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Venous thromboembolism (VTE) is a condition that occurs when a blood clot forms in a vein1. VTE manifests as either 
deep vein thrombosis (DVT) or pulmonary embolism (PE), with PE being the more severe complication2. DVT occurs 
when a blood clot forms in a deep vein, typically in the lower leg, thigh, or pelvis, while PE occurs when a clot breaks 
loose and travels through the bloodstream to the lungs1. Both acquired and hereditary risks factors contribute to VTE, 
including male sex, diabetes, obesity, smoking, infection, and pregnancy3. 

VTE is a highly prevalent and devastating complication for 
General and GI surgical populations4. Following bariatric 
surgery, 2.9-13.7% of patients present with VTE5,6. 
Likewise, incidence in esophageal and colorectal surgical 
populations is 2.1-7.5% and 5.0-10.2%, respectively7–10. 

Due to its association with high morbidity and weighty 
financial outcomes, VTE presents an overwhelming burden 
to patients, hospitals, and governments2. Affecting 1/1000 
patients, VTE is a common and dangerous complication 
that claims 100,000 lives annually in the US11. Its 
downstream clinical implications are significant as well, 
since the complication is the third leading cardiovascular 
diagnosis after a heart attack and stroke12. Overall, VTE 
poses an estimated total US expense between $13.5 and 
$69.5 billion11.

VTE risk scores provided by Stream 
CareTM are selected based on a 
thorough and extensive review of 
existing literature, incorporating:
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Venous thromboembolism (VTE) is the 3rd most common cause of death worldwide3.
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The Wells’ Criteria for Deep-Vein Thrombosis (DVT) predicts risk of 
DVT starting at the time of initial patient evaluation13 and updates 
every 24hrs with new vitals. 

The Wells’ Criteria for DVT was 
developed by Wells et al. and validated 
by Sartori et al. and Sartori et al.

The Wells’ Criteria for DVT was 
developed using outpatients 
with suspected DVT13.

Henderson General Hospital and
McMaster UniversityMedical Centre13
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The Geneva Risk Score for Venous Thromboembolism (VTE) 
Prophylaxis predicts the need for VTE prophylaxis upon initial 
patient admission14. 

The Wells’ Criteria for Pulmonary Embolism (PE) predicts risk of PE 
starting at the time of initial patient evaluation15 and updates every 
24hrs with new vitals.

The Geneva Score (Revised) for Pulmonary Embolism (PE) objectifies 
the risk of PE starting at the time of clinical assessment16 and 
updates every 24hrs with new vitals.

The Geneva Risk Score for VTE 
Prophylaxis was developed by 
Chopard et al. and validated by 
Nendaz et al. and Xiong et al.

Wells’ Criteria for PE was developed 
by Wells et al. and validated by 
Tsimogianni et al. and Ye et al.

The Geneva Score (Revised) for 
PE was developed by Le Gal et al. 
and validated by Wong et al. and 
Abolfotouh et al.

The Geneva Risk Score 
for VTE Prophylaxis was 
developed using non-surgical 
hospitalized patients14.

Wells’ Criteria for PE was 
developed using hospitalized 
patients with suspected PE15.

The Geneva Score (Revised) 
for PE was developed using ED 
patients suspected of having 
acute PE16.

Eight Swiss Hospitals14

The Ottawa Civic Hospital, the 
London Health Sciences Centre, the 
Queen Elizabeth II Health Sciences 
Centre, and St. Paul’s Hospital15

Geneva University Hospital, 
University Hospital, and Angers 
University Hospital16
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93015

96516

Geneva Score (Revised) for PE

Proactive VTE risk prediction that supports 
informed postoperative decision making.
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