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Although pulmonary embolism (PE) is one of 
the most common preventable causes of death 
among hospital patients, venous thromboem-
bolism (VTE) is usually omitted from lists of ma-
jor public health problems because it is viewed as 
a complication of hospitalization for other illnes-
ses, rather than as a specific disease entity. Ne-
vertheless, the potential public health benefit of 
its prevention is impressive. Extensive data from 
randomized trials in general surgical patients1 
suggest that provision of adequate prophylaxis 
in high risk patients will prevent VTE in 1 of eve-
ry 10 patients and will prevent death due to PE in 
approximately 1 of every 200 patients. Additional 
data from meta-analyses in medical and surgical 
patient provides added support for the effective-
ness of prophylaxis and evidence that the resour-
ces for the prevention of VTE in high risk patients 
are justified by a comparison of benefits and co-
sts.2,3 However, for the benefits of prophylaxis 
to be realized, physicians must be able to identi-
fy their patients who are at increased risk for VTE 
and to prescribe an appropriate agent for each pa-
tient according to their level of risk. The ENDOR-
SE study provides compelling evidence, both in 
Poland and around the world, that additional ef-
forts are required to narrow the gap between the 
evidence from randomized controlled trials of the 
benefits of VTE prophylaxis and current clinical 
practices which leave the majority of patients ho-
spitalized for major medical and surgical illness 
unprotected from potentially fatal PE.4

In today’s Polish Archives of Internal Medicine, 
Jacek Musiał et al.5 report substantial underuse 
of appropriate prophylactic strategies in clini-
cal practice in a representative sample of 10 Pol-
ish acute care hospitals, based on an audit per-
formed in October 2006. The ENDORSE study, 
a cross-sectional survey of 68,183 patients admit-
ted to 358 hospitals in 32 countries, was designed 

to assess the prevalence of VTE risk among acute-
ly ill hospitalized patients, and to evaluate the 
proportion of at-risk patients who received ade-
quate prophylaxis. Worldwide, ⅔ of surgical pa-
tients and more than 2⁄5  of medical patients were 
deemed eligible for antithrombotic prophylax-
is, but accepted VTE-prevention strategies were 
provided for only 59% and 40% of these at-risk 
patients, respectively.4 In Poland, 42% of hospi-
talized patients were deemed at risk of VTE, in-
cluding 55% of patients who had undergone ma-
jor surgery and 33% of patients hospitalized with 
an acute medical illness, but accepted VTE pre-
vention strategies were provided for only 66% 
and 35% of at-risk surgical and medical patients 
respectively.5

Despite multiple consensus recommendations 
that prophylaxis for VTE be widely adopted 6, rou-
tine clinical practices observed in ENDORSE are 
not encouraging. The reasons that prophylaxis 
is not prescribed are unclear; however the phe-
nomenon of a significant time lag between the 
disclosure of new medical knowledge and its ap-
plication in routine clinical practice is not unique 
to prophylaxis of VTE. There are at least 5 plau-
sible explanations for the low rate of utilization 
of prophylaxis.
	 1)	Physicians are simple not aware of the evi-

dence for prophylaxis.
	 2)	Physicians are aware of the evidence, but re-

main personally unconvinced (presumably 
based on their own clinical experience).

	 3)	Physicians are aware of the evidence, but re-
main fearful of complications from antico-
agulants and are not aware of alternatives, 
such as mechanical methods.

	 4)	Physicians simply fail to recognize the risk 
of VTE in a particular patient in the midst 
of innumerable other details of patient 
management.
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	 5)	The health care system fails to provide physi-
cians and patients with the resources need-
ed to provide VTE prophylaxis to all at-risk 
hospital patients.

It seems probable that all of these factors con-
tribute to the low utilization of VTE prophylax-
is observed in ENDORSE.

A number of studies have examined the evi-
dence for approaches that can be applied in hos-
pitals, which focus on improving the system of 
care, rather than solely on the education of indi-
vidual physicians.7-13 For example, the ACCP has 
recommended that every hospital develop a for-
mal “active strategy” that addresses the preven-
tion of VTE 6 by employing quality improvement 
techniques to improve patient safety; integrat-
ing evidence-based medicine and best practice 
guidelines into routine patient care. Strategies 
proven effective at improving adherence with 
guidelines include:
	 1)	develop and adopt a written hospital policy 

for VTE prevention
	 2)	assign responsibility to nurses and pharma-

cists (as well physicians) to implement this 
policy

	 3)	use preprinted “standing orders” for broad 
classes of high risk patients

	 4)	perform regular audits of patient charts and 
provide feedback to a hospital-wide quali-
ty-of-care committee as well as to individu-
al physicians.7-13

Work is urgently needed to improve prevention 
of VTE in hospitalized patients. Local initiatives, 
such as adopting written, hospital-wide standards 
for VTE prevention, can increase the use of pro-
phylaxis in routine clinical practice and should be 
promoted. Guidelines supporting the appropriate 
use of prophylactic strategies should be endorsed 
by local, national and international medical and 
surgical societies. However, for these tools to be 
successfully implemented, the public health im-
plications of the ENDORSE finding that approx-
imately one-half of all hospitalized patients are 
at risk for VTE must be appreciated by national 
and international public health authorities, and 
resources to allow physicians to prescribe pro-
phylaxis must be funded. 
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