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Lower extremity deep vein thrombosis remains one of the leading causes of venous thromboembolism and is
associated with the risk of pulmonary embolism, post-thrombotic syndrome, and disease recurrence. In con-
temporary clinical practice, direct oral anticoagulants (DOACs) are considered an alternative to traditional
anticoagulant therapy using low-molecular-weight heparin and warfarin. However, the outcomes of their use in
real-world clinical practice require further investigation.

OBJECTIVE — to evaluate the treatment outcomes of acute deep vein thrombosis of the lower extremities in
patients receiving conventional anticoagulant therapy with low-molecular-weight heparin and Warfarin,
compared with those treated with direct oral anticoagulants, focusing on recanalization, recurrence of venous
thromboembolism, and treatment safety in real-world clinical practice.

MATERIALS AND METHODS. A single-center retrospective comparative cohort study was conducted involving
217 patients with acute lower extremity deep vein thrombosis treated between 2020 and 2025. The traditional
therapy group included 82 patients who received low-molecular-weight heparin followed by transition to war-
farin, whereas the DOAC group included 135 patients treated with rivaroxaban, dabigatran, or apixaban. The
primary endpoints were venous segment recanalization and recurrence of venous thromboembolism during the
12-month follow-up period.

REesuLts. At 3 months after treatment initiation, complete venous segment recanalization was achieved in 18.0 %
of patients, partial recanalization in 71.0 % of patients, while no recanalization was observed in 11.1 % of patients.
There was no statistically significant difference between the groups in the degree of recanalization (p=0.839).
The one-year recurrence rate of venous thromboembolism was 8.8 %: 7.3 % in the traditional therapy group and
9.6% in the DOAC group (p=0.557). No significant difference in recurrence rates was identified among the dif-
ferent agents within the DOAC group. No major hemorrhagic complications or anticoagulant therapy-related
deaths were recorded in this study.

Concrusions. Traditional anticoagulant therapy with low-molecular-weight heparin followed by warfarin and
direct oral anticoagulants demonstrated comparable clinical efficacy in the treatment of acute lower extremity
deep vein thrombosis: after 3 months, complete or partial venous segment recanalization was achieved in 89.0 %
of patients, with no statistically significant difference between the groups (p=0.839). The absence of major
hemorrhagic complications and anticoagulant therapy-related mortality indicates a satisfactory safety profile for
both traditional anticoagulant therapy and direct oral anticoagulants in the treatment of acute lower extremity
deep vein thrombosis in real-world clinical practice.
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Deep vein thrombosis of the lower extremities re-
mains a significant challenge in modern angiology
and vascular surgery due to its high prevalence,
the risk of pulmonary embolism, the develop-
ment of post-thrombotic syndrome, and signifi-
cant socioeconomic impact [3, 5, 8, 43]. Venous
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thromboembolism (VTE), which includes both
deep vein thrombosis and pulmonary embolism,
ranks among the most prevalent cardiovascular
diseases worldwide and is associated with substan-
tial short-term and long-term mortality [13, 17, 19,
23,27, 28].

General Surgery 3azanvnaxipypein * 2026 « Ne2 (17)



The incidence of VTE in the general population
is estimated at 1-2 cases per 1,000 individuals an-
nually, with the risk progressively increasing with
age and the presence of concomitant risk factors
[13, 25, 34]. The American Heart Association re-
ports that over 1 million VTE cases occur annually
in the United States, with approximately 70—80 %
attributable to lower extremity deep vein thrombo-
sis [39, 42]. First-year mortality after a VTE epi-
sode can reach 15—20 %, particularly among elderly
patients and those with comorbidities [36, 37].

Anticoagulant therapy remains the primary
treatment for deep vein thrombosis, aiming to pre-
vent thrombus progression, pulmonary embolism,
and recurrent venous thromboembolism. Tradi-
tionally, treatment included unfractionated or low-
molecular-weight heparin, followed by vitamin
K antagonists (VKAs), primarily Warfarin [35, 40].
However, over the past decade, clinical practice has
changed substantially due to the widespread in-
troduction of direct oral anticoagulants (DOACs),
which have demonstrated comparable efficacy and
a more favorable safety profile [9, 11].

