do a todas as informagdes coletadas por parte
dos pesquisadores, conforme o termo de compromisso
de utilizagao de dados (TCUD). Esta pesquisa foi
aprovada pelo Comité de Etica em Pesquisa (CEP) da
Pontificia Universidade Catolica do Parana (PUCPR),
Curitiba, PR, conforme consta no parecer 981.254 de
4 de margo de 2015.

Os critérios de inclusdo foram pacientes internados
no Hospital Santa Casa de Misericordia de Curitiba,
PR, independente da especialidade prescritora,
entre os dias 20 de margo ¢ 25 de maio de 2015.
Os critérios de exclusdo foram pacientes em uso de
anticoagulantes orais e pacientes com sangramento
ativo de qualquer localizagdo. Os dados de cada
paciente foram analisados uma Unica vez.

Em cada prontudrio coletaram-se dados referentes
a um unico dia do atual internamento: cobertura de
saude [Sistema Unico de Saude (SUS) ou medicina
privada], especialidade responsavel pela prescricao
do paciente (clinica ou cirurgica, sendo considerado
paciente cirurgico aquele que possuia plano cirtirgico
ou que havia sido submetido a algum procedimento
cirtirgico), género, idade, classificagdo quanto ao
risco para TEV e prescrigdo de profilaxia mecanica ou
farmacologica para TEV. Os fatores de risco cirtrgicos
e clinicos avaliados se encontram na Tabela 1.

Cada paciente foi classificado quanto ao seu
risco para TEV (baixo, moderado e alto), conforme
Normas de Orientacdo Clinica para Prevencao,
Diagnostico e Tratamento da Trombose Venosa
Profunda, da Sociedade Brasileira de Angiologia e
Cirurgia Vascular (Tabelas 2 e 3)!°. Conforme o risco
atribuido a cada paciente, foi analisada a prescrigdo ou
ndo da profilaxia. Naqueles que receberam profilaxia
farmacolégica, analisou-se se o farmaco e a dose
prescrita estavam corretos. Considerou como prescri¢ao
correta de profilaxia para TEV para pacientes clinicos
e cirargicos"1%:

» Pacientes de baixo risco: movimentagao no leito
e deambulacao precoce, descritas em prontuario;

» Pacientes de risco moderado: heparina nio
fracionada (HNF) na dose de 5.000 UI por via
subcutanea a cada 12 horas, ou heparina de baixo
peso molecular (HPBM) na dose de 20 mg por
via subcutdnea uma vez ao dia;

» Pacientes de alto risco: HNF 5000 UI por via
subcutanea a cada 8 horas, ou HBPM na dose
de 40 mg por via subcutanea uma vez ao dia.
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Tabela 1. Fatores de risco para trombose venosa profunda'®'.

Fatores clinicos Fatores Cirtrgicos

Medicamentos

Idade Procedimento cirdrgico

Anticoncepcional oral

Neoplasia maligna Presenca de trauma

Terapia de reposi¢cdo hormonal

Cateteres central e SG Tipo de cirurgia

Quimioterapia

DIl Tipo de anestesia

Hormonioterapia

Doenga respiratoria grave Grande queimado

Presenca de infeccao

Doenga reumatologica Imobilizagédo

Insuficiéncia arterial ou venosa

Trombofilia Grandes amputagdes Internagdo em UTI
AVE Histéria prévia de TEV Paresia ou paralisia de MMII
Gravidez IAM Sindrome nefrética

Estado pos-parto IC I ou IV de NYHA

Varizes

SG: Swan-Ganz; DII: doenga inflamatéria intestinal; AVE: acidente vascular encefalico; TEV: tromboembolismo endovenoso; IAM: infarto agudo do miocardio; IC:
insuficiéncia cardiaca; NYHA: New York Health Association; UTI: unidade de terapia intensiva; MMII: membros inferiores.

Tabela 2. Avaliagio do risco de trombose venosa profunda em doentes cirtirgicos®.

Baixo risco Médio risco

Alto risco

Cirurgia maior (geral, uroldgica ou gineco-
l6gica) em pacientes de 40 a 60 anos sem
fatores adicionais de risco;

Operagdes em pacientes de menos de
40 anos sem fatores de risco;

Cirurgia geral em paciente de mais de
60 anos;

Operagdes menores (de menos de 30 minutos
e sem necessidade de repouso prolongado)
em pacientes de mais de 40 anos sem outro
fator de risco que néo idade;

Cirurgia em pacientes de menos de 40 anos
tomando estrogenos

Cirurgia geral em pacientes de 40-60 anos
com fatores de risco adicionais;

Trauma menor

Cirurgia maior em pacientes com histéria de
TVP ou TEP pregressa ou trombofilia;

Grandes amputagdes;

Cirurgias ortopédicas maiores;

Cirurgias maiores em pacientes com neopla-
sias malignas;

Cirurgias maiores em pacientes com outros
estados de hipercoagulabilidade;

Traumas mdltiplos com fraturas de pélvis,
quadril ou membros inferiores

TVP: trombose venosa profunda; TEP: tromboembolismo pulmonar.

