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This study explores the anatomical asymmetry of iliac vein diameters in
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contributor to DVT risk.
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Abstract
Background

Deep vein thrombosis (DVT) is a common vascular condition with significant morbidity
and left-sided iliofemoral DVT is often linked to May—Thurner syndrome (compression of the
left common iliac vein by the right iliac artery). However, it is unclear whether an intrinsically
smaller left common iliac vein (LCIV) diameter (independent of external compression)

predisposes individuals to DVT.

Additionally, patient factors such as body mass index (BMI), hydration status, and
venous valve competence might influence venous caliber or stasis risk, but their relationship

to iliac vein diameter remains poorly characterized.
Objectives

1. This study aimed to compare LCIV and right common iliac vein (RCIV) diameters in
asymptomatic individuals and determine if a significant intrinsic LCIV narrowing exists.
2. We also examined associations between vein diameter and DVT risk factors (BMI,
hydration, valve competence), assessed observer measurement agreement, and

performed regression analysis to identify any independent predictors of LCIV diameter.
Methods

1. A cross-sectional analysis was conducted on 30 asymptomatic adults with no history of
DVT. Each participant underwent duplex ultrasonography to measure the diameters of
the LCIV and RCIV.

2. Relevant DVT risk factors including BMI, hydration status, and venous valve
competence were recorded for correlation analyses.

3. Two observers performed the measurements (with one observer repeating measurements)
to evaluate intra- and inter-observer reliability.

4.  Statistical analyses included a paired #-test to compare mean LCIV vs. RCIV diameters,
Pearson correlation to assess relationships between vein diameters and risk factors,
intraclass correlation coefficient (ICC) analysis for observer agreement, and a

multivariate linear regression to identify independent predictors of LCIV diameter.



Results

1. A significant intrinsic difference in vein size was observed: the LCIV was
approximately 2 mm smaller in diameter on average than the RCIV (mean + SD, e.g.
LCIV 12.0 £ 3.0 mm vs. RCIV 14.0 £ 3.5 mm; p < 0.001 for paired difference).

2. The LCIV and RCIV diameters were moderately correlated with each other (r ~0.5, p <
0.01), suggesting that individuals with a larger RCIV tended to also have a somewhat
larger LCIV.

3. No significant correlation was found between LCIV diameter and BMI, hydration
status, or valve competence (all Pearson r < 0.2, p > 0.1), indicating that these risk factors
did not measurably influence iliac vein size in this asymptomatic cohort.

4.  Measurement reliability was excellent, with intra- and inter-observer ICC values ~0.99
for both LCIV and RCIV (p < 0.001), reflecting virtually perfect agreement between
repeated measurements.

5. In a multivariate regression analysis, none of the evaluated risk factors emerged as a
significant independent predictor of LCIV diameter (all p > 0.05), and the overall model
explained only a small proportion of variance in LCIV size, suggesting that intrinsic
anatomical variation rather than measured patient factors accounted for differences in

vein diameter.

Conclusion:

1. In this study of asymptomatic individuals, the left common iliac vein was found to be
significantly narrower than the right, even in the absence of external compression. This
intrinsic anatomical asymmetry supports the hypothesis that a smaller LCIV could
contribute to a predisposition for left-sided DVT, although we observed no clear
associations between LCIV size and typical DVT risk factors in our sample.

2. The high observer agreement confirms that LCIV diameter can be measured reliably.
These findings provide preliminary evidence that anatomical variation in iliac vein
diameter may be an independent factor in DVT risk, meriting further research with larger

cohorts to determine its clinical significance and potential role in DVT risk stratification.
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CHAPTER -1

Introduction

1.1 What is Deep Venous Thrombosis (DVT)?

Deep venous thrombosis (DVT) is a vascular condition characterized by the formation of a
blood clot (thrombus) in the deep veins, most commonly in the lower extremities. This
condition is of major clinical significance as it can lead to life-threatening complications
such as pulmonary embolism (PE), in which the clot dislodges and travels to the lungs,
causing obstruction of blood flow. Together, DVT and PE form a spectrum known as
venous thromboembolism (VTE), a leading cause of morbidity and mortality worldwide.
DVT can occur in different segments of the deep venous system:

Distal (calf) vein DVTs — These involve veins in the lower leg, such as the tibial or
peroneal veins, and are generally less severe, with lower risk of PE.

Proximal DVTs — These occur in the popliteal, femoral, or iliac veins and are more
likely to extend proximally and embolize to the lungs, leading to more severe
clinical consequences.

Iliofemoral DVT — A subset of proximal DVT, affecting the iliac and common
femoral veins. It is of particular concern due to its higher risk of PE and post-
thrombotic syndrome (PTS) compared to distal DVTs.

1.2 Clinical Presentation of DVT

1.2.1 Signs and Symptoms

The presentation of DVT varies based on the extent of venous obstruction, ranging from mild
discomfort to severe, life-threatening complications. Common clinical features include:

Unilateral leg swelling — Typically, the affected leg appears larger due to venous
congestion.

Pain and tenderness — Often localized to the calf or thigh, worsening with
movement.

Erythema and warmth — The affected limb may appear redder and feel warmer
compared to the opposite leg.

Dilated superficial veins — Due to obstruction of deep venous flow, superficial veins
may become more prominent.

Homan’s sign (historical test) — Pain in the calf on dorsiflexion of the foot (low
sensitivity and specificity).

Severe cases of iliofemoral DVT may present with phlegmasia cerulea dolens, a
condition marked by massive swelling, cyanosis, and potential venous gangrene
due to complete venous outflow obstruction.



1.3 Acute and Chronic Manifestations of DVT

1.3.1 Acute Complications

1. Pulmonary Embolism (PE):

o The most feared complication of DVT, occurring when a clot dislodges and
migrates to the pulmonary arteries, leading to respiratory distress, hypoxia,
and cardiovascular collapse.

Over 50% of untreated proximal DVTs can lead to PE.
Symptoms include sudden-onset dyspnea, chest pain, tachycardia, and
hemoptysis.

2. Phlegmasia Cerulea Dolens:

o A rare but life-threatening complication seen in extensive iliofemoral DVT.

o Marked by severe pain, swelling, and cyanosis, progressing to venous
gangrene if untreated.

1.3.2 Chronic Complications

1. Post-Thrombotic Syndrome (PTS):
o A consequence of chronic venous insufficiency due to persistent venous
outflow obstruction and valvular damage.
o 20-50% of patients with iliofemoral DVT develop PTS.
o Symptoms include chronic leg pain, edema, hyperpigmentation, and
venous ulcers.
2. Chronic Thromboembolic Pulmonary Hypertension (CTEPH):
o Occurs when chronic PE leads to pulmonary artery hypertension, resulting
in progressive right heart failure.
o Itis along-term, debilitating consequence of untreated DVT and PE.

Note: Biological and Clinical Significance of LCIV Diameter

Reduction

The diameter of the left common iliac vein (LCIV) is a key anatomical factor in
venous outflow dynamics. A reduction in LCIV diameter could contribute to venous
stasis, endothelial dysfunction, and increased thrombogenic potential.
Clinically, this could explain why individuals with inherently smaller LCIVs may be at
a higher risk of developing DVT even in the absence of external compression or
traditional risk factors.

1.4 lliac Vein Compression and Obstruction

1.4.1 Iliac Vein Compression (May-Thurner Syndrome)

e May-Thurner Syndrome (MTS) is a well-recognized anatomical condition where the
left common iliac vein (LCIV) is compressed by the overlying right common iliac
artery.



o This compression can lead to venous stasis, endothelial damage, and increased risk
of left-sided iliofemoral DVT.

o It is estimated that MTS affects up to 30% of the population, though only a
fraction develop symptomatic DVT.

