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Embolia Pulmonar na Sala de Cirurgia. Relato de Caso *
Pulmonary Embolism in the Operating Room. Case Report

Karina Bernardi Pimenta ', Beatriz do Céu Nunes, TSA 2

RESUMO
Pimenta KB, Nunes BC - Embolia Pulmonar na Sala Operatoéria.
Relato de Caso

Justificativa e Objetivos - Embolia pulmonar é uma
complicagéo freqiiente no periodo pés-operatério. O objetivo
deste relato é apresentar um caso de embolia pulmonar
ocorrida na sala de operagdo e chamar a atengdo para a
importancia da profilaxia de trombose venosa em pacientes
cirargicos.

Relato do Caso - Trata-se de um paciente do sexo masculino,
55 anos e 83 kg com diagnéstico de céncer de prostata,
submetido a prostatectomia supra-pubica sob anestesia geral.
Ao final da cirurgia, o paciente ja extubado e logo apds sua
passagem para a maca de transporte apresentou instabilidade
hemodindmica e diminuicdo da SpO, para 80%. Foi reintubado
e encaminhado para a UTI. A tomografia computadorizada
mostrou imagens com aspecto de embolia pulmonar. O
paciente evoluiu para 6bito no 5° dia de pés-operatorio.
Conclusées - O elevado indice de suspeita ndo é suficiente
para firmar o diagnoéstico pois a embolia pulmonar é uma
doencga silenciosa e a rotina de investigagdo ndo possui
elevada sensibilidade. A profilaxia precoce e adequada é a
melhor estratégia.

UNITERMOS - CIRURGIA, Uroloégica: prostatectomia;
COMPLICACOES: embolia pulmonar

SUMMARY
Pimenta KB, Nunes BC - Pulmonary Embolism in the Operating
Room. Case Report

Background and Objectives - Pulmonary embolism is a com-
mon postoperative complication. This report aimed at present-
ing a case of pulmonary embolism in the operating room and at
calling the attention to the importance of venous thrombosis
prophylaxis in surgical patients.

Case Report - The authors describe a case of a male patient,
55 years of age and 83 kg submitted to radical prostatectomy
for prostate cancer. At the end of the surgery and already
extubated, patient presented hemodynamic instability and a
decrease in SpO,to 80%. Patient was re-intubated and sent to
the ICU. CT images suggested pulmonary embolism. Patient
died in the 5" postoperative day.

Conclusions - A high suspicion rate is not enough to establish
a diagnosis because pulmonary embolism is a silent disease
and its investigation routine is not highly sensitive. Early pro-
phylaxis is the best strategy.

KEY WORDS - COMPLICATIONS: pulmonary embolism, SUR-
GERY, Urologic: prostatectomy

INTRODUGAO

pesar dos recentes avangos nas areas de epidemiolo-

gia, diagnostico, tratamento e prevencéo, o tromboem-
bolismo pulmonar (TEP) permanece sendo um desafio para
nossa habilidade clinica.
O TEP é responsavel por aproximadamente 50 mil dbitos por
ano nos EUA, cuja incidéncia anual é de 300 mil casos A
mortalidade na primeira hora é de 12 % e atinge 30 % quando
nao diagnosticada. Um tergo desses pacientes sofrem episo6-
diosrecorrentes. Paracadaaumentode 10anosnaidade ain-
cidéncia de trombose venosa dobra %3. O futuro & promissor
comavangos da biologia molecular, diagndsticos porimagem
e tratamento com heparina de baixo peso molecular 4
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As principais fontes de embolizagdo séo as veias profundas
dacoxa e da pélvis acometidas portrombose 4 Os mecanis-
mos responsaveis pela trombose n&o estédo totalmente es-
clarecidos e aclassica Triade de Virchow (estase venosa, le-
sao endotelial e hipercoagulobilidade) n&o justifica todos os
mecanismos .

