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Deep vein thrombosis (DVT) and superficial throm-
bophlebitis (SVT), as part of venous thromboembolic 
disease, are of great importance due to their high prev-
alence, economic cost, and associated risks, essentially 
due to pulmonary thromboembolism (PTE) and its mor-
bidity and mortality.1 Prevalence rates of 1/1,000 per-
sons/year are reported in Western countries. Regarding 
PTE, studies show a 25-30% mortality in cases not 
treated hyperacute, compared to 1-2% in early treat-
ment cases.1-3 The potential complications in the chron-
ic phase impact the patient’s health care cost and quali-
ty of life.1,4 Moreover, population ageing and other 
epidemiological factors predict an increase in the inci-
dence of DVT/STE in the future.

Congestive symptoms and pain in the extremities 
are frequent causes of consultation in health care 
centers. The first approach is based on the direct or 
conceptual application of the Wells or Geneva criteria 
through anamnesis and physical examination.5,6 It is 
necessary to discern whether the symptoms are acute 
(there are scales to help discern between DVT and 
post-thrombotic syndrome7). When there is well-found-
ed clinical suspicion, other studies are performed. There 
is much variation among published diagnostic algo-
rithms. However, all of them are based on progressing 
to other tests only if clinical rationale is available in or-
der to avoid excessive testing or referral to specialists 
(vascular surgeons or hematologists). In cases of high 
clinical suspicion, venous Doppler ultrasound should be 
performed (ideally by a specialist in angiology and vas-
cular surgery).5,6,8,9 In fact, in cases of high suspicion 
and negative ultrasound, studies recommend initiating 
anticoagulant treatment and repeating the ultrasound 
in a few days by an expert explorer.10,11 In cases of in-
termediate clinical suspicion, D-dimer determination in 
the blood is associated as an adjunct.1 However, 
D-dimer is not very specific, so some groups propose 
its interpretation by age and renal function to increase 
its sensitivity or use other biochemical markers.1,2,12,13

The study published in this issue of EMERGENCIAS, 
entitled “Impact of emergency department manage-
ment on the outcome of patients with isolated superfi-

cial venous thrombosis of the lower limbs. Subanalysis 
of the ALTAMIRA study”, is based on a large, multi-
center sample, with a geographic variation. This gives it 
representative validity of the actual care and therefore 
reinforces the conclusions of the work. A clear favorable 
aspect of the emergency department management is 
that patients were evaluated within a median of 4 days 
after the onset of symptoms. According to the evi-
dence, this short time to assessment is crucial for reduc-
ing the incidence of long-term complications. Such 
speed is only assumed from an emergency department 
(ED) with free access for the patient since there is a 
usual delay in scheduled referrals.

In daily practice, evidence is often conditioned by 
logistics, a saturation of care and the availability of ul-
trasound or specialists. This explains the great variability 
of procedures between countries, between centers or 
even between patients at different times in the same 
center.4 Intending to resolve these problems, the work-
ing groups on venous thromboembolic disease are 
making progress in the integrated management of the 
pathology in the emergency department. The main as-
sociated measure is the formal training of emergency 
specialists in venous ultrasound. The literature shows 
short learning curves and acceptable parameters as the 
first link in the screening process.1,8,9

In this regard, the present study shows an adequate 
discriminative capacity to detect SVT on ultrasound but 
indicates an intrinsic weakness in emergency depart-
ment management of the disease, the performance of a 
simplified ultrasound: this does not show the details 
provided by a specialist ultrasound. It is possible that 
the training of emergency personnel does not allow 
complete venous ultrasound scans like those performed 
by specialists. These results make it reasonable to insist 
on continued personnel training in this field. Authors 
suggest that some details lost in this “simplified” ultra-
sound could have led to changes in the anticoagulation 
regimen prescribed in each case, reducing subsequent 
complications. The usual practice, when there is doubt 
or inconclusive evidence, is “preferential” referral to a 
specialist, initiating anticoagulation treatment immedi-
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ately. This measure has a direct impact on the risk of 
PTE associated with hyperacute DVT/SVT, reducing po-
tential mortality and legal complications.4,14 It is well 
described how EDs with integrated DVT management 
protocols have reduced programmed referrals to spe-
cialists, shortened waiting times for care and have pro-
vided a cost-efficient and safe practice for the patient.1,8 
In this regard, the study highlights a high percentage 
(84.1%) of cases that received anticoagulation from the 
time of diagnosis in the ED. This percentage is encour-
aging, but contrasts with the absolute heterogeneity in 
the guidelines and complementary treatments pre-
scribed. According to the available literature, subopti-
mal anticoagulation in terms of duration or dose, al-
though started early, would justify the delay in the 
appearance of complications in the study cohort, but at 
6 months the incidence of complications was significant 
(9.1%).

