
Introduction
India is a country with predominant rural population and access to 
medical care is primarily on peripheral hospitals with limited 
infrastructure. rombosis and its complications are not unco-

[1]mmon and it is affecting both young and old.  e basic patho-
physiology of thrombus in arterial and venous system may differ in 
mechanism but the effects remains the same, i.e. obstruction of 
vascular lumen leading to various manifestations. e difference 
between the arterial and venous thrombosis is the frequency with 
which it occurs. ere is paucity of literature on profile and outcomes 

[2]of thrombotic events in peripheral hospitals.  In this study we 
present the spectrum of thrombotic events in a remote hospital 
which were diagnosed and successfully managed.

Material and methods
is study was carried out in a peripheral hospital in northern region 
of the country from Jan 2011 to Jun 2013. In addition to clinical data, 
smoking habits and past or family history of thrombotic complica-
tions was sought in all the patients. It was an observational cross 
sectional study where all the patients who were admitted in the 
hospital with thrombosis were included. All the cases were managed 
by physician. 

e diagnosis of deep vein thrombosis (DVT) was made in patients 
with a suggestive clinical picture, and confirmed by doppler 
ultrasound study. Pulmonary thromboembolism was diagnosed on 
the basis of suggestive clinical picture, electrocardiogram (ECG) 
findings and computerized tomography (CT) of pulmonary vessels. 
e diagnosis of coronary syndrome was based on suggestive history, 
ECG finding and cardiac enzyme markers. e diagnosis of stroke 

was made on the basis of clinical features, Computerized tomo-
graphic scan (CT) imaging findings. Apart from specific tests to 
diagnose the vascular event, a standard protocol of investigations 
was carried out to determine the cause of thrombosis, which 
included haemogram, peripheral smear, platelet count, prothrombin 
time, partial thromboplastin time with Kaolin and lipid profile. 
Procoagulant work up was not done.

Inclusion criteria:  
(i) Radiologically confirmed thrombosis
(ii) Age>18 yrs and <60yrs
(iii) Admitted in hospital>48h

Exclusion criteria:
(i) Not consented
(ii) Second episode of thrombosis

Results
During the study period a total of 277 patients had thrombotic 
complications. Out of them 201/277(72.5%) had arterial thrombosis 
and 76/277(27%) had venous thrombosis. Of the arterial thrombotic 
events 157 had coronary events, 42 had stroke and 02 had acute limb 
ischaemia. In the venous thrombosis group DVT occurred in 65 
patients, pulmonary thrombosis in 04 patients cerebral venous 
thrombosis in 04 patients and mesenteric venous thrombosis in 03 
patients. e details are given in Table1. e average age of the 
patients in venous thrombosis was 32±3.5yrs, 38±2.6yrs in the 
coronary artery group and 41±2.8 yrs in the stroke group respectively.

ere were 157 cases of coronary syndromes [59 patients (38%) had 
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ST elevation myocardial infarction (STEMI), 96(62%) had unsta-
ble/stable angina and 02 cases of Prinzmetal angina]. In patients 
with STEMI 52/59(88%) were thrombolysed with Inj Streptokinase 
and rest were either out of window period or had silent myocardial 
infarction. e unstable angina cases were managed with low 
molecular weight heparin (Inj Enoxaparin) based on weight and 
other anti angina measures. 02 patients had Prinzmetal angina. 
ere were 03 deaths (5%) in STEMI group. e percentage of 
Tobacco consumption, hypertension and diabetes mellitus in this 
group were 14%, 10% and 5% respectively. In coronary events group 
the average age was 38 yrs with youngest being the 22 yr old. Detailed 
clinical profile is given in table. Two patients had Prinzmetal angina 
as evidenced by ST segment elevation at the onset which got reversed 
by administration of nitrate without elevation of cardiac enzymes. 
ere were three deaths, all of them due to cardiogenic shock within 
seven days.  Ischaemic stroke occurred in 42/201(21%) patients of 
arterial thrombosis. e demographic profile and co morbidities 
were given in table.   Stroke in young constituted 23/42(54%) of cases. 
rombolysis was done in 02(0.5%) patients. ere were 02(5%) 
deaths in stroke group. Two patients had acute limb ischaemia in 
upper limb for which were referred for urgent vascular intervention 
which is difficult in peripheral set up.  

In the venous thrombosis group, DVT involving predominantly lower 
limbs occurred in 65/76(85%) of cases, pulmonary throm-
boembolism(PTE) was seen in 4/76(5%) of patients. One patient had 
bilateral PTE. Mesenteric vein thrombosis occurred in 3/76(4%) 
patients. All of them presented with acute abdomen. Cerebral venous 
thrombosis (CVT) occurred in 4//76(5%) patients.  All of them 
presented with headache and one patient seizure. No mortality 
occurred in CVT patients. Two patients had history of exposure to 
high altitude.

