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Contemporary Management & Role of Thrombolysis

vein, external iliac veins, and a nearly occluded left common
iliac vein (Fig 1). His CEAP (Clinical-Etiology-Anatomy-
Pathophysiology) classification was C6,s,Es,Ad,s,Pr,o.5 The
patient was offered a hybrid open and endovascular proce-
dure to treat his chronic proximal venous obstruction,
consisting of an open endovenectomy of the CFV accom-
panied by endoluminal recanalization of his iliac veins to
reestablish unobstructed venous drainage from his femoral
and profunda femoris veins to the vena cava.

TECHNIQUE

The patient was pretreated with combined platelet
inhibition using clopidogrel 75 mg and aspirin 81 mg daily
to reduce platelet deposition on the anticipated implanted
stents, and cilostazol 100 mg orally twice a day to reduce
neointimal fibroplasia.

Important technical considerations include the com-
plete dissection of the CFV from under the inguinal liga-
ment to the femoral vein. Mobilizing the cephalad 2 to 3
cm of profunda femoris vein(s) and the femoral vein per-
mits endovenectomy of their orifices, thereby improving
venous outflow from these veins.

All side branches of the CFV are dissected and con-
trolled. Side branches smaller than 2 mm can be safely
ligated and divided. Others are controlled and clamped in
order to have a completely dry field when the CFV is
opened (Figs 2-4).

The patient was anticoagulated with 100 IU/kg of
unfractionated heparin (UFH). His central venous pressure
was measured at 8 mm Hg and the pressure in his left

common femoral vein was 16 mm Hg. Prior to performing
the long common femoral venotomy, a short 2 to 3 mm
incision is performed through the anterior wall of the CFV
to assess the adequacy of vein branch control. If persistent
bleeding occurs through the small venotomy, it can be
easily clamped, and further dissection performed to identify
and clamp the uncontrolled vein(s).

Fig 1. Venogram shows a diseased left common and external iliac
vein and a stenotic left common iliac vein.

Fig 2. Exposure of the common femoral vein (CFV), femoral
vein (FV), origin of profunda femoris (PFV), and saphenous vein
(SV). Multiple, sizeable collaterals are controlled with vessel loops.

Fig 3. After venotomy, dense synectiae composed of fibrous tis-
sue are observed within the lumen of the CFV in the process of
being excised.

Fig 4. Common femoral vein following endovenectomy.
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Ø Lyse or accelerate clot dissolution
Ø Decrease symptoms of pain and 

swelling
Ø Prevent vein wall damage or the 

development of reflux or obstruction
Ø Prevent the development of PTS

Anti-coagulation Does Not:

Com erota TJ. JVS 2010;52:243-7 
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Trends in Lysis Utilization for DVT between 2005-2010
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Evaluate the use of use of thrombolytic therapy for acute 
DVT in a tertiary care inpatient & outpatient settings

Ø Frequency of DVT in inpatient / outpatient setting
Ø Percentage of patients who:

• were candidates for thrombolytic therapy
• were offered thrombolytic therapy
• underwent thrombolytic therapy

Objective
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Results (Inpatients): 
Contraindications to Thrombolysis
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Results (Inpatients): 
Identification of All DVTs

667 patient admissions included Dx of DVT

Acute LE DVT 157

Acute Iliac, Iliofemoral, or femoral DVT 60 (38%)

No Contraindications 10 (17%)
Major & Multiple Contraindications 50 (83%)

5 (50%) - Lysed
1 (10%) – Refused
4 (40%) - Not offered
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Results (Outpatients):
Patients & Treatment

• Acute DVT in 7.1% of those referred 
• Iliofemoral DVT in 87.2% of those with acute DVT
• No contraindications to lysis in 15 patients (37%)
• Only 5 of these (33%) were referred to Vascular 
Specialist for discussion of thrombolytic therapy
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• Multicenter RCT of 200 pts in Norway
• Anticoagulation vs Anticoagulation/CDT
• No difference in QOL Scores
• CDT patients had improved:

• Iliofemoral patency at 6m (66% vs 47%, p=0.012)
• PTS rates at 24m (41% vs 56%, p=0.047)
• PTS rates at 5yrs (43% vs 71%, p=0.001)

CaVenT Trial

Haig Y, et al. Lancet Hem atol 2016
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ATTRACT Trial

ØNIH-funded multicenter U.S. randomized trial
ØThrombus Removal with Adjunctive Catheter-
Directed Thrombolysis for Acute DVT

Ø28 U.S. centers; 692 patients enrolled
ØPMT / CDT(Alteplase) vs. Anticoagulation
ØEnrollment completed in Dec 2014
Ø24mo results presented at SIR 2017

Vedantham  S, et al. NEJM  2017
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PMT/ CDT Anticoagulation P-value

N=336 N=335
Any PTS 46.7% 23.7% 0.56
Moderate or Severe PTS 17.9% 23.7% 0.035
Mod/Sev PTS – Iliofem DVT 18.4% 28.2%
Mod/Sev PTS – Fempop DVT 17.1% 18.1%

Recurrent VTE 12.5% 18.1% 0.09

Generic QOL (SF-36 PCS) 11.8 10.1 0.37
Venous QOL (VEINES) 27.7 23.5 0.08

ATTRACT Trial
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ATTRACT Trial

Rinfret F, et al. Res Pract Throm b Haem ost 2022
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Hu G, et al. Ann Transl Med 2022 

Acute DVT: Lysis Utilization and Guidance from Current Trials

Brian G. DeRubertis, MD, FACS

• RCT of 300 patients 
• ClotTriever vs AC
• Symptoms <12wks
• Vialta Score >9
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All Patients Deserve a Vascular Consultation

38 year old healthy active male
• No medical comorbidities
• Spontaneous iliofemoral DVT
• Treated with 3 months of warfarin by his PMD
• Referred after > 3mo secondary to continued 

swelling and venous claudication
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•Randomized trials and metanalyses of available data suggest 
improved venous patency and reduced moderate to severe PTS with 
the use of lytis and PMT

•Venous lysis and PMT likely remains underutilized in the U.S.

•All patients with acute DVT deserve a discussion with a Vascular 
Specialist regarding the risks and benefits of thrombolytic therapy 

•Ongoing clinical trials may further define the role of mechanical 
thrombectomy for these patients

Conclusions
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