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> THE CASE

A 63-year-old woman with a history of hyperlipidemia presented to our hospital with a swollen
right hand. The patient noted that she had closed her hand in a car door one week earlier, caus-
ing minor trauma to the right third metacarpophalangeal joint. Shortly after injuring her hand,
she’d sought care at an outpatient facility, where she was given a diagnosis of cellulitis and
a prescription for an oral antibiotic. The swelling, however, worsened, prompting her visit to
our hospital. She was admitted for further work-up and started on intravenous (IV) antibiotics.

Her family history included a sister with deep vein thrombosis (DVT) and a maternal
aunt with breast cancer. The patient denied oral contraceptive use or a personal history of
malignancy. On physical examination, her right hand and forearm were swollen, tender, and
erythematous.

THE DIAGNOSIS

Laboratory data showed a normal complete blood count and complete metabolic panel.
The patient’s sedimentation rate and C-reactive protein level were elevated at 65 mm/hr and
110 mg/L, respectively. The patient was not improving on IV antibiotics, so we performed
a right upper extremity venous duplex ultrasound. The ultrasound showed an occlusive
thrombus in the right ulnar and radial veins (FIGURES 1 AND 2), and we diagnosed the patient
with upper extremity deep vein thrombosis (UEDVT). (The timing of the diagnosis, relative
to the injury to the patient’s hand, appeared to have been coincidental.)

Further work-up revealed normal complement C3 and C4 tests, as well as negative an-
tinuclear, anti-double stranded DNA, anti-Smith, and anticardiolipin antibody tests. Simi-
larly, a factor II DNA analysis was negative. However, the patient was positive for the factor
V Leiden heterozygous mutation.

DISCUSSION
More than 350,000 people are diagnosed with DVT or pulmonary embolism (PE) in the
United States each year.! Up to 4% of all DVTs involve the upper extremities.> Secondary
UEDVT, which occurs in patients with central venous catheters, malignancies, and throm-
bophilia, accounts for the majority of UEDVT cases; primary UEDVT is less common.?

Large epidemiologic studies have demonstrated that hypercoagulability is a risk factor
for lower extremity DVT, but few data exist on the role of coagulation abnormalities in pa-
tients with primary UEDVT. The prevalence of clotting abnormalities in patients with prima-
ry UEDVT ranges from 8% to 43%.*° Factor V Leiden is the most common cause of inherited
thrombophilia. Patients with heterozygous factor V Leiden mutation have a 7-fold increased
risk of venous thrombosis.®

Héron and colleagues’ reported that 16 of 51 patients with at least one clotting ab-
normality had primary UEDVT. Factor V Leiden was found in 5 of those patients (20%).
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Interestingly, 3 of the 5 carriers of the fac-
tor V Leiden mutation were older than
45 years. Our patient was 63, which was con-
sistent with these findings.

Malignancy is also an important risk fac-
tor for UEDVT.?? In patients with a DVT in an
unusual location, age- and sex-appropriate
cancer screenings are stronglyrecommended.
(Our patient had undergone a colonoscopy
8 years earlier, which was normal. She’d also
had a recent mammogram and Pap smear,
which were normal, as well.)

It's often difficult to distinguish
between cellulitis and UEDVT

The differential diagnosis for UEDVT in-
cludes effort thrombosis (also known as
Paget-Schroetter syndrome) and cellulitis.

1 Effort thrombosis usually occurs in
young, otherwise healthy individuals and
almost exclusively in the axillary and sub-
clavian veins. Our patient’s age and a venous
duplex ultrasound ruled out any thrombosis
in these locations.

1 Distinguishing cellulitis from UEDVT
based on clinical features can be difficult.
In both conditions, the limb is swollen and
painful and the skin is warm and erythema-
tous. As a result, each condition is often mis-
diagnosed as the other.

But there are features that distinguish
the 2. In patients with UEDVT, you're likely
to see limb pain and a palpable cord (a hard,
thickened palpable vein along the line of the
deep veins). On the other hand, patients with
cellulitis tend to have more systemic symp-
toms, such as fever, chills, and swollen lymph
nodes, as well as skin breakdown, ulcers,
and pus.

The American College of Chest Phy-
sicians (ACCP) recommends that the ini-
tial evaluation for patients with suspected
UEDVT be a combined modality ultrasound
(compression with either Doppler or color
Doppler) rather than D-dimer or venogra-
phy."* Quickly arriving at a proper diagnosis
is critical, given that up to one-third of pa-
tients with UEDVT will develop a PE.” Other
complications include superior vena cava
syndrome, septic thrombophlebitis, thoracic
duct obstruction, and brachial plexopathy.'!

FIGURE 1
Occlusive thrombus
in the radial and ulnar veins
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A venous duplex ultrasound revealed an occlusive thrombus in the right radial
and ulnar veins (arrows). These vessels showed abnormal compressibility.

FIGURE 2
Abnormal color flow with Doppler
augmentation in the radial vein

Treat with anticoagulants
for no longer than 3 months
The ACCP also recommends that patients
who have UEDVT that isn’t associated with
a central venous catheter or with cancer be
treated with anticoagulation for no longer
than 3 months."

1 Our patient was started on enoxaparin

and warfarin. After 5 days at our hospital, she
CONTINUED ON PAGE 573
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PRACTICE OPPORTUNITIES

sansum
CLINIC

for your good health

Sansum Clinic is the largest and oldest multi-specialty group between San Francisco and Los Angeles with over
180 physicians and surgeons and a staff of healthcare professionals in over 30 specialized areas of medicine. We
offer a competitive salary, full benefits package, and an excellent living and practice environment.

We are looking for an Urgent Care Physician Medical Director who will see UC patients part-time and manage
our 2 outpatient Urgent Care facilities located in Sunny Santa Barbara and Lompoc California.

Required Skills: Successful candidates will be well-trained and board-certified in Family Medicine, Urgent Care,
or Emergency Medicine with prior experience working in an ER or UC setting as well as leadership/administra-
tive experience. We are looking for team players who are enthusiastic, motivated, and committed individuals
who work well in a group environment. Come learn more about why physicians want to work at Sansum Clinic
and enjoy a work-life balance as well as opportunity to work with a team of well-trained, trusted, and dedicated
professionals who value each and every team member within the group.

Benefits our physicians enjoy: Competitive compensation and benefits, malpractice with health insurance
coverage, CME allowance, shareholder opportunities after 2 years.

Please email your CV to: mdjobs@sansumclinic.org
For more information: visit www.sansumclinic.org
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