
Introduction

Therapy for acute deep venous
thrombosis continues to evolve.

In the second part of this review,
the roles of elastic compression
stockings and early ambulation are dis-
cussed. Adjunctive therapy with veno-
caval filters and catheter-directed
thrombolytic therapy is reviewed in
detail. Clinical research on the new oral
direct thrombin inhibitors is presented. 

Graduated Elastic
Compression Stockings
for Postthrombotic
Syndrome 
Prevention — 
Simple but Effective

Source: Prandoni P, et al. Below-knee
elastic compression stockings to pre-
vent the post-thrombotic syndrome: a
randomized controlled trial. Ann Intern
Med 2004;141:249-256.

The postthrombotic syndrome
affects approximately 50% of

patients with deep venous thrombo-
sis (DVT) after 2 years. The elderly
and those patients with recurrent
ipsilateral DVT have the highest
risk. Below-the-knee elastic stock-
ings assist the calf muscle pump
and reduce venous hypertension and
venous valvular reflux. This reduces
leg edema, aids the microcircula-
tion, and prevents venous ischemia. 

The authors conducted a ran-
domized controlled trial (RCT) in
an Italian university setting involv-
ing 180 patients who presented with
a first episode of symptomatic prox-
imal DVT. They sought to evaluate
the efficacy of graduated below-the-
knee elastic compression stockings
(ECS) in the prevention of the post-
thrombotic syndrome (PTS). After
conventional anticoagulation with
heparin, patients were discharged
on therapeutic warfarin for 3-6
months and randomly assigned to
the control (no ECS) or the ECS
group. Graduated compression

stockings with ankle pressures of
30-40 mmHg were given to the par-
ticipants, who were required to
wear them daily on the affected leg
over 2 years. Ninety percent of trial
participants were compliant (wore
the stockings for at least 80% of
daytime hours) and 5-year cumula-
tive data were evaluated to compare
the incidence of PTS between the
groups. A standardized validated
scale was used to assess symptoms,
severity, and/or progression of PTS.
The postthrombotic syndrome
occurred in 26% of patients who
wore ECS as compared to 49% of
patients without ECS. All PTS
patients except one developed man-
ifestations of the syndrome within
the first two years after the initial
diagnosis of DVT. The number of
patients who need to be treated with
ECS was estimated at 4.3 to prevent
one case of PTS. The adjusted haz-
ard ratio was 0.49 (CI 0.29-0.84, P
= 0.011) in favor of the ECS.
Almost 50% of their patients with
proximal DVT developed PTS
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within 2 years. The regular use of
graduated elastic compression
stockings reduced the incidence of
the syndrome by 50%. 

The authors also noted that the
benefit conferred by ECS was not
related to the rate of recurrent DVT
that was identical in both groups.
The authors strongly recommend
the early use and widespread
implementation of graduated elas-

tic stockings with adequate antico-
agulant therapy for symptomatic
proximal DVT to prevent the
development of the postthrombotic
syndrome.

Commentary
The Seventh American College

of Chest Physicians (ACCP) Con-
ference on Antithrombotic and
Thrombolytic Therapy observed
that PTS occurs in 20-50% of
patients with objectively con-
firmed DVT and assigned a grade
1A recommendation for the use of
graduated elastic compression
stockings for 2 years after the
onset of proximal DVT. This RCT
reaffirms the efficacy of this sim-
ple therapeutic intervention. The
article adds to the current literature
that also supports the use of gradu-
ated elastic compression stock-
ings. With the adoption of outpa-
tient therapy for proximal DVT,
the initial management of DVT
increasingly becomes the responsi-
bility of the emergency physician.
It, therefore, behooves us to pre-
scribe graduated elastic compres-
sion stockings to all of our DVT
patients at discharge.

Mobilizing Patients
with DVT?

Source: Partsch H. Ambulation and
compression after deep vein thrombo-
sis: dispelling myths. Semin Vasc Surg
2005;18:148-52. 