A foreseeable shortcoming of ED management is di-
agnostic error in atypical cases. This is associated with 
the lack of specialist expertise, both in the clinical man-
agement of DVT and in the performance of Doppler ul-
trasound (a highly explorer-dependent test).4,8,14 In 
these cases, there is a tendency to over-prescribe anti-
coagulants. This is reduced as the team’s experience in-
creases and seems to be an acceptable error given that 
the bleeding complications associated with these anti-
coagulation treatments are usually mild.3,13,14 The pres-
ent study shows the unequivocal tendency to initiate 
early anticoagulation treatment when in doubt. The au-
thors attribute the appearance of delayed complications 
to the fact that the patient has poor adherence to 
treatment, and this is undoubtedly a possible cause. 
However, the loss of subsequent follow-up of the pa-
tient should be considered as another factor directly 
predisposing to therapeutic noncompliance, and this 
loss of follow-up is a possible weakness in the manage-
ment of DVT/SVT in the emergency department. Given 
the time of onset of complications in the study cohort, 
the authors suggest the need to prolong anticoagulant 
treatment more than usual, which seems even more 
justifiable if it is not known when there may be fol-
low-up by a specialist. The absence of unified protocols 
leads to such heterogeneity in the anticoagulation 
guidelines given. As an alarming example, the study 
shows that only 1% of cases of SVT initiated anticoagu-
lation with fondaparinux, which is the first-line treat-
ment according to the best available evidence.

Certain comorbidities deserve special mention, 
such as the association between COVID-19 infection 
and a prothrombotic state. The persistent incidence of 
COVID-19 infections and the fact that the infection it-
self elevates circulating D-dimer levels make the usual 
management algorithms inapplicable.15,16 Some neo-
plasms and chronic inflammatory diseases are associat-
ed with venous thrombosis of atypical location, recur-
rent and with variegated semiology. This poses a 
major challenge for physicians who do not specialize 
in these diseases and more potential errors.10,13,17 
Finally, mention should be made of distal DVT of the 

lower limbs. These are small veins with anatomical 
variability, whose ultrasound examination is more 
complex and susceptible to error.13,18 It is possible that 
these assumptions explain part of the variability in the 
incidence of complications in the study, which seems 
too pronounced to be attributable only to variations in 
the anticoagulation regimen. It is interesting to note 
the finding in the study of factors associated with a 
higher risk of complication during follow-up (fever, 
need for nonsteroidal anti- inflammatory drugs 
(NSAIDs) in previous days). These could possibly be 
explained by the underestimation from the emergency 
department of non-inflammatory conditions that share 
pathogenic substrate with SVT/PVT and its more ag-
gressive semiology. It may be virtually impossible to 
perform such a complete study in the ED to detect 
certain conditions that go undetected without very 
specific tests. Quite rightly, the authors propose the 
retrospective format as a limitation of their study in 
terms of the baseline characteristics of the cohort, and 
the need to identify cases of increased risk in which to 
be more aggressive with anticoagulation.

The management of DVT in the emergency depart-
ment is a progressive trend that benefits both the pa-
tient and the health care system. The study confirms 
that rapid care of the DVT patient and early initiation of 
anticoagulation are essential to reduce long-term com-
plications and improve quality of life. However, as the 
study shows, this approach still leads to a significant 
rate of complications during follow-up. Excessive varia-
bility in anticoagulation treatment is clearly shown, due 
to the lack of specific training and specific protocols for 
the management of SVT. Given these results, future ef-
forts should be devoted to strengthening management 
circuits. Continuous training of all emergency personnel 
will lead to improved diagnostic reliability, and their 
formal training in venous Doppler ultrasound is essen-
tial. This will contribute to homogenize protocols and 
procedures to finally overcome the variability that still 
exists in the management of the disease.
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