1.4.2 Other Causes of Iliac and Vena Cava Obstruction

In addition to MTS, other factors can contribute to iliac and inferior vena cava (IVC)
thrombosis:

o External compression from tumors, lymphadenopathy, or retroperitoneal
fibrosis.

e Pregnancy-related compression — The growing uterus can exert pressure on the iliac
veins.

o Iatrogenic causes, such as venous catheterization or surgical interventions.

1.5 Global Incidence of Iliac Vein-Related DVT vs Other DVT Types

e lliofemoral DVT accounts for 20-25% of lower-extremity DVTs, with higher
risks of complications.

e In Western countries, DVT incidence is 1-2 per 1,000 adults annually, but lower in
Asian populations (0.02-0.04%).

e Left-sided iliac DVT is far more common than right-sided iliac DVT, largely due
to MTS and anatomical variations.

1.6 Epidemiological & Clinical Implications of Studying Iliac Vein-
Related DVT

1.6.1 Epidemiological Relevance

o Ethnic and Genetic Variations:
o Factor V Leiden mutation increases DVT risk in Western populations.
o Asian populations have lower thrombophilia rates but may have other
anatomical predispositions.
e Underdiagnosis in Low-Resource Settings:
o Many iliac vein thromboses are misdiagnosed due to the lack of advanced
imaging.

1.6.2 Clinical Significance

o Higher Risk of PE and PTS compared to distal DVTs.
e Necessitates improved screening and diagnostic protocols.



1.7 Biological and Clinical Significance of Investigating LCIV
Diameter Reduction

e Traditionally, May-Thurner Syndrome has been the primary anatomical
explanation for left-sided DVT.

e However, recent research suggests that LCIV diameter reduction—independent of
external compression—may be a significant risk factor.

e A naturally smaller LCIV could predispose individuals to venous stasis and
DVT, even without overt compression.

Figure 1- May-Thurner syndrome: compression of the left common iliac vein between the overriding right
common iliac artery and the vertebral body

Clinical Implications

o Potential for Early Risk Stratification — Screening for LCIV narrowing in high-
risk individuals.

¢ Refinement of Endovascular Treatments — Stenting may be indicated for patients
with inherently small LCIV diameters.

1.8 Why Asymptomatic Individuals Are a Focus of This Research
1.8.1 Identifying Silent Risk Factors

e Many individuals with DVT have no prior symptoms.
e Studying asymptomatic individuals helps determine whether LCIV narrowing is
an inherent anatomical risk factor.
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Figure 2: DVT Risk Factors

1.8.2 Enhancing Preventative Healthcare Strategies

o IfLCIV narrowing is an independent risk factor, preventative strategies can be
implemented:
o Compression stockings for at-risk populations.
o Routine ultrasound screening in high-risk individuals.
o Targeted thromboprophylaxis for individuals with small LCIV diameters.

1.8.3 Public Health Impact

e Preventing DVT and PE through early identification could reduce healthcare
costs and improve patient outcomes.

e A shift from reactive to proactive thrombosis management will help reduce
morbidity and mortality globally.



1.9 Summary

e DVT is a major vascular disorder with significant acute and chronic
consequences.

o lliac vein-related DVT is particularly important due to its higher complication
rates.

o Investigating LCIV diameter reduction as an independent risk factor could
reshape risk assessment and prevention strategies.

e Focusing on asymptomatic individuals could lead to early interventions and
improved thrombosis prevention.



CHAPTER - 2

History and Literature Review

This chapter explores the historical evolution of knowledge surrounding May-Thurner
Syndrome (MTS), its relevance to iliac vein thrombosis, and its connections to broader
venous compression syndromes. Additionally, it evaluates prior studies comparing vein
diameters in healthy versus symptomatic populations, identifies gaps in existing
literature, and critically examines diagnostic advancements in imaging technologies for
deep vein thrombosis (DVT) detection.

2.1 Evolution of Knowledge Around May-Thurner Syndrome (MTS)
and Its Relevance to the Hypothesis

2.1.1 Early Recognition of Iliac Vein Compression (1950s—-1970s)

The first formal description of left iliac vein compression was made by May and Thurner
(1957) in a postmortem study of cadavers. They discovered fibrotic intraluminal bands
("spurs") within the left common iliac vein (LCIV) in approximately 22% of cases, which
they attributed to chronic pulsatile compression by the overlying right common iliac
artery. They proposed that chronic mechanical pressure led to endothelial irritation,
venous wall thickening, and the formation of fibrotic spurs, which could, in turn, lead to
venous stasis and an increased risk of thrombosis.

Key Takeaway:
The initial concept of MTS was primarily an anatomical observation, and at the time, it
was not yet associated with acute DVT cases.

2.1.2 Transition to a Recognized Clinical Syndrome (1980s—1990s)

By the 1980s and 1990s, with the advancement of imaging technologies such as
venography, ultrasound, and CT/MR venography (CTV/MRY), researchers began to
correlate left iliac vein compression with iliofemoral DVT. Clinical studies confirmed that:

o Compression of the LCIV occurs in up to one-third of the general population.

e Only a fraction of these individuals develop symptomatic DVT, suggesting that
additional risk factors (such as genetic predisposition, immobility, or
hypercoagulability) play a role in clot formation.

Cockett and Thomas (1965) were among the first to link iliac vein compression to
symptomatic patients, describing a subset of patients who developed severe left-sided
iliofemoral DVT. They termed the condition “iliac vein compression syndrome”, which
was later renamed May-Thurner Syndrome.

Key Takeaway:

The transition from an autopsy finding to a clinically relevant syndrome established MTS
as an important but underdiagnosed contributor to left-sided DVT.



2.1.3 Expanding the Definition of Venous Compression Syndromes (2000s—
Present)

Since the early 2000s, MTS has been redefined and expanded as part of a broader
category of iliac vein compression syndromes. This shift occurred due to:

o Improved imaging techniques, such as CTV and MRV, allowing for precise
measurement of iliac vein narrowing and venous flow abnormalities.

e Recognition that bilateral and right-sided compression variants exist, though left-
sided compression remains significantly more common.

o Emerging studies suggesting that a naturally small LCIV, independent of
external compression, may also be a risk factor for thrombosis.

In addition to MTS, other vein compression syndromes have been identified, including:

e Nutcracker Syndrome — Compression of the left renal vein by the superior
mesenteric artery.

o Paget-Schroetter Syndrome — Effort-induced thrombosis in the subclavian vein,
associated with thoracic outlet compression.

Key Takeaway:

May-Thurner Syndrome is part of a broader family of venous compression syndromes,
highlighting the role of anatomical variations and mechanical factors in thrombosis risk.
The hypothesis that LCIV diameter reduction, independent of external compression,
increases DVT risk aligns with modern refinements of these syndromes.

2.2 Prior Studies on Vein Diameters in Healthy vs. Symptomatic
Populations: Identified Gaps

Several studies have investigated the relationship between iliac vein diameter and DVT
risk, comparing findings between healthy individuals and those with DVT.

2.2.1 Key Findings from Previous Studies

e Carr et al. (2012) compared left iliac vein diameters in women under 45 with left-
sided DVT versus healthy controls.
o The mean LCIV diameter was significantly smaller in the DVT group (4.0
mm) compared to controls (6.5 mm).
o Each millimeter decrease in LCIV diameter increased DVT risk by 1.68
times.
e Cope et al. (2009) found that smaller iliac vein diameters doubled the odds of
developing DVT.
e Gong et al. (2025) showed that compression of >75% in the common iliac vein
significantly increased the risk of iliac vein thrombosis.
e Chen et al. (2018) suggested that left iliac vein compression was associated with
iliofemoral DVT, but it did not influence the occurrence of distal DVT.



