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treatment for shorter rovoked DVT or PE, we recommend 
mtment  with a ents am then evaluated for the risks 

with a first unpmked pmmnal DVT or PE and a low risk of bleedingwhen this is sent with the 
patient's preference (Grade lA), and for most patients with a second un mvoked DVT (Grade lA). We 
mmmend that the dose of VKAbe adjusted to maintain a target INR of g5 (INR ran e 2 0 to 3.0) for all 
treatment h t i o n s  (Grade 1A). We recMnmend at least 3 months of treatment with h for patients 
with VTE and cancer (Grade M), followed by treatment with LMWH or VKA as long as the cancer 1s active 
(Grade 1C). For pmventjon of postthrombotic spdrome (PTS) after proximal DVT, we recommend use of 
an elastic com d o n  stockin (Grade lA). or DVT of the upper extremity, we recommend similar 
treatment as Er DVT of the 6, (Grade 1C). Selected patients with lawer-extremity (Grade 2B) and 
u per-extmnity (Grade 2C). DVT may be considered for h b u s  removal, generally using catheter-based 
&ombolytic techniques. For extensive superhial vein thmmbosls * , we recommend treatment with prophy- 
lactic or intermediate doses of LMWH or intermediate doses of UFH for 4 weeks (Grade IB). 
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rid (Grade lA). For patients with 
E a t  least 3 months (Grade LA), and t h a t 3  

to benefits of inde6nitt! therapy (Grade 1C). We recommend inde E te anticoagulant the y for patients 
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SUMMARY OF RECOMMENDATIONS 
1 . 1  lnitial Anticoagulation of Acute DVT of the Leg 

1.1.1. For patients with objectively confirmed 
DVT, we recommend short-term treatment 
with SC LMWH (Grade lA),  N UFH (Grade lA),  
monitored SC UFH (Grade lA), fmed-dose SC 
UFH (Grade lA),  or SC fondaparinux (Grade 1A) 
rather than no such short-term treatment. 
1.1.2. For patients with a high clinical suspicion 
of DVT, we recommend treatment with antico- 
agulants while awaiting the outcome of diagnos- 
tic tests (Grade 1C). 
1.1.3. In patients with acute DVT, we recom- 
mend initial treatment with LMWH, UFH, or 
fondaparinw for at least 5 days and until the 
INR is 2 2.0 for 24 h (Grade 1C). 
1.1.4. In patients with acute DVT, we recom- 
mend initiation of VKA together with LMWH, 
UFH, or fondaparinw on the first treatment 
day rather than delayed initiation of VKA 
(Grade 1A). 

1.2 IV U F H f o r  the Initial Treatrnent of DVT 

1.2.1. In patients with acute DVT, if N UFH is 
chosen, we recommend that after an initial N 
bolus (80 U k g  or 5,000 U), it be administered 
by continuous infusion (initially at a dose of 18 
U/kg/h or 1,300 U h )  with dose adjustment to 
achieve and maintain an activated partial 
thromboplastin time (AP'IT) prolongation that 
corresponds to plasma heparin levels of 0.3 to 
0.7 IU/mL anti-Xa activity by the amidolytic 
assay rather than administration as IV boluses 
throughout treatment, or administration with- 
out coagulation monitoring (Grade 1C). 
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1.3 SC UFH Compared With N Heparin for  the 
Znitid Treatment of DVT 

1.3.1. In patients with acute DVT, if monitored SC 
UFH is chosen, we recommend an initial dose of 
17,500 U, or a weight-adjusted dose of about 250 
U/kg bid, with dose adjustment to achieve and 
maintain an AP'lT prolongation that corresponds 
to plasma heparin levels of 0.3 to 0.7 IU/mL 
anti& activity when measured 6 h after injection 
rather than starting with a smaller initial dose (see 
also Section 1.5) [Grade lC]. 
1.3.2. In patients with acute DVT, if fixed-dose, 
unmonitored SC UFH is chosen, we recommend 
an initial dose of 333 U/Kg followed by 250 U k g  
bid rather than non-weight-based dosing (see 
also Section 1.5) [Grade lC]. 

1.4 LMWH for the lnitial Treatment of DVT 

1.4.1. In patients with acute DVT, we recom- 
mend initial treatment with LMWH SC once or 
twice daily, as an outpatient if possible (Grade 
lC), or as an inpatient if necessary (Grade lA), 
rather than treatment with IV UFH. 
1.4.2. In patients with acute DVT treated with 
LMWH, we recommend against routine moni- 
toring with anti-factor Xa level measurements 
(Grade 1A). 
1.4.3. In patients with acute DVT and severe 
renal failure, we suggest UFH over LMWH 
(Grade 2C). 

1.9 Catheter-Directed Thrombolysis for Acute DVT 

1.9.1. In selected patients with extensive acute 
pmximal DVT (eg, iliofemoral DVT, symptoms for 
< 14 days, good functional status, life expectancy of 
2 1  year) who have a low risk of bleeding, we 
suggest that catheter- thrombolysis (CDT) 
may be used to reduce acute symptoms and post- 
thrombotic morbidity if appropriate expertise and 
resoumes am available (Grade 2B). 
1.9.2. After successful CDT in patients with 
acute DVT, we suggest correction of underlying 
venous lesions using balloon angioplasty and stents 
(Grade 2C). 
1.9.3. We suggest pharmacomechanical throm- 
bolysis (eg, with inclusion of thrombus fragmen- 
tation and/or aspiration) in preference to CDT 
alone to shorten treatment time if appropriate 
expertise and resources are available (Grade 2C). 
1.9.4. After successful CDT in patients with acute 
DVT, we recommend the same intensity and 
duration of anticoagulant therapy as for compa- 
rable patients who do not undergo CDT (Grade 
1C). 
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