Tabela 3. Avaliagdo do risco de trombose venosa profunda em doentes clinicos’.

Baixo risco Médio risco

Alto risco

Pacientes com mais de 65 anos acamados
por doengas clinicas, sem outros fatores de
risco.

Qualquer doente.

Qualquer doenga associada a TVP ou TEP
prévia;

Qualquer doenga associada a trombofilia;

Infarto do miocardio;

Doengas associadas a outros fatores de risco
para TVP;

Acidente vascular encefalico;

Lesdao de medula;

Pacientes em UTI.

TVP: trombose venosa profunda; TEP: tromboembolismo pulmonar; UT!: unidade de terapia intensiva.

Para fins de comparag¢@o, usou-se uma adaptagao
do Escore de Padua para os doentes clinicos, para
que pudessem ser classificados em baixo, moderado e
alto risco (como os doentes cirurgicos) e nao apenas
em pacientes com necessidade ou ndo de profilaxia.
Esse escore foi utilizado por Engelhorn et al.! no

mesmo hospital escola, permitindo uma comparagao
entre os dados em nosso servigo, através de um escore
utilizado previamente no estudo desses autores.

Os dados foram coletados e armazenados em uma
planilha do Microsoft Excel. Os resultados obtidos de
variaveis qualitativas foram descritos por frequéncias

J Vasc Bras. 2017 Jul-Set;16(3):199-204 201



Andlise da profilaxia de tromboembolismo venoso

e percentuais. Varidveis quantitativas foram descritas
por médias e desvios padrdes. Para avaliar a associagdo
entre duas variaveis qualitativas, foi usado o teste de
qui-quadrado ou o teste exato de Fisher. Valores de
p <0,05 indicaram significancia estatistica. Os dados
foram analisados com o programa computacional
IBM SPSS Statistics v.20.0.

RESULTADOS

Dos 78 prontuarios analisados, oito pacientes
foram excluidos, pois preenchiam os critérios de
exclusdo. Dos 70 pacientes incluidos no estudo,
41 (58,57%) pertenciam ao género masculino. A idade
variou entre 17 € 91 anos (média etaria de 56,9 anos)
e 39 (55,71%) eram pacientes cirirgicos. Quanto a
cobertura de saude durante a internagao, 62 (88,57%)
estavam internados pelo SUS, e 8 (11,43%) por algum
convénio médico.

Do total da amostra coletada no Hospital Santa
Casa de Misericordia de Curitiba, 46 (65,71%)
pacientes receberam profilaxia para TEV, enquanto
24 (34,29%) nao a receberam. Comparando esses
valores entre as especialidades clinicas e cirtrgicas,
foi observado que, dos pacientes clinicos, 29 (93,5%)
receberam profilaxia. Ja entre os pacientes cirtirgicos,
17 (43,6%) receberam profilaxia para TEV e 22 (56,4%)
ndo (p < 0,001; Tabela 4). Em rela¢do a cobertura
de saude, 42 (67,7%) pacientes internados pelo
SUS tiveram a profilaxia prescrita, contra apenas
4 (50%) do grupo pertencente aos convénios médicos
(p =0,432; Tabela 5).

No entanto, quanto a dose correta da profilaxia
farmacolégica para TEV, encontrou-se 24 (82,8%)
prescrigdes corretas nos pacientes clinicos e 12 (70,6%),
nos pacientes cirtirgicos (p = 0,462; Tabela 06).

Correlacionou-se também se a profilaxia de TEV
estava sendo prescrita com base no risco de TEV
de cada paciente. Entre todos os pacientes de baixo
risco (n = &; 4 clinicos e 4 cirtirgicos), apenas 5 a
receberam, com instru¢des de movimentagdo no
leito e deambulagao precoce descritas no prontuario,
sendo 3 pacientes clinicos ¢ 2 pacientes cirargicos
(p = 1). Entre os pacientes de moderado risco
(n = 23; 10 clinicos e 13 cirurgicos), apenas 12 a
receberam, sendo 10 pacientes clinicos e 2 pacientes
cirargicos (p < 0,001). Ja entre os pacientes de alto
risco (n=39; 17 clinicos e 22 cirurgicos), 17 pacientes
clinicos e 13 pacientes cirirgicos receberam profilaxia
(p = 0,002). Os resultados estdo expostos nas
Tabelas 7, 8 € 9.
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Tabela 4. Prescricdo de profilaxia para TEV entre pacientes
clinicos e cirlrgicos.