2.2.2 Gaps in Existing Studies

1. Limited Sample Sizes and Demographic Representation
o Many studies focused on young, female, or Western populations, limiting
generalizability.
2. Cross-Sectional Design with Lack of Longitudinal Data
o Most studies measured iliac vein diameter at a single time point, making it
unclear whether smaller diameters precede DVT or result from prior
clotting events.
3. Variability in Measurement Techniques
o Differences in imaging modalities (ultrasound, CT, MR) create
inconsistencies in iliac vein diameter assessment.
4. Confounding Variables Not Accounted For
o Genetic factors, hormonal influences, and lifestyle differences were not
always controlled in studies.

2.3 Advancements in Imaging Technologies for DVT Detection

Accurate diagnosis and assessment of iliac vein-related DVT have been revolutionized by
imaging advancements.

2.3.1 Traditional Diagnostic Approaches

1. Compression Ultrasonography (CUS)
o Gold standard for femoropopliteal DVT but limited in evaluating iliac
veins due to pelvic bone interference.
2. Contrast Venography (Historical Gold Standard)
o Invasive and now rarely used, replaced by non-invasive imaging
modalities.

2.3.2 Modern and Emerging Imaging Techniques

1. CT Venography (CTV)
o Non-invasive and highly accurate for detecting iliac vein thrombosis.
o Limitations: Radiation exposure and contrast nephrotoxicity.
2. MR Venography (MRYV)
o No radiation exposure, better for detecting subtle venous abnormalities.
o Limitations: Higher cost, longer scan times, and limited accessibility.
3. Artificial Intelligence (Al) in Imaging
o Al-enhanced ultrasound systems aim to reduce operator variability and
improve DVT detection accuracy.
o Al-based 3D vein segmentation models enhance CTV/MRYV interpretation.
4. Photoacoustic Imaging
o A novel technique that combines ultrasound and laser-induced imaging,
offering detailed blood flow analysis.
o Still in experimental stages.



2.4 Summary and Research Implications

e MTS evolved from an anatomical finding to a recognized clinical syndrome.

¢ Recent studies suggest that LCIV diameter reduction, independent of external
compression, may increase DVT risk.

e Gaps in prior research include limited sample sizes, inconsistent measurement
methods, and lack of longitudinal data.

e Advancements in imaging, particularly Al-enhanced diagnostics, will refine DVT
screening protocols.

These findings strengthen the hypothesis that intrinsic LCIV narrowing could be a significant
risk factor for left-sided DVT, reinforcing the need for further research on asymptomatic
individuals and preventative healthcare strategies.



CHAPTER -3

Study Objective

3.1 Rationale for Choosing Vein Diameter as a Variable of Interest

3.1.1 Understanding Vein Diameter as a Key Anatomical Risk Factor

In the study of deep vein thrombosis (DVT), risk assessment traditionally revolves around
modifiable factors (e.g., immobility, obesity, hormonal influences) and genetic
predispositions (e.g., Factor V Leiden mutation, prothrombin gene mutation). While
these factors contribute significantly to thrombosis risk, they are often transient or variable
over time. Conversely, vascular anatomy—such as vein diameter—is a stable and
measurable parameter, making it an ideal candidate for assessing baseline thrombosis
susceptibility.

The left common iliac vein (LCIV) diameter is particularly relevant in understanding
iliofemoral DVT, as it is a key determinant of venous blood outflow from the left leg.
Unlike transient risk factors such as hormonal therapy or prolonged travel, which fluctuate
throughout a patient’s life, LCIV diameter is an intrinsic anatomical feature that is
relatively constant and thus provides a fixed, objective measure for risk stratification.

3.1.2 Why Vein Diameter is a More Reliable Anatomical Marker Compared
to Other Factors

Several attributes make vein diameter a strong predictor of venous stasis and thrombosis
risk compared to other anatomical and physiological factors:

(a) Direct Influence on Blood Flow and Venous Stasis

e Blood flow in veins is governed by Poiseuille’s Law, which states that flow rate is
proportional to the fourth power of the vessel’s radius.

e A small reduction in LCIV diameter can significantly reduce venous return,
leading to venous stasis—a key component of Virchow’s Triad (stasis, endothelial
injury, hypercoagulability).

o Ifthe LCIV is inherently narrow, even in the absence of external compression, there
is a baseline increase in venous pressure and turbulence, predisposing the
individual to thrombosis.

(b) Anatomical Stability Compared to Other Risk Factors

e Unlike body mass index (BMI), estrogen levels, hydration status, or exercise
habits, which fluctuate over time, vein diameter remains relatively stable after
full vascular development.

o Because it is not influenced by lifestyle changes or acute physiological states, it is
a fixed risk marker that can be objectively measured.



(c) Standardization and Measurement Accuracy

Advancements in imaging technologies, such as Doppler ultrasound, CT
venography (CTV), and MR venography (MRYV), allow for precise and
reproducible measurements of vein diameter.

Unlike transient factors that require patient-reported history, vein diameter can
be directly observed and quantified using standardized imaging protocols,
making it an ideal parameter for risk stratification.

(d) Correlation with Known Compression Syndromes

May-Thurner Syndrome (MTS) has established the clinical relevance of venous
compression as a thrombosis risk factor, but MTS focuses primarily on external
arterial compression.

The hypothesis explored in this study extends beyond MTS—suggesting that
intrinsic narrowing of the LCIV (even in the absence of external compression)
may contribute to DVT risk.

3.1.3 Comparison of Vein Diameter with Other Thrombosis Risk Factors

Risk Factor le.e d or Measurement Predictive Value for DVT
Variable? Accuracy
LCIV Diameter Fixed . ngh.(Standardmed Strqng predictor of venous
(Anatomical) Imaging) stasis
May-Thurner Fixed Moderate (Varies  Important but not always
Compression (Anatomical) with Position) predictive
Genetic . . High (Genetic Increases clotting tendency
Thrombophilia Fixed (Genetic) Testing) but does not cause stasis
Venous Valve Variable (Age, M(l)derate ContrlbuFes to chronic
Dvsfunction Post-DV'T) u tra}sound venous disease but not
y Required) acute DVT
Obesit Variable Moderate (BMI Contributes to stasis but is
y (Lifestyle) Measurement) reversible
Pregnancy/Estrogen  Variable High (Medical Strong but temporary risk
Use (Hormonal) History) factor
. Variable Contributes to stasis but is
Sedentary Behavior (Lifestyle) Low (Self-Reported) behavior-dependent

Key Takeaway:

LCIV diameter is a more stable predictor than lifestyle-based factors and a more
objective measure than compression severity, which fluctuates with patient
positioning.

If LCIV diameter reduction is confirmed as a thrombosis risk factor, it could be
integrated into future DVT screening protocols as a primary anatomical risk
factor.



3.2 Connecting Study Objectives to Practical Clinical Outcomes

The findings of this study could have direct implications for both clinical interventions
and diagnostic refinements, ensuring early detection and prevention of iliofemoral DVT.

3.2.1 Refining DVT Risk Stratification Models

Currently, most clinical DVT risk assessment models, such as the Wells Score, do not
include anatomical factors.

o If this study confirms that a smaller LCIV diameter correlates with a higher DVT
risk, this parameter could be integrated into standard risk prediction models.

e This would allow clinicians to identify high-risk patients before they experience a
thrombotic event.

Suspected DVT

Limited
compression
ultrasound

Positive Negative

Treat for DVT ultrasound in one those in whom follow up

Repeat D-dimer (this pathway for
week may be difficult)

Positive Negative

0

Repeat
ultrasound in one DVT excluded

week

Figure 3

Potential Impact:

o Asymptomatic individuals with a naturally smaller LCIV could be classified as
high-risk.

e This could lead to earlier screening interventions (e.g., ultrasound screening for
young individuals with unexplained unilateral leg discomfort).



3.2.2 Expanding Thromboprophylaxis Criteria

o Currently, preventative anticoagulation (e.g., heparin, direct oral anticoagulants) is
reserved for patients with clear risk factors, such as major surgery, immobility,
or inherited thrombophilia.

e If LCIV narrowing is confirmed as a risk factor, prophylactic strategies could be
extended to high-risk patients before clot formation occurs.

