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• Understand why DVT prophylaxis for ambulatory surgery 
patients is important

• Understand the different options available to provide DVT 
prophylaxis to patients having ambulatory surgery

• Learn how to apply scoring systems to determine if DVT 
prophylaxis is needed

• Understand how the anesthetic choice and surgical 
procedure affect the DVT prophylaxis protocol
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PERCEPTION OF DVT RISK IN AMBULATORY SURGERY

IS THERE A REAL RISK OF THROMBOEMBOLIC EVENTS?

• The postoperative VTE risk was assessed as nil (4.1% of the physicians), low

(74%) or moderate (20%)

• This risk was assessed as lower (71%) in ambulatory surgery as compared to

conventional surgery

ANESTHESIOLOGISTS VS SURGEONS

4

PERCEPTION OF DVT RISK IN AMBULATORY SURGERY
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PERIOPERATIVE ASSESSMENT

• In most centers (94%), a personal patient history of VTE was recorded preoperatively, 

• In 72% a prophylaxis protocol was systematically applied 

• Only 40% of the responding centers had a written protocol for VTE prophylaxis. 

• The postoperative period (discharge at home) was covered by a VTE protocol for 75% of 

the centers, with VTE prophylaxis starting postoperatively in 21% of the patients

• Different treatments were applied: below-knee compression stockings (25%); thigh-

length compression stockings (21%); intermittent pneumatic compression in the recovery 

room (1.2%); unfractionated heparin (2.0%); low molecular weight heparins (65%); 

vitamin K antagonists (0.5%); other treatments, including direct oral anticoagulants 

(0.5%)
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CHANGE IN TYPES OF AMBULATORY PROCEDURES

SMALL SURGERIES BETTER SURGICAL TECHNIQUES BETTER SAFETY AND ANESTHESIA MJR
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TOP PROCEDURES DONE IN AMBULATORY SURGI-CENTERS

95% 92% 80%

ABDOMINAL SCOPES GU
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Summary:
• 5.5 million plastic surgery cases
• 22,000 sequelae ( 0.4% incidence)
• 94 deaths 2001-12 ( 0.0017%)
• Risk in plastic surgery=1/41,726
• PE most common 40 deaths 
• Abdominoplasty incidence 0.925% 
• Abdominoplasty 5.5 risk of  VTE vs other
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• CosmetAssure data 2008-13 (prospective)
• 116 (0.09%) VTE
• Significant risk factors: BMI, region of body, 

combined procedures
• Not: Gender, diabetes, smoking, type of facility
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ESPECIAL CATEGORY

PLASTIC SURGERY

“ The overall rate of 30-day symptomatic VTE am ong aesthetic surgery patients is 0.09%,

based on data from 129,007 CosmetAssure patients. Although rare, VTE remains important:

a recent review of American Association for Accreditation of Ambulatory Surgery Facilities

data showed that pulmonary embolus (PE) accounted for the majority of unexpected

deaths after am bulatory surgical procedures and that patients who died of PE had high

rates of inaccurate VTE risk stratification.”

BUY NOW

P annucc i, C . J . (2019). V enous th rom boem bolism  in  aesthe tic  surgery : risk  op tim iza tion  in  the  preopera tive , 
in traopera tive , and postopera tive  se ttings. A esthe tic  S urgery  Journa l, 39 (2 ), 209-219.
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GUIDELINES

“Published VTE rates for breast augm entation and facial rhytidectomy

are as low as 0.02% and circumferential abdom inoplasty as high as 3.4%.

Abdom inoplasty alone carries a VTE risk of 0.34%, but this nearly

doubles (to 0.67%) with concom itant procedures and increases over 6-

fold (to 2.1%) when com bined with an intraabdom inal procedure.”

PROCEDURE SELECTION

RIGHT LOCATIONRIGHT PATIENT

P annucc i, C . J . (2019). V enous th rom boem bo lism  in  aes the tic  surgery : r isk  op tim iza tion  in  the  p reopera tive , 
in traopera tive , and  postopera tive  se ttings . A esthe tic  S urgery  Journa l, 39 (2 ), 209-219 .
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GUIDELINES

“VTE risk quantification using procedure type alone ignores the

important contributions of patient-centric factors such as body mass

index, personal or family history of VTE, and genetic hypercoagulability.

Patient and procedure-centric factors, including increased age, body

procedures, and combined procedures, are known to be independent

predictors of 30-day VTE risk.”

PATIENT SELECTION

OPTIMIZATIONELECTIVE SURGERY!