DOACs offer a number of advantages, includ-
ing fixed dosing regimens, rapid onset of action, no
need for routine laboratory monitoring, fewer drug
and dietary interactions, and the possibility of out-
patient treatment for a substantial proportion of
patients [12]. Current international guidelines, in-
cluding those of the American Society of Hematolo-
gy and the European Society of Cardiology, recom-
mend DOAC: as first-line therapy in most patients
with deep vein thrombosis, provided no contraindi-
cations are present [31].

The Cochrane systematic review by X. Wang
et al. [41], which included more than 30,000 pa-
tients, found that DOAC administration did not in-
crease the rate of recurrent venous thromboembo-
lism compared with conventional therapy and was
associated with a statistically significant reduction
in the risk of major bleeding. Similarly, the meta-
analysis by Z. Y. Liu et al. [24], which was based
on real-world clinical practice and included more
than 63,000 patients, reported comparable efficacy
among different DOACs in preventing recurrent
venous thromboembolism. Notably, the risk of hem-
orrhagic complications was lower in the Apixaban
group compared with the Rivaroxaban group.

Particular interest has been focused on the op-
timal duration of anticoagulant therapy and strat-
egies for the secondary prevention of recurrent
venous thromboembolism. The risk of recurrence
remains elevated for many years after discontinua-
tion of anticoagulation, especially in patients with
unprovoked deep vein thrombosis or persistent risk
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factors [13, 14, 18]. The RENOVE study by E Cou-
turaud et al., which investigated extended antico-
agulation in high-risk patients, demonstrated a low
recurrence rate of venous thromboembolism with
both full-dose and reduced-dose DOAC regimens,
while dose reduction was associated with a lower
incidence of clinically significant bleeding [10].

Despite numerous randomized trials and meta-
analyses, the choice of an optimal anticoagulant strat-
egy in real-world clinical practice remains contro-
versial. This issue is especially pertinent for patients
with different localizations of deep vein thrombosis,
variable time to clinical presentation, comorbidities,
and limitations regarding the long-term use of specif-
ic medications. In addition, there is a paucity of data
on the outcomes of deep vein thrombosis treatment
in real-world clinical settings in Ukraine.

OBJECTIVE — to evaluate the treatment outcomes
of acute deep vein thrombosis of the lower extremi-
ties in patients receiving conventional anticoagu-
lant therapy with low-molecular-weight heparin
and Warfarin, compared with those treated with di-
rect oral anticoagulants, focusing on recanalization,
recurrence of venous thromboembolism, and treat-
ment safety in real-world clinical practice.

Materials and methods

A single-center retrospective comparative cohort
study was conducted to evaluate the treatment out-
comes in 217 patients with acute deep vein thrombo-
sis of the lower extremities treated at the Central City
Clinical Hospital of Kyiv between 2020 and 2025.

Among the examined patients, 96 (44.2 %) were
men and 121 (55.8 %) were women. The patients’
age ranged from 35 to 76 years, with a mean age of
50.9 £ 8.5 years.

The inclusion criteria were:

acute symptomatic deep vein thrombosis of the
lower extremities;

age over 18 years;

diagnosis confirmed by duplex ultrasonography;
administration of anticoagulant therapy accord-
ing to accepted clinical approaches;

availability for one-year clinical follow-up.

The exclusion criteria were:

active malignant neoplasms;

antiphospholipid syndrome;

congenital or acquired high-risk thrombophilia;
antithrombin III deficiency;

hemophilia and other coagulopathies;

idiopathic thrombosis with a high suspicion of
occult malignancy;

inability to undergo follow-up evaluation.
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All patients underwent standard clinical and lab-
oratory examinations. Duplex ultrasonography of
the lower extremity veins was the primary method
for confirming the diagnosis of deep vein thrombo-
sis. According to clinical indications, contrast ve-
nography was performed in 5 (2.3 %) patients, and
contrast-enhanced spiral computed tomography in
14 (6.5 %) patients.

According to the localization of the thrombotic
process, the following segments were identified:

calf-popliteal segment — 57 (26.3 %) patients;

popliteal-femoral segment — 88 (40.6 %);
femoral-iliac segment — 72 (33.2 %).