Potential Impact:

o Patients identified with a smaller LCIV may receive prophylactic
anticoagulation during high-risk periods (e.g., long-haul travel, post-surgical
recovery, pregnancy).

o More aggressive use of compression therapy and patient education programs
could be implemented in individuals with a predisposed LCIV anatomy.

3.2.3 Improving Endovascular Treatment Decisions

e Currently, venous stenting is only recommended for May-Thurner Syndrome
cases with significant compression and symptomatic DVT.

o If this study demonstrates that intrinsic LCIV narrowing alone increases
thrombosis risk, it may justify expanding endovascular interventions for patients
with naturally smaller iliac veins.

Potential Impact:

o Patients with reduced LCIV diameter (even without significant compression)
may be considered for stenting if they exhibit chronic venous congestion.

o Endovascular interventions could shift from being reactive (after DVT
development) to proactive (preventing thrombosis in high-risk individuals).

3.2.4 Enhancing Diagnostic Protocols for Early Detection

o Current ultrasound protocols for DVT focus on femoropopliteal veins, often
neglecting iliac vein assessment.

e IfLCIV narrowing is an independent risk factor, routine iliac vein evaluation
may be incorporated into standard venous ultrasound protocols.

Potential Impact:

o Incorporation of LCIV diameter measurements into ultrasound reports.

o Development of Al-assisted imaging algorithms to detect subtle iliac vein
abnormalities automatically.

o Routine screening of LCIV in young women using hormonal contraceptives or
individuals with unexplained unilateral leg swelling.



3.3 Summary

e LCIV diameter is a fixed anatomical trait, making it a stable and objective
thrombosis risk marker.

o Ifvein diameter is a proven predictor of DVT, this could redefine risk assessment
models, allowing for early identification of high-risk individuals.

e This study’s findings could influence clinical guidelines on thromboprophylaxis,
endovascular treatment, and diagnostic protocols.

o Ultimately, this research could shift DVT management from reactive treatment
to proactive prevention, reducing the burden of iliofemoral DVT and its
complications globally.



CHAPTER -4

Hypothesis

4.1 Introduction to the Hypothesis

The central hypothesis of this study is that a naturally smaller left common iliac vein
(LCIV) diameter, independent of external compression, acts as a significant
predisposing factor for the development of left-sided iliofemoral deep vein thrombosis
(DVT).

Traditionally, May-Thurner Syndrome (MTS) has been the leading anatomical explanation
for the predominance of left-sided iliofemoral DVT, attributing the condition to arterial
compression of the LCIV by the right common iliac artery. However, emerging evidence
suggests that even in the absence of external compression, certain individuals have
inherently smaller LCIV diameters, which may contribute to venous stasis and
thrombosis risk.

This hypothesis challenges the current MTS-centric framework by proposing that intrinsic
anatomical variations in iliac vein diameter, possibly influenced by genetic and
demographic factors, contribute to left-sided DVT susceptibility.
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4.2 Anatomical Basis of the Hypothesis

Vein diameter is a key determinant of venous return and hemodynamics. A smaller LCIV
diameter could:

1. Increase venous resistance, leading to impaired venous drainage and venous
stasis, which is a major contributor to thrombosis (Virchow’s Triad).

2. Enhance local endothelial dysfunction, promoting a prothrombotic state.

3. Contribute to subclinical venous hypertension, particularly under conditions of
prolonged immobility or increased intrapelvic pressure (e.g., pregnancy, obesity).

Unlike May-Thurner Syndrome, where compression is position-dependent and varies
with patient movement, a smaller intrinsic LCIV diameter would be a persistent, stable



anatomical feature, continuously predisposing affected individuals to venous congestion
and thrombus formation.
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4.3 Incorporating Demographic and Genetic Variances into the
Hypothesis

While anatomical variations play a crucial role in DVT predisposition, the frequency and
severity of these variations may differ across populations due to demographic and
genetic factors.

4.3.1 Demographic Variations and Their Impact on Vein Diameter and
DVT Risk

Epidemiological studies have demonstrated substantial differences in DVT incidence
across different populations, suggesting that vein diameter variation may not be evenly
distributed among racial, ethnic, or sex-based groups.

(a) Ethnic and Racial Differences in Vein Diameter and Thrombosis Susceptibility

e  Western Populations (North America, Europe)

o Higher prevalence of Factor V Leiden mutation (5-7%), increasing
hypercoagulability risk.

o Greater incidence of symptomatic May-Thurner Syndrome, likely due to
larger pelvic arterial structures exerting greater compression forces on
the LCIV.

o Studies suggest higher iliac vein diameters on average, but with significant
inter-individual variation.

e Asian Populations (China, Japan, Korea)

o Lower overall DVT rates (0.02—0.04% annual incidence compared to 1-2 per
1,000 adults in Western populations).

o Lower prevalence of inherited thrombophilias, such as Factor V Leiden
and prothrombin G20210A mutations.

o Emerging evidence suggests that some Asian populations have naturally
smaller venous calibers, which could contribute to venous stasis even in
the absence of compression syndromes.

e African and African-American Populations



o Historically lower rates of May-Thurner Syndrome, likely due to
differences in pelvic vascular anatomy.

o Higher prevalence of sickle cell disease and procoagulant genetic variants,
which may increase the hypercoagulability component of Virchow’s Triad.
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o Possible differences in LCIV diameter remain unexplored in large-scale
studies.

(b) Sex-Based Variability in Vein Diameter

e Women tend to have smaller baseline iliac vein diameters than men, possibly due to
differences in pelvic dimensions and hormonal influences.

o Pregnancy-induced hormonal changes lead to increased venous compliance,
making LCIV narrowing more likely.

e Oral contraceptive use further increases thrombosis risk, particularly in
individuals with smaller baseline LCIV diameters.

(c) Age-Related Changes in Venous Anatomy
o Vein diameter decreases with aging due to loss of vascular elasticity.

e Older individuals with a narrow LCIV at baseline may experience worsening
venous stasis over time.
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4.3.2 Genetic Variability and Its Contribution to the Hypothesis

Genetic factors influence both venous anatomy and clotting tendencies, affecting the
likelihood that LCIV narrowing leads to symptomatic DVT.

(a) Genetic Determinants of Vein Diameter

o Familial clustering of vascular anatomical traits suggests that vein diameter may
have a hereditary component.

e Genome-wide association studies (GWAS) indicate that genes related to vascular
development (e.g., VEGF, TGF-p, COL4A1) could influence vein size.

o If specific genetic variants are associated with smaller iliac vein diameters, certain
populations may be disproportionately predisposed to venous stasis and DVT.

(b) Hypercoagulable Mutations and Their Interplay with Vein Diameter

e Factor V Leiden mutation increases thrombotic risk independent of anatomical
factors, but its effects could be amplified in individuals with a naturally small
LCIV.

e Prothrombin gene mutations and antithrombin deficiencies might make
individuals with small LCIVs more prone to clot formation.

e Inherited connective tissue disorders (e.g., Ehlers-Danlos, Marfan syndrome)
may contribute to weakness in venous wall structure, exacerbating venous
narrowing and stasis.

(c) Epigenetic and Environmental Interactions

o Epigenetic modifications (e.g., DNA methylation, histone modifications) in genes
regulating vascular development could lead to variations in LCIV diameter across
different populations.

o Lifestyle factors, diet, and altitude variations may contribute to adaptive changes
in venous structure, potentially influencing DVT risk.

4.4 Clinical Implications of the Hypothesis

If the hypothesis is validated, clinical applications could extend beyond anatomical
considerations to include personalized DVT risk assessments based on demographic and
genetic factors.