- . Pacientes Pacientes
Prescrigdo da profilaxia L. L

clinicos cirdrgicos

Profilaxia prescrita 30 (96,8%) 17 (43,6%)

Profilaxia ndo prescrita 1(3,2%) 22 (56,4%)

Total 31 39

TEV: tromboembolismo venoso. p < 0,001.

Tabela 5. Prescrigao de profilaxia para TEV entre pacientes do
SUS e convénio.

Prescrigdo da profilaxia SUS Convénio
Profilaxia prescrita 42 (67,7%) 4 (50%)
Profilaxia ndo prescrita 20 (32,3%) 4 (50%)

Total 62 8

TEV: tromboembolismo venoso; SUS: Sistema Unico de Satide. p =0,432.

Tabela 6. Utilizagéo da profilaxia farmacologica na dose correta
entre pacientes clinicos e cirdrgicos.

Prescrigdo da profilaxia Clinicos  Cirurgicos
Profilaxia prescrita na dose correta 24 (82,8%) 12 (70,6%)
Profilaxia prescrita na dose incorreta 5 (17,2%) 5(29,4%)
Total 29 17
p = 0,462.
Tabela 7. Profilaxia em pacientes de baixo risco.

Prescri¢do da profilaxia Clinicos Cirargicos

Profilaxia prescrita 3 2

Profilaxia ndo prescrita 1 2

Total 4 4

p=1

Tabela 8. Profilaxia em pacientes de moderado risco.

Prescrigao da profilaxia Clinicos Cirurgicos
Profilaxia prescrita 10 2
Profilaxia ndo prescrita 0 1
Total 10 13
p <0001
Tabela 9. Profilaxia em pacientes de alto risco.
Prescri¢ao da profilaxia Clinicos Cirurgicos
Profilaxia prescrita 17 13
Profilaxia ndo prescrita 0 9
Total 17 22

p =0,002.

O tnico esquema profilatico medicamentoso
empregado foi HPBM (enoxaparina). Nao foi prescrito
em nenhum prontuario o uso de métodos fisicos
— compressdo pneumatica intermitente e/ou meia
elastica. Apenas um prontuario continha instrugdes
de deambulagao precoce.



DISCUSSAO

Aprofilaxia para fendmenos tromboembolicos possui
beneficio comprovado, além de ser mais oportuna em
relagdo ao tratamento do TEV!!. Todos os pacientes
internados deveriam ser classificados quanto ao seu
risco de desenvolver fendmenos tromboembdlicos
e receber a profilaxia adequada para preveni-los.
Tanto a avaliagdo quanto a prescrigdo devem constar
no prontuario médico'?. Uma provavel justificativa para
a subutilizagdo sdo as duvidas quanto a classifica¢ao
de risco e a indica¢do adequada para cada grupo''.

Os resultados do estudo demonstraram que
34,29% dos pacientes analisados ndo receberam
profilaxia para TEV, apesar de haver indicacdo do
beneficio dessa profilaxia por diversos protocolos®!°.
Varios estudos corroboram com nossos resultados que
evidenciaram a subutilizagdo da profilaxia de TEV na
pratica hospitalar #1*15, Pitta et al.® observaram o ndo
emprego da profilaxia em 83,5% dos pacientes em
estudo realizado em 2006 no Hospital Escola Doutor
José Carneiro em Maceio. Panju et al.'®, em estudo
realizado em dois hospitais académicos canadenses,
demonstraram que 54% dos pacientes que atendiam a
critérios de inclusdo receberam profilaxia para TEV.
O estudo ENDORSE, de Cohen et al.?, que avaliou
diferentes hospitais do mundo, mostrou que, dos
pacientes internados, de 36% a 73% tinham risco para
TEV, e a proporgdo dos pacientes que receberam a
correta profilaxia variou entre 2% a 84%.

