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The Risk Factors and Clinical Outcomes of
Upper Extremity Deep Vein Thrombosis

Jung-Ah Lee, PhD, RN1, Brenda K. Zierler, PhD, RN, RVT2,3,
and R. Eugene Zierler, MD3,4,5,6

Abstract
The prevalence of upper extremity deep vein thrombosis (UEDVT) has shown a dramatic increase with the use of central venous
catheters (CVCs) for patient care. The objective of this study was to identify risk factors and clinical outcomes in patients
diagnosed with UEDVT at an academic medical center over a 1-year period. Medical records of 373 consecutive patients who
underwent upper extremity venous duplex ultrasound (VDU) examination were retrospectively reviewed. A quarter of the
patients screened by VDU (94 of 373) had acute UEDVT; 63% presented with arm swelling or arm pain; 48% had cancer; and
93% had indwelling CVCs. Cancer patients with CVCs were more likely to develop UEDVT (48%). Of the 94 UEDVTs, 16% had
concurrent lower extremity DVT. The incidence of objectively confirmed pulmonary embolism (PE) was 9% (8 of 94 patients), and
the 1-month mortality rate was 6.4%. The majority of patients (80%) with UEDVT received anticoagulation therapy and 20% were
not treated. The most common risk factors for UEDVT were indwelling CVCs and a diagnosis of cancer. The incidence rate of PE
and mortality rate from UEDVT were not insignificant at 9% and 6%, respectively. There were no institutional screening protocols
for patients at risk of UEDVT associated with CVCs. Future research should focus on risk assessment and management protocols
for patients at risk of UEDVT. In addition, a comparison of clinical outcomes associated with the type, size, and duration of cathe-
ter placement should be conducted in patients at risk of or diagnosed with UEDVT.
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Introduction

Upper extremity deep vein thrombosis (UEDVT) has tradition-

ally been considered a rare condition, partly because of a rela-

tively lower rate of complications (eg, pulmonary embolism

[PE], postthrombotic syndrome [PTS], and mortality) when

compared to lower extremity deep vein thrombosis

(LEDVT).1-3 With an increase in the use of central venous

catheters (CVCs) for acute and long-term care, UEDVT has

become a more common clinical problem in the last few

decades.4 Moreover, higher morbidity and mortality rates asso-

ciated with UEDVT compared to LEDVT have been reported,1

suggesting that a diagnosis of UEDVT may be a predictor of

morbidity and mortality. Although UEDVT accounts for <4%
of all episodes of DVT, this rate is believed to be underesti-

mated and may only reflect symptomatic and objectively docu-

mented UEDVT.5,6 With the increase in utilization of CVCs,

especially peripherally inserted central catheters (PICCs), the

risk of UEDVT is even greater.7-9 Due to their low cost and

ease of placement, the use of PICCs for central venous access

has markedly increased over the last decade. Indications for

placement of CVCs vary but predominantly include access for

chemotherapeutic agents, parenteral nutrition, and antibiotic

therapy.10,11 The purpose of this study was to identify risk

factors associated with acute UEDVT and to describe the

clinical outcomes in patients who were objectively diagnosed

with acute UEDVT over a 1-year study period.

Methods

The design of this study was descriptive using retrospective

chart reviews of consecutive patients who underwent upper
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extremity venous duplex scanning from January 1 to December

31, 2001. During this period, 373 patients were evaluated with

upper extremity venous duplex scans to rule out UEDVT in a

vascular laboratory accredited by the Intersocietal Commission

for the Accreditation of Vascular Laboratories at an academic

medical center. Twenty-five percent (94) of the patients were

diagnosed with one or more thrombi in at least one or more

upper extremity deep veins. Venous duplex scans were utilized

as the standard objective test for diagnosing an UEDVT. Veno-

graphy was only performed for the purpose of finding an appro-

priate vein to insert additional CVCs when existing catheters

were occluded, or to confirm the catheter location, but not for

the primary diagnosis of acute UEDVT.3

The medical records of the 94 patients diagnosed with

UEDVT by venous duplex scans were reviewed in detail to

identify patient demographic information, risk factors for

UEDVT, sites of thrombi, physician management patterns for

UEDVT, and clinical outcomes, such as concurrent LEDVT,

PE, and mortality at 1 month.

