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TVP - Score de Wells

Caracteristicas clinicas Pontos | Score
Neoplasia mali_gqa tratada nos ultimos 6 meses ou sob 1

tratamento paliativo

Paralesia, parésia ou imobilizagao recente dos MI com gesso 1
Ac_amamento recente por = 3 dias ou cirurgia major nas 1

ultimas 12 semanas

Desconforto localizado ao longo do trajecto do sistema venoso 1

profundo

Edema da perna até ao joelho 1

Diadmetro da .perna,eldemaciada pelo menos 3 cm superior ao 1

da perna assintomatica

Edema com sinal de “godet” confinado a perna sintomatica 1

Veias superficiais colaterais (ndo varicosas) 1 1
TVP prévia documentada 1

Um diagnostico alternativo é tao provavel como a TVP -2 ?
Probabilidade clinica em fungao do score

TVP provavel 22 pontos

TVP Improvavel <1 ponto 1
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Investigacao diagnodstica para a TVP

TVP improvavel

(Score de Wells)

D-dimeros

Negativos

l

Exclui-se TVP

Elevado valor
predizente negativo

From NICE clinical guideline 144 VTE diseases (June 2012)
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Evaluation of D-Dimer in the Diagnosis
of Suspected Deep-Vein Thrombosis

Philip S. Wells, M.D., David R. Anderson, M.D., Marc Rodger, M.D.,
Melissa Forgie, M.D., Clive Kearon, M.D., Ph.D., Jonathan Dreyer, M.D.,
George Kovacs, M.D., Michael Mitchell, M.D., Bernard Lewandowski, M.D.,
and Michael . Kovacs, M.D.

ABSTRACT

BACKGROUND

Several diagnostic strategies using ultrasound imaging, measurement of b-dimer, and
assessment of clinical probability of disease have proved safe in patients with suspected
deep-vein thrombosis, but they have not been compared in randomized trials.

METHODS

Outpatients presenting with suspected lower-extremity deep-vein thrombosis were po-
tentially eligible. Using a clinical model, physicians evaluated the patients and catego-
rized them as likely or unlikely to have deep-vein thrombosis. The patients were then
randomly assigned to undergo ultrasound imaging alone (control group) or to undergo
D-dimer testing (D-dimer group) followed by ultrasound imaging unless the D-dimer
test was negative and the patient was considered clinically unlikely to have deep-vein
thrombosis, in which case ultrasound imaging was not performed.

RESULTS

Five hundred thirty patients were randomly assigned to the control group, and 566 to
the p-dimer group. The overall prevalence of deep-vein thrombosis or pulmonary em-
bolism was 15.7 percent. Among patients for whom deep-vein thrombosis had been
ruled out by the initial diagnostic strategy, there were two confirmed venous thrombo-
embolic events in the D-dimer group (0.4 percent; 95 percent confidence interval, 0.05
to 1.5 percent) and six events in the control group (1.4 percent; 95 percent confidence
interval, 0.5 to 2.9 percent; P=0.16) during three months of follow-up. The use of
D-dimer testing resulted in a significant reduction in the use of ultrasonography, from
a mean of 1.34 tests per patient in the control group to 0.78 in the D-dimer group
(P=0.008). Two hundred eighteen patients (39 percent) in the D-dimer group did not
require ultrasound imaging.

CONCLUSIONS

Deep-vein thrombosis can be ruled out in a patient who is judged clinically unlikely to
have deep-vein thrombosis and who has a negative D-dimer test. Ultrasound testing can
be safely omitted in such patients.
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ogy, and Emergency Medicine, Ottawa Hos-
pital, University of Ottawa, Ottawa, Ont.
(P.S.W,, M.R,, M.F., B.L.); Queen Elizabeth
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of Western Ontario, London, Ont. (J.D.); and
Henderson Hospital, McMaster Universi-
ty, Hamilton, Ont. (C.K.) —all in Canada.
Address reprint requests to Dr. Wells at Ot-
tawa Hospital Civic Campus, Suite F647,
1053 Carling Ave., Ottawa, ON K1Y 4ES9,
Canada, or at pwells@ohri.ca.
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Investigacao diagnodstica para a TVP

TVP improvavel

(Score de Wells)

D-dimeros

Positivos

T

Ultrassonografia

* Arealizar nas proximas 4 h ou
* Administrar anticoagulante

parentérico se conseguir realizar o
exame nas proximas 24 h

From NICE clinical guideline 144 VTE diseases (June 2012)



Tromboembolismo venoso

Cansaco
Significativo

Acamado
T 3 dias

v

Embolismo pulmonar ?