Discussion
rombosis can be broadly categorized into venous and arterial 
thrombosis. Arterial thrombosis manifests itself mainly as 
myocardial infarction or cerebral infarction while venous thrombo-
sis presents as DVT, pulmonary embolism, mesenteric or renal vein 

[1, 2, 3]thrombosis.  Each of them occurs with an incidence of 1-3 per 
[1]thousand population per year.  Virchow's triad is traditionally 

invoked to explain pathophysiologic mechanisms leading to 
development of arterial and venous thrombosis, consisting of 

[4]hypercoagulability, vessel wall components, and blood flow.   

We had 76 cases of venous thrombosis in our study. e average age in 
our study was 32 yrs which was comparable to the study done by 

[5]Cheena Garg et.al.  all of the patients were managed with Inj LMWH 
(Enoxaparin) followed by oral anticoagulation with warfarin. We 
couldn't test prothrombotic state in these patients but were advised 
to take tab wafarin for at least three months and were referred to 
higher center for procoagulant workup. In our study tobacco 
consumption was seen in 13/76(17%) in venous thrombosis group. 
While Holst et.al[6] reported obesity and smoking were associated 
with venous thromboembolism. In our study none of them had 
deranged lipid profile or diabetes mellitus in venous thrombosis 
group which may be due to younger population in our study. 

Atherosclerosis is the chief cause of stroke and coronary syndromes 
but it is much less common in young individuals. Although the 

[7]prevalence of these diseases is increasing and so are the risk factors.    
[8, 9] In our study 38% had  STEMI in contrast to  other studies.  in our 

study all the patients were males as in other studies most of them 
[10]were males.   In our study, most of the patients who had STEMI were 

thrombolysed  with Inj Streptokinase, because of early recognition. 
In two cases, we had Prinzmetal angina which may be due to 
coronary spasm that was relieved promptly by administration of 
nitrates by the primary care medical professionals. In our study, 
unstable angina/ angina was seen in 96/157(63%) of the patients with 
coronary artery disease.  In our study tobacco smoking was seen only 

[8] in 4(10%) of patients in contrast to study by Rajni S who had shown 

higher percentage of smoking. In our study mortality rate was 5% in 
[11]contrast to study by  Xavier et.al  who have shown higher mortality 

of 8.6% which may be due to relatively younger population in our 
study. So in remote areas thrombolysis by drugs when there is no 
availability of PCI is also equally effective.

Stroke constitutes one of the important causes of premature death in 
[12]India.  Stroke in young constituted 23/42(54%) which is much 

[13]higher than that reported in literature. Dash D et .al  described 
various diseases including Rheumatic Heart Disease and Vasculitidis 
as important causes of stroke in young. However in our study none of 
the arterial thrombosis had Rheumatic Heart Disease or Vasculitidis. 

[14]In contrast to study by Shah et al , who reported high incidence of 
hemorrhagic stroke in the similar terrain. In our study we 
thrombolysed only two cases (0.5%) in contrast to study by Pandian 

[15]et. al    Who showed higher rate of thrombolysis which may be due 
to better facilities and accessibility to medical care. In our study 
smoking was seen only in 10% of patients similar to study by Chaud-

[16,17] hary et.al. Cerebral venous thrombosis occurred in 4 patients 
constituting(5%) of all strokes which is much less in contrast to study 
by Banerjee et.al (18) who showed higher percentage  which may be 
due to all male patients in our study.  ere were two case of acute 
limb iscahemia which was recognized early and was managed by 
surgeons. 
 
Conclusion
rombosis is not uncommon in young individuals and its sequelae 
may lead to long term morbidity and loss of productive life. Effective 
and timely management of even in the peripheral hospitals with 
limited resources may yield satisfying results. It is essential for the 
young physicians who are working in remote areas to be familiar with 
thrombosis and its varied presentations.

Table: Clinical profile of thrombosis
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Venous thrombosis(n=76)
 DVT(n=65), Pulm rombosis(n=4),CVT(4),Mesenteric venous 

thrombosis(n=3)
Age in yrs 32±3.5

Hypertension 7(9%)
Tobacco consumption 13(17%)

Arterial thrombosis (n=201)
 Coronary events(157),( STEMI-59, USA-96, Prinzmetal-02)

Age in yrs 38±2.6
Diabetes 8(5%)

  Hypertension 15(9.5%)
Tobacco consumption 17(11%)

Mortality 03/59(5%)
Stroke(n=42),  Acute limb ischaemia(02)
Stroke

Age in yrs 41±2.8
Diabetes 5(12%)

Hypertension 7 (15%)
Tobacco consumption 4(10%)

Mortality 02(5%)
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