Data were analyzed using SPSS version 16 for Windows.

Descriptive statistics (frequencies and percentage) were per-

formed. The University of Washington Human Subjects Com-

mittee approved this study.

Results

Patients

During the 1-year study period, 373 patients at risk of UEDVT

with or without typical symptoms and signs were screened by

venous duplex ultrasound (VDU). Of the 373 patients scanned,

94 patients (25%) were diagnosed with acute UEDVT.

Table 1 presents the characteristics of the presenting signs

and symptoms of patients diagnosed with UEDVT. The mean

age was 51years (+14, range 19-80 years); 56% were females

and 79% were Caucasian. Eighty-three percent (78 of 94) of

patients who were diagnosed with UEDVT were inpatients and

14% (13 of 94) of patients were referred from the hospital out-

patient clinics but had recently been hospitalized. The mean

length of stay for hospitalized patients with UEDVT was

25.5 days (range 1-121 days, median: 25 days). Approximately

one half of patients with UEDVT had a clinical diagnosis of

cancer (49%, 46 of 94). The remaining patients with UEDVT

had a clinical diagnosis of cardiac, infectious, hepatic, gastro-

intestinal, pulmonary, renal, hematologic, or endocrine dis-

eases. The most common signs and symptoms for UEDVT

were pain and swelling in an upper extremity (62%, 58 of 94).

Six percent of patients with UEDVT presented with pain and

edema in the neck or/and face. Symptoms of PE, including dys-

pnea, chest pain, or fever, were present in 12% of patients with

UEDVT. A quarter of patients who were diagnosed with

UEDVT were asymptomatic; however, they had more than 1

risk factor for DVT.

The sites of UEDVT are listed in Table 2. In 62% (58 of 94)

of patients, thrombi were present in more than 1 deep vein

of the upper extremities, including, the subclavian, internal

jugular, auxillary, brachial, and innominate veins. Isolated

UEDVT was not common but occurred more often in the sub-

clavian vein (13%), the internal jugular vein (11%), and the

brachial vein (7%).

Risk Factors for UEDVT and Clinical Outcomes

Table 3 describes the risk factors and clinical outcomes asso-

ciated with UEDVT, including PE and the 1-month mortality

rate. The risk factors identified in this study for UEDVT

were indwelling CVCs, immobilization, cancer, previous

UEDVT, cardiac diseases, recent surgery, hypercoagulable

states, age (� 75), and hormone replacement therapy. The

most common risk factor was indwelling CVCs (93%, 87 of

94). The types of catheters associated with UEDVT were

PICCs, which accounted for 40% (38 of 94), followed by

implanted port-a-catheters (18%), and nontunneled Hickman

catheters (15%). The majority of the cancer patients with

UEDVT had indwelling CVCs (89%, 41 of 46). Fifty-nine

percent (27 of 46) of cancer patients with UEDVT concur-

rently underwent chemotherapy and 26% (12 of 46) were

undergoing radiation therapy.

In addition, cardiac diseases were identified as common risk

factors for UEDVT (29%, 27 of 94). Twenty-seven patients

(29%) with UEDVT had a history of DVT (UEDVT in 17%,

LEDVT in 4.3%, and both upper and lower extremity DVT

in 7.4%). Twenty-seven percent of patients (25 of 94) with

UEDVT had undergone major surgery within 30 days prior

Table 1. Baseline Characteristics of Patients With UEDVT

Characteristic N (%)

Mean age (SD, range): year 51(13.6, 19-80)
Sex (female) 43 (56%)
Race (Caucasian) 74 (79%)
Patient status (inpatient) 78 (83%)
Mean length of hospital stay (SD, range), day 26 (23, 1�121)
Malignancy 46 (49%)
Signs and symptoms

Pain and/or swelling in upper extremity 58 (61.7%)
Pain and/or swelling in neck and/or face 6 (6.4%)
PE symptoms (dyspnea, chest pain, and fever) 11 (11.7%)
Asymptomatic 24 (25.5%)

Abbreviations: UEDVT, upper extremity deep vein thrombosis; PE, pulmonary
embolism; SD, standard deviation.