The duration of the disease before hospitaliza-
tion was:

1-7 days — in 80 (36.9 %) patients;

814 days — in 54 (249 %);

15-21 days — in 47 (21.7%);

22-28 days — in 36 (16.6 %) patients.

Depending on the anticoagulant therapy used,
the patients were divided into two groups.

The conventional therapy group included 82 pa-
tients who, during the acute phase, received low-
molecular-weight heparin — Enoxaparin sodium
at a dose of 1 mg/kg administered subcutaneously
twice daily, followed by transition to Warfarin. War-
farin therapy was dose-adjusted under the control of
the international normalized ratio (INR), maintain-
ing a therapeutic range of 2.0—3.0. Parenteral anti-
coagulation was continued for at least 5 days and
until a stable therapeutic INR had been achieved.

The DOAC group consisted of 135 patients. De-
pending on the clinical situation, comorbidities,
drug availability, and individual patient character-
istics, the following agents were administered:

Rivaroxaban — 72 (53.3 %);

Dabigatran — 38 (28.1 %);

Apixaban — 25 (18.5 %).

Rivaroxaban was prescribed at a dose of 15 mg
twice daily for the first 21 days, followed by 20 mg
once daily.

Apixaban was administered at a dose of 10 mg
twice daily for the first 7 days, followed by 5 mg
twice daily.

Dabigatran was prescribed after preliminary paren-
teral anticoagulation with low-molecular-weight hep-
arin for at least 5 days at a dose of 150 mg twice daily.

The duration of the primary anticoagulant ther-
apy in most patients was approximately 5 months,
depending on the clinical situation and the individ-
ual risk of recurrence.

Background therapy in both groups included:

compression therapy using class II-1IT compres-

sion garments;

nonsteroidal anti-inflammatory drugs as needed;

24

analgesics;

venoactive agents.

Patients were followed for 12 months. Follow-up
clinical and ultrasound examinations were performed
at 3, 6, and 12 months after treatment initiation.

The primary study endpoints were:

recurrence of deep vein thrombosis or other man-

ifestations of venous thromboembolism within

one year,

the degree of venous segment recanalization after

3 months of treatment.

Recanalization was assessed by duplex ultraso-
nography as:

complete;

partial;

absent.

Additionally, hemorrhagic complications, clinical
tolerability of treatment, and mortality were evaluated.

Statistical analysis was performed using IBM
SPSS Statistics 22.0. The normality of data dis-
tribution was assessed using the Shapiro—Wilk
test. Quantitative variables were presented as
mean * standard deviation (M £ SD). Depending
on the distribution pattern, comparisons of quan-
titative variables were performed using Student’s
t-test or the Mann—Whitney U test. Categorical
variables were compared using Pearson’s y? test or
Fisher’s exact test. Differences were considered sta-
tistically significant at p<0.05.

Results

The study groups were statistically comparable
with respect to the main clinical and demographic
characteristics (Table 1). No significant differences
were identified between the conventional anticoag-
ulant therapy group and the DOAC group regard-
ing age, sex, duration of disease before hospitaliza-
tion, localization of the thrombotic process, or stage
of chronic venous disease (all p>0.05).

After 3 months of treatment, partial recanaliza-
tion of the venous segment predominated in both
groups, whereas complete recanalization was ob-
served in less than one-fifth of patients. The fre-
quencies of complete, partial, and absent recanali-
zation did not differ significantly between the con-
ventional therapy and DOAC groups (p=0.839)
(Table 2).

Thus, in the majority of patients, complete or
partial recanalization of the venous bed was ob-
served after 3 months of treatment, regardless of the
anticoagulant strategy selected.

During the 12-month follow-up period, re-
current venous thromboembolism occurred in
19 (8.8 %) patients. In the conventional therapy
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Table 1. Baseline characteristics of the study groups

Conventional DOAC
Parameter therapy group group
(n=82) (n=135)
Men 37(451%) 59 (43.7%)
Women 45(549%)  76(56.3%)
Age, years (M = SD) 51.7+9.1 50.4+8.1

Duration of DVT before hospitalization, days

1-7 29(354%)  51(37.8%)
8-14 22(26.8%)  32(23.7%)
15-21 19(232%)  28(20.7%)
22-98 12(14.6%) 24 (17.8%)
Localization of DVT
Calf-popliteal segment 21 (25.6%)  36(26.7%)
Popliteal-femoral segment 33 (40.2%) 55 (40.7 %)
Femoral-iliac segment 28 (34.1%)  44(32.6%)
Chronic venous disease
Co 6(7.3%) 4(3.0%)
1 10(122%) 10 (74%)
C2 17(207%)  35(259%)
C3 16 (19.5%)  41(30.4%)
C4 13(159%) 15 (11.1%)
Cs5 10(122%) 10 (7.4%)
c6 10(122%) 20 (148%)
Allp > 0.05.

