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To prevent  TE and minimise bleeding risk in the peri-
operative period

Thromboprophylaxis (P.Toth 20 mins)

Bridging (J.J.van Veen 20 mins)



Virchow s triad :

venous stasis

endothelial injury

hypercoagulability
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No paper compared the health outcomes for patients 
who had preoperative haemostasis tests with patients 
who did not.
There is some evidence that the value of preoperative 
haemostasis tests may increase with comorbidity.









Based on 9  observational studies ( 3 prospective ) 
that contained enough data to allow  the calculation 
of the predictive value and likelihood ratios of tests 
for perioperative bleeding 
The positive predictive value (0.03 0.22) and 
likelihood ratio (0.94 5.1) for coagulation tests 
indicate that they are poor predictors of bleeding.

Guidelines on the assessment of bleeding risk prior to surgery
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APTT,PT prolonged APTT,PT normalPeriop bleeding

Biological variation 2.5%
Artefact due to sampling
Irrelevant disorders:
LA:1.2-3.8%
FXII:2.3%
HMWK,prekallikrein

VWD 1:10000
Haem A 1:5000 male
Haem B 1:30000 male
F I,II,V,VII,X
1:300000 -1:2000000
Acquired disorders

Mild/masked VWD,Haem A
FXIII
Alpha 2 antiplasmin

Routine preoperative

coagulation tests: an outdated
practice?
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Indiscriminate coagulation screening prior to surgery or
other invasive procedures to predict postoperative bleeding
in unselected patients is not recommended. 
(Grade B, Level III)

A bleeding history including detail of family history,
previous excessive post-traumatic or postsurgical bleeding
and use of anti-thrombotic drugs should be taken in all
patients preoperatively and prior to invasive procedures.
(Grade C, Level IV)
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If the bleeding history is negative, no further coagulation

testing is indicated. (Grade C, Level IV)

If the bleeding history is positive or there is a clear clinical

indication (e.g. liver disease), a comprehensive assessment,

guided by the clinical features is required.

(Grade C,Level IV)
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From ACCP Guidelines on prevention of VTE Chest 2008
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Pre/postop vs periop Extended thromboprophylaxis

7-12 wks 10-50x VTE risk

Hip-knee surgery,major 
abdominal/pelvic  cancer surgery

For patients undergoing 
major orthopedic 
surgery (THA, TKA, 
HFS) and receiving 
LMWH
as thromboprophylaxis, 
we recommend starting
either 12 h or more 
preoperatively or 12 h or
more postoperatively 
rather than within 4 h or
less preoperatively or 4 
h or less postoperatively
(Grade 1B) . Major 
bleeding 5-7% vs 1-3% 
ACCP 2012



DVT 20-80%

PE     1-7.9%

PE fatality rate  6-31%

5 yrs PTS rate 15-25%

2 yrs CTEPH rate 0.75%

Major bleed 1.4-3.2%

Fatality rate  0.8%

Re-operation rate  13-
21%

Chr. morbidity 3%

Peri-op major bleed

NICE 2010



Mechanical methods

30-60% DVT reduction

Pharmacological 

50-70% DVT reduction

3-4x  skin lesions 

4-5% vs 1.3%   

50% increase in major 
bleeding

Peri-op complication