O objetivo deste relato consiste em chamar a atengéo paraa
importancia da profilaxia precoce e adequada de tromboem-
bolismo pulmonar de acordo com a estratificacdo doriscode
cada paciente.

RELATO DO CASO

Paciente com 55 anos, sexo masculino, branco, 83 kg, 1,78
cm, com diagndstico de cancer de prostata, a ser submetido
a prostatetctomia radical supra-pubica .

Ahistoria patoldgica pregressa inclui hepatite A, talassemia
minor e colecistectomia convencional . Os exames fisico e
laboratorialeramnormais, e o eletrocardiograma apresenta-
va hemibloqueio anterior esquerdo. O estado fisico foi clas-
sificado como ASAI. Foi prescrito midazolam 15 mg por via
sublingual como medicagéo pré-anestésicasendoarespos-
ta satisfatéria. O paciente chegou a sala de operagdes tran-
quilo e cooperativo. Apos as vendclises com cateter 14G e
16G foi iniciada infusédo de solucao de Ringer com lactato. A
monitorizagao inicial consistiu de cardioscopio, presséao ar-
terialndoinvasiva e oximetriade pulso. Os parametros basais
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eram pressao arterial de 130 x 85 mmHg, frequéncia cardia-
cade90bpm, saturagdode oxigénio 98% eritmo cardiacore-
gular.

Com o paciente em decubito lateral direito realizou-se pun-
cadoperiduralnoespacgol,-L;epassagemde catetercefalico
apoésaquartatentativa. Foramadministrados 4 mg se sulfato
de morfina por via peridural. Foi feita pré-oxigenagéo com
oxigénio a 100% durante 3 minutos e a seguir indugéo com
propofol (2 mg.kg™"), atracurio (0,5 mg.kg™), lidocainaa 1%
(1 mg.kg™") seguida por intubac&o orotraqueal com tubo nu-
mero 36 com guia metalico e manobra de Sellick. Aausculta
pulmonar e a capnografia estavam adequadas. A manuten-
¢do daanestesia constou de infusédo continua de propofol (6
a10mg.kg™".h")atractrioem bolus (0,3mg.kg™") e oxigénioa
100%. Logo apéds aintubacgéao traqueal fois administrada bu-
pivacaina a 0,5% por via peridural. Aartéria radial esquerda
foi canulizada com cateter 20G. A pressao arterial média
manteve-se durante todo o periodo do procedimento cirurgi-
co entre 60 e 55 mmHg °, quando abaixo desses valores sul-
fato de efedrina (10 mg) em bolus, foram administrados.
No decorrer do procedimento foram realizados exames de
controle de gasometria arterial, lactato arterial, hemoglobi-
na, hematécrito erealizados os ajustes necessarios de acor-
do com os resultados. Havia discrepancia entre o capnogra-
fo e agasometriaarterial. Ao final da cirurgia foi transfundido
uma unidade de concentrado de hemacias autélogo .
Apds superficializagdo do plano anestésico e reversédo do
BNM, o paciente apresentou ventilagdo espontanea man-
tendoaPgrC0O,29e35mmHge SpO,de 99%. Apds adminis-
tracao de flumazenil procedeu-se a extubagao. O paciente
despertou facilmente e manteve-se com boa saturagao. Ao
sertransferido para a maca de transporte, subitamente hou-
ve queda da saturagéo e grave instabilidade hemodinamica
associadaataquicardiade 155 bpm. Foiprontamente reintu-
bado e ventiladocom O, 100% mantendo saturagao de 80%.
Iniciou-seainfusdodenoradrenalinanecessitandode doses
crescentes até 80 pg.min'1 paramanteraestabilidade sendo
transferido para UTI .