Table 2. Anatomic Sites of UEDVT

Venous Sites Involved
Multiple Site

UEDVT N (%)
Single Site
UEDVT, %

Subclavian vein 58 (62) 13
Internal jugular vein 42 (45) 11
Axillary vein 42 (45) 2
Brachial vein 27 (29) 7
Innominate vein 24 (26) 2
Radical vein 1 (1) 1

Abbreviation: UEDVT, upper extremity deep vein thrombosis.
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to the diagnosis of their UEDVT. Nine patients with UEDVT

were screened for a hypercoagulable condition and 4 (4%, 4

of 94) had positive results (including antithrombin III, protein

C and S, factor V and VIII, lupus anticoagulant, cardiolipin

antibody, homocysteine, and von Willebrand antibody). Five

patients over age 75 were diagnosed with UEDVT. Two

patients with hormone replacement therapy were diagnosed

with UEDVT. No patients with a family history of secondary

DVT or exercise-induced (effort thrombosis or primary) DVT

were identified within the time period of this study.

Among the patients with UEDVT, 16% (15 of 94) had con-

comitant LEDVT and 9% (8 of 94) had concurrent PE. Three of

the 8 patients with PE also had LEDVT. Six patients (6.4%)

died within 1 month after being diagnosed with UEDVT. Their

underlying disease was cancer and they had indwelling CVCs

placed for their intensive treatment.

Six patients with UEDVT had received prophylactic antic-

oagulation. Eighty percent (75 of 94) of patients with UEDVT

were treated with various combinations of anticoagulants

including unfractionated heparin (UFH), low-molecular-

weight heparin (LMWH), and/or warfarin. Twenty percent

(19 of 94) of patients with UEDVT were not treated with any

anticoagulation therapy. The CVCs of 8 patients who were not

treated with anticoagulation were removed following the diag-

nosis of acute UEDVT.

Discussion

Upper extremity DVT has been increasingly recognized in

clinical settings with the increase in utilization of CVCs and

the increase in the use of VDU to screen for UEDVT.12 We

observed that a quarter of those who were referred to the vas-

cular laboratory at an academic medical center were diag-

nosed with UEDVT (25%, 94 of 375). The most common

risk factors associated with UEDVT found in this study pop-

ulation were indwelling CVCs (93%), immobilization for

more than 3 days (71%), and cancer (49%), which is consistent

with previous studies.11,13,14

Risk Factors for UEDVT

Upper extremity DVT is classified as either primary or second-

ary on the basis of its pathogenesis. Primary UEDVT is a rare

disease referring to either effort thrombosis (Paget-Schroetter

syndrome) or idiopathic UEDVT. In this study, only 2 patients

(19 and 39 years) presented with arm swelling after exercise,

and they were not diagnosed with UEDVT. Secondary UEDVT

develops in those who have CVCs, pacemakers/defibrillators,

or cancer.3,15 In this study, 93% of patients with UEDVT had

CVCs and a diagnosis of cancer. The risk factors for UEDVT

in those without CVCs (7.5%, 7 of 93) were cancer, previous

UEDVT, recent surgery, cardiac disease, hormone therapy,

hypercoagulable state, and/or immobilization.

The most frequent risk factor associated with UEDVT was

the presence of CVCs (93%). Almost half of the patients with

CVCs had PICC placements (44%, 38 of 87). The use of PICCs

has markedly increased for in-hospital use and home therapy

due to its relatively low cost, ease of placement, and good tol-

erance by patients.8 Currently, more than 400 PICCs per month

are inserted by skilled nurses in this medical center. The PICCs

were found in 37% of the inpatients (29 of 78) and 69% of the

outpatients (9 of 13) diagnosed with acute UEDVT in this

study. The actual incidence of UEDVT in all patients with

PICC placements was not available in this study due to the

study design, but Allen et al reported an overall thrombosis rate

associated with PICCs of 38% when all upper extremity veins

and subsequent PICCs were included.8

Unlike the relatively high rate of venous thrombosis from

PICCs in the study by Allen et al, lower rates of thrombosis

associated with PICC were reported in other studies (2.5% to

7%).7,16-18 Recently Evans et al conducted a prospective obser-

vational study of PICC insertions at an academic medical cen-

ter with a level I trauma center over a 1-year period and

reported that 3.0% of symptomatic patients with PICC lines

developed UEDVT, and the most common risk factors were

prior DVT and surgery lasting > 1 hour.18 They emphasized

that the size of CVCs was significantly associated with increas-

ing risk of PICC-associated DVT. Similarly, Grove and Pevec7

reported a significant and linear relationship between catheter

diameter and rates of UEDVT in a retrospective review of

678 patients with 813 PICCs inserted for hemodialysis access.