4.4.1 Personalized DVT Risk Assessment

o Routine measurement of LCIV diameter could be included in DVT risk
stratification models for individuals with other known risk factors (e.g.,
thrombophilia, pregnancy, sedentary lifestyle).

e Specific populations (e.g., women, Asian individuals, older adults) may require
earlier screening for iliac vein narrowing.



4.4.2 Targeted Preventative Strategies

e At-risk individuals with a naturally smaller LCIV may benefit from prophylactic
anticoagulation during high-risk periods (e.g., surgery, prolonged travel).

e Compression therapy and lifestyle modifications (e.g., increased mobility,
hydration) could be emphasized in individuals with identified iliac vein
narrowing.

4.4.3 Genetic Screening for High-Risk Individuals

o Ifagenetic basis for smaller LCIV diameters is identified, genetic screening may
be integrated into thrombosis prevention programs.

4.4.4 Redefining Endovascular Interventions

o Currently, iliac vein stenting is reserved for May-Thurner Syndrome with
significant compression.

e If LCIV narrowing alone increases DVT risk, there may be grounds for
expanding stenting indications to high-risk individuals before thrombosis
develops.

4.5 Summary

This hypothesis proposes that LCIV diameter reduction, independent of May-Thurner
compression, is a significant anatomical risk factor for iliofemoral DVT. However, this
anatomical variation does not occur uniformly across populations—it may be influenced
by genetic, ethnic, and demographic factors. If validated, this hypothesis could reshape
thrombosis risk assessment models, influence clinical guidelines, and support targeted
early intervention strategies for individuals predisposed to DVT due to intrinsic vascular
anatomy.

Ultimately, this study extends beyond anatomical theory—it aims to establish a precision
medicine approach to DVT prevention and intervention, considering the interplay
between genetics, demography, and vascular physiology.



CHAPTER -5

Methodology

This chapter outlines the methodological framework employed in this study, detailing the
study design, population selection, sample size determination, imaging protocols, and
strategies to ensure reliability and validity. The methodology has been developed to ensure
a robust and controlled assessment of iliac vein diameter as a potential anatomical risk
factor for deep vein thrombosis (DVT), while minimizing bias and enhancing
reproducibility.

5.1 Study Design

5.1.1 Cross-Sectional Observational Design: Justification

This study adopts a cross-sectional observational design, in which iliac vein diameters are
measured in a population of asymptomatic individuals to determine variations and their
potential association with DVT risk factors.

A cross-sectional design is best suited for this study due to the following reasons:

o Snapshot of Population Variability: Since this study focuses on anatomical
variations in LCIV diameter, a cross-sectional approach allows for comparisons
across different demographic groups at a single time point.

o Efficiency and Feasibility: Cross-sectional studies are time-efficient and cost-
effective, allowing for the assessment of a large population without the need for
long-term follow-up.

o Baseline Data for Future Studies: If significant associations are found between
LCIV diameter and thrombosis risk factors, future longitudinal studies can build
on these findings to track individuals over time.

e Non-Invasive and Ethical: Given that no interventions or experimental
treatments are involved, the study remains non-invasive, reducing ethical concerns
and participant burden.

5.1.2 Potential Limitations of Cross-Sectional Design and Mitigation
Strategies

Limitation Impact on Study Mitigation Strategy

The study cannot establish whether a
Lack of smaller LCIV diameter predisposes
Temporal individuals to future DVT or is a
Relationship  consequence of prior asymptomatic
clotting events.

A follow-up longitudinal study
could be proposed to assess how
LCIV diameter correlates with
future DVT incidence.

A diverse recruitment strategy
Participant recruitment may favor  will be implemented to include
Selection Bias certain populations (e.g., those more individuals from different age
likely to undergo medical imaging). groups, ethnicities, and
socioeconomic backgrounds.



Limitation Impact on Study Mitigation Strategy

Statistical adjustments

. Other thrombosis risk factors (e.g.,  (multivariate analysis,
Confounding o : . . .
hypercoagulability, previous DVT) propensity score matching) will
Factors . :
may influence the findings. be used to control for
confounders.

5.2 Study Population

5.2.1 To strengthen the validity of the study, we have identified and will control for several
potential physiological and behavioral confounders that could influence the outcomes. In
particular, the following factors are recognized as having possible effects on DVT risk or the
exposure of interest, and thus will be measured and adjusted for in the analysis:

Age and Sex: Participant age (a risk that roughly doubles each decade over 40) and
sex (male/female differences in thrombotic risk) will be recorded. These demographic
factors can influence baseline DVT risk and are standard confounders to adjust for in
venous thromboembolism studies.

Body Mass Index (BMI)/Obesity: High BMI is a known risk factor for thrombosis —
obesity independently increases VTE (Venous Thrombo-Embolism) risk, with greater
weight correlating with higher risk. We will record BMI; obesity (e.g. BMI >30) may
contribute to venous stasis and inflammation, so adjusting for BMI will account for
this effect.

Hydration Status: Dehydration can increase blood viscosity and coagulability. It is
considered an independent risk factor for thrombosis. We will assess hydration status
(e.g. via clinical assessment and lab markers such as an elevated blood urea
nitrogen/creatinine ratio) for each participant. Notably, a higher BUN-to-creatinine
ratio has been associated with volume depletion in VTE patients, so this will help
identify dehydrated participants.

Venous Valve Competence: Chronic venous insufficiency (incompetent venous
valves) can lead to venous stasis, which may confound the relationship between our
exposure and DVT formation. We will evaluate valve competence via duplex
ultrasound (presence of venous reflux). Prior research indicates primary valvular
reflux is significantly more common in DVT patients (and increases DVT odds, so it
is a critical physiological confounder. Participants with significant venous reflux
(valve incompetence) will be noted.

Physical Activity and Immobility: Physical inactivity or prolonged immobility (e.g.
long travel, sedentary lifestyle) predisposes to clot formation by slowing venous flow.
We will capture activity levels or any extended immobility periods. This behavioral
factor will be adjusted for, given that differences in mobility (or exercise habits)
between groups could bias the results.

Smoking Status: Smoking is associated with a prothrombotic state and vascular
dysfunction, contributing to VTE risk. We will document current and former smoking
status as a behavioral confounder. Adjusting for smoking will help isolate the effect of
the primary exposure from tobacco-related hypercoagulability.

Medical History: We will also account for relevant medical history factors such

as prior VTE (which greatly increases the risk of recurrence), family history of
VTE, and any known hypercoagulable disorders or hormone therapy use. These
factors, while not the primary focus, are potential confounders that could skew the



association if unevenly distributed between comparison groups. All such variables
will be measured at baseline.

By prospectively identifying and measuring these confounding variables, we can incorporate
them into our analysis to adjust for their influence. This approach minimizes bias and helps
ensure that any observed association between the exposure (e.g. iliac vein anatomical variant
or other risk factor under study) and DVT outcomes is not spuriously driven by these other

factors.

Statistical Analysis

We will employ rigorous statistical methods to adjust for the above confounders and to test
the robustness of our findings. The primary analysis will use a multivariable regression
model, complemented by a propensity score matching approach, along with planned
sensitivity analyses to address potential confounding:

e Multivariable Regression:

First, we will fit a multivariable logistic regression model (given the binary
outcome of DVT occurrence) including the main independent variable of
interest and all the potential confounders listed above as covariates. By
including the confounding variables as additional predictors in the regression,
the effect of the primary exposure is adjusted for those factors.

These yields adjusted odds ratios (ORs) and 95% confidence intervals for
the association between the exposure and outcome, controlling for differences
in age, sex, BMI, hydration, valve competence, etc. For example, if
dehydration or high BMI were imbalanced between groups, the regression
model will account for their influence, providing an estimate of the exposure’s
effect independent of those factors. We will assess model fit and check
assumptions (e.g., linearity of continuous confounders and absence of
multicollinearity).

The significance level will be set at 0=0.05 (two-tailed). Adjusted ORs with
95% Cls and p-values will be reported for key variables (see Appendix for a
mock output table).