This study reviews the myths sur-
rounding immediate ambulation

and compression in the patient with
newly-diagnosed DVT. It is well
recognized from the older literature
that almost 50% of patients with
acute proximal DVT have evidence
based on ventilation-perfusion
(V/Q) pulmonary scanning of
asymptomatic pulmonary embolism

at baseline. Analyzing the effect of
ambulation and compression in this
patient cohort focuses on develop-
ment of a new pulmonary
embolism, relief of pain and
swelling, and reducing the frequen-
cy and severity of the postthrombot-
ic syndrome. 

The author cited two small, pre-
vious studies that demonstrated that
the incidence of a new pulmonary
embolism after initiation of antico-
agulant therapy with a low molecu-
lar weight heparin (LMWH) did not
increase significantly in patients
treated with early ambulation and
compression. The author had previ-
ously reported his own prospective
cohort study of 1289 patients with
acute DVT treated as outpatients
with LMWH, early ambulation and
compression. Partsch reported that
only 77 (5.9%) patients developed a
new pulmonary embolism (PE), of
which only 6 (0.4%) were sympto-
matic and only 3 deaths (0.23%)
were attributed to the pulmonary
embolism. This was not significant-
ly different than historical controls.
The authors concluded that early
ambulation and compression is not
associated with any significant risk
of PE. 

In Europe, early ambulation and
compression has been the mainstay
of adjunctive treatment for DVT. In
North America, the unsubstantiated
fear of dislodging clots by ambula-
tion led clinicians to recommend
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bed rest and leg elevation to their
patients. The author explained that
bed rest promotes venous stasis,
which is a major risk factor for
DVT. Therefore, this may actually
enhance thrombus propagation and
the risk of subsequent PE.

The author cited a number of
other studies that revealed a signifi-
cant decrease in leg swelling (using
leg circumference measures) and
pain (analog pain scales and quality
of life scores) with early ambulation
and compression. He also recog-
nized the limited data that are avail-
able to assess the effect of early
ambulation and compression on the
subsequent development of the
postthrombotic syndrome (PTS). In
his own small trial, the author
reported a trend toward a lower inci-
dence of PTS. He conceded that a
larger long-term study would be
required. Nevertheless, the author
strongly recommended early ambu-
lation for patients, and having them
wear compression dressings for a
year. 

Commentary
The majority of clinical trials in

DVT have concentrated on pharma-
cologic therapeutic modalities and
have rarely addressed the simple
question of early ambulation and
compression. The ACCP Consensus
Conference on Antithrombotic and
Thrombolytic Therapy for VTE rec-
ommends ambulation as tolerated
for patients with DVT. The authors
of this review article convincingly
dispel the myth of bed rest and leg
elevation for acute DVT. Although
the trials cited were small or not
randomized, the data are com-
pelling. Early ambulation on day 2
after initiation of outpatient antico-
agulant therapy with LMWH in
addition to effective compression is
strongly recommended. Compres-
sion is best achieved by applying
elastic bandages or high quality

compression stockings. It is empha-
sized that early ambulation without
compression is not recommended.
The fear of dislodging clots and pre-
cipitating a fatal pulmonary
embolism is unfounded. 

Vena Caval Filters —
When, Where, and
Which One?

Source: Rectenwald JE. Vena cava fil-
ters: uses and abuses. Semin Vasc Surg
2005;18:166-75. 

In this article, Rectenwald reviews
the plethora of approved vena

caval filters and the ever-increasing
list of indications for inferior vena
cava (IVC) filter placement. In the
mid 1900s before the adoption of
anticoagulant therapy, DVT and PE
were generally managed by laparo-
tomy and vena caval ligation. Mor-
tality rates were high. The next evo-
lutionary step was the introduction
of vena caval clips that were applied
during laparotomy. These were
meant to decrease the luminal diam-
eter of the IVC but were associated
with poor results. 

