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Case presentation 
• 34 yo obese WF; referred by PCP for  RLE VVs with SVT
• Originally treated with Xarelto 10mg daily but increased to Xarelto

20mg daily when symptoms and thrombus progressed
• Pt has longstanding VVs; had LLE GSV RFA a few years ago.
• Works as a baker on feet all day at Target
• Legs ache and swell with prolonged standing
• Large varicose veins of medial calves with discoloration
• Wears thigh high compression hose to work
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Epidemiology
• More common than DVT 1:1000
• Estimated 3 to 8% of the general population
• Risk factors: varicose veins, immobilization, trauma, surgery, 

pregnancy and post-partum, hormonal contraception or replacement 
therapy, increasing age, obesity, history of VTE, malignancy, 
autoimmune disease, thrombophilia, IV catheter

• Secondary: P vera, SLE, scleroderma, Buergers, Behcets, vasculitis
• Females>Males



Clinical Presentation
• Varicose veins
• Traumatic
• Septic and Suppurative
• Migratory
• Mondor’s Disease
• Great/Small saphenous
• Upper extremity
• Post endovascular vein treatment (foam and thermal)



Goals of Treatment
• Reduce or ameliorate symptoms

• Prevent progression to DVT: OPTIMEV study (29% concurrent DVT with less in varicose vein 
patients)

• Prevent PE

• Prevent recurrence/QOL

Treatment Options:
• Topical
• Pharmacological systemic: Anticoagulation, NSAID
• Surgical/Endovascular

J Mal Vasc 2010



SVT TREATMENT Treatment differs depending upon whether the thrombosis affects the 
tributaries (superficial thrombophlebitis) or axial veins (ie, great or small saphenous veins) 
indicative of superficial vein thrombosis (SVT), and whether or not there are complications. 

Approach to treatment — Treatment of superficial phlebitis is primarily aimed at alleviating 
symptoms and preventing propagation of thrombus into the deep venous system. 

Uncomplicated — Initial management of uncomplicated thrombophlebitis and less extensive SVT 
(ie, affected vein segment <5 cm, remote from saphenofemoral/saphenopopliteal junction, no 
medical risk factors) is supportive and consists of extremity elevation (ie, waist level), warm or cool 
compresses, nonsteroidal anti-inflammatory drugs (NSAIDs), and possibly compression therapy
[46]. The patient should be encouraged to remain ambulatory if possible. Antibiotic treatment is not indicated in the absence of signs of infection 
(eg, high fever, purulent drainage) [47]. (See 'Symptomatic care' below.)

Anticoagulation is suggested for patients with more extensive superficial thrombophlebitis, 
particularly those with SVT approaching the deep venous system via the saphenofemoral junction, because 
of a higher risk for developing a deep vein thrombosis (DVT) [21,37,41,48-50]. A decision to anticoagulate the patient when thrombus approaches 
the deep venous system at other sites (ie, saphenopopliteal junction, perforator veins) should be individualized; either anticoagulation or serial 
duplex ultrasound may be appropriate. Anticoagulation is also appropriate for those patients who demonstrate propagation. (See 'Anticoagulation'
below.)

An exception to the need for anticoagulation is the patient with superficial vein thrombosis following endovenous ablation therapy. The 

natural history of endovenous heat-induced thrombus (EHIT) appears to be more benign than spontaneous thrombus with 
less of a propensity for embolization [7]. EHIT is generally managed conservatively. (See "Radiofrequency ablation for the treatment of lower 
extremity chronic venous disease", section on 'Deep venous thrombosis' and 'Anticoagulation' below.)
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Anticoagulation

• LMWH
-VESALIO
-CALISTO
-STEFLUX

• LMWH vs. NSAID
-Titon
-STENOX
-Rathbun



Comparative studies 

Titon J. Annales de cardiologie et d’angeiologie 1994;43:160-6
STENOX study group. Arch Intern Med 2003;163:157-63





Calisto 2010
• Double-blind RCT
• 3002 received either fondaparinux (2.5mg/day) or placebo X 45 days
• Primary efficacy outcome: composite of death from any cause or 

symptomatic pulmonary embolism, symptomatic deep-vein 
thrombosis, or symptomatic, extension to the saphenofemoral
junction or symptomatic recurrence of STP at day 47

• Main safety outcome - major bleeding
• Follow up to day 77



Calisto

Major bleeding occurred in one patient in each group
Incidence of serious adverse events was 0.7% with fondaparinux and 1.1% with placebo