No presente estudo, foi demonstrada diferenca
estatistica entre os pacientes clinicos e cirirgicos.
Entre os primeiros, 93,5% receberam alguma forma
de prevengdo, comparados aos 43,6% do total de
pacientes cirurgicos, evidenciando que pacientes
clinicos estdo mais protegidos que os pacientes
cirargicos quanto ao risco de desenvolver TEV em
nosso hospital. Da mesma forma, num estudo realizado
por Garcia et al.’® no Centro Hospitalar Unimed de
Joinville, mais de 2/3 dos pacientes com indica¢ao
nao receberam profilaxia, e a maior omissao ocorreu
nos pacientes cirtirgicos de médio risco. Tal fato pode
estar relacionado com a preocupagdo equivoca por
parte do cirurgido quanto ao risco de sangramento
associado aos medicamentos utilizados na profilaxia,
bem como a auséncia de equipe hospitalar de vigilancia
para checar se a profilaxia foi instituida.

Em relacdo ao grupo de risco para TEV, observamos
também que o grupo de pacientes de médio e alto
risco tratados por clinicos receberam mais profilaxia
que aqueles manejados por cirurgides. Uma provavel
justificativa para a subutilizagdo sdo novamente as
davidas quanto a classificacdo de risco e a indicagao
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adequada para cada grupo**!!. Esse ponto poderia ser
resolvido com a criagdo de protocolo interno hospitalar
e sua divulgacao a todos os médicos do corpo clinico.
Complementarmente, seria necessaria a integracao
multidisciplinar de equipes e da direcao hospitalar.

Em estudo realizado por Engelhorn et al.’, também
no Hospital Santa Casa de Misericordia de Curitiba,
no ano de 2001, 87,28% do total de pacientes
analisados ndo recebeu nenhuma forma de profilaxia
de TEV. Comparando esses resultados com os do
nosso estudo, podemos dizer que, nesse hospital,
houve uma melhora da prescri¢do da profilaxia de
TEV apo6s 14 anos. Entretanto, naquele estudo nao
houve diferenca significativa entre pacientes clinicos
e cirtrgicos, fato que talvez possa ser atribuido ao
carater prospectivo do estudo.

Vale ressaltar o fato de que nenhum dos pacientes com
sangramento ativo analisados em nosso estudo recebeu
a profilaxia mecanica com compressao pneumatica
intermitente ou meias elasticas compressivas, o que ¢
preconizado de acordo com as Normas de Orientacao
Clinica para a Prevencéo, Diagnostico e o Tratamento
da Trombose Venosa Profunda'®.

Podemos concluir que as medidas para a prevengao
do TEV estao sendo subempregadas em nosso
servico, assim como em outros hospitais do Brasil%15,
No hospital escola analisado, também encontramos
uma diferenca significativa entre a realizagdo de
profilaxia correta entre pacientes clinicos e cirurgicos.

E importante que se estimule a replicagdo de estudos
como este em outros centros hospitalares, para incluir
um numero maior de pacientes. A validacdo dos
resultados aqui apresentados pode expor com mais
clareza as falhas do processo de prevengdo do TEV
entre clinicos e cirurgides. Dessa forma, busca-se
destacar a importancia da necessidade de criagdo de
projetos que facilitem o uso global das diversas formas
de profilaxia para essa doenga, visando combater sua
alta morbimortalidade e diminuir os custos gerados
por essa enfermidade.
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Do we know how to prescribe venous thromboembolism
prophylaxis to hospitalized patients?

Sabemos prescrever profilaxia de tromboembolismo venoso nos pacientes internados?

Bruno Abdala Candido Lopes', Isabela Pizzatto Teixeira', Taynara Dantas de Souza', Jean Rodrigo Tafarel’

Abstract

Background: Although prophylaxis to prevent venous thromboembolism is recommended, it is rarely systematically
performed in hospitalized patients. Objective: To investigate whether hospitalized patients are given the correct
VTE prophylaxis prescription by the physician responsible for them while in hospital, analyzed by risk category.
Methods: This was a cross-sectional study based on analysis of medical records for patients admitted to the Hospital
Santa Casa de Misericordia, Curitiba, PR, Brazil, from March 20 to May 25, 2015. Patients on anticoagulants or with
active bleeding were excluded. The following variables were analyzed: sex, age, type of healthcare coverage, specialty
responsible for the patient, and patients’ risk factors to classify them as at high, moderate, or low risk of VTE. Use or not
of prophylaxis was compared across prescriptions made by clinical and surgical specialties, between patients treated on
the Brazilian National Health Service (SUS - Sistema Unico de Salde) and private health insurance, and according to
patients’ risk of VTE. Results: Eight of the 78 patients assessed met exclusion criteria. The remaining 70 eligible patients
had a mean age of 56.9 years, 41 were male, 62 were treated on the SUS, 31 were treated by clinicians, and 39 were
treated by surgeons. Just 46 (65.71%) patients were given prophylaxis for VTE. Among the clinical patients, 29 (93.5%)
were given prophylaxis, against 17 (43.6%) in the surgical group (p < 0.001). Moderate and high risk clinical patients
were more likely to be given prophylaxis than surgical patients (p < 0.001 and p = 0.002). There were no differences
with relation to type of healthcare coverage (SUS vs. private healthcare). Conclusions: At the Hospital Santa Casa de
Misericérdia in Curitiba, surgical patients are less well protected from thromboembolic events than clinical patients.

