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Introduction 
 

Venous thromboembolism (VTE), which encom-

passes both deep vein thrombosis (DVT) and pulmonary 

embolism (PE) is a significant health-care problem produc-

ing considerable morbidity, mortality and resource utiliza-

tion (Geerts,2008). 

DVT most frequently affects the deep veins of the 

lower extremity. It usually begins in the calf veins. In pa-

tients found to have DVT on investigation, 33% have prox-

imal (popliteal and above) vein involvement (Anaya,2005). 

Known risk factors can be grouped under three head-

ings first described by Virchow that predispose to venous 

thrombosis. Coagulopathy such as (malignancy, pregnancy, 

oral contraceptive, protein C , protein S deficiency and An-

ti thrombin III deficiency) and endothelial damage such as 

(trauma, pacing wires, surgery and central venous cathe-

ters) and venous stasis such as (induction of anesthesia, ob-

esity, immobilization and history of varicose veins) (Costa 

,2002). 

Only 20-30% of patients with deep venous thrombosis 

manifested by symptoms and physical signs. Pain, swelling 

with pitting edema, calf tenderness. While 70% of patients 
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manifested only by one sign of classical signs or may be 

asymptomatic (Deaden,2002).             

       Three categories for diagnosis of DVT. (A) clinical 

probability assessment based on patient history. (B)  labor-

atory findings (D-dimer assays). (C) imaging studies most 

commonlyDuplex U/S and less frequently venography, 

CTV or MRV (Saharan ,2012). 

       VTE accounts for more deaths than the composite 

mortality of breast cancer, AIDS and road traffic accidents 

Up to 21% of DVT may lead to pulmonary embolism a po-

tentially life threatening complication Further more DVT 

may cause severe morbidity in the short-term from phleg-

masia caerulea dolens (PCD) and in the longer-term from 

chronic venous hypertension leading to the post-thrombotic 

syndrome (PTS) Up to 10% of patients with DVT develop 

venous ulceration (Karthikesalingam,2011). 

      The main goals in treating DVT are to stop the throm-

bus from getting bigger, prevent the thrombus from break-

ing off and moving to lungs (pulmonary embolism), reduce 

the risk of recurrence of the DVT  and prevent long term 

complications of DVT (chronic venous insufficiency or the 

postthrombotic syndrome [PTS])  (Ping,2011).  
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 The standard recommendation for treatment of pa-

tients with DVT is antithrombotic therapy, which begins 

with heparin and is followed by oral anticoagulation with 

warfarin. 

      Although this therapeutic anticoagulation method pre-

vents thrombus extension, fatal pulmonary embolism, and 

recurrence of the DVT, it is not very helpful in minimizing 

the postthrombotic complications of acute DVT that result 

from persistent venous obstruction and destruction of vein 

valve function (Fang ,2011). 

Non conventional thrombo ablative types of therapy 

in acute DVT include systemic thrombolytic therapy, ca-

theter directed regional thrombolytic therapy (CDT) and 

percutaneous mechanical thrombectomy (PMT). PMT have 

been proposed as a new treatment for patient with DVT 

((JJaannsssseenn,,22001122)).. 

          CDT can be used as an adjunct to medical therapy 

but there is no consensus defining exact indications.                  

          Combining CDT and PMT devices has been at-

tempted to try to improve early mechanical thrombus re-

moval and promote lysis of remaining clot.      

 


