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Background

The suspicion of Deep Vein Thrombosis in a patient is treated as an urgent referral; patient should be seen and assessed for a DVT within 24 hours.

 GP’s and other practitioners who suspect their patient may have a DVT or simply need to exclude it from their differential diagnosis before commencing alternative treatment, are required to telephone the clinic for an appropriate appointment.  If the clinic is unable to take the patient that day then the referrer is requested to give their patient a treatment dose clexane injection until they are seen the following day.

Once at the clinic the patient is assessed initially for the clinical possibility of having a DVT.  This includes taking a full history, determining risk factors and medical conditions that will predispose them before assessing the limb in question.  Blood tests and observations are routinely taken to assist in the diagnosis.  The patient’s presentation, history and risk factors are combined to give a Wells score, which is the clinical probability of having a DVT.  The Wells score will determine in what order investigations are done, or if indeed any further investigations are done at all.  A patient may require only the blood test and examination, however most will also need at least one ultrasound before being discharged.
Most DVT Clinics are limited to 6 ultrasounds per day.  More can be done if needed depending on the workload in ultrasound itself.  Some patients may need to come back the next day for their scan but will go home with a clexane injection prior.  In a small number of cases patients will need a repeat ultrasound in 1 week time if the first scan is not conclusive.  All patients on discharge will then be given advice on what to do if their symptoms worsen, as a very small number of patients will still go on to have a DVT or PE (pulmonary embolism) despite having negative initial investigations.

When DVT or PE is confirmed the patient is assessed for suitability to be managed as an outpatient.  This involves starting them on the anticoagulation medication which is suitable for that individual. 
The DVT clinic provide an education session, druging initiation, loading and reviewin, as well as  advice and support to the patient with regards to explanation of diagnosis, treatment/management plan, possible further investigation, follows ups and on going referrals. 

The DVT clinic runs a Virtual ward clinic on a weekly basis where the Emergency care consultants

So, what does a DVT look like?
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The symptoms are usually pain in the calf of one leg only with a significant swelling.  The lower leg is usually warm to touch, can be slightly red to a blue/purple discolouration, and often shiny.  There are many causes of leg pain and swelling though and this is where the patient history is important in distinguishing their symptoms from that of a DVT.
What causes DVT?

There are some major risk factors that cause a large number of DVT’s.  These are cancer (diagnosed already or found after the DVT), major surgery, being hospitalised for 3 days or more, and conditions where blood flow is slowed in the legs such as after a CVA, or when a leg is in plaster.

Commonly there are other factors which predispose patients to having DVT such as long haul flights, the combined contraceptive pill or HRT, being pregnant, a family history of clotting problems or inherited blood disorders.  Patients who have previously had a DVT are at risk of having another, but the degree of risk is dependent on what caused it in the first place.  There are also many inflammatory conditions that will increase the risk of DVT such as colitis and arthritis.

_________________________________________________
 Please carry out the guided study required to answer the following questions. A list of the relevant documents is in your study pack. This work booklet will need to be marked following completion and will form part of your DVT training pack. It can act as a valuable reference resource for your continuing development.
An over view of VTE
1. What is a DVT?

2. Describe the formation of a thrombus.

3. Why are blood clots most likely to form in the legs?

4. Research shows what percentage of patients with a DVT died of a P.E within 7 days of surgery?

5. What percent of hospital deaths a year are caused by VTE?

6. What are the three predisposing factors known as Virchow’s triad?

7. List the 6 main causes of a DVT.

8. List 6 risk factors for DVT.
9. What are the common symptoms of a DVT?
10. What percentages of patients have a DVT but have no signs or symptoms?
11.  What is the incidence of DVT?

12. What percentage of calf vein DVT’s extend proximally?

13.  What percent of patient diagnosed with a DVT have a P.E also?

14.  Why do we use a clinical prediction rule when diagnosing a DVT and what does this 

entail?

15.  What are the two ways of categorising patients within this model?

16.  Why does the D Dimer play an important role in diagnosing/excluding a DVT?
17.  What conditions may give you a raised D Dimer?

18.  How would you explain a negative D Dimer and a positive ultra sound scan?

19.  Would you expect to see a positive or negative D Dimer in : 

 Pregnant patients?

Elderly Patients?

Patient which have recently had surgery?

Cancer patients?

A patient with a P.E?

20.  What types of scanning can be used to identify a DVT?
21. Which of these are gold standard practices?
22.  What type of ultra sound scanning is used in EKHUFT?

23. What are the limitations of using ultra sound scanning?

24.   EKHUFT ultra sound scanning policy states which deep veins are to be identified by the sonographer on scan in order to carry out an examination?

25.  Can you identify the limitations when scanning calf veins?

26.  Why do confirmed Illiac vein DVTs need to be admitted to the emergency care unit?
27.  List three scenarios in where you would arrange a repeat scan?