They reported an overall thrombosis rate of 3.9% with increas-

ing rates associated with an increase in catheter diameter

(1% for 4F catheters, 6.6% for 5F, and 9.8% for 6F). In con-

trast, Gonsalves et al16 found a 7% risk of developing central

vein stenosis or occlusion in 154 patients who had a PICC pla-

cement with a normal venogram and showed no relationship

between catheter size and catheter abnormalities. Their study

also identified that catheter dwell times were significantly lon-

ger in patients with central vein abnormalities due to catheter

stenosis or occlusion.16 However, there was no significant dif-

ference in the rates of thrombosis by the diameter of PICCs in

Table 3. Risk Factors and Clinical Outcomes of UEDVT

Risk Factors N (%)
1-Month Mortality

(N ¼ 6)

Central venous catheter placement 87 (93) 6
Prolonged bed rest (more than 3 days) 67 (71) 5
Malignancy 46 (49) 6
Previous UEDVT 27 (29) 0
Cardiac diseases 27 (29) 2
Recent surgery (within 30 days) 25 (27) 1
Hypercoagulable state 9 (10) 1
Age � 75 5 (5) 0
Hormone therapy 2 (2) 0
No apparent cause of UEDVT 1 (1) 0
Concomitant LEDVT 15 (16) 0
Concomitant PE 8 (9) 0
Anticoagulation 75 (80) 3
No anticoagulation 19 (20) 3

Abbreviations: UEDVT, upper extremity deep vein thrombosis; LEDVT, lower
extremity deep vein thrombosis; PE, pulmonary embolism.
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the study by Allen et al.8 The different results (catheter diameter,

dwell time, and thrombosis rates) among those studies may be

due to differences in the study populations (underlying risk fac-

tors, clinical diagnoses, and/or small sample size of patients who

developed thromboses).

Patients with cancer may be in a prothrombotic state because

cancer cells themselves activate the coagulation system. More-

over, patients with cancer usually have more than 1 risk factor for

UEDVT due to anticancer therapy including chemotherapy, hor-

mone therapy, radiotherapy, surgery, indwelling CVC placement,

and bed rest (immobility).3,19 In this study, all patients with

cancer had one or more types of CVCs placed for therapeutic

or nutritional reasons. However, there were no institution-wide

standardized protocols for those patients with cancer to prevent

and manage CVC-related UEDVT.

Clinical Outcomes of UEDVT

The low mortality and morbidity rates related to UEDVT have

been documented previously3; however, a 5-year study by

Hingorani et al showed a 1-month mortality rate of 16% and

3-month mortality rate20 of 34%. In a recent report by Ascher

et al in 2005, high mortality rates were associated with UEDVT

at 1, 3, and 12 months (13%-23%, 31%-44%, and 40%-59% in

3 groups of upper extremity veins, respectively).21 In the cur-

rent study, an overall mortality rate of 9.6% and a 1-month

mortality rate of 6.4% were found. All patients who died within

1 month after an UEDVT was diagnosed had cancer and a CVC

(see Table 3).

Major complications from UEDVT are PE and PTS. The

incidence of PE after UEDVT in this study was 9% which

is similar to that in other studies.1,12,21 Long-term follow-up

of patients with UEDVT to document recurrent thrombosis

and PTS is not common when compared to patients with

LEDVT.22,23 No data on long-term outcome including PTS

were available in this study due to the nature of the study

design (descriptive study using retrospective review of medi-

cal records that did not contain follow-up data on all patients

with UEDVT).