Table 2. Degree of venous segment recanalization
after 3 months of treatment

Main Comparison

.. Total
Recanalization  group group (n=217)
(n=82) (n=135)
Complete 14(171%)  25(18.5%) 39 (18.0%)
Partial 60 (73.2%) 94(69.6%) 154 (71.0%)
Absent 8(9.8%) 16 (11.9%) 24 (11.1%)

group, recurrent deep vein thrombosis was regis-
tered in 6 (7.3 %) patients, whereas in the DOAC
group, recurrence was observed in 13 (9.6 %) pa-
tients. The differences between the groups were
not statistically significant (p =0.557).

The cumulative incidence of recurrent deep vein
thrombosis during the one-year follow-up period is
presented in Fig. 1. Most recurrences were noted
during the second half of the follow-up period, pre-
dominantly after the completion of the main course
of anticoagulant therapy.
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Figure 1. Cumulative incidence of recurrent deep
vein thrombosis during the 12-month follow-up
period
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Figure 2. Cumulative incidence of recurrent deep
vein thrombosis in the conventional therapy group
and the DOAC group during the 12-month follow-
up period

Comparison of the cumulative recurrence rates
between the study groups revealed no statistically
significant differences (Fig. 2).

Analysis of the recurrence pattern within
the DOAC group also demonstrated no signifi-
cant association between recurrence rate and
the specific anticoagulant agent used (p=0.945)
(Table 3).

It should be noted that this analysis was descrip-
tive in nature due to the relatively small sample
sizes of the individual DOAC subgroups.
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Table 3. Frequency of recurrent DVT depending
on the type of DOAC therapy

Drug Recurrent DVT No recurrence Total
Rivaroxaban 7(9.7%) 65 (90.3 %) 72
Dabigatran 4(10.5%) 34 (89.5 %) 38
Apixaban 2(8.0%) 23 (92.0%) 25
Total 13 (9.6 %) 122 (90.4 %) 135

During treatment and follow-up, no major hem-
orrhagic complications, fatal bleeding events, or
deaths directly associated with anticoagulant ther-
apy were registered. No clinically significant differ-
ences in treatment tolerability were identified be-
tween the groups.

The findings indicate that both conventional
anticoagulant therapy and DOACs demonstrated
comparable clinical efficacy in the treatment of
acute deep vein thrombosis of the lower extremi-
ties in real-world clinical practice. Specifically, the
rates of venous recanalization and recurrent venous
thromboembolism did not differ significantly be-
tween the study groups.

Discussion

The results indicate that conventional anticoagu-
lant therapy with low-molecular-weight heparin and
Warfarin demonstrates clinical efficacy comparable
to that of modern DOAC:s in treating acute deep vein
thrombosis of the lower extremities. The majority
of patients exhibited complete or partial recanaliza-
tion of the affected venous segment after 3 months of
treatment, while the rate of recurrent venous throm-
boembolism during the one-year follow-up period did
not differ significantly between the study groups.

The modern concept of venous thromboembo-
lism management is based on three main phases of
anticoagulant therapy: the initial phase, the prima-
ry treatment phase, and secondary prevention [30].
Treatment goals include preventing thrombus pro-
gression and pulmonary embolism, as well as reduc-
ing the risk of recurrent venous thromboembolism
and post-thrombotic syndrome. At the same time,
prolongation of anticoagulant therapy is inevitably
associated with an increased risk of hemorrhagic
complications, which necessitates a continuous
search for the optimal balance between treatment
efficacy and safety [7, 15, 16].