The next step was the develop-
ment of permanent filters inserted
transvenously under simple local
anesthesia. The current benchmark
standard is the Greenfield filter.
More than 20 years of long-term
follow-up experience with this filter
is available. Its design incorporates
all the features of an ideal filter:
maintain caval patency, trap emboli,
preserve prograde caval blood flow,
avoid stasis, and enhance thrombol-
ysis of trapped emboli. The Green-
field filter achieved a long-term
patency rate of 98%, with only a 4%
incidence of recurrent pulmonary
embolism. Surprisingly, there is
only one randomized controlled
study on venocaval filters by
Decousus and coworkers published

in 1998.1 This trial randomized 400
patients with proximal DVT to filter
or no filter groups. Both groups
were anticoagulated with unfrac-
tionated heparin. This study design
excluded patients with contraindica-
tions to anticoagulation which is
one of the major indications for a
veno-caval filter. After 12 days there
was a statistically significant reduc-
tion in PE in the filter group (1.1%
versus 4.8%, P = 0.03) but this dis-
appeared at 2 years to become 3.4%
versus 6.3%, P = 0.16. Significantly,
there was a much higher incidence
of later DVT in the filter group
(21% versus 12%, P = 0.02).

The study by Decousus and col-
leagues study propelled the devel-
opment and introduction of tempo-
rary/optionally retrievable filters
that provide temporary prophylaxis
for PE yet avoid the longer term risk
of later DVT. Unfortunately, there is
a lack of randomized prospective
studies evaluating the use of these
retrievable filters despite their ever
increasing use. Today there are
more than 10 different retrievable
vena caval filters available. This
begs the question: who gets what
filter? Furthermore, the author
points out that despite the fact that
these new filters are supposed to be
removed or repositioned within 2-6
weeks, less than 50% are actually
removed. The author then ques-
tions the rationale for placing a
temporary filter for permanent use
without long-term studies when
there is more than 20 years of
experience with the permanent
Greenfield filter. 

The major indications for vena
caval filters are primarily for
patients who have a contraindica-
tion to anticoagulation or for
patients with major complications
while anticoagulated (hemorrhage
or heparin induced thrombocytope-
nia). The use of vena caval filters
has expanded to include primary
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venous thromboembolism (VTE)
prophylaxis in special patient popu-
lations such as major trauma
patients, major surgery patients,
patients with advanced malignancy,
and neurological or neurosurgical
patients with paralysis or prolonged
immobilization. These special
patient populations are generally
characterized by contraindications
to anticoagulation, ineffective anti-
coagulant prophylaxis, hypercoagu-
lable states, or other exceedingly
high risks of PE. 

For example, in major trauma
patients the risk of VTE events are
very high, but anticoagulant therapy
and intermittent pneumatic com-
pression devices may be contraindi-
cated. IVC filter placement has been
promoted to prevent PE through the
patient’s temporary risk period.
However, only limited studies have
been published that fully evaluate
this strategy. 

The author also reviews the use
of intravascular and transabdominal
ultrasound for correct placement of
these filters. The advantage of both
techniques is that the filters may be
placed at the bedside in the ICU,
thereby avoiding the pitfalls and dif-
ficulties of transporting the patient
to the angiography suite. The trans-
abdominal ultrasound machines are
generally more readily available and
do not require a separate femoral
venous puncture. There also is more
experience with their use. However,
the patient’s body habitus must pro-
vide adequate acoustic windows to
permit the transabdominal
approach.

In addition, the author extensive-
ly reviews the clinical experience
with specific venocaval filters,
including the Greenfield, the Bird’s
Nest, Simon Nitinol, TrapEase, and
VenaTech filters.

The author concludes his review
with a call for more study and more
data on which filter to use. The tem-

porary optionally retrievable filters
have the ultimate advantage but cur-
rently are removed less than half the
time and there are no proven long-
term results. 

