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Results

Enoxaparin 40 mg subcutaneously once a day was used as VTE chemoprophylaxis in the
Royal Darwin Hospital, North Shore Hospital, Alfred Hospital, Royal Adelaide Hospital,
Royal Hobart Hospital, Fiona Stanley Hospital, Middlemore Hospital and Christchurch
Hospital. Royal Brisbane and Women’s Hospital and Concord Hospital used
unfractionated heparin 5000 units twice a day.

Objectives

Unfractionated heparin has been the mainstay of
chemoprophylaxis, however enoxaparin has
increasingly been used in high-risk surgical patients.
In this survey study we investigated current venous
thromboembolism (VTE) chemoprophylaxis in major
burns centres across Australia and New Zealand.

Discussion

Currently there is a paucity of data available in the Burns Registry of Australia and New Zealand regarding rates of VTE.
Burns patients have a unique risk profile for VTE complications including increasing total body surface area percentage,
increased length of stay in intensive care, central venous access and burn wound infection (Wahl & Brandt 2001;
Wibbenmeyer et al. 2006). This retrospective survey study shows the lack established protocol for VTE prophylaxis over
ANZBA sites. Thus, it would be necessary for a binational protocol in these high-risk patients, which could be facilitated by
expansion of the current BRANZ database.

Reflecting on the high incidence of VTE rates in burns patients compared to other surgical units, we found it necessary to
evaluate current prescribing practices and initiate a novel VTE risk assessment tool. Figure 1 shows excerpts from the
working draft of this tool. We would aim to validate this tool with a prospective study to evaluate clinical efficacy.

Method

Phone survey was conducted with burns wards staff at 10
sites registered with the Australia and New Zealand Burns
Association (ANZBA). Information was gathered about each
site’s current VTE prophylaxis protocol, past practices and
any plans for future changes. Attempts were made to
obtain further information about VTE rates at each unit,
however due to discrepancies in VTE reporting, this data
was not included.
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Step 1: Assess Venous Thromboembolism (VTE) Risk and Allocate Patient into Risk Category

O Multiple major trauma
O Major burns TBSA >40%

O Lower limb trauma requiring immabilisation
O Acute spinal cord injury with paresis

O Prior history of VTE

O Major surgery >30 mins operating time or involves

the abdomen

O Intermediate Risk

O Patient expected to have reduced mobiliy,

expected length of stay 2 2 days and at least 1 or

more VTE risk factors

VTE Risk Factors

O Known thrombopilia (including inherited
disorders)

0 Age >60 years

0 Active infection

0 Significantly reduced mobility relative to
normal state

00 Obesity (BMI >30kg/m2)

0 Varicose veins/chronic venous stasis

0 Dehydration

0 Congestive heart failure

O Inflammatory bowel disease

0 Myocardial infarction

0 Active or chronic lung disease

0 Active heumatic disease

00 Hormone replacement therapy

0 Oestrogen-based contraceptives 0

O Low Risk

o i neoplasms
00 Pregnant or < 6 weeks post-partum (Refer to
Obstetrics Consultant / Team prior to
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O Ambulatory patient without VTE risk factors

D Ambulatory patient with VTE risk factors BUT

expected length of stay <2 days

O Minor surgery in patients without VTE risk factors

and/or
mechanical prophylaxis)

0 Nephrotic syndrome

0 Sickle cell disease

Step 4: Prescribe Appropriate Prophylaxis

Select one pharmacological option:

O Enoxaparin 40 mg subcutaneous twice daily {if 2 or

more high risk factors exist or weight >150 Kg)
O Enoxaparin 40 mg subcutaneous daily

O Enoxaparin 20 mg subcutaneous daily if Creatinine
Clearance < 30mLimin (or use Heparin 5,000 units

subcutaneous 8-hourly)
OR |

O No pharmacological prophylaxis because of
contraindication or not advised

AND Select one mechanical device
DO Graduated compression stockings / anti-embolic
stockings

D Intermittent preumatic compression/Foot impulse:
device

0 No mechanical prophylaxis because of
contraindication

PLUS O Early Mobilisation O Patient Education

a

Risk

Select one pharmacological option:
O Enoxaparin 40 mg subcutaneous daily

O Enoxaparin 20 mg subcutaneous daily if Creatinine
Clearance < 30mLimin (or use Heparin 5,000 units

subcutaneous 8-hourly)
O Heparin 5000 units subcutaneous 8-hourly

OR

0 No pharmacological prophylaxis because of
contraindication or not advises

OR Select one mechanical device
O Graduated compression stockings / anti-embolic
‘stockings

O Intermittent pneumatic compression/Foot impulse
device

O No mechanical prophylaxis because of
contraindication

PLUS 0 Early Mobilisation O Patient Education

O Lower Risk

O Mechanical prophylaxis

| O Early mobilisation

[ O Patent edusation

Figure 1 Excerpts from the RBWH Burns Centre VTE risk assessment tool
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