P annucc i, C . J . (2019). V enous th rom boem bolism  in  aesthe tic  surgery : risk  op tim iza tion  in  the  preopera tive , 
in traopera tive , and postopera tive  se ttings. A esthe tic  S urgery  Journa l, 39 (2 ), 209-219.
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RISK STRATIFICATION

For patients undergoing plastic/reconstructive
surgery a validation study reported a lower risk of
VTE for a given Caprini score in this population (0.6
percent among those with a score of 3 to 4, 1.3
percent with a score of 5 to 6, 2.7 percent with a
score 7 to 8, and 11.3 percent with a score of >8)
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MULTIPLE PROCEDURES

• Abdominoplasty plus intraabdominal procedure has a 6-fold increased VTE

risk when compared to abdominoplasty alone (0.34% vs 2.17%).

• Abdominoplasty plus a second procedure has a 2-fold increased risk (0.34%

vs 0.67%).

• A TOPS and CosmetAssure analysis (2009) shows that the risk of VTE

increases 5-fold (from 0.02% to 0.1%) among those having breast

augmentation vs breast augmentation plus 1 or more procedures and nearly

3-fold (from 0.1% to 0.27%) for those having an abdominoplasty vs

abdominoplasty plus 1 or more procedures.

• A more recent review of CosmetAssure (2017) confirmed that breast

procedures plus a second procedure carried significantly increased VTE risk,

when compared to a breast procedure alone.
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COACH SYNDROME
DEHYDRATION PROLONGED IMMOBILIZATION

MEDICAL TOURISM

m ail@ m ail.com m ail@ m ail.com m ail@ m ail.com m ail@ m ail.com
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BLEEDING RISK
There is no recognized association between Caprini score and bleeding risk.
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BLEEDING RISK

• The American Association of 
Plastic Surgeons explicitly 
recommend against providing 
chemical prophylaxis to all plastic 
surgery inpatients, as this practice 
has an unfavorable risk/benefit 
relationship. 

• Both the American Society of 
Plastic Surgeons and the 
American Association of Plastic 
Surgeons recommend 
individualized VTE risk 
stratification with provision of 
prophylaxis based on Caprini
score, as opposed to explicit 
reliance on procedure type.
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BLEEDING RISK & 
PROPHYLAXIS

• General/abdominal/ pelvic 
surgery – 1 percent

• Bariatric surgery – <1 percent
• Plastic and reconstructive surgery 

– 0.5 to 1.8 percent
• Vascular surgery – 0.3 to 1.8 

percent
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RECOMMENDATIONS
American Society of Plastic Surgeons VTE
Task Force Recommendations (2011)

1. Risk stratification: “Should consider com pleting  a 2005 Caprini
RAM …to stratify patients into a VTE risk category based on their 
individual risk factors.”

For elective surgery patients with Caprini scores of 7:
“Should consider utilizing risk reduction strategies such as 
lim iting OR tim es, weight reduction, discontinuing horm one 
replacem ent therapy and early postoperative m obilization .”
3. For body contouring or abdom inoplasty under general 

anesthesia with procedure tim e >60 m inutes:
a. Caprini score 3-6: “Should consider the option to use 
postoperative low m olecular weight heparin or unfractionated 
heparin.”
b. Caprini score >=3: “Should consider the option to utilize 

m echanical prophylaxis…for non-am bulatory patients.”
c. Caprini score >=7: “Should strongly consider the option to use 
extended [duration] low m olecular weight heparin postoperative 
prophylaxis.”

American Association of Plastic Surgeons
Consensus Panel (2016)

1. “We recom m end using non-general anesthesia when
appropriate. W hen possible, consideration should be
given to using m onitored anesthesia care, local anesthesia with 

sedation, or neuraxial anesthesia instead of general anesthesia .”
2. “We recom m end using interm ittent pneum atic com pression to 
prevent perioperative venous throm boem bolism  events in plastic 
surgery patients…interm ittent pneum atic com pression is superior 
to elastic com pression stockings.”

3. “We recom m end all plastic and reconstructive surgery patients 
should be risk-stratified for perioperative venous throm boem bolism  
risk using a 2005 Caprini score.”
4. “We do not recom m end adding chem oprophylaxis to interm ittent 
pneum atic com pression for venous throm boem bolism  prophylaxis in 

the general non-risk stratified plastic surgery population.”
5. “We recom m end that surgeons consider chem oprophylaxis on a 
case-by-case basis in patients with Caprini score greater than 8.”
6. “We do not recom m end adding routine chem oprophylaxis for 
venous throm boem bolism  prophylaxis in non-risk stratified patients 

undergoing…body contouring.”
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RECOMMENDATIONS

IPC reduces plasminogen activator inhibitor-1 (PAI-1), thereby increasing endogenous fibrinolytic 
activity

Very low risk patients

Low risk patients

25

26