Commentary
This well researched review arti-

cle discusses current controversies
and reviews the clinical experience
with specific vena caval filters. It is
important for the emergency physi-
cian to recognize the primary indi-
cations for vena cava filter place-
ment and to consult the appropriate
service. See Table 1. The ACCP
also has recommended vena caval
filter placement for similar indica-
tions. In addition, evidence is accu-
mulating that vena caval filters
should be used for true VTE pro-
phylaxis in high-risk patients in
whom anticoagulation and pneu-
matic compression devices are con-
traindicated or ineffectual. This ever
growing list includes major trauma
patients, those with gastric surgery
for morbid obesity, neurological and
neurosurgical patients with paraly-
sis or prolonged immobilization,
and certain cancer patients. 

The author points out that filters
may be placed at the bedside using
intravascular or transabdominal

ultrasound, thereby avoiding the pit-
falls of transferring critically ill
patients to the angiography suite. 

Although extensive experience
has accumulated with the Green-
field permanent filter, there is a sig-
nificant advantage to the newer tem-
porary/optionally retrievable filters.
However, there have not been any
randomized large trials that have
fully evaluated this new technology
despite the fact that they are being
used in ever increasing numbers and
in the majority of cases are not
being removed. The question still
remains; which filter is best?

Thrombolytic 
Therapy for
Iliofemoral DVT

Source: Vedantham S, et al. Society of
Interventional Radiology position state-
ment: treatment of acute iliofemoral
deep vein thrombosis with use of
adjunctive catheter directed intrathrom-
bus thrombolysis. J Vasc Interv Radiol
2006;17:613-616.

The authors present a position
statement from the Society of

Interventional Radiology (SIR) that
supports the adjunctive use of

Table 1. Primary Indications for Vena Cava Filter Placement in
DVT or PE

❏ Contraindication to anticoagulation

❏ Failure of anticoagulant therapy ie recurrence despite adequate anticoagulation

❏ Major hemorrhagic complications

❏ Heparin-induced thrombocytopenia

❏ Acute massive PE where efficacy of anticoagulant therapy is reduced

❏ Reduced cardiopulmonary reserve where additional PE would not be tolerated

❏ Free floating large DVT or propagation to ileofemoral DVT despite anticoagulant 

therapy

❏ Failure of pre-existing filter and caval filter is still indicated

❏ Patients with recent DVT undergoing major surgery where anticoagulant therapy 

must be temporarily discontinued



catheter-directed intrathrombus
thrombolysis (CDT), in addition to
anticoagulant therapy for carefully
selected patients with acute
iliofemoral deep vein thrombosis.
The authors evaluated this therapeu-
tic option in the context of the major
therapeutic goals for the treatment
of DVT (deep vein thrombosis): 1)
provision of early symptom relief;
2) prevention of the postthrombotic
syndrome (PTS); and 3) prevention
of pulmonary embolism. 

The ACCP had previously rec-
ommended systemic thrombolytic
therapy for select patients with DVT
in the clinical setting of massive
iliofemoral DVT and associated
limb ischemia or vascular compro-
mise. CDT is an image guided ther-
apy in which a thrombolytic agent is
administered directly into the
thrombus and enhances thrombus
removal. Second, balloon angio-
plasty and stents may be used at the
same time to treat any underlying
venous obstruction that predisposes
the patient to recurrent DVT. Direct
intrathrombus delivery of the
thrombolytic agent achieves higher
drug concentration at the site of
thrombosis with a lower total dose
than would be used with systemic
intravenous thrombolytic therapy.
This is the suggested mechanism for
the lower incidence of systemic and,
in particular, intracranial hemor-
rhagic complications with CDT.