Keywords: venous thromboembolism; thromboembolic prophylaxis; pulmonary embolism.

Resumo

Contexto: Embora preconizada, a profilaxia de tromboembolismo venoso (TEV) deixa de ser realizada sistematicamente
em pacientes internados. Objetivo: Verificar se os pacientes hospitalizados recebem a prescrigéo correta da profilaxia
de TEV do médico responsavel por sua internagdo, conforme sua categoria de risco. Métodos: Estudo transversal com
analise de prontuarios de pacientes internados no Hospital Santa Casa de Misericordia de Curitiba, PR, entre 20 de margo
e 25 de maio de 2015. Excluiram-se os pacientes em uso de anticoagulantes ou com sangramento ativo. Analisou-se
género, idade, tipo de cobertura de salide, especialidade responsavel pelo paciente e fatores de risco dos pacientes para
classifica-los em alto, moderado ou baixo risco para TEV. Comparou-se o uso ou ndo da profilaxia entre as prescricdes
das especialidades clinicas e cirtrgicas, pacientes internados pelo Sistema Unico de Satde (SUS) e por convénios e de
acordo com seu risco para TEV. Resultados: Dos 78 pacientes avaliados, oito preencheram os critérios de excluséo.
Dos 70 pacientes elegiveis (média etaria 56,9 anos; 41 homens; 62 cobertos pelo SUS), 31 eram tratados por clinicos e
39 por cirurgides. Apenas 46 (65,71%) pacientes receberam profilaxia para TEV. Dentre os pacientes clinicos, 29 (93,5%)
receberam profilaxia, contra 17 (43,6%) do grupo cirtirgico (p < 0,001). Pacientes clinicos de moderado e alto risco
receberam mais profilaxia que os cirdrgicos (p < 0,001 e p = 0,002). Ndo houve diferencas quanto a cobertura de
satide (SUS versus convénios médicos). Conclusées: No Hospital Santa Casa de Misericordia de Curitiba, pacientes
cirlirgicos estdo menos protegidos de eventos tromboembolicos em relagéo aos clinicos.

Palavras-chave: tromboembolismo venoso; profilaxia tromboembdlica; embolia pulmonar.
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INTRODUCTION

Venous thromboembolism (VTE) is a common
complication among hospitalized patients. The condition
includes deep venous thrombosis (DVT) and pulmonary
thromboembolism (PTE).! Approximately one third
of hospitalized patients are at some risk of developing
DVT, but this number can be reduced substantially
by correct prophylaxis.? Around 5-10% of deaths
among hospitalized patients are caused by PTE,
with the result that VTE is the number one cause of
avoidable deaths among these patients.

In the United States, its incidence and recurrence
are estimated at approximately 900,000 cases per
year, with an estimated mortality of 300,000, with
a third progressing to sudden death.* In Brazil, it is
estimated that prevalence reaches 16.6%. However,
epidemiological studies are scarce and it is believed
that the disease is underestimated because of
undiagnosed events.’

The ENDORSE cross-sectional study was conducted
at 358 hospitals distributed across 32 countries to
assess the prevalence of hospitalized patients at
risk of VTE and the proportion of them who were
given the correct prophylaxis. It was concluded that
approximately half of those patients were given the
prophylaxis recommended by the American College
of Chest Physicians (ACCP) guidelines. The correct
prophylaxis for VTE is underutilized globally.?

Additionally, the impact of VTE extends beyond
the hospital stay into the post-discharge period.
In hospital, it increases morbidity and mortality,
extends the length of hospital stays, and increases
healthcare spending.'*” After discharge, patients who
survive a thrombotic or thromboembolic event can
face physical incapacity during the chronic phase,
caused by progression to postthrombotic syndrome
and severe chronic venous insufficiency, increasing
the socioeconomic burden.'®

The severity of VTE’s impact on patients prompted
improvements to prophylaxis and it is now consolidated
as an effective method for preventing these events.’
However, the question is whether we know how to
use it correctly and effectively.