Os resultados dos exames foram os seguintes:

- Apds duas horas do inicio da cirurgia:
pH 7,31 PaO, 412 PaCO, 47 HCO; 23,3 BE - 3,0 SatO,
99,8 % Ht % 35,8
Hb 13,3 g, Lactato 25,8 mg % (ref : 4,5 a 20,00)

- Apds trés horas do inicio da cirurgia:
pH 7,30 PO, 384 PCO, 50 HCO3; 24,3 BE - 2,0 SatO,
99,8 Ht 32,4%

Hg 12,3 g, Lactato 20,0 mg % (ref : 4,5 a 20,00)

- Gasometria pré-reintubacgao:
pH7,50P0,19PCO,81HCO;22,3BE -8,2SatO0,15,7
Lactato 65,9 mg% (ref : 4,5 a 20,00)

- Gasometria da admissdo no CTl com FiO, 100%:
pH 7,17 PO, 414 PCO, 52 HCO3 20,3 BE - 9,7

Oeletrocardiogramareveloubloqueiode ramodireitoagudo.
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O ecocardiograma transesofagico mostrou aumento de ca-
vidades direitas com sinais de sobrecarga pressorica e dis-
funcédo sistdlica do ventriculo direito, congestao venosa sis-
témica, septo interatrial abaulado para esquerda, presséo
estimada da artéria pulmonar de 68 mmHg com dilatagao da
artéria pulmonar e seus ramos.

O duplex scan de membros inferiores mostrou auséncia de
sinais de trombose venosa em ambos os membros inferio-
res.

A angiotomografia computadorizada de térax mostrou con-
densacdes nas bases mais a direita, derrame pleural bilate-
ral, tronco da artéria pulmonar e seus ramos centrais sem al-
teragdes, falhas de enchimento no ramo interlobar direito,
segmentos basais posteriores a direita e esquerda. Aspecto
de embolia pulmonar.

O paciente evoluiu para ébito no 5° dia do pos-operatorio.

DISCUSSAO

Achados de autépsia demonstram que 73% de casos de em-
bolia pulmonar n3o sao diagnosticados clinicamente ®. O diag-
nostico de embolia pulmonarnem sempre é facil e sua prime-
ira manifestagcao pode ser fatal. Pacientes podem ser total-
mente assintomaticos ou apresentar discretos sintomas tais
como dispnéia, taquipnéia ou dor toracica de localizagao
centraloutipo pleuritica. Freqientemente apresentam hipo-
xemia e hipocapnia secundaria a hiperventilagao ®. Podem
apresentartambém sinais inespecificos como taquicardia, e
sinais de sobrecarga ventricular direita no ECG ou ecocardio-
grama '. Aembolia macica pode apresentar-se com colapso
cardiovascular subito e atividade elétrica sem pulso. As ci-
rurgias predispéem a embolia pulmonar até mesmo um més
aposaintervencao®, e estando entre os fatores de risco mais
significativos, juntamente com a imobilizacao prolongada e
trauma.

A associacao entre malignidade e fendmenos trombdéticos
foi descrita por Arnoud Trousseau. Qualquer neoplasia au-
mentaoriscodetrombose venosaprofunda (TVP)(principal-
mente as do pancreas, pulméo, mama e trato geniturinario),
resultante da agéo de fatores pro-coagulantes e ativadores
plaquetarios liberados pelas células neoplasicas °.
Fatores de risco adicionais incluem queimaduras, contra-
ceptivos, insuficiéncia cardiaca, sindrome nefrética, sindro-
me mieloproliferativas, doengas autoimunes, gravidez, hi-
perhomocistenemia, reposigdo hormonal p6s-menopausa,
anticorpo antifosfolipidio, deficiéncia endégena de protei-
nas da coagulacao (antitrombina IlI, proteina C e S) “.
Com relagéo ao risco de ocorréncia de TVP e tromboembo-
lismo pulmonar (TEP) os pacientes podem ser classificados
em °:

RISCO BAIXO

Nos pacientes abaixo de 40 anos submetidos a pequenas ci-
rurgias semoutros fatores derisco possuembaixorisco para
doengas tromboembodlicas cuja incidéncia de TVP € 0,4% e
de 0,2% para TEP.
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RISCO MODERADO

Nos pacientes entre 40 e 60 anos ha um aumento de dez ve-
zes norisco de TEP mesmo sem fatores de risco adicionais
quando submetidos a cirurgia de médio a grande porte, bem
como em pacientes abaixo de 40 anos submetidos a cirurgia
de grande porte, pequenas cirurgias em pacientes com ris-
cos adicionais.