The authors cited a number of
comparative studies that support the
use of CDT to prevent postthrom-
botic syndrome (PTS) and provide
rapid symptom relief. They
explained that the natural history of
iliofemoral vein DVT is different
than isolated femoropopliteal DVT.
In the latter group, recanalization
and collateral venous blood flow
limit the degree of PTS. However,
in the iliac veins, adequate recanal-
ization is unlikely and collateral
venous blood flow is minimal. This

leads to persistent venous outflow
obstruction and an increased risk of
PTS. Long-term studies of patients
with iliofemoral DVT reported a
44% incidence of venous claudica-
tion at 5-year follow-up with stan-
dard anticoagulant therapy alone.
Furthermore, the rate of recurrence
of DVT is twice as high in patients
with an iliofemoral DVT than in
those with more distal, femoral-
popliteal DVT. The authors refer-
enced a meta-analysis that demon-
strated a 90% success rate with
CDT for thrombus removal as well
as a case-control study that reported
a decreased incidence of PTS com-
pared to anticoagulant therapy
alone.

SIR recognized that the main risk
of adjunctive CDT is bleeding.
Their pooled review of 19 published
studies reported an 8% incidence of
major bleeding and an intracranial
bleeding rate of only 0.2% for CDT
that is less than that reported for
systemic thrombolytic therapy. Fur-
thermore, the incidence of pul-
monary embolism was 1.0%. That
also is less than the incidence of
pulmonary embolism complicating
standard anticoagulant therapy.
However, they conceded that no
prospective randomized study has
yet been conducted to evaluate CDT
versus standard anticoagulant thera-
py for iliofemoral DVT. In conclu-
sion, the SIR affirms that the avail-
able evidence defends a clinical
benefit of CDT in the specific sub-
group of patients with iliofemoral
DVT, limb-threatening disease, and
low bleeding risk.

Commentary
To consider CDT, the emergency

physician must first establish the
diagnosis of iliofemoral DVT.
Ultrasound, the primary diagnostic
modality for DVT, is limited to the
diagnosis of DVT in the venous sys-
tem distal to the inguinal ligament.

The iliac veins cannot usually be
visualized by ultrasound and a dif-
ferent diagnostic modality must be
used. Herein lies the importance of
CT venography from which venous
occlusion proximal to the inguinal
ligament may be detected. Alterna-
tively, MRI may be used. The diag-
nosis of iliofemoral DVT should be
considered if the ultrasound exami-
nation reveals thrombus extending
into the superficial femoral vein at
the inguinal ligament. A CT
venogram should be obtained to
assess for proximal thrombus. Once
the diagnosis of iliofemoral DVT
has been confirmed, an interven-
tional radiology consultation may
be considered for possible CDT.

The SIR authors acknowledged
the lack of a randomized controlled
study on CDT and discussed the
bleeding risks. Although the pooled
data cited an 8% cumulative bleed-
ing rate, mostly at the catheter inser-
tion site, the range of major bleed-
ing reported was actually 0% to
24%. Adequate anticoagulant thera-
py alone does not dissolve the
thrombus and the iliofemoral vein is
often permanently damaged. It is
therefore reasonable to assume that
a targeted, image-guided approach,
delivering a bolus of thrombolytic
drug directly into the thrombosed
vein, will provide immediate
symptomatic relief as well as
reestablish vessel patency. What is
not known, however, is the fre-
quency of fatal complications and
the magnitude of benefit that this
intervention provides. 

Furthermore, does restoring
venous patency prevent PTS? The
dichotomy arises in patients with
iliofemoral DVT but without vascu-
lar compromise. These patients are
usually treated conservatively with
anticoagulant therapy alone. But
younger patients in this cohort with
extensive iliofemoral DVT may
derive the most long-term clinical
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benefit from CDT even in the
absence of vascular compromise. In
selected cases of iliofemoral DVT,
interventional catheter-directed
thrombolysis can achieve all the
goals of therapy for DVT, but with-
out larger randomized trials, emer-
gency physicians must use their best
clinical judgment and evaluate the
risk of complications against the
potential benefits. More important-
ly, however, emergency physicians
should consider the diagnosis of
iliofemoral DVT, order the most
appropriate imaging study, recog-
nize the indications for CDT, and
consult when necessary. 