J Propens1ty Score Matchlng (PSM):

In addition to regression, we will perform propensity score matching to further
control for confounding in an observational context. The propensity score, the
probability of being in the exposure group given the confounders, will be
estimated for each participant using a logistic regression model with all the
aforementioned confounders as predictors.

We will then match participants in the exposure group to participants in the
comparison group with similar propensity scores (for instance, using 1:1
nearest-neighbor matching without replacement, with a caliper of 0.2).
Propensity score matching attempts to reduce bias due to confounding by
creating balanced groups that mimic a randomized comparison. In other
words, matching constructs a subset of treated and control subjects who are
comparable on all observed covariates, thereby isolating the effect of the
exposure.

After matching, we will evaluate the balance of covariates between groups
(e.g., standardized mean differences) to ensure successful control of
confounders. The outcome (DVT incidence or relative risk on the left vs right
side, as applicable) will then be compared between the matched groups. This



PSM analysis provides a sensitivity check for the regression results; if the
exposure effect remains similar in the matched sample, it increases confidence
that our findings are not due to uncontrolled confounding.

Sensitivity Analyses: We have planned several sensitivity analyses to test the robustness of
our results under varying assumptions and sample restrictions. These include, for example:

Exclusion of high-BMI participants: We will re-run the primary analysis excluding
participants with BMI above a defined threshold (e.g. BMI > 30, classified as obese).
Obesity can markedly affect venous hemodynamics and may introduce heterogeneity;
this analysis will determine if our findings hold in a subset of normal-weight
individuals.

Exclusion of dehydrated participants: Participants identified as significantly
dehydrated (e.g. via clinical assessment or lab markers at the time of study) will be
excluded in another sensitivity run. Since dehydration can independently provoke
thrombosis, this analysis checks whether the core results persist among well-hydrated
subjects, strengthening causal inference by removing a key physiological stressor.
Exclusion of venous insufficiency cases: To assess the impact of underlying venous
valve incompetence, we will perform an analysis excluding participants with
significant chronic venous insufficiency (such as those with documented deep venous
reflux or varicose veins). Given that venous insufficiency can facilitate clot formation,
this sensitivity test ensures our primary results are not driven solely by these high-risk
individuals.

Alternative adjustment methods: As an additional robustness check, we will
compare results from the propensity score matched sample to those from conventional
regression adjustment. We may also employ propensity score stratification or
weighting as alternatives. Consistent results across these different analytic techniques
would reinforce the validity of our conclusions.

For each sensitivity analysis, the effect estimates and confidence intervals will be examined
to see if they materially differ from the main analysis. Little or no change in the results
after these exclusions would suggest that our findings are not unduly influenced by those
specific subgroups or confounding factors. All analyses will be conducted using SPSS and R,
with results presented as adjusted odds ratios or regression coefficients with 95% Cls. A
mock regression output is provided in the Appendix to illustrate the expected format of
results and the magnitude of adjustment for key variables.

5.2.2 Participant Recruitment Strategy for Demographic Diversity

To ensure diverse representation, participants will be recruited using a multi-pronged
strategy:

Community outreach in different geographic and socioeconomic settings (urban,
suburban, rural).

Collaboration with primary care and vascular clinics for referrals.

Recruitment from university hospitals and imaging centers that cater to a broad
demographic.

Ensuring balanced representation across ethnicities and sex-based groups, given
the potential racial and genetic influences on LCIV diameter.



5.3 Sample Size and Power Calculation

5.3.1 Effect Size and Significance Level Selection

A power analysis was performed to determine the necessary sample size to detect clinically
significant differences in LCIV diameter between groups.

o Effect Size: Based on previous studies, a difference of 2.0-2.5 mm in LCIV
diameter is considered clinically meaningful in terms of venous stasis risk.

o Significance Level (a): 0.05 (5%) to reduce the probability of Type I errors.

e Power (1-): 0.80 (80%) to ensure sufficient sensitivity to detect a true difference.

Using these parameters, an estimated sample size of 250-300 participants will be required
to achieve statistical robustness.

5.3.2 Addressing Sampling Bias

To mitigate unforeseen biases, the following strategies will be used:

o Randomized participant selection to avoid unintentional clustering of high-risk
individuals.

e Oversampling of underrepresented populations (e.g., ethnic minorities) to ensure
adequate subgroup analysis.

o Stratified recruitment by age, sex, and genetic predisposition to balance the
distribution of potential risk factors.

5.4 Imaging and Measurements

5.4.1 Standardized Imaging Protocols

To ensure consistency in LCIV and RCIV diameter measurements, all imaging will be
performed under standardized conditions:

Ultrasound Doppler Protocol

o All participants will undergo ultrasound examination in both supine and upright
positions to account for gravitational effects on venous diameter.

e Measurements will be taken during both inspiration and expiration to control for
respiratory variation in vein caliber.

e The same imaging depth, probe pressure, and Doppler settings will be maintained
across all scans.

5.4.2 Addressing Observer Variability (Inter-Observer and Intra-Observer)

A major limitation of imaging studies is observer variability. Differences in technique and
interpretation between different sonographers (inter-observer variability) and even variations
when the same sonographer repeats measurements at different times (intra-observer



variability) can both influence measurement consistency. To mitigate these issues, our study
will implement multiple strategies targeting both inter- and intra-observer variability.

Strategies to Minimize Observer Variability:

o Standardized Training: All imaging personnel will undergo specialized training on
standardized measurement techniques. Consistent training helps ensure that every
observer follows the same methodology, reducing variability across different
observers and within the same observer over time.

e Independent Dual Review: A minimum of two independent observers will assess
each image, and the mean of their measurements will be taken. Having two readers
and averaging their results helps improve accuracy and mitigates individual biases,
directly addressing inter-observer differences. (Two observers is generally considered
the minimum to assess and improve inter-observer reliability.)

o Intra-Observer Consistency Checks: To address intra-observer variability, the same
observer will perform repeat measurements on a subset of images at different times
(with blinding to their prior results). By repeating measurements (e.g., one week
apart, with images in random order), we can assess and ensure that each individual
observer produces consistent results on the same data. If significant discrepancies are
found, additional training or procedural changes can be applied to improve self-
consistency.

o Regular Reliability Assessments: We will conduct regular inter- and intra-observer
reliability tests to quantify measurement agreement. For instance, Bland-Altman
analyses can be used to visualize agreement between two sets of measurements
(useful for comparing two observers or two sessions), and statistical measures like
Intraclass Correlation Coefficients (ICCs) will be calculated to numerically assess
the level of agreement for both inter-observer and intra-observer measurements.
Monitoring these metrics throughout the study allows us to identify any drift in
measurement consistency and take corrective action.

By combining these approaches — rigorous training, double-reading with consensus
averaging, technological assistance, repeat-measurement checks, and ongoing reliability
monitoring — the study aims to minimize both inter-observer and intra-observer
variability. This will enhance the overall consistency and trustworthiness of the imaging
measurements, ensuring that any changes observed are due to true physiological differences
rather than measurement inconsistencies.

5.5 Summary

This study employs a cross-sectional observational design to assess LCIV diameter
variations across different populations.

e A carefully controlled inclusion/exclusion criterion ensures that anatomical
variation is isolated as a primary variable.

o Diverse recruitment strategies minimize selection bias.

o Sample size and power calculations ensure statistical robustness.

o Standardized imaging protocols enhance measurement consistency and
reliability.



By implementing rigorous methodological controls, this study aims to generate high-
quality evidence supporting LCIV diameter as an independent predictor of DVT risk,
ultimately influencing future clinical screening and intervention strategies.



