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. SUMMARY

.The déep venous'thfombosis develop most commonly
in the lower 1imb, mostly, in the left ome, mostly, in the
'_sqleal venoga sinuses. The upper limb is almost immune from
post operative vgin thromboaia, ;ostly due to the speed at
which the blood flows in the uppe; Iimb; which is double
what is in the lbwér 1limb veins, thereroré measures to
combatlvenoua_stasia inthe‘lowér,iimbs.ought to reduce the

risk of deep vein thrombosis.

' The available methods of avolding & thrombus in the
deéb veins df the lower limbs and subseguent pulmonary

embolus after surgiéal operation are not successful.

'Thelpreventidn of'&eep vein fhrombosia by.routinely
abolishing fhe power of the blood to clot throughout the
entire venous syatém #t-the body by giving anticoagulant
drugs is clumsy beéguae the risk 1§ iirtnally confined to
the veins of fhe lower limbs., Morever, this method carries

‘& complication of its own as spontaneous haemorrhage.
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‘The risk of deep vein thrombosis which occurs while
thé patient 1§ ﬁn&ergoiﬁg the operafion can be reduced by
routinely eléiating the'patienf’é legs I5° above the hori-
zéntal; or By routinely stimulating the calf puscles‘by
- galvanic current at an'electricallpressure of I20 volts and
a rate of 30 shock per minute., Venous stasis is avoided by

these measures.

From the moét comnén_pfoéhylacﬂiq measures against
occurrence of deep venous thrombosis,,five methods are in
common ﬁaea #spirin,_Low.molecular weight dextran, Minidose
of heparin, Bilateral intermitfent pneumatic compression,
and Elaatic‘conpression stockings., Minidose heparin and
elasfic'stockings, gi%es good prophylaxis than heparin alone,
Also, interﬁittent.pneumafic‘comp:osaion, gives 8 good
degree of proﬁhylaxis as it was rougd that beside, reducing

venous staéia, it also stimulates fibrinolysis.

Patients who are at véry high risk of developing
venous th:omboais‘and embolisation in the post operative

period (0ld age, Seve:e trauma or Major surgery, Previous
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histpry}of thromboemhslisﬁ, and Obesity) should be given

prophylaxis by full perioperative anticoagulation. Patients
at very low risk (Child having linor operation), do not need
prophylaxis. For the méjority of anrgical patients who fsall

. between these two extremes , the benefits of prophylaxis

remains in queétion.

A carefull history and exa:;ination should be made
in all patients with B&hptoms.and aigns of acute venous
thrombosis to exéiude.ofher conditiona. Lesa than 50 per
cent with these signs and symptams have venous thrombosia.
If venography is the only objective teat avallable; it should
be performed on‘all phtients with leg symptoms and signs

compatible with venous thrombosis,

Clinical suﬁpicion of venous thrombosié can be
excluded.or confirmed'by pefrorm;ngl1mpedaﬁce'plythesmo-
graphy alone or with fibrinogen 1eglacanning. If impedance
plythesmography is positive (in_abaence.of conditions known

to produce a falée'positive_resulfs), a confident diagnosis
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of venous thrombosis can be made and the patient treated

| appropriately. If it is negative, the clinioian has two
alternatives; Either to_repeat it Or to do Iodine -I25-
fibrinogen aoannipg of toeleg to defeot active venous
thrombosis, The use.of‘impedance plythesmograephy alone is
‘based on tho supposition that calf vein thrombosis which

_is not deﬁpcteo by impedance plyfhesmogrophy does not requiro

treatment,unleoo it extends..

The most oommon.complication-of.deep venous thromb-
ogis 1is pulmonar& emboliam; whioh-can‘be prevented by two

approaches:

+ Primary prophylaxis'using drugs or physicel therapy -
which are effective against deep venous thrombosis especially

of lower limb, which are the main source of emboli.

- Barly detection of subclinical venous thrombosis by.
. 8screening patienfs (e.é. postoperative leg aconning with
iodine ;125~ fibrinogen) which provide the opportunity for
treating silent thrombosis early before they embolize.

Primary prophylaxis is 11kely to be the more effective and
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less expensive approaches,

Tfoetment’of venous thromboembolism, essentially
by anticoagulatiog; 1nitiai1y by heparin either by inter-
mittent 1ntfav6hqﬁa'hop§rin in a dui; of 5000 I.U./ four
hours (36.000‘1.0./ day), or cdnfinnoua.intravgnbus heparin
.adjuated to maintain paftial thrpﬁboplastin time between
1.5 and 2 times the prihepérin contrel value,end this is
preferod because the intermittent intravenoua heparin therapy

is associated with higher Tisk or bleeding

Heparin therapy should cdntinued for 7 -~ IO days,

for a .thrombus to adhere to the vein wall.

The initial heparin theraspy is follerd by a long
term anticoagulant (oral) therapy, werfarin sodium in a
dose of Io‘mg ﬁor day, after 7 days of heparin therapy,
and both drugs are a&ministered together for at least 4 to 5
deys. After initial dose of warfarin the dose is sdjusted
by noniforing prothronﬁin time at 1;25 timea the comtrel

value, and.thie regimeh continued for at least 2 to 3 months.



Pibrinolytic drugs as streptokinase and urokinase
are used to ensure 13315101 thrombi and emboli, and restore
circulatioﬁ, but it has its own complications end contra-

‘ iﬁdicétions.

Surglcal interference is limited to the special
complicated'caaes‘and include: Tranapositibn of valves ,

‘Thrombec tomy, and Inferior vena caval-interruption.



	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6