In this study, the overall recurrence rate of venous
thromboembolism during the one-year follow-up
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period was 8.8 %, which is somewhat higher than the
rates reported in large randomized trials and meta-
analyses. In particular, M. R. Aryal et al. reported
recurrence rates of 1.14 % in the Apixaban group
and 1.35 % in the Rivaroxaban group over 6 months
in a meta-analysis of more than 24,000 patients [2].
Similarly, X. Wang et al. found that DOAC adminit-
stration was not associated with an increased risk of
recurrent venous thromboembolism compared with
conventional therapy [41].

The higher recurrence rate observed in this
study may be explained by several factors. First, the
study reflects real-world clinical practice, in which
patients exhibit substantial clinical heterogene-
ity, variable time to hospitalization, and multiple
comorbidities. Second, over 60 % of patients were
hospitalized more than 7 days after disease onset,
which may potentially be associated with a greater
thrombotic burden and a lower potential for early
recanalization. Third, the duration of primary anti-
coagulant therapy in most cases was approximately
5 months, whereas some contemporary recommen-
dations support extended anticoagulant treatment
in patients at high risk of recurrence.

Recent research has increasingly focused on ex-
tended anticoagulant therapy. In the RENOVE
study by F Couturaud et al., which included pa-
tients at high risk of recurrent venous thromboem-
bolism, a low rate of recurrent thrombotic events
was demonstrated with both full-dose and reduced-
dose DOAC regimens [10]. At the same time, dose
reduction was associated with a significant decrease
in the incidence of clinically relevant bleeding [12,
29]. These findings support the current trend to-
ward individualized anticoagulant therapy dura-
tion and intensity, balancing the risks of recurrence
and hemorrhagic complications.

An equally important issue is the selection of
a specific agent within the DOAC class. In our study,
no statistically significant differences in the recur-
rence rate of venous thromboembolism were identi-
fied among Rivaroxaban, Dabigatran, and Apixaban.
Similar results were demonstrated in the meta-anal-
ysis by Liu et al., which showed comparable efficacy
of different DOACs in preventing recurrent venous
thromboembolism [24]. Nevertheless, several stud-
ies suggest a potentially more favorable safety pro-
file of apixaban. In particular, M. R. Aryal et al. re-
ported a significantly lower incidence of major and
clinically relevant non-major bleeding in patients
treated with apixaban compared with rivaroxaban
[2]. Similar conclusions were also presented in the
meta-analysis by D. Fredman et al. [15].

No major hemorrhagic complications were re-
corded in this study. This outcome may be related
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to careful patient selection, exclusion of patients
at high risk of bleeding, the relatively small sample
size, and the specific features of the retrospective
study design. Nevertheless, the results are gener-
ally consistent with current recommendations,
which indicate that DOACs have a more favorable
safety profile than VKAs [1, 6, 26, 33, 38, 44].

The contemporary literature continues to de-
bate optimal management strategies for distal deep
vein thrombosis. Historically, some authors have
advocated for serial imaging surveillance without
anticoagulation in patients with isolated distal
thrombosis [4, 14, 22]. However, current systemat-
ic reviews and clinical guidelines demonstrate the
benefits of anticoagulant therapy in these patients,
particularly when symptomatic disease or risk fac-
tors for thrombus progression are present [20, 21,
32]. Therefore, patients with calf-popliteal deep
vein thrombosis were included in this study and re-
ceived standard anticoagulant therapy.

The study results reflect real-world clinical prac-
tice, where the choice of anticoagulant agent often
depends not only on clinical guidelines but also on
comorbidities, renal function, bleeding risk, patient
adherence, drug availability, and economic factors.
In this context, the findings have important prac-
tical implications, demonstrating the effective use
of both conventional therapy and DOACs across
a broad spectrum of clinical situations.

This study has several limitations. First, the
retrospective single-center design and absence of
randomization may introduce selection bias. In ad-
dition, the choice of a specific DOAC was not stan-
dardized and depended on clinical circumstances
and drug availability. The relatively small number
of patients in individual DOAC subgroups limits
the statistical power of intragroup comparisons.
Furthermore, the study did not include a systemat-
ic assessment of post-thrombotic syndrome, quality
of life, or treatment adherence, which could have
provided additional information regarding long-
term therapy outcomes.