28.  What is the term we use to describe blood clotting disorders?

29.  Which clotting disorder is the most common?

30.  Why are patients with diagnosed clotting disorders at a high risk of VTE?
31.  What is the overall summary recommendation for the testing for Thrombophilia and who can organise this testing?

32. Summarise the risk of DVT related to travel and what advice we should be giving to patients who ask?
33. Can patients with a newly diagnosed DVT travel?
34. Summarise briefly the risk of VTE with HRT.

35.  Summarise briefly the risk of VTE and COCP.

36.  Why is pregnancy a risk factor for VTE?

37.  When is the risk period for VTE in pregnant patients increased?
38. What is the VTE related mortality rate in pregnant women?

39.  Are pregnant women suitable for outpatient anticoagulation?

40.  Do pregnant women with a newly diagnosed DVT need a medical review?

41.  Why are cancer patients at an increased risk of VTE?

42.  What percentages of unprovoked VTE patients have an underlying malignancy?

43.  What investigations are advised by NICE guidelines for unprovoked VTE patients?

44. How are these patients followed up in your area of practice?

45.  What are the signs and symptoms of post thrombotic syndrome?

46. How many years post VTE can symptoms of post thrombotic syndrome occur for?

47.  What advice do we give patient and other practitioners in managing/reducing the symptoms of post thrombotic syndrome?

48.  What grade/class of compression stockings do we recommend in DVT clinic….mmHg -….mmHg.

49. Where can patients be measured and prescribed these?

50.  What advice do we give patients who have a newly diagnosed DVT?

51. What advice do we give patients with a newly diagnosed P.E

Warfarinisation
1. What class of drugs does Warfarin belong to?

2. What strengths does it come in?

3. What is the half life of Warfarin and what does this mean? 

7. Is there a time limit for the INR test to have been analysed in the laboratory by?
8.  What is the INR range for VTE?

9. What time of day should Warfarin be taken and 2 reasons why?

10. What are the possible side effects of Warfarin and are there any drug/diet/life style restrictions?

11. What medication might need to be stopped when starting Warfarin?
12. List 10 common drugs that interact with Warfarin and indicate if they enhance or inhibit the action of Warfarin.

13. What blood results in particular must be reviewed before commencing a patient on Warfarin and why?

14. What advice should you give patients about these  when starting them on warfarin?
15. Which groups of patient are not suitable for Warfarin?

16. What is the Warfarin loading regime for EKHUFT?
17. What reasons would you have to alter this loading regime?

18.   What is the antidote for Warfarin?
  19. What would you do for an INR of 5.8?

18.What would you do for an INR of 8.3 and no evidence of bleeding?

19.What would you do for an INR of 13.5?

 20. What would you advise if your patient has missed a dose?

21. At what point would you stop Clexane when loading a patient on Warfarin?

Clexane therapy.
1. Why do we use Clexane as abridging drug when loading a patient on Warfarin?
2.  Which blood tests in particular must be reviewed before commencing a patient on Clexane?
3.  What is the dosing calculation used to work out a treatment dose of Clexane?
4.  If the eGFR is < 30 mls/min what is the treatment dose of Clexane?

5. In this trust do we use a dose range of Clexane or is it dose specific requiring us to remove the extra drug from the syringe?
6. How many days minimum should Clexane be given in conjunction with warfarin?
7.  What blood test must be carried out on day 5 and 10 of Clexane therapy and why?
8. List 5 reasons for putting a patient on Clexane only?
9. What are the common side effects of Clexane?

10. How often should Clexane be administered?

11. What is the half life of Clexane?

12. Explain why a patient may require an antixa level blood test?

13.How soon after Clexane is administered should you carry out the blood test?

14What dose of Clexane would you give a patient who weights between 100kg -120kg?

15: What would you do if your patient weight over 120kg and required Clexane?
Rivaroxaban therapy
1. What is Rivaroxaban?

2. What doses are available for Rivaroxaban and which of these are treatment dose and which are prophylactic doses?

3. What is the dosing regime for Rivaroxaban for positive VTE.
4. Which patients groups are unsuitable for Rivaroxaban?

5. If a patient has a GFR <30 would Rivaroxaban be considered as an anticoagulation option?

6. Which other blood results need to be reviewed before commencing a patient on Rivaroxaban and why?

7. What advise would you give patient you are newly starting on Rivaroxaban?

8. What are the benefits of Rivaroxaban compared to warfarin?

9. What practice do we have in place in the DVT clinics to ensure safe drug change at day 21?
10. Is there a specific antidote for Rivaroxaban and could a bleed me managed?

11. What is the half life of Rivaroxaban?

12. Can a patient over dose on Rivaroxaban?
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