RISCO ALTO

Nos pacientes comidade acimade 60 anos e pacientes entre
40e60anos comfatores derisco adicionais submetidos a ci-
rurgiade grande porte. NessescasosaincidénciaTVPéde 4
a8%edeTEP 2 a4%.

RISCO ALTISSIMO

Pacientes comfatores derisco adicionais taiscomo: maligni-
dade, estado de hipercoagulobilidade e cirurgia ortopédica
de grande porte, traumatismo raqui-medular e politrauma.
Incidéncia de TVP é de 10 a 20% e TEP 4 a 10%.
Odiagndstico de embolia pulmonar pode serfeito através de
angiografia pulmonar computadorizada, angiorressonancia
pulmonar ou arteriografia pulmonar, porém as vezes
pode-se ter problemas logisticos de transporte, disponibili-
dade doradiologistaimediatamente. Entdo comopartedain-
vestigacao deve-se realizar ecocardiograma transesofagi-
co e Dupplex Scandos membros inferiores. Para adeteccéao
de @mbolos pélvicos pode serrealizada venografianuclear’.
Esterelatode casovemnoslembrarque emboliapulmonaré
uma entidade de dificil diagndstico e tratamento, de custo e
morbidade elevados e evolugéo ocasionalmente letal.

A identificacao e estratificagdo dos pacientes com risco de
TVPsaodegrandeimportanciaparainstituira profilaxiaade-
quada, na maioria das vezes subutilizada.

De acordo com o 5° consenso do American College of Chest
Physicians sobre terapia anti-trombética Clagget e col. ® re-
forgaram o uso racional de profilaxia de trombose venosa
profundaatravés de enoxiparina40 mgsc/dia, por via subcu-
tanea, com baixo risco de sangramento associado .
Atabelalmostraas sugestdes paratromboprofilaxiacomhe-
parina de baixo peso molecular.

Para diminuir o risco de hematoma peridural, o cateter pode
ser instalado com intervalo de 10 a 12 horas da ultima dose
ou administra-se a dose de heparina de baixo peso molecu-
lar 2 horas apds a instalagao do mesmo. A presenga de san-
guenaagulhaounocateterndoimpossibilitaarealizacdo do
ato operatério, entretanto devemos aguardar 24 h para ini-

ciar a tromboprofilaxia *'°. Pungéo peridural traumatica

pode significar em aumento do risco de hematoma peridural
10 Paraaretirada do cateter peridural aguardar 10 a 12 ho-
ras apos a ultima dose e administrar a dose subseqliente,
duas horas apds a retirada do mesmo °. Essa estratégiando
elimina o risco do hematoma peridural sendo necessario
uma vigilancia para os sintomas precoces tais como fraque-
za muscular e dorméncia °.

O elevado indice de suspeita néo é suficiente para firmar o
diagndstico pois aembolia pulmonar é umadoenca silencio-
saearotinadeinvestigacdonao possuielevada sensibilida-
de.Aprofilaxiaprecoce eadequadaéamelhorestratégia.

Pulmonary Embolism in the Operating
Room. Case Report

Karina Bernardi Pimenta, M.D., Beatrizdo Céu Nunes, TSA,
M.D.