A=parnaparin 8500 IU qd X 10 days + placebo 20 days
B=parnaparin 8500 IU qd X 10 days + 6400 IU 20 days
C=parnaparin 4250 qd for 30 days



Risk factors for recurrent events (SteFlux)

• 98 outcomes at 93 days follow up in 664 patients
• At 33 days treatment: previous VTE, family history
• After stopping LMWH:

-absence of varicose veins
-previous VTE or SVT
-family history of VTE





6 studies
246 surgery vs 88 anticoagulation
No difference in SVT extension/DVT/PE
High surgical complications
AC seems better in decreasing DVT/PE
Surgery will reduce SVT extension and pain



Endovascular treatment of SVT



Compression stockings for SVT



Rivaroxaban Anticoagulation for Superficial Vein 
Thrombosis (RASET)
This study is currently recruiting participants. (see Contacts and Locations)
Verified January 2016 by McMaster University
Sponsor:
McMaster University
Collaborator:
Bayer
Information provided by (Responsible Party):
McMaster University
ClinicalTrials.gov Identifier:
NCT02123524
First received: April 23, 2014
Last updated: January 19, 2016
Last verified: January 2016
History of Changes

https://clinicaltrials.gov/ct2/show/study/NCT02123524?term=superficial+vein+thrombosis&rank=3#contacts
https://clinicaltrials.gov/ct2/archive/NCT02123524


Clinical Presentation
• Varicose veins ?
• Traumatic ?
• Septic and Suppurative ?
• Migratory ?
• Mondor’s Disease ?
• Great/Small saphenous
• Upper extremity ?
• Post endovascular vein treatment ?



SVT TREATMENT — Treatment differs depending upon whether the thrombosis affects the tributaries 
(superficial thrombophlebitis) or axial veins (ie, great or small saphenous veins) indicative of superficial vein thrombosis 
(SVT), and whether or not there are complications. 

Approach to treatment — Treatment of superficial phlebitis is primarily aimed at alleviating symptoms and preventing 
propagation of thrombus into the deep venous system. 

Uncomplicated — Initial management of uncomplicated thrombophlebitis and less extensive SVT (ie, affected vein 
segment <5 cm, remote from saphenofemoral/saphenopopliteal junction, no medical risk factors) is supportive and 
consists of extremity elevation (ie, waist level), warm or cool compresses, nonsteroidal anti-inflammatory drugs 
(NSAIDs), and possibly compression therapy [46]. The patient should be encouraged to remain ambulatory if possible. Antibiotic treatment is not indicated 
in the absence of signs of infection (eg, high fever, purulent drainage) [47]. (See 'Symptomatic care' below.)

Anticoagulation is suggested for patients with more extensive superficial thrombophlebitis, particularly those with SVT 
approaching the deep venous system via the saphenofemoral junction, because of a higher risk for developing a deep vein thrombosis (DVT) 
[21,37,41,48-50]. A decision to anticoagulate the patient when thrombus approaches the deep venous system at other sites (ie, saphenopopliteal junction, perforator veins) should 
be individualized; either anticoagulation or serial duplex ultrasound may be appropriate. Anticoagulation is also appropriate for those patients who demonstrate propagation. (See 
'Anticoagulation' below.)

An exception to the need for anticoagulation is the patient with superficial vein thrombosis following endovenous ablation therapy. The natural history of endovenous
heat-induced thrombus (EHIT) appears to be more benign than spontaneous thrombus with less of a propensity for embolization [7]. EHIT is generally managed 
conservatively. (See "Radiofrequency ablation for the treatment of lower extremity chronic venous disease", section on 'Deep venous thrombosis' and 'Anticoagulation' below.)
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Follow up case presentation 

• Vascular ultrasound VV mapping performed
• Underwent RLE GSV RFA + sclerotherapy
• Xarelto discontinued; pt placed on ASA 81mg through procedure 

recovery
• Some RLE thigh tenderness 2 weeks post sclero; no DVT or new SVT
• Conservative measures prescribed



Summary
• LMWH or NSAID effective for reducing pain and extension/ VTE but risk 

stratification model not available
• Compression alone not effective for preventing extension
• Surgery provides symptom relief but may not reduce VTE
• ACCP 2012 recommendation (no change 2016): 

Superficial thrombosis ≥ 5 cm in length should receive prophylactic dose 
fondaparinux or LMWH for 45 days (2B).  
Fondaparinux 2.5 mg is preferred over LMWH (2C).

• Goals of treatment met by LMWH/DOAC for some clinical presentations
but dose and duration of LMWH not clear

Calisto: SVT not within 3 cm of SFJ
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