Sixteen percent of the patients in this study had concurrent

UEDVT and LEDVT. A higher mortality has been documen-

ted in the literature in patients with both UEDVT and LEDVT

compared to those with UEDVT alone.24 However, the results

from this descriptive study did not support those findings and

the differences may be attributed to the relatively small sam-

ple size and short follow-up period (n ¼ 94 and study period

of 1 year).

Prophylaxis and Treatment of UEDVT

There has been a change in the recommendations for using

prophylaxis to prevent UEDVT in cancer patients over the last

10 years. According to the Sixth American College of Chest

Physicians (ACCP) Consensus Conference on antithrombotic

therapy25 in 2001, prophylactic therapy with low-dose

heparin or low-dose warfarin was recommended for patients

with long-term CVCs, and LMWH was an alternative to

warfarin for UEDVT prophylaxis in cancer patients with CVCs.

Interestingly, the guidelines from the seventh ACCP conference

on antithrombotic therapy26 in 2004 offered a different recom-

mendation based on available data which was that ‘‘clinicians

should not routinely use prophylaxis to try to prevent thrombosis

related to long-term indwelling CVCs in cancer patients.’’26

Such recommendations were based on the evidence from recent

randomized clinical trials.27,28 In 2005, a study by Verso et al29

supported the recommendation that efforts to use prophylactic

heparin or warfarin to reduce catheter-related UEDVT were not

warranted. The most recent ACCP guidelines (8th edition)30

from 2008 on prevention of venous thromboembolism(VTE)

continued to recommended no prophylaxis to prevent catheter-

related thrombosis in cancer patients (LMWH, Grade 1B or

minidose warfarin, Grade 1B).30

Only 5 patients with CVCs received prophylaxis (6%) and 3

patients with cancer with CVCs received prophylactic anticoa-

gulation therapy (7%) in this study during 2001 when the use

of low-dose warfarin (1 mg/d) or low-dose heparin was recom-

mended by the ACCP for the prevention of catheter-related DVT.

With respect to critically ill patients, the seventh and eighth

ACCP guidelines26,30 recommended that thromboprophylaxis

should be administered according to the assessment for risk of

VTE in medical patients in acute care settings. Moreover, clinical

trials31,32 have shown a lower risk of VTE for hospitalized

acutely ill medical patients receiving heparin (UFH or LMWH)

as thromboprophylaxis versus those receiving no thrombopro-

phylaxis, unless patients were at high risk of bleeding.

There were multiple disciplines involved in the care of

patients who were diagnosed with or at high risk of UEDVT.

This study identified that the management of patients with

UEDVT varied widely and ranged from immediate administra-

tion of anticoagulants to removing the catheter identified as the

source of UEDVT, without any subsequent treatment or sys-

tematic follow-up. Twenty percent (19 of 94) of patients diag-

nosed with UEDVT were not treated with anticoagulants. Some

patients had supportive care including elevation of their

affected upper extremity with or without removal of CVC line

or only follow-up duplex evaluation. Others were likely to be at

high risk of bleeding such as those diagnosed with end-stage

liver disease. No standards of care for patients with UEDVT

were identified in this study. The management of each individ-

ual patient with UEDVT was left up to the referring or treating

physician.

There are several limitations related to the design of this

study, which is a descriptive study using retrospective chart

reviews. Incomplete charting by providers or lack of informa-

tion about subsequent treatment was evident. Treating physi-

cians’ decisions to manage patients was ascertained by the

discharge summary notes, which were sometimes incomplete

and did not always have information about catheter type, size,

duration, or placement location. The UEDVT study population

consisted of very sick individuals with multiple disciplines

involved in the management of their care. It was difficult to dis-

tinguish between providers and to determine who was making
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the treatment decisions. A patient might be referred to the

vascular laboratory by 1 physician, and if the study was posi-

tive for acute DVT, another physician might prescribe anticoa-

gulation therapy or remove the catheter.

Another limitation of this study involves the generalizability

of the results because the present study reported a small sample

size (94 or 379) and the individuals were selected from only 1

institution. In addition, this tertiary medical center treats very

sick patients and has a large population of patients with cancer,

so the results would not be generalizable to medical centers

with different populations. Finally, catheter-related risk factors

for UEDVT, such as dwell time, location and size of catheter,

side of placement, or catheter materials were not known.