Tromboembolismo venoso

Cansaco Acamado
Significativo 3 dias

/~ |

Trombose venosa profunda

l

Embolismo pulmonar
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TVP - Score de Wells

Caracteristicas clinicas Pontos | Score
Neoplasia mali_gqa tratada nos ultimos 6 meses ou sob 1

tratamento paliativo

Paralesia, parésia ou imobilizagao recente dos MI com gesso 1
Ac_amamento recente por = 3 dias ou cirurgia major nas 1 1
ultimas 12 semanas

Desconforto localizado ao longo do trajecto do sistema venoso 1

profundo

Edema da perna até ao joelho 1

Diadmetro da .perna,eldemaciada pelo menos 3 cm superior ao 1

da perna assintomatica

Edema com sinal de “godet” confinado a perna sintomatica 1

Veias superficiais colaterais (ndo varicosas) 1

TVP prévia documentada 1

Um diagnostico alternativo é tao provavel como a TVP -2
Probabilidade clinica em fungao do score

TVP provavel 22 pontos

TVP Improvavel <1 ponto 1

NHS |

National Institute for
Health and Clinical Excellence



Embolia Pulmonar - Score de Wells
Caracteristicas clinica Pontos Score
Sinais e sintomas de TVP (no minimo, edema da 3
perna e dor com a palpagao das veias profundas)
Um diagndstico alternativo € menos provavel que 3
a EP 3
FC > 100 bpm 15 15
Imobilizagdo superior a 3 dias ou cirurgia nas 4 ’ ’
semanas anteriores 5 5
TVP ou EP prévias 1.5
Hemoptises 1
Neoplasia maligna (sob tratamento, tratada nos
ultimos 6 meses ou sob tratamento paliativo) 1

Scores de probabilidade

EP provavel > 4 pontos 6
EP improvavel < 4 pontos
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Template Two-level PE Wells score

From NICE clinical guideline 144 VTE diseases (June 2012)



TVP e EP

Trombose venosa profunda

50% dos casos com documentagdo imagiologica tém
sintomas inespecificos

Silenciosa

Sintomatica

Embolismo pulmonar

Silencioso

Em 40% dos casos com TVP
sintomatica

Sintomatico




Investigacao diagnostica do TEP

EP provavel

(Score de Wells)

dineros

D-

Investigagdo diagndstica para TEP

EP improvavel

(Score de Wells)

D-dimeros

Exclui EP

From NICE clinical guideline 144 VTE diseases (June 2012)

From NICE clinical guideline 144 VTE diseases (June 2012)



Investigacao diagnostica do TEP

EP provavel

(Score de Wells)

D-dinros

Investigagdo diagndstica para TEP

EP improvavel

(Score de Wells)

D-dimeros
Angio TC

From NICE clinical guideline 144 VTE diseases (June 2012)

From NICE clinical guideline 144 VTE diseases (June 2012)



Investigacao diagnostica do TEP

EP provavel
(Score de Wells)

From NICE clinical guideline 144 VTE diseases (June 2012)



Investigacao diagnodstica para o Embolismo Pulmonar

Suspeita de Probabilidade clinica
Embolismo pulmonar no Score de Wells

Angio TC pulmonar
imediata

Iniciar anticoagulagao A
se a Angio TC nao puder
ser realizada
imediatamente
S~

From NICE clinical guideline 144 VTE diseases (June 2012)



Embolia Pulmonar. Estratificacao inicial

Suspected acute PE

Shock or hypotension®?

N
< O

= e

PE = pulmonary embolism.