Despite these limitations, the results of this
study confirm the contemporary literature data on
the comparable efficacy of conventional anticoagu-
lant therapy and DOACSs in the treatment of acute
deep vein thrombosis of the lower extremities. The
absence of statistically significant differences in ve-
nous thromboembolism recurrence rates between
the study groups supports the consideration of
DOAC: as an effective and safe alternative to War-
farin in routine clinical practice.
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Conclusions

Conventional anticoagulant therapy using low-mo-
lecular-weight heparin and Warfarin, as well as direct
oral anticoagulants, demonstrated comparable clini-
cal efficacy in the treatment of acute deep vein throm-
bosis of the lower extremities: complete or partial
venous recanalization after 3 months was achieved
in 89.0 % of patients, with no statistically significant
difference between the groups (p=0.839).

The recurrence rate of venous thromboembolism
during the 12-month follow-up period was 8.8 %
and did not differ significantly between the conven-
tional therapy group (7.3 %) and the DOAC group
(9.6 %) (p=0.557). No significant differences in
recurrence rates were identified among individual
DOAC agents.

The absence of major hemorrhagic complications
and deaths directly associated with anticoagulant
therapy indicates a satisfactory safety profile of
both conventional anticoagulant therapy and direct
oral anticoagulants in the treatment of acute deep
vein thrombosis of the lower extremities in real-
world clinical practice.
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OAHOPiIYHI PE3YyABTATU JTIKYBAHHS IT'OCTPHUX BEHO3ZHUX
TPOMOO3iB HUKHIX KiHITiBOK

. C. Mupropozacokuii, A. O. Bypka
Hamionampanit mepnanamii yaisepcureT iMeHi O. O. boromossirst, Kuis

TpoM603 INMTMOOKUX BEH HIDKHIX KiHITIBOK 3AJIMIIAETHCS OJJHI€IO 3 ITPOBIHUX ITPUYHH BEHO3HOI TPOMO0OEMOOITI|
TA ACOIIOETBCS 3 PUBUKOM TPOMOOEMOOIIIT JIETEHEBOL apTepii, IOCTTPOMOOTUYHOIO CUHJIPOMY ¥ PELIUIUBY
33aXBOPIOBAHHA. Y CY4aCHIlN KIIHIYHIN MPAKTUL IIPAMi HEePOPaIbHi aHTUKOAry/HTU (ITTTAK) po3risagaoTh K
AIBICPHATUBY TPASULIIMHIA AHTUKOAT'Y/IAHTHIN TEPAITii i3 3aCTOCYBAHHAM HU3BKOMOJICKYJIIPHOI'O I'€IIAPUHY Ta
Bapdapuny. OfHAK PE3YJIBTATH IXHBOTO BUKOPHUCTAHHS B YMOBAX PEAIBHOI KIHIYHOI ITPAKTUKH NOTPEOYIOTh
MOAAIBIIOIO BUBYCHHH.

MeTa — OLIHUTH PE3YIBIATH JIKyBAHHA TOCTPOTO TPOMOO3Y INMIMOOKUX BEH HIDKHIX KiHIIBOK y IMAIi€HTIB, AKi
OTPUMYBUIU TPAAULIIMHY AHTUKOATY/IIHTHY TEPAILIO i3 3aCTOCYBAHHAM HU3BKOMOJIEKY/IIPHOIO I'€IIAPUHY T4
BapapuHy, HOPIiBHAHO 3 MAL[IEHTAMH, SKi OTPUMYBAIHN MPAMi IEPOPATIBHI AaHTUKOATY/IIHTH, 34 IIOKA3HUKAMU
PpEKaHATI3ALii, YACTOTH PELUAUBY BEHO3HOI TPOMOOEMOOITIT Ta OE3MEYHOCT] JTIKYBAHHS B YMOBAX PEAJIBHOT KJli-
HIYHOI IPAKTUKU.