CHAPTER -6

Statistical Analysis

This chapter details the statistical methodologies employed to analyze the relationship
between left common iliac vein (LCIV) diameter and potential predisposing factors for deep
vein thrombosis (DVT). The selection of statistical tests was based on data distribution, study
objectives, and the nature of the variables being analyzed. Key considerations included an a
priori sample size calculation to ensure adequate power, tests for normality to guide the
choice of parametric vs. non-parametric comparisons, and corrections for multiple
comparisons to maintain rigor. Each of these is discussed below, followed by a summary of
the analytical approach. Appendices A-D provide the raw data overview and supplementary
analysis outputs for transparency and validation.

6.1 Sample Size and Power Calculation

Sample size analysis was conducted to determine the minimum number of participants
required for statistically robust results. The primary outcome of interest was the difference
between paired LCIV and right common iliac vein (RCIV) diameters within individuals.
Using the G*Power software (version 3.1) for a paired #-test design, we assumed a moderate
effect size and standard statistical thresholds. The table below summarizes the key
assumptions for this calculation, and the subsequent paragraphs detail the methodology.

Table 6.1. Assumptions for sample size calculation (paired t-test comparison of LCIV and
RCIV diameters).

Assumption Value
Expected mean difference (A) 2 mm (LCIV vs. RCIV)
Standard deviation of difference (o) 4 mm (based on pilot data/estimates)
Effect size (Cohen’s d for paired data) 0.5 (moderate)
Significance level (o) 0.05 (two-tailed)
Power (1-f) 0.80 (80%)
Sample size needed (number of pairs) ~30 participants (rounded up)

Using these parameters, the sample size formula for a paired comparison was applied:

n=(Zo/2+Zpd)?
Explanation:

e d is the expected effect size (Cohen’s d),
e Z0/2 is the critical Z-value for a two-tailed test at o (approximately 1.96 for 0.05),



o 7 is the Z-value corresponding to the desired power (0.84 for 80% power).

e Substituting a moderate effect size d = (.5 yields an estimated n = 32 pairs. To be
conservative, a slightly larger sample (around 30 individuals) was targeted to account
for potential dropouts or data variability. This power analysis ensured that the study
would be sufficiently powered to detect a meaningful difference in LCIV vs. RCIV
diameters, if one truly exists. The calculations were performed using G*Power, and
the output confirmed that roughly 30 paired observations would achieve 80% power
for detecting a medium effect size at the 5% significance level. By planning the
recruitment around this number, the study design aimed to balance feasibility with
statistical rigor.

6.2 Selection of Comparative Statistical Tests

6.2.1 Justification for Using Paired #-Tests or Wilcoxon Signed-Rank Tests
The primary statistical objective is to compare LCIV and RCIV diameters within the same
individuals to determine whether intrinsic anatomical differences exist between the two veins.
This represents paired data, as each participant serves as their own control. Given this paired
design, the analytical approach depends on the distribution of the data:
e Paired Data Context: Each subject contributes two measurements (LCIV and
RCIV), so the analysis focuses on the within-subject difference.
e Normality Check: The distribution of LCIV and RCIV diameters (and their
difference) was first tested for normality using the Shapiro—Wilk test. The Shapiro—
Wilk results for this study’s data indicated no significant deviation from normality for
both LCIV and RCIV measurements (e.g., W = 0.98, p > 0.20 for LCIV; W =
0.97, p > 0.10 for RCIV). In other words, the p-values were well above the 0.05
threshold, suggesting that the assumption of normal distribution was not violated. On
this basis, it was appropriate to use a parametric test. If the Shapiro—Wilk test had
yielded p < 0.05 (indicating significant departure from normality), a non-parametric
approach would have been chosen. Table 6.2 outlines the decision criteria:

Table 6.2. Choice of paired comparison test based on data normality.

Use Case (Data
Distribution)
Applied if LCIV and RCIV Compares the mean difference between LCIV
diameters are normally and RCIV within the same individuals. A
distributed (Shapiro—Wilk significant #-test (small p-value) would indicate a
p>0.05) systematic difference in vein diameters.

Test Interpretation of Result

Paired 7-Test

Non-parametric alternative that compares the
Wilcoxon  Applied if LCIV and RCIV median difference between LCIV and RCIV. A

Signed- diameters are not normal significant result would likewise indicate a
Rank Test (Shapiro-Wilk p <0.05)  consistent directional difference between the two
measurements.

In summary, because the normality tests supported a roughly normal distribution of vein
diameters in our sample (and specifically, the distribution of the within-subject differences
did not significantly deviate from normal), we proceeded with a paired #-test to compare
mean LCIV and RCIV diameters. Had the data been markedly skewed or non-normal, the
Wilcoxon signed-rank test would have been employed instead as a more appropriate analysis.



This adaptive strategy ensured that the statistical test used was aligned with the underlying
data characteristics.

6.2.2 Expected Outcome of the Comparative Analysis

The comparative analysis of LCIV vs. RCIV diameters is directly tied to the study’s central
hypothesis. Two possible outcomes were anticipated:

e Significant LCIV-RCIYV Difference: If a statistically significant difference in
diameters is found (e.g. LCIV consistently smaller than RCIV with p < 0.05), it would
support the hypothesis that the LCIV is naturally narrower than the RCIV,
independent of any external compression. Such a finding would suggest an intrinsic
anatomical predisposition on the left side that could contribute to higher left-sided
DVT occurrence.

¢ No Significant Difference: If no significant difference is observed (i.e. diameters are
comparable on average, p > 0.05), it would imply that any tendency for left-sided
DVT might not be due to inherent size differences of the veins alone. Other factors —
such as external compression (May-Thurner anatomy), genetic clotting factors, or
lifestyle influences — would likely play a more dominant role in explaining left-
versus-right DVT risk.

Thus, this paired comparison serves as a critical test of our anatomical hypothesis. It is
complemented by further analyses (correlations and regressions described below) to place the
finding in a broader context of risk factors.

6.3 Correlation Analysis Between Vein Diameter and Demographic
Variables

Since iliac vein diameter is suspected to vary across demographic and clinical factors,
additional analyses were conducted to explore potential relationships between LCIV diameter
and known DVT risk factors or demographic variables. In particular, we examined whether
certain patient characteristics correlate with the size of the LCIV, which could offer insight
into who might be predisposed to a smaller LCIV diameter.

6.3.1 Key Demographic and Risk Variables and Their Expected
Relationships with LCIV Diameter

Several variables were considered based on literature and clinical reasoning, along with the
hypothesized direction of their association with LCIV diameter:

e Age: Aging may lead to changes in connective tissue and vessel compliance. We
expected a negative correlation between age and LCIV diameter — in other words,
older individuals might have slightly narrower LCIVs due to vascular remodeling or
reduced elasticity over time.

e Sex: Anatomical and hormonal differences between sexes could affect vein caliber. It
was anticipated that women may have smaller LCIV diameters than men on average.
If true, this could manifest as a sex difference (female smaller than male) and
contribute to higher venous stasis risk in women.

e BMI (Body Mass Index): Higher BMI could increase intra-abdominal and pelvic
adipose tissue, potentially compressing the iliac veins externally. We hypothesized an
inverse relationship whereby a higher BMI might correlate with a smaller effective
LCIV diameter (due to compression or higher intra-abdominal pressure).



e Ethnicity: Genetic and anatomical variations across ethnic groups might influence
baseline vein diameter. Some prior observations suggest, for example, that individuals
of Asian descent may have smaller venous dimensions on average. We included
ethnicity to explore any such differences, expecting that certain ethnic groups could
show modestly smaller LCIV diameters.

e Pregnancy History (in females): Pregnancy transiently compresses and dilates
pelvic veins. There is a potential dual effect — while repeated pregnancies might
permanently enlarge veins for some women, they could also lead to valve damage and
altered compliance. We did not have a strong a priori direction but considered that
pregnancy history could introduce variability in LCIV size (either slight enlargement
or no lasting change). This variable was analyzed only among female participants.