INTRODUCTION

In spite of recent epidemiological advances, pulmonary em-
bolism (PE) diagnosis, treatment and prevention is still a
challengeforourclinical skills. PE is accountable for approxi-
mately 50 thousand deaths per year in the USA, with an an-
nual incidence of 300 thousand cases . Mortality during the
first hour is 12% and reaches 30% when not diagnosed. A
third of those patients suffer recurrent episodes. For every
10-yearincrementin age, venous thrombosisincidence dou-
bles*®. Future seems promising, with advances in molecular
biology, imaging techniques and treatment with low molecu-
lar weight heparin *.

Primary embolization sources are deep thigh and pelvic
thrombotic veins *. Thrombosis-triggering events are not to-
tally explained and the classic Virchow Triad (venous stasis,
endothelialinjury and hypercoagulation) does not explain all
mecahnisms .

Thisreportaimed atcalling the attention for the importance of
early and adequate pulmonary embolism prophylaxis ac-
cording to patients risk stratification.

CASE REPORT

Caucasian male patient, 55 years ofage, 1.78 m, 83 kg, submit-
ted to supra-pubic radical prostatectomy for prostate cancer.

Tabela | - Profilaxia de Trombose Venosa Profunda com Heparina de Baixo Peso Molecular *

LMWH Cirurgia Geral
40 mg cada 24 h
2500 U cada 24 h

Enoxaparina

Dalteparina

Cirurgia Ortopédica
40 mg cada 14 h ou 30 mg cada 12 h
5000 U cada 24 h ou 2500 U cada 12 h
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Previous history included hepatitis A, minor thalassemia and
conventional cholecystectomy. Physicalandlab examswere
normal and ECG presented left anterior hemiblock. Physical
status was defined as ASAII. Patient was premedicated with
sublingual 15 mg midazolam with satisfactory response. Pa-
tient reached the operating room relaxed and cooperative.
After venous puncture with 14G and 16G catheters, lactated
Ringer’s was started. Initial monitoring consisted of
cardioscope, non-invasive blood pressure and pulse
oximetry. Baseline parameters were blood pressure = 130 x
85 mmHg, heartrate =90 bpm, oxygen saturation =98% and
regular heart rhythm.

Epidural puncturein L,-Lsinterspace was performed with the
patientin the lateral position and a cephalad catheter was in-
serted after four attempts. Patient received 4 mg epidural
morphine. Preoxygenation was performed with 100% oxy-
gen for 3 minutes, after which anesthesia was induced with
propofol (2 mg.kg™"), atracurium (0.5 mg.kg™") and 1%
lidocaine (1 mg.kg™") followed by tracheal intubation with a
36G tube, metal guide and Sellick’'s maneuver. Pulmonary
auscultationand capnography were normal. Anesthesiawas
maintained with 6-10 mg.kg™' propofol continuous infusion,
0.3 mg.kg'1 bolus atracuriumand 100% oxygen. Immediately
afterintubation patient received 0.5% epidural bupivacaine.
A 20G teflon catheter was inserted in the left radial artery.
Mean blood pressure throughout the procedure was main-
tained between 60 and 55 mmHg ® and bolus ephedrine (10
mg) was administered whenever pressure got below those
values.

Arterial blood gases, hemoglobin and hematocrit were con-
trolled throughout the procedure and adjustments were
made according to the results. There was a discrepancy be-
tween capnography and arterial blood gases analysis. Atthe
end of the surgery, patient received one unit of autologous
red blood cells concentrate.

After anesthetic recovery and NMB reversion, patient re-
turned to spontaneous ventilation maintaining PerCO, be-
tween 29 and 35 and SpO, 0f 99%. Patient was extubated af-
ter receiving flumazenil. Patient was easily awakened and
maintained a good saturation. When transferred to the
stretcher, there was a sudden saturation decrease and se-
vere hemodynamic instability associated to tachycardia of
155 bpm. Patient was immediately re-intubated and venti-
lated with 100% O, while maintaining a saturation of 80%.
Norepinephrine was infused in increasing doses up to 80
pg.min'1 to maintain stability and patient was transferred to
the ICU.