METHODS

A cross-sectional study was conducted on the basis
of analysis of medical records for patients admitted
to the Hospital Santa Casa de Misericérdia, Curitiba,
PR, Brazil, between March 20 and May 25, 2015.

Data from medical records were analyzed, with
authorization from the technical director of the hospital
and confidentiality of all information collected was
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guaranteed by the researchers, who signed a data usage
contract. The study was approved by the Research
Ethics Committee at the Pontificia Universidade
Catolica do Parana (PUCPR), Curitiba, PR, Brazil,
as recorded in ruling 981.254 of March 4, 2015.

Inclusion criteria were patients admitted to the
Hospital Santa Casa de Misericordia in Curitiba,
irrespective of the treating specialty, between March
20 and May 25, 2015. Exclusion criteria were patients
taking oral anticoagulants and patients with active
bleeding at any site. Each patient’s data were only
included in the analysis once.

From each medical record, data were collected for
a single day in hospital on the following variables:
healthcare cover (Brazilian National Health Service
[SUS] or private medicine), specialty responsible for
patient’s prescriptions (clinical or surgical, where
patients were considered surgical if there was surgery
planned or if they had undergone a surgical procedure),
sex, age, classification of VTE risk, and prescription
of mechanical or pharmacological prophylaxis for
VTE. The surgical and clinical risk factors analyzed
are shown in Table 1.

Each patient was classified for VTE risk
(low, moderate, or high), according to clinical guidelines
for prevention, diagnosis and treatment of deep venous
thrombosis published by the Brazilian Society of
Angiology and Vascular Surgery (Tables 2 and 3).'
Prophylaxis prescription or non-prescription was
analyzed patient by patient according to the risk attributed
to each. For patients prescribed pharmacological
prophylaxis, the drugs chosen and dosage administered
were also analyzed. The following prescriptions of
VTE prophylaxis methods for clinical and surgical
patients were defined as correct:!*!1

» Low risk patients: movement in bed and early
mobilization, described in the patient’s record,

* Moderate risk patients: subcutaneous unfractionated
heparin (UFH) at a dosage of 5,000 UI every
12 hours, or 20 mg of subcutaneous low molecular
weight heparin (LMWH), once a day;

» High risk patients: 5000 UI of subcutaneous
UFH every 8 hours, or 40 mg of subcutaneous
LMWH once a day.

For the purposes of comparison, an adapted version
of the Padua score was used for clinical patients to
enable their classification as low, moderate, or high
risk (in common with surgical patients) rather than as
patients who did or did not need prophylaxis. This score
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Table 1. Risk factors for deep venous thrombosis."™

Clinical factors

Surgical factors

Medications

Age

Malignant neoplasm
Central and SG catheters
1IID

Severe respiratory disease
Rheumatological disease
Thrombophilia

Stroke

Pregnancy

Postpartum status

Surgical procedure
Trauma

Type of surgery

Type of anesthesia
Major burns
Immobilization

Major amputations
Prior history of VTE
AMI

NYHA class Il or IV HF

Oral contraception

Hormone replacement therapy
Chemotherapy

Hormone therapy

Infection

Arterial or venous insufficiency
ICU admission

LL paresis or paralysis
Nephrotic syndrome

Varicose veins

SG: Swan-Ganz; IID: inflammatory intestinal disease; VTE: venous thromboembolism; AMI: acute myocardial infarction; NYHA: New York Health Association; HF:

heart failure; ICU: intensive care unit; LL: lower limbs.

Table 2. Assessment of risk of deep venous thrombosis in surgical patients.?

Low risk

Moderate risk

High risk

Operations on patients less than 40 years
old without risk factors;

Minor operations (duration of less than 30
minutes and with no need for prolonged

Major surgery (general, urological, or gyne-
cological) in patients aged 40 to 60 years,
without additional risk factors;

Surgery in patients less than 40 years old
who are taking estrogens

General surgery in patients over 60 years
old;

General surgery in patients aged 40-60 years
with additional risk factors;

rest) in patients over 40 years old without
additional risk factors other than age;

Minor trauma

Major surgery in patients with a previous
history of DVT or PTE or thrombophilia;

Major amputations;

Major orthopedic surgery;

Major surgery in patients with malignant
neoplasms;

Major surgery in patients with other hyper-
coagulable states;

Multiple traumas with fractures of pelvis,
hips, or lower limbs

DVT: deep venous thrombosis; PTE: pulmonary thromboembolism.