Therefore, it was difficult to assess for individual contributions

of catheter versus patient-related risk factors in this population.

Conclusions

The most common risk factors for UEDVT in this study were

indwelling CVCs and cancer. The incidence rate of PE and mor-

tality rate from UEDVT were not low. Prophylaxis was rarely

used. There was no screening protocol or systematic documen-

tation for patients at risk of UEDVT associated with CVCs.

Upper extremity deep vein thrombosis is frequently asympto-

matic until its complications occur, and thus it is important to

assess risk factors for UEDVT to prevent VTE. Little is still

known about the clinical outcomes of catheter-related UEDVT.

Also the effectiveness of prophylaxis for the prevention of

UEDVT is still controversial with a large gap between recom-

mendations from nationwide consensus conference panels and

individual practice. Therefore, future research should focus on

such issues to improve patient safety in UEDVT care.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect to

the research, authorship, and/or publication of this article.

Funding

The author(s) disclosed receipt of the following financial support for

the research, authorship, and/or publication of this article: partially

supported by National Institutes of Health grant NR00143. (Principal

Investigator: Strandness DE Jr.).

References

1. Hingorani A, Ascher E, Lorenson E, et al. Upper extremity deep

venous thrombosis and its impact on morbidity and mortality rates

in a hospital-based population. J Vasc Surg. 1997;26(5):853-860.

2. Prandoni P, Bernardi E. Upper extremity deep vein thrombosis.

Curr Opin Pulm Med. 1999;5(4):222-226.

3. Kucher N. Clinical practice. Deep-vein thrombosis of the upper

extremities. N Engl J Med. 2011;364(9):861-869.

4. Baarslag HJ, Koopman MM, Reekers JA, van Beek EJ. Diagnosis

and management of deep vein thrombosis of the upper extremity: a

review. Eur Radiol. 2004;14(7):1263-1274.

5. Hill SL, Berry RE. Subclavian vein thrombosis: a continuing chal-

lenge. Surgery. 1990;108(1):1-9.

6. Kommareddy A, Zaroukian MH, Hassouna HI. Upper extremity

deep venous thrombosis. Semin Thromb Hemost. 2002;28(1):

89-99.

7. Grove JR, Pevec WC. Venous thrombosis related to peripherally

inserted central catheters. J Vasc Interv Radiol. 2000;11(7):

837-840.

8. Allen AW, Megargell JL, Brown DB, et al. Venous thrombosis

associated with the placement of peripherally inserted central

catheters. J Vasc Interv Radiol. 2000;11(10):1309-1314.

9. Luciani A, Clement O, Halimi P, et al. Catheter-related upper

extremity deep venous thrombosis in cancer patients: a pros-

pective study based on Doppler US. Radiology. 2001;220(3):

655-660.

10. Karabay O, Yetkin U, Onol H. Upper extremity deep vein throm-

bosis: clinical and treatment characteristics. J Int Med Res. 2004;

32(4):429-435.

11. Joffe HV, Kucher N, Tapson VF, Goldhaber SZ. Upper-extremity

deep vein thrombosis: a prospective registry of 592 patients. Cir-

culation. 2004;110(12):1605-1611.

12. Schmittling ZC, McLafferty RB, Bohannon WT, Ramsey DE,

Hodgson KJ. Characterization and probability of upper extre-

mity deep venous thrombosis. Ann Vasc Surg. 2004;18(5):

552-557.

13. Martinelli I, Battaglioli T, Bucciarelli P, Passamonti SM,

Mannucci PM. Risk factors and recurrence rate of primary deep

vein thrombosis of the upper extremities. Circulation. 2004;

110(5):566-570.

14. Tham J, Albertsson M. Upper extremity deep venous thrombosis

in patients with 5-fluorouracil-containing adjuvant chemother-

apy—three case reports and a review. Acta Oncol. 2004;43(1):

108-112.

15. Shah MK, Burke DT, Shah SH. Upper-extremity deep vein throm-

bosis. South Med J. 2003;96(7):669-672.