2Defined as systolic blood pressure <90 mm Hg, or a systolic pressure drop
by 240 mm Hg, for >|5 minutes, if not caused by new-onset arrhythmia,
hypovolaemia, or sepsis.

bBased on the estimated PE-related in-hospital or 30-day mortality.

2014 ESC Guidelines on the diagnosis and management of acute pulmonary embolism
European Heart Journal doi:10.1093/eurheartj/ehu283
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European Heart Journal
EUROPEAN doi:10.1093/eurheartj/ehu283
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2014 ESC Guidelines on the diagnosis and
management of acute pulmonary embolism

The Task Force for the Diagnosis and Management of Acute
Pulmonary Embolism of the European Society of Cardiology (ESC)

Endorsed by the European Respiratory Society (ERS)

Authors/Task Force Members: Stavros Konstantinides* (Chairperson) (Germany/
Greece), Adam Torbicki* (Co-chairperson) (Poland), Giancarlo Agnelli (Italy),
Nicolas Danchin (France), David Fitzmaurice (UK), Nazzareno Galie (Italy),

J. Simon R. Gibbs (UK), Menno Huisman (The Netherlands), Marc Humbert! (France),
Nils Kucher (Switzerland), Irene Lang (Austria), Mareike Lankeit (Germany),

John Lekakis (Greece), Christoph Maack (Germany), Eckhard Mayer (Germany),
Nicolas Meneveau (France), Arnaud Perrier (Switzerland), Piotr Pruszczyk (Poland),
Lars H. Rasmussen (Denmark), Thomas H. Schindler (USA), Pavel Svitil (Czech
Republic), Anton Vonk Noordegraaf (The Netherlands), Jose Luis Zamorano (Spain),
Maurizio Zompatori (Italy)

ESC Committee for Practice Guidelines (CPG): Jose Luis Zamorano (Chairperson) (Spain), Stephan Achenbach
(Germany), Helmut Baumgartner (Germany), Jeroen }J. Bax (Netherlands), Hector Bueno (Spain), Veronica Dean
(France), Christi Deaton (UK), Cetin Erol (Turkey), Robert Fagard (Belgium), Roberto Ferrari (Italy), David Hasdai

(Israel), Arno Hoes (Netherlands), Paulus Kirchhof (Germany/UK), Juhani Knuuti (Finland), Philippe Kolh (Belgium),
Patrizio Lancellotti (Belgium), Ales Linhart (Czech Republic), Petros Nihoyannopoulos (UK), Massimo F. Piepoli

2014 ESC Guidelines on the diagnosis and management of acute pulmonary embolism
European Heart Journal doi:10.1093/eurheartj/ehu283



Suspected PE without shock or hypotension

Assess clinical probability of PE
Clinical judgment or prediction rule*

l l

Lowl/intermediate clinical probability High clinical probability
or PE unlikely or PE likely
D-dimer
|
negative positive
Y
CT angiography CT angiography

I I

no PE PE confirmed® no PE PE confirmed®
' | | | |

No treatment®

b
or investigate further? Treatment

No treatment® Treatment®

CT = computed tomographic; PE = pulmonary embolism.

“Two alternative classification schemes may be used for clinical probability assessment, i.e. a three-level scheme (clinical probability defined as low, intermediate, or high) or a
two-level scheme (PE unlikely or PE likely).WWhen using a moderately sensitive assay, D-dimer measurement should be restricted to patients with low clinical probability or a
PE-unlikely classification, while highly sensitive assays may also be used in patients with intermediate clinical probability of PE.Note that plasma D-dimer measurement is of limited
use in suspected PE occurring in hospitalized patients.

bTreatment refers to anticoagulation treatment for PE.

CT angiogram is considered to be diagnostic of PE if it shows PE at the segmental or more proximal level.

9In case of a negative CT angiogram in patients with high clinical probability, further investigation may be considered before withholding PE-specific treatment.

2014 ESC Guidelines on the diagnosis and management of acute pulmonary embolism
European Heart Journal doi:10.1093/eurheartj/ehu283