Table 3. Assessment of risk of deep venous thrombosis in clinical patients.”

Low risk

Moderate risk

High risk

Any patient.

factors.

Patients over the age of 65 years, bedridden
by clinical diseases, but with no other risk

Any disease combined with previous DVT
or PTE;

Any disease combined with thrombophilia;
Myocardial infarction;

Diseases associated with other risk factors
for DVT;

Stroke;

Spinal cord injury;

Patients in ICU.

DVT: deep venous thrombosis; PTE: pulmonary thromboembolism; ICU: intensive care unit.

has been used previously by Engelhorn et al.! at the
same teaching hospital, enabling comparison with
previous data for our service, using a score already
applied in their study.

Data were collected and stored in a Microsoft
Excel spreadsheet. The results for qualitative variables
were expressed as frequencies and percentages.

Quantitative variables were expressed as means
and standard deviations. Associations between two
qualitative variables were evaluated using the chi-square
test or Fisher’s exact test. Values of p < 0.05 indicate
statistical significance. Data were analyzed using IBM
SPSS Statistics v.20.0.
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RESULTS

Atotal of 78 patient medical records were analyzed,
from which eight patients were excluded because
they met the exclusion criteria. Of the remaining
70 patients included in the study, 41 (58.57%) were
male. Ages ranged from 17 to 91 years (mean age of
56.9 years) and 39 (55.71%) were surgical patients.
With regard to healthcare cover, 62 (88.57%) were
admitted on the SUS, and 8 (11.43%) by a private
health insurer.

In the entire sample of patients admitted to the
Hospital Santa Casa de Misericérdia in Curitiba,
46 (65.71%) patients were given VTE prophylaxis and
24 (34.29%) were not. Analyzing the data for clinical
versus surgical specialties reveals that 29 clinical patients
(93.5%) were given prophylaxis, whereas 17 surgical
patients (43.6%) were given VTE prophylaxis and
22 (56.4%) were not (p <0.001; Table 4). With relation
to healthcare coverage, 42 (67.7%) patients admitted
on the SUS had prophylaxis prescribed, compared to
just 4 (50%) patients admitted via health insurance
(p =0.432; Table 5).

However, correct pharmacological VTE prophylaxis
was observed in 24 (82.8%) clinical patients
and 12 (70.6%) surgical patients (p = 0.462; Table 6).

VTE prophylaxis prescriptions was also
analyzed on the basis of each patient’s risk of VTE.
Just 5 (3 clinical patients and 2 surgical patients, p=1) of
the low VTE risk patients (n = 8; 4 clinical and
4 surgical patients) were prescribed prophylaxis, with
instructions for movement in bed and early mobilization
described in their patient records. Just 12 patients
(10 clinical and 2 surgical, p <0.001) with moderate
VTE risk (n=23; 10 clinical and 13 surgical patients)
were given prophylaxis. Among the high VTE risk
patients (n=39; 17 clinical and 22 surgical patients),
17 clinical patients and 13 surgical patients were given
prophylaxis (p = 0.002). These results are shown in
Tables 7, 8, and 9.

The only drug used for prophylaxis was a LMWH
(enoxaparin). None of the patient records mentioned
use of physical methods — intermittent pneumatic
compression and/or elastic stockings. Just one patient
record contained instructions for early mobilization.

DISCUSSION

The benefits of prophylaxis against thromboembolic
phenomena have been proven and it is more opportune
than treating VTE."" All hospitalized patients should
be classified in terms of their risk of developing
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Table 4. Prescription of prophylaxis for VTE in clinical and
surgical patients.

Prescription of Clinical . .
. . Surgical patients
prophylaxis patients
Prophylaxis prescribed 30 (96.8%) 17 (43.6%)
Prophylaxis not prescribed 1(3.2%) 22 (56.4%)

Total 31 39

VTE: venous thromboembolism. p < 0.007.

Table 5. Prescription of prophylaxis for VTE in patients treated
on SUS and privately.

Prescription of prophylaxis SuUs Private
Prophylaxis prescribed 42 (67.7%) 4 (50%)
Prophylaxis not prescribed 20 (32.3%) 4 (50%)

Total 62 8

VTE: venous thromboembolism; SUS: Brazilian National Health Service
(Sistema Unico de Satide). p = 0.432.

Table 6. Use of correct dosage of pharmacological prophylaxis
in clinical and surgical patients.