Marepiaam Ta MeTOAH. [TPOBEIEHO PETPOCIEKTUBHE OJHOLIEHTPOBE ITOPiBHANIBHE KOTOPTHE JOCTIJPKEHHSA
PE3YIBTaTIB JIIKyBAHHA 217 MALEHTIB i3 TOCTPUM TPOMOO30M ITTHOOKHX BEH HIDKHIX KiHIIIBOK, AKi ITepebyBain
Ha JIiKyBaHHi B 2020—2025 pp. ¥ rpyni TpaauLiiiHOI Tepartii 6y10 82 MalieHTH, AKi OTPUMYBAIN HU3bKOMOJIE-
KYJIIPHU T€NAPUH i3 MOAAIBIINM IIEPEXOAOM Ha Bapdapuh, y rpymi [TITAK — 135 nanieHTiB, AKi OTpUMyBaIN
pUBapOKCabaH, Aabiratpan a60 amikcaban. OCHOBHHUMHU KiHIIEBUMU TOYKAMH OYJIM YACTOTA PEKAHATI3ALil
BEHO3HOTI'O CETMEHTA T4 PELUIUB BEHO3HOI TPOMOOEMOOJIIT MPOTATOM 12 MiC CITOCTEPEKEHHS.

PesynapraTH. Yepes 3 Mic JIiIKyBaHHS [IOBHA PEKAHAII3A1il BEHO3HOI'O CETMEHTA JOCATHYTA B 18,0 % maljieHTiB,
4aCcTKOBA — y 71,0 %, BiICYTHICTb peKaHai3alii cnocrepiranach y 11,1 % xBopux. CTaATUCTUYHO 3HAYYILIOL Pi3-
HUIi MDK I'PyIIAMHU 34 CTYIIEHEM pPEKaHali3allii He BUsABICHO (p=0,839). YacToTa penurBy BEHO3HOI TPOMOO-
eMO60JIil IPOTArOM POKY CTAHOBMIIA 8,8 %: 7,3 % y rpy1ii TpaguiiiriHol Teparii ta 9,6 % y rpymi [IITAK (p=0,557).
He BCTaHOBIEHO BipOTriiHOI pidHULIi MK NTperiaparamu B rpyi1ti [TTTAK 32 yacToTOoI0 pennsy. Benmknx remopa-
I'YHUX YCKIAHEHD 400 JICTAIBHUX HAUIIJIKIB, IIOBI3aHUX 3 AHTUKOAT'YJIIHTHOIO TEPAIIIEI0, HE 33PEECTPOBAHO.

BucHOBKH. TpaguiiifiHa aHTUKOATY/IAHTHA TEPAIlid i3 3aCTOCYBAHHAM HHU3BKOMOJIEKYJIAPHOT'O I'EllAPUHY Ta
BapMapyHy 1 IpAMi NEPOPAIbHI AHTUKOATYJIIHTHA IIPOAEMOHCTPYBAIN NOPIBHAHHY KIiHIYHY €(PEKTUBHICTD
Y JIIKYBaHHi I'OCTPOIO TPOMOO3Y IVIMOOKHX BCH HIDKHIX KiHIIBOK: YEPE3 3 MiC ITOBHA 400 YACTKOBA PEKAHAJII-
3a1lisl BEHO3HOI'O CEIMEHTA JOCATHYTa B 89,0 % MallieHTiB 6€3 CTATUCTUYHO 3HAYYINOL PI3HULI MK I'pynaMu
(p=0,839). BinCyTHICTb BEJIMKUX I'€MOPAriYHUX YCKIAJHEHbD i JICTAIbHUX HACJI/IKIB, [IOB’I3d4HUX 3 AHTUKOA-
TY/ISIHTHOIO TEPAII€IO, CBIIYUTb PO 330BUIBHUN NPOMiIb 6E€3MNEYHOCT] AK TPAJULIHMHOI aHTHKOATY/IIHTHOL
Teparii, Tak i ITPAMUX NEPOPATBHUX AHTUKOATY/IIHTIB Y JIIKYBAHHI TOCTPOTrO TPOMOO03Yy INIMOOKHX BEH HIDKHIX
KiHITiBOK B YMOBAX PEa/IbHOI K/IiHIYHOI IPAKTUKHU.

K1r0490Bi c/10Ba: TpOMOO3 INIMOOKHX BEH, BEHO3HA TPOMOOEMOOJTiA, NPAMi IEPOPAIbHI AaHTUKOATYJIIHTH, Bap-
(bapuH, pUBAPOKCAOAH, AMMKCA6aH, 1a6iraTpaH, peKaHasi3allis, PELUIUB TPOMOO03Y ITTHOOKHX BEH.
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