Test results were as follows:

- After 3 hours of surgery:
pH 7.31 PaO; 412 PaCO, 47 HCO; 23.3 EB - 3.0 SatO,
99.8 % Ht % 35.8
Hb 13.3 g, Lactate 25.8 mg % (ref: 4.5 to 20.00)

- After 3 hours of surgery:
pH 7.30 PO, 384 PCO, 50 HCO3 24.3 EB - 2.0 SatO,
99,8 Ht 32.4%
Hg 12.3 g, Lactate 20.0 mg % (ref: 4.5 to 20.00)
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- Blood Gases Analysis before intubation:
pH7.50P0,19PCO,81HCO;22.3EB-8.2Sat0,15.7
Lactate 65.9 mg% (ref: 4.5 to 20.00)

- Blood gases analysis atadmission to ICU with FiO2100%:
pH 7.17 PO, 414 PCO, 52 HCO3 20.3 EB - 9.7

ECG revealed acute right branch block.

Transesophageal echocardiogram showed increased right
cavitieswith signs of pressure overload andrightventricle sys-
tolicdysfunction, systemic venous congestion, interatrial sep-
tum shifted to the left, estimated pulmonary artery pressure of
68 mmHg with dilated pulmonary artery and branches.
Lowerlimbs duplex scan has notshown evidences of venous
thrombosis in both limbs.

Computerized chest angiotomography has shown conden-
sationsinthe basestotheright, bilateral pleural effusion, nor-
mal pulmonary artery and central branches, right interlobar
branchfilling failure and posterior basal segments to the right
and to the left, characterizing pulmonary embolism.
Patient died in the 5™ postoperative day.

DISCUSSION

Postmortemfindings have shownthat73% of pulmonary em-
bolisms are not clinically diagnosed e, Pulmonary embolism
diagnosis is not always easy and its first manifestation may
befatal. Patients may be totallyasymptomaticorpresentmild
symptoms such as dyspnea, tachypnea or central or pleuritic
chest pain. In general patients present with hypoxemia and
hypocapnia secondary to hyperventilation . They may also
show nonspecificsigns such astachycardiaandrightventric-
ular overload at ECG or echocardiogram '. Massive embo-
lism may present with sudden cardiovascular collapse and
pulseless electric activity. Surgery predisposes to pulmo-
nary embolism up to one month after the intervention ® and is
one of the most significant risk factors together with pro-
longed immobilization and trauma.

The association between malignity and thrombotic phenom-
ena has been described by Arnoud Trousseau. Any neopla-
sia, (especially in pancreas, lung, breast and genito-urinary
tract) will increase deep venous thrombosis (DVT) risk as a
consequence of pro-coagulating and platelet activating fac-
tors release by neoplastic cells 3,

Additional risk factors are burns, contraceptives, heart fail-
ure, nephrotic syndrome, mieloproliferative syndrome,
auto-immune diseases, pregnancy, hyperhomocystein,
post-menopausal hormone replacement, anti-phospholipid
antibody, endogenous coagulation proteins deficiency
(anti-thrombin 111, proteins C and S) *.

According to DVT and pulmonary trhombosis (PT) risk, pa-
tients may be classified as follows:

LOW RISK

Patients below 40 years of age submitted to minor surgeries
and without additional risk factors are at low risk for throm-
boticdiseaseswithaDVTincidenceof0.4% and0.2% for PT.
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MODERATE RISK

Patients between 40 and 60 years of age have a 10-fold in-
crease in PT risk even without additional risk factors when
submitted to medium or major surgeries. The same s true for
patients below 40 years of age submitted to major surgeries
or patients with additional risk factors submitted to minor sur-
geries.

HIGH RISK

Patients above 60 years of age and patients between 40 and
60 years of age with additional risk factors and submitted to
majorsurgeries. Inthese cases, theincidence of DVTis4%to
8% and of PE of 2% to 4%.