Prescription of prophylaxis Clinical  Surgical
Prophylaxis prescribed at correct dosage 24 (82.8%) 12 (70.6%)
Prophylaxis prescribed at incorrect dosage  5(17.2%) 5 (29.4%)
Total 29 17
p = 0462.
Table 7. Prophylaxis in low risk patients.
Prescription of prophylaxis Clinical Surgical
Prophylaxis prescribed 3 2
Prophylaxis not prescribed 1 2
Total 4 4
p=1
Table 8. Prophylaxis in moderate risk patients.
Prescription of prophylaxis Clinical Surgical
Prophylaxis prescribed 10 2
Prophylaxis not prescribed 0 11
Total 10 13
p < 0.001.
Table 9. Prophylaxis in high risk patients.
Prescription of prophylaxis Clinical Surgical
Prophylaxis prescribed 17 13
Prophylaxis not prescribed 0 9
Total 17 22

p = 0.002.

thromboembolic phenomena and should be given the
correct prophylaxis to prevent it. Both the assessment
and the prescription should be included in the
patient’s medical record.'?> One possible explanation
for underutilization is doubts with relation to risk
classification and the correct prophylaxis for each
group. !



The results of the study demonstrated that 34.29% of
the patients analyzed were not given VTE prophylaxis,
despite the benefits of such prophylaxis being clearly
stated in many different protocols.®! Several other
studies have reported results in line with ours, showing
underutilization of VTE prophylaxis in hospital
practice.®13-15 Pitta et al.® observed that prophylaxis
was not employed in 83.5% of the patients in a study
conducted in 2006 at the Hospital Escola Doutor José
Carneiro, in Maceid, Brazil. Panju et al."* conducted a
study at two teaching hospitals in Canada and showed
that 54% of the patients who met inclusion criteria
received VTE prophylaxis. The ENDORSE study,
by Cohen et al.,’ assessed many different hospitals
globally and showed that 36% to 73% of patients in
hospital were at risk of VTE, while the proportion
of patients who were given the correct prophylaxis
varied from 2% to 84%.

The present study found a statistical difference
between clinical and surgical patients. Among the
clinical patients, 93.5% received some form of
prevention, compared to 43.6% of the total number
of surgical patients, showing that at our hospital
clinical patients are better protected from the risk of
developing VTE than surgical patients. Similarly,
a study conducted by Garcia et al.,'® at the Centro
Hospitalar Unimed, in Joinville, Brazil, found that
more than 2/3 of patients with indications were not
given prophylaxis, and the greatest rate of omission
was observed among moderate risk surgical patients.
This could be related to a unfounded concern on the
part of the surgeon with relation to the risk of bleeding
associated with medications used for prophylaxis,
and also to the lack of a hospital surveillance team
to verify whether prophylaxis is employed.

With relation to the group of patients at risk
of VTE, we also observed that the moderate and
high risk groups treated by clinicians were more
likely to receive prophylaxis than those managed
by surgeons. Once more, the probable explanation
for underutilization is doubts with regard to risk
classification and the correct indications for each
group.**!" This could be resolved by creating an
internal hospital protocol and making all physicians
in the clinical staff aware of it. This would need to
be supplemented by multidisciplinary integration of
teams and the hospital management.

A study conducted by Engelhorn et al.,! also at
the Hospital Santa Casa de Misericordia in Curitiba,
in 2001, found that 87.28% of all of the patients
analyzed were not given any form of VTE prophylaxis.
Comparing those results with the results of our study,
we can state that there has been an improvement in

Bruno Abdala Candido Lopes, Isabela Pizzatto Teixeira et al.

VTE prophylaxis prescription over the 14 years that
have elapsed since then. However, in that study there
was no significant difference between clinical and
surgical patients, which could possibly be attributed
to the prospective study design.

It should also be pointed out that none of the patients
with active bleeding analyzed in our study were given
mechanical prophylaxis with intermittent pneumatic
compression or elastic compression stockings, as
recommended by the clinical guidelines for prevention,
diagnosis, and treatment of deep venous thrombosis. '

It can be concluded that measures for the prevention
of VTE are being underutilized at our service, as is the
case in other hospitals in Brazil.!*!* In the teaching
hospital analyzed, we also found a significant difference
between clinical and surgical patients in terms of the
rates of correct prophylaxis.

It is important to encourage replication of studies
such as this one at other hospitals, to include larger
numbers of patients. Validation of the results presented
here could more clearly expose the failures in VTE
prevention processes among clinicians and surgeons.
It is also important to highlight the need to set up
projects that facilitate universal use of the many
different forms of prophylaxis against this disease,
with the objective of combating its high morbidity
and mortality and reducing the costs generated.
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