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Again, please accept our most grateful appreciation.
—Alexis MacDonald

Acting Executive Director
The Stephen Lewis Foundation

Toronto, Ont
by mail

Nontreatment of deep 
vein thrombosis

We thought the article “Treatment of deep vein 
thrombosis. What factors determine appro-

priate treatment?”1 was an excellent update and was 
long overdue. In addition to describing treatment, it 
also clearly outlined criteria for deciding whether 
to treat deep vein thrombosis (DVT) on an inpa-
tient or outpatient basis. We had recently noticed 
that some patients who would qualify for outpatient 
treatment according to the article (eg, uncompli-
cated below-knee DVT) are, in fact, not treated at 
all. We wondered if the author could comment on 
the “nontreatment” of DVT.

—Shirley Katz, MD CM, CCFP
—Susan Rapoport-Glick, MD, CCFP

Thornhill, Ont
by e-mail
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Response

Drs Katz and Rapoport-Glick raise 
an important issue that has not 

been addressed in most clinical trials 
investigating the treatment of DVT: 
management of patients who pres-
ent with lower limb swelling or pain 
and are diagnosed with DVT of the 
distal (or calf ) veins. This issue is 
seen increasingly in clinical practice 
with improved venous ultrasound 

techniques that can, in many patients, show the dis-
tal as well as the proximal (above-knee) deep venous 
system.1

Several questions relating to the management 
of distal DVT deserve comment. First, should all 
patients with distal DVT receive anticoagulant 
therapy, as in patients with proximal DVT? Second, 
if anticoagulants are given, what is the optimal 
duration of treatment? Third, do such patients war-
rant additional investigations, such as looking for 
thrombophilia or occult cancer, as might be the 
case in some patients with proximal and, in partic-
ular, unprovoked (or idiopathic) DVT?

In general, patients who have symptomatic 
DVT, whether proximal or distal, warrant con-
ventional anticoagulant therapy with low-molec-
ular-weight heparin and warfarin.2 Without 
anticoagulant therapy, patients with symptom-
atic distal DVT have about a 20% chance that 
the DVT will extend into the proximal veins, 
which could cause life-threatening pulmonary 
embolism.3 Furthermore, anticoagulant therapy 
helps to alleviate leg pain and swelling that can 
be severe, even in patients with less extensive 
distal DVT. However, in patients with superfi-
cial vein thrombophlebitis that does not involve 
the deep veins, initial treatment with a nonste-
roidal anti-inflammatory drug or a 2- to 4-week 
course of a low-dose heparin preparation could 
be considered.2 There is no consensus on the 
optimal duration of anticoagulation for distal 
DVT, although a 3-month course is reasonable, 
assuming that symptoms have resolved and there 
are no ongoing risk factors for disease recur-
rence, such as active cancer or immobility.4

Finally, as to whether further 
investigation to assess etiology is 
warranted in such patients, the 
key point perhaps is that DVT is a 
single disease and the same man-
agement principles should apply, 
whether DVT is proximal or distal. 
Thus, thrombophilia testing would 
be reasonable in patients with 
unprovoked DVT, particularly if 
they are young (<50 years) and 
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have a personal or family history 
of venous thromboembolism. A 
workup for occult cancer would 
depend on associated clinical 
features, such as a change in 
bowel habits in elderly patients, 
which might suggest a tumour 
site, or the presence of risk fac-
tors, such as heavy smoking.

—James D. Douketis, MD, FRCPC
Hamilton, Ont

by e-mail

References
1. Zierler BK. Ultrasonography and diagnosis of venous 

thromboembolism. Circulation 2004;109(12 Suppl 1):19-14.
2. Bates SM, Ginsberg JS. Clinical Practice. Treatment of 

deep-vein thrombosis. N Engl J Med 2004;351(3):268-77.
3. Lagerstedt CI, Olsson CG, Fagher BO, Oqvist BW, 

Albrechtsson U. Need for long-term anticoagulant treat-
ment in symptomatic calf-vein thrombosis. Lancet 
1985;2:515-8.

4. Büller HR, Agnelli G, Hull RD, Hyers TM, Prins MH, 
Raskob GE. Antithrombotic therapy for venous throm-
boembolic disease: the Seventh ACCP Conference 
on Antithrombotic and Thrombolytic Therapy. Chest 
2004;126(3 Suppl):401S-28S.

Testing seniors’ 
driving ability

While driving to the office, I 
regularly saw an old black 

sedan that seemed to be holding 
up the traffic, with cars honking 
and passing the slower vehicle. 
An older man was always at the 
wheel, leaning forward, peering 
out through the windshield and 
driving the speed limit. He was 
the object of frustration on the 
part of other commuters but, as 
I found out, he generally rolled 
up to the lights at the same time 
I did. This made me more aware 
of older drivers and their abilities 
to perform.

In assessing fitness to drive, 
insurance companies always had 
an aggravating question about 

older people: did I think that the 
applicant was a safe driver? After 
an examination of eyesight, a 
general appraisal, a Mini-Mental 
State Examination, and questions 
regarding rules of the road, I was 
still not sure whether I wanted to 
meet this guy on the highway.

The only sure way to assess 
a patients’ driving skills was to 
drive with him or her. My office 
was in a busy area of town, and 
if the driver were to pass the 
test, this was the place to do it. 
Did he look in his mirror before 
pulling into traffic? Did she sig-
nal before changing lanes or 
turning? Did he stay on his side 
of the traffic lines or were they 
only a general guide? Did she 
keep up with the traffic or leave 
it behind?

Drivers ranged from an impec-
cably dressed man of 77 in a red 
Audi to a tiny lady who needed 
many pillows to allow her to see 
through the steering wheel. Most 
did a fine job.

Once I had a demonstration of 
the senior’s driving ability, I felt 
that I could complete the insur-
ance company’s letter.

Some flunked the test. One 
failed candidate continued to drive 
by my office without a licence, 
despite the family’s confiscating 
his car keys. He had anticipated 
trouble and had another set made 
when he heard that his licence was 
to be revoked. He soon drove his 
sedan into the side of a car wash 
by stepping on the accelerator 
instead of the brake, and could not 
buy another vehicle.

This may not be a method for 
other doctors, but I thought that 

I knew how well a person was 
able to drive after a few blocks in 
the car with him or her. And all 
because of an elderly man who 
drove the speed limit and got 
downtown at the same time as 
the speeders.

—Ralph MacMillan, MD
Richmond, Va

by e-mail
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