New Anticoagulant
for DVT:
Ximelagatran — 
An Oral Direct 
Thrombin Inhibitor

Source: Fiessinger JN, et al. Ximelaga-
tran vs low-molecular-weight heparin
and warfarin for the treatment of deep
vein thrombosis: a randomized trial.
JAMA 2005;293: 681-689.

The Thrombin Inhibitor in
Venous Thromboembolism

(THRIVE) study was an interna-
tional, multi-center, doubled-blind-
ed, randomized trial that compared
the efficacy and safety of ximelaga-
tran, an oral direct thrombin
inhibitor, to enoxaparin/warfarin in
2489 patients with objectively con-
firmed DVT. Patients were treated
for 6 months with either ximelaga-
tran 36 mg twice daily and placebo
enoxaparin/warfarin, or enoxa-
parin/warfarin and placebo ximela-
gatran. Efficacy and safety were
assessed by means of recurrent
VTE, bleeding, and mortality. Bilat-
eral lower extremity ultrasound
examinations and ventilation/perfu-
sion lung scans were performed at

baseline. One-third of the patients
had concomitant pulmonary
embolism. Monthly liver function
tests were monitored, and for those
patients whose results were greater
than twice the upper limit of nor-
mal, liver function tests (LFTs)
were monitored weekly. INR was
monitored per usual clinical prac-
tice. To keep the physicians dou-
ble-blinded, computer generated
“sham” INRs were provided to
physicians for patients on ximela-
gatran. The recurrence rate for
VTE was 2.1% in the ximelagatran
group and 2.0% in the enoxa-
parin/warfarin group. The absolute
difference was 0.2% (95% CI: -
1.0% to 1.3%);  that met the pre-
specified criterion for non-inferior-
ity. Corresponding values for major
bleeding were 1.3% in the ximela-
gatran group versus 2.2% in those
receiving enoxaparin. Although
there was a trend observed toward
decreased bleeding in the ximela-
gatran group, this was not statisti-
cally significant. The correspon-
ding mortality rates were 2.3% and
3.4%; this also showed a trend (but
not statistically significant) in favor
of ximelagatran. Alanine amino-
transferase (ALT) levels exceeded
3 times the upper limits of normal
in 9.6% of ximelagatran patients
versus 2% of those on enoxa-
parin/warfarin. An increased rate
of myocardial ischemia/infraction
was noted in the ximelagatran
group (10 patients, 0.008%) versus
the enoxaparin/warfarin group (1
patient, P = 0.006). The authors
concluded that oral ximelagatran
administered in a fixed dose is as
effective as enoxaparin/warfarin
for the treatment of DVT with or
without pulmonary embolism and
showed similar low rates of major
bleeding. Liver function tests
require regular monitoring.
Prospective assessment of coro-
nary events and the mechanism of

liver and cardiac abnormalities
require further study. 

Commentary
This study substantially adds to

the literature on oral direct thrombin
inhibitors. This is the largest ran-
domized double-blind trial to date
evaluating the use of an oral direct
thrombin inhibitor in the treatment
of DVT. The patient groups were
well-matched and were representa-
tive of those seen in the emergency
department setting. The authors
concluded that ximelagatran was as
effective as standard therapy with
enoxaparin/warfarin for the treat-
ment of objectively confirmed DVT
with or without PE. The incidence
of major bleeding was similar,
although there was a trend in favor
of ximelagatran. The previously
reported elevation of ALT on long-
term therapy also occurred in this
study with an incidence of almost
10% but no permanent liver damage
was noted and liver function tests
returned to normal whether or not
the drug was discontinued. A dis-
concerting incidence of adverse
coronary events (myocardial
ischemia or infarction) also was
reported (0.008%, 10/1240 patients)
in patients on ximelagatran. Further
evaluation of the pathophysiologic
basis for these findings will be
required. The adverse cardiac events
may be related to the paradoxical
procoagulant Protein C effect noted
in earlier pharmacologic studies.
The U.S. Food and Drug Adminis-
tration (FDA) has refused to
approve ximelagatran. The compa-
ny sponsor has withdrawn all appli-
cations for approval in the United
States and Europe and has discon-
tinued all clinical trials. Neverthe-
less, this class of drugs is an attrac-
tive alternative to warfarin. Ultimate
approval in the United States will
depend on the development of simi-
lar drugs without the hepatotoxic
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and adverse cardiac effects. The oral
direct thrombin inhibitors have the
potential to facilitate and simplify
long-term anticoagulation for
patients and physicians. 