16. Gonsalves CF, Eschelman DJ, Sullivan KL, DuBois N, Bonn J.

Incidence of central vein stenosis and occlusion following upper

extremity PICC and port placement. Cardiovasc Intervent Radiol.

2003;26(2):123-127.

17. Chemaly RF, de Parres JB, Rehm SJ, et al. Venous thrombosis

associated with peripherally inserted central catheters: a retro-

spective analysis of the Cleveland Clinic experience. Clin Infect

Dis. 2002;34(9):1179-1183.

18. Evans RS, Sharp JH, Linford LH, et al. Risk of symptomatic DVT

associated with peripherally inserted central catheters. Chest.

2010;138(4):803-810.

19. De Cicco M. The prothrombotic state in cancer: pathogenic

mechanisms. Crit Rev Oncol Hematol. 2004;50(3):187-196.

20. Hingorani A, Ascher E, Markevich N, et al. Risk factors for mor-

tality in patients with upper extremity and internal jugular deep

venous thrombosis. J Vasc Surg. 2005;41(3):476-478.

21. Ascher E, Salles-Cunha S, Hingorani A. Morbidity and mortality

associated with internal jugular vein thromboses. Vasc Endovas-

cular Surg. 2005;39(4):335-339.

22. Kahn SR, Elman EA, Bornais C, Blostein M, Wells PS. Post-

thrombotic syndrome, functional disability and quality of life

after upper extremity deep venous thrombosis in adults. Thromb

Haemost. 2005;93(3):499-502.

Lee et al 143

 at UNIV CALIFORNIA IRVINE on April 13, 2016ves.sagepub.comDownloaded from 

http://ves.sagepub.com/


23. Baarslag HJ, Koopman MM, Hutten BA, et al. Long-term

follow-up of patients with suspected deep vein thrombosis of the

upper extremity: survival, risk factors and post-thrombotic syn-

drome. Eur J Intern Med. 2004;15(8):503-507.

24. Hingorani A, Ascher E, Ward M, et al. Combined upper and lower

extremity deep venous thrombosis. Cardiovasc Surg. 2001;9(5):

472-477.

25. Geerts WH, Heit JA, Clagett GP, et al. Prevention of venous

thromboembolism. Chest. 2001;119(1 suppl):132S-175S.

26. Geerts WH, Pineo GF, Heit JA, et al. Prevention of venous throm-

boembolism: the Seventh ACCP Conference on Antithrombotic

and Thrombolytic Therapy. Chest. 2004;126(3 suppl):338S-400S.

27. Masci G, Magagnoli M, Zucali PA, et al. Minidose warfarin pro-

phylaxis for catheter-associated thrombosis in cancer patients:

can it be safely associated with fluorouracil-based chemotherapy?

J Clin Oncol. 2003;21(4):736-739.

28. Magagnoli M, Masci G, Carnaghi C, et al. Minidose warfarin is

associated with a high incidence of International Normalized

Ratio elevation during chemotherapy with FOLFOX regimen.

Ann Oncol. 2003;14(6):959-960.

29. Verso M, Agnelli G, Bertoglio S, et al. Enoxaparin for the Preven-

tion of Venous Thromboembolism Associated With Central Vein

Catheter: a Double-blind, placebo-controlled, randomized study

in cancer patients. J Clin Oncol. 2005;23(18):4057-4062.

30. Geerts WH, Bergqvist D, Pineo GF, et al. Prevention of venous

thromboembolism: American College of Chest Physicians

Evidence-Based Clinical Practice Guidelines. 8th ed. Chest.

2008;133(6 suppl):381S-453S.

31. McGarry LJ, Thompson D. Retrospective database analysis of the

prevention of venous thromboembolism with low-molecular-

weight heparin in acutely III medical inpatients in community

practice. Clin Ther. 2004;26(3):419-430.

32. Merli GJ. Pulmonary embolism in medical patients: improved

diagnosis and the role of low-molecular-weight heparin in

prevention and treatment. J Thromb Thrombolysis. 2004;18(2):

117-125.

144 Vascular and Endovascular Surgery 46(2)

 at UNIV CALIFORNIA IRVINE on April 13, 2016ves.sagepub.comDownloaded from 

http://ves.sagepub.com/


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 200
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 200
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice




