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Duplex ultrasound is reliable.
The value of below knee imaging is
controversial, though usually done in
Australia. It is unclear that treating below
knee DVT is of benefit, and accordingly
whether there is benefit in looking.
There is incomplete resolution of thrombus in
30-50% which makes interpretation of future
scans difficult. A follow up scan at 3-6mth can
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CT-PA is the preferred imaging.
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The reference to nephrotoxicity in up to 14%
is at odds with the bulk of data which does not
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support anything near that risk from contrast.
The radiation exposure is 3-5 mSv.
Detailed above. Ranges from 6 weeks for
provoked distal DVT, 3mth for other provoked,
Up to half of V/Q scans are non diagnostic.
V/Q is preferred in pregnancy. With normal
lungs, a perfusion only scan is adequate.

6mth for initial unprovoked event, to indefinite
for unprovoked recurrence or ongoing risk e.g.
cancer. Low dose DOACs have a role for long
term treatment, with similar benefit and some
reduced bleeding.
Asprin does not have a role. It does not
prevent DVT/PE but bleeding is still a risk.

Oral factor Xa inhibitors (eg, apixaban,
rivaroxaban) are preferred to dabigatran or
warfarin to treat proximal DVT and PE.

The benefit of prophylaxis for cancer patients
is unclear, though there is increased bleeding.

In pregnancy and breast feeding DOACs and
warfarin should not be used. Use LMWH.
In cancer, LMWH heparin is preferred.
Warfarin is less effective. Rivaroxiban is
effective but bleeding risk, notably GI
bleeding, is higher.
LMWH is not recommended for low risk
patients. For DOACS risk stratification based
on tumour type and other factors is complex.

There is a reduction in DVT/PE with NNT 40,

thrombus burden, cardiorespiratory reserve

increased bleeding and no mortality benefit.

and bleeding risk. Studies do not show an
acute benefit nor prevention of long term
complications. PEITHO trial summaries -

Pulmonary hypertension and post thrombotic
syndrome are complications, though it is not
clear they can be prevented.

There is little compelling evidence to
recommend invasive strategies for clot
removal. There is little evidence for IVC filters.
They are used if anticoagulation is
contraindicated, but not as an adjunct. IVC
filters must be removed subsequently.

Inclusion criteria were PE with RV dysfunction
and +ve troponin. It compared tenectaplase +
heparin v heparin alone. There was no
mortality benefit (<2%) 5% in the heparin
only arm became haemodynamically unstable,
v 1.6%, and 4% were subsequently
thrombolysed.
Long term outcomes from PEITHO trial -

30 day moratlity is increased. Better evidence
is needed for a fairly common intervention.

There is little benefit in treating subsegmental
PEs, though treatment is guided by adequate
cardiovascular reserve, risk of recurrence and
documented absence of DVT.

Deep vein thrombosis For thrombus
involving at least the common iliac vein
consider pharmaco-mechanical removal, eg
local thrombolysis, if extensive DVT with
features of phlegmasia cerulea dolens. For
Thrombolysis is indicated for massive PE with

non ileofemoral DVT just anticoagulate.

haemodynamic instability. Other invasive
intervention or ECMO is based on availability.

These updates are a review of current literature at the time of writing. They

Submassive PE, as defined, may be

do not replace local treatment protocols and policy. Treating doctors are

considered for thrombolysis as guided by

individually responsible for following standard of care.