Conclusion and
Recommendations

The primary indications for vena
caval filter placement include

contraindication to anticoagulation,
severe complications of anticoagu-
lant therapy, and thrombus exten-
sion or massive PE despite adequate
anticoagulation. The introduction of
temporary/optionally retrievable
vena caval filters has resulted in a
dramatic increase in filter utilization
despite a paucity of published ran-
domized trials. Nevertheless, they
offer the advantage of prophylaxis
for pulmonary embolism without
the long-term risks of DVT. 

The use of elastic compression
stockings and the role of ambulation
are often overlooked. The evidence
presented here underscores their
importance in reducing the risk of
the postthrombotic syndrome.

Catheter-directed thrombolysis is
recommended for specific patients
with iliofemoral DVT where tradi-
tional anticoagulant therapy is not
as effective. The emergency physi-
cian should consider this diagnosis
when duplex ultrasound reveals
extensive proximal thrombus. CT
venography or MRI is required to
establish the diagnosis and appro-
priate referral to interventional radi-
ology is recommended thereafter.

Ximelagatran, an oral direct
thrombin inhibitor, potentially
offers an attractive alternative to
oral Vitamin K antagonists as no
laboratory monitoring is required.
However, adverse hepatotoxic and
cardiac effects require further study
before this drug can be approved. 

Reference 
1. Decousus H, et al. A clinical trial

of vena caval filters in the pre-
vention of pulmonary embolism
in patients with proximal deep-
vein thrombosis. Prevention du
Risque d’Embolie Pulmonaire par
Interruption Cave Study Group.
N Engl J Med 1998;338:409-15. 

CME OBJECTIVES

Upon completing this program, 

participants will be able to:

• Summarize the most recent 

significant studies in emergency medi-

cine/urgent care related to a single topic;

• Discuss up-to-date information about

new drugs, techniques, equipment, trials,

studies, books, teaching aids, and other 

information pertinent to the stated topic;

• Evaluate the credibility of published data

and recommendations about the stated

topic. 

CME INSTRUCTIONS

Physicians participate in this continuing
medical education program by reading the
articles, using the provided references for
further research, and studying the CME
questions. Participants should select what
they believe to be the correct answers, then
refer to the list of correct answers to test their
knowledge. To clarify confusion surround-
ing any questions answered incorrectly,
please consult the source material. 

After completing this activity, partici-
pants must complete the evaluation form
provided at the end of each semester (May
and November) and return it in the reply
envelope provided to receive a credit letter.
When an evaluation form is received, a cred-
it letter will be mailed to the participant. 
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Awake During Surgery: A Patient’s and A Surgeon’s Nightmare audio
conference CD now available.

LEARN HOW TO IDENTIFY THE RISK FACTORS OF, DEVELOP BETTER PROTOCOLS FOR
AND INVESTIGATE THE TRENDS IN ANESTHESIA AWARENESS PREVENTION AND MONITORING. 

Order today! Call 800-688-2421 Or order online - www.ahcmediainteractive.com 
Presented by: 
Richard Pollard, MD, Chief of Neuroanesthesia, Southeast Anesthesiology Consultants.
Dr. Pollard is the author of “Intraoperative Awareness in a Regional Medical System: A Review of 3 Year’s Data.”
He shares his expertise in this audio conference which includes a 60 minute presentation followed by 15 minutes
of Q & A. 

Awake During Surgery: A Patient’s and A Surgeon’s Nightmare  Audio Conference CD Price: $299 including
accompanying presentation slides.  When ordering by phone please mention priority code 11T07162.

Did you miss AHC Media’s live 
audio conference on Anesthesia Awareness?
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CME QUESTIONS

31. When recommending elastic compression stockings to DVT patients in the ED, it is
important for patients to understand that:

a. there is sufficient evidence to show that the stockings increase the risk of PE.

b. they must wear them daily.

c. they are not at risk for postthrombotic syndrome (PTS).

d. the elastic stockings can be a substitute for oral anticoagulation therapy.

32. A vena cava filter is indicated in which one of the following patients?

a. Patient with a new acute DVT and a history of intracranial hemorrhage within the past 4

weeks

b. Patient with a recent DVT on oral warfarin therapy and a subtherapeutic INR who pres-

ents with segmental PE

c. Healthy patient undergoing laparascopic cholecystectomy

d. Patient with acute PE and no cardiorespiratory instability

33. Long-term vena caval filters in DVT are associated with:

a. reduced incidence of pulmonary embolism at 2 years.

b. increased incidence of pulmonary embolism at 2 years.

c. reduced incidence of recurrent DVT at 2 years.

d. increased incidence of DVT at 2 years.

34. Your discharge instructions to a patient with an acute DVT should emphasize:

a. bed rest with leg elevation and limited ambulation.

b. physical therapy for the affected limb.

c. early ambulation without elastic stocking compression.

d. early ambulation as tolerated with elastic stocking compression.

35. In patients with ultrasound evidence of a large proximal DVT but no clinical evidence

for PE, the emergency physician should first:

a. screen the patient for exclusions to thrombolytic therapy. 

b. initiate outpatient anticoagulant therapy with enoxaparin.

c. consider CT venography or MRI to rule-out ileofemoral DVT.  

d. admit the patient for inpatient anticoagulant therapy with unfractionated heparin. 

Answers:
31. b; 32. a; 33. d; 34. d; 35. c
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Dear Practical Summaries in Acute Care Subscriber:

This issue of your newsletter marks the start of a new continuing medical education (CME) semester and
provides us with an opportunity to review the procedures. 

Practical Summaries in Acute Care, sponsored by AHC Media, provides you with evidence-based informa-
tion and best practices that help you make informed decisions concerning treatment options and medical
practices. Our intent is the same as yours — the best possible patient care.

The objectives of Practical Summaries in Acute Care are to:
1. Summarize the most recent significant studies in emergency medicine/acute care related 

to a single topic.
2. Discuss up-to-date information about new drugs, techniques, equipment, trials, studies, books, teaching

aids, and other information pertinent to the stated topic;
3. Evaluate the credibility of published data and recommendations about the stated topic.

Each issue of your newsletter contains questions relating to the information provided in that issue. After
reading the issue, answer the questions at the end of the issue to the best of your ability. You can then com-
pare your answers with the correct answers provided in an answer key in the newsletter. If any of your
answers were incorrect, please refer back to the source material to clarify any misunderstanding. 

At the end of the semester, we will provide you with an evaluation form to complete and return in an
envelope we will provide. Please make sure you sign the attestation verifying that you have completed the
activity as designed. Once we have received your completed evaluation form we will mail you a letter of
credit. This activity is valid 24 months from the date of publication. The target audience for this activity is
emergency and urgent care physicians.

If you have any questions about the process, please call us at (800) 688-2421, or outside the U.S. at (404)
262-5476. You can also fax us at (800) 284-3291, or outside the U.S. at (404) 262-5525. You can also email us at:
customerservice@ahcmedia.com.

On behalf of AHC Media, we thank you for your trust and look forward to a continuing education 
partnership.

Brenda Mooney
Senior Vice President
AHC Media, LLC