VERY HIGH RISK

Patients with additional risk factors, such as malignancy,
hypercoagulation and major orthopedic surgeries, spi-
nal-medullary trauma and multiple trauma, with anincidence
of DVT of 10% to 20% and of PT of 4% to 10%.

Pulmonary embolism may be diagnosed by computerized
pulmonary angiography, pulmonary angioresonance or pul-
monary arteriography, but sometimes there might be logistic
transportation problems orimmidiate unavailability of radiol-
ogists. In these cases, and as part of the investigation, a
transesophageal echocardiogram and a Duplex Scan of
lower limbs should be performed. Nuclear venography may
be performed to detect pelvic clots .

This casereportreminds us that pulmonary embolism is diffi-
cultto diagnose and treat, with high morbidity and costs and
occasionally fatal evolution.

Identification and stratification of patients at risk for DVT are
very important for an adequate prophylaxis which is often
underutilized.

According to the 5" consensus of the American College of
Chest Physicians on anti-thrombotic therapy, Claggetetal. ®
have emphasized the rational use of deep vein thrombosis
prophylaxis with 40 mg sc/day subcutaneous enoxiparin,
with a low associated bleeding risk 2.

Suggestions for thrombo prophylaxis with low molecular
weight heparin are shown in table I.

To minimize the risk for epidural hematoma, catheter may be
inserted 10 to 12 hours after the last dose or low molecular
weightheparin should be administered 2 hours after catheter
insertion. Blood in the needle or catheter does not prevent
surgery, however, thrombo-prophylaxis should only be
started 24 hours later *'°. Traumatic epidural puncture may

represent an increased risk for epidural hematoma *'°. The
catheter should be removed only 10 to 12 hours after the last
dose and the subsequent dose should be administered 2
hours after catheter removal °. This strategy, however, does
not prevent epidural hematoma and one must be alert for
earlysymptoms, suchas muscle weaknessand numbness®.

Ahigh suspicion level is not enough to establish a diagnosis
because pulmonary embolism is a silent disease and its in-
vestigation routine is not highly sensitive. Early and ade-
quate prophylaxis is the best strategy.
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RESUMEN
Pimenta KB , Nunes BC - Embolia Pulmonar en Sala Operato-
ria. Relato de Caso

Justificativa y Objetivos - Embolia pulmonar es una
complicacion frecuente en el periodo pés-operatorio. El
objetivo de este relato es presentar un caso de embolia
pulmonar ocurrida en la sala de operacion y llamar la atencién

Table | - Deep Vein Thrombosis Prophylaxis with Low Molecular Weight Heparin 4

LMWH General Surgery Orthopedic Surgery
Enoxaparin 40 mg every 24 h 40 mg every 14 h or 30 mg every 12 h
Dalteparin 2500 U every 24 h 5000 U every 24 h or 2500 U every 12 h
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para la importancia de la profilaxis de trombosis venosa en
pacientes cirurgicos.

Relato de Caso - Se trata de un paciente del sexo masculino,
55 afios y 83 kg con diagnéstico de cancer de prostata,
sometido a prostatectomia supra-pubica bajo anestesia gen-
eral. Al final de la cirugia, el paciente ya entubado y luego
después de pasar para la camilla de transporte presento
inestabilidad hemodindmica y diminucién de la SpO, para 80%.
Fue reintubado y encaminado para la UTI. La tomografia
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computadorizada mostré imagenes con aspecto de embolia
pulmonar. El paciente evolucion6 para obito en el 5° dia de
pos-operatorio.

Conclusiones - El elevado indice de sospecha no es suficiente
para firmar el diagnéstico pues la embolia pulmonar es una
enfermedad silenciosa y la rutina de investigacion no posee
elevada sensibilidad. La profilaxis precoz y adecuada es la
mejor estrategia.

241