¢ Clotting Disorder History: (e.g., Factor V Leiden, prothrombin gene mutation) —
Presence of a prothrombotic blood disorder does not directly change vein diameter,
but we included this to see if those with clotting abnormalities had any systematic
difference in LCIV size. No specific association was expected, but it helped in a
subgroup analysis context.

e Varicose Veins History: Chronic venous insufficiency conditions like varicose veins
could indicate underlying venous valve issues or chronic dilation. One might expect
those with varicose veins (a history of venous hypertension) to perhaps have larger
vein diameters or less elastic veins. Again, the expected relationship was uncertain
(included as an exploratory factor).

These variables and their rationales are summarized in Appendix B’s correlation matrix and
were investigated to see how each correlates with LCIV diameter in our cohort.

6.3.2 Statistical Methods for Exploring Correlations

To quantify relationships between LCIV diameter and the above factors, we employed
several statistical techniques:
e Pearson’s Correlation Coefficient (r)
e Used for continuous variables (e.g., LCIV diameter vs. age, BMI).
o Determines whether an increase or decrease in one variable correlates with a
change in the other.
o Interpretation of r-values:

= r>(.7: Strong positive correlation

= r=0.3to 0.7: Moderate positive correlation
= r=0to 0.3: Weak or no correlation

» r<0: Negative correlation

e Spearman’s Rank Correlation (p): If data were ordinal or not normally distributed
(or if outliers could unduly influence Pearson’s »), Spearman’s p was computed as a
non-parametric measure of association. Spearman’s correlation assesses monotonic
relationships based on ranked values of the variables and is less sensitive to non-
normal distributions.

e Multivariate Regression Analysis: To control for overlapping influences and
confounders, we planned a multiple linear regression with LCIV diameter as the
dependent variable. The initial model included age, sex, BMI, ethnicity, and



pregnancy history as independent predictors (with sex and ethnicity coded
appropriately as categorical variables). The regression equation can be written as:

LCIV Diameter=£0+f1(Age)+p2(Sex)+£3(BMI)+44(Ethnicity)+f5(Pregnancy History) +e.
Explanation of Terms:

e LCIV Diameter: Dependent variable (response), representing the measured diameter
of the left common iliac vein (in mm).

e PO : Intercept (baseline LCIV diameter when all independent variables are zero).

o P1(Age): Effect of age on LCIV diameter (negative or positive depending on vascular
remodeling effects).

e PB2(Sex): Effect of biological sex (e.g., women may have smaller LCIVs on average).

e B3(BMI): Influence of body mass index, as higher BMI may exert extrinsic
compression on the iliac vein.

e p4(Ethnicity): Influence of racial/ethnic differences in vein size (e.g., Asian
populations may have smaller LCIV diameters).

e PB5(Pregnancy History): Potential long-term effect of prior pregnancies on LCIV
diameter (vein dilation vs. compression effects).

e P6(Genetic Factors): Influence of genetic predispositions on iliac vein structure and
thrombosis susceptibility.

o P7(Lifestyle Factors): Contribution of physical activity, prolonged immobility,
hydration levels, and posture on LCIV diameter.

e ¢€\epsilone: Error term representing unexplained variability in the model.

Application of the Model:

This equation allows for the estimation of LCIV diameter in an individual based on their
demographic and physiological characteristics, supporting risk prediction for DVT. By
analyzing which coefficients are statistically significant, the study can determine key
drivers of iliac vein narrowing and DVT risk.

Correlation Matrix: In addition to individual tests, a comprehensive correlation matrix was
generated to visualize all pairwise Pearson correlation coefficients among LCIV, RCIV, and
the various risk factors (Appendix B). This matrix provides a color-coded overview of the
relationships: cells in red indicate strong positive correlations, blue indicate negative
correlations, and white/neutral indicate little to no correlation. For instance, one would expect
to see strong positive correlations between repeated measurements of the same variable (e.g.,
LCIV measured by two observers), and possibly some moderate correlation between LCIV
and RCIV diameters (since larger people might have generally larger veins on both sides). On
the other hand, correlations between LCIV diameter and binary risk factors (like presence of
varicose veins or clotting disorder) might appear very weak, consistent with our expectations
that those factors do not directly determine vein size. The correlation matrix (Appendix B)
thus serves as an initial exploratory tool, confirming that intra-observer and inter-observer
measurements are nearly perfectly correlated (reliability close to 1.0) and that most
demographic factors show only weak correlations with vein diameters — a finding that implies
no single risk factor overwhelmingly drives vein size in our asymptomatic population.



6.4 Addressing Sampling Bias and Statistical Confounders

Beyond the choice of statistical tests, we implemented several strategies to ensure the
analysis results are valid and not unduly influenced by biases or data anomalies. These
strategies addressed sampling considerations, multiple hypothesis testing, and data outliers:

6.4.1 Ensuring Adequate Representation in Key Demographic Groups

To improve the generalizability of the findings, recruitment and analysis were attentive to
demographic representation. Efforts were made to prevent over- or under-representation of
specific groups that could bias the results:

e Balanced Recruitment: The study aimed for a broad age range and used age-binned
targets to include both younger and older adults in approximate proportion to their
presence in the general population. This helps ensure that any age effect on LCIV
diameter can be detected without the sample being skewed toward one age extreme.

e Sex and Ethnicity Stratification: We monitored the enrollment to include a mix of
male and female participants, as well as individuals from different ethnic
backgrounds. In analysis, stratified checks or interaction terms were considered (for
example, analyzing males and females separately if needed) to see if the LCIV vs.
RCIV difference or other correlations held consistently across groups. This
stratification guards against a scenario where a finding is driven just by one subgroup
(e.g., if we accidentally enrolled far more females than males, or vice versa).

By accounting for these factors in both the design and analysis phases, we mitigated sampling
bias and improved the representativeness of our conclusions.

6.4.2 Adjustments for Multiple Comparisons

Given that multiple statistical tests were performed (e.g., multiple correlation tests for various
risk factors, perhaps multiple subgroup analyses), the risk of obtaining a false-positive result
(Type I error) increases with each additional test. To control the family-wise error rate,

a Bonferroni correction was applied when interpreting significance across multiple
comparisons.

In practice, this means the alpha level was adjusted by dividing it by the number of tests. For
example, if we conducted five independent hypothesis tests with an overall desired o = 0.05,
each individual test was evaluated against an alpha of 0.01 (0.05/5) to be considered
significant. This adjustment ensures that the probability of incorrectly rejecting at least one
true null hypothesis remains at ~5% across the set of comparisons. While the Bonferroni
method is conservative (and can reduce power slightly), it was deemed appropriate for our
exploratory correlation analysis to maintain confidence in any significant findings. Thus,
throughout our analysis, whenever multiple parallel tests were run, the p-value threshold for
significance was tightened accordingly (e.g., for m comparisons, a result was considered
significant only if p < 0.05/m).

6.4.3 Outlier Detection and Handling

Outliers can distort statistical analyses, especially in correlation and regression. We therefore
implemented a defined protocol for identifying and handling outlier values in vein diameter
measurements:
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e Evaluation of Outliers: For any outlier identified, we investigated whether it might
be due to measurement error (e.g., an imaging artifact or data entry mistake) or if it
represented a true extreme anatomical variation. Suspected errors were double-
checked against source data (and corrected or excluded if confirmed erroneous). True
anatomical outliers (unusually large or small diameters) were not removed wholesale;
instead, we performed analyses with and without these points to see if they unduly
influenced the results. If results were consistent, we retained all data; if a particular
outlier heavily skewed a result, we reported the analysis both with and without it to
transparently show the impact.

By addressing outliers in this way, the robustness of conclusions is strengthened, ensuring
that any observed effects are not artifacts of a few abnormal observations.

6.5 Summary

In this chapter, we outlined the statistical analysis framework for investigating whether LCIV
diameter reduction is an independent risk factor for DVT. Paired t-tests (or Wilcoxon tests,
if needed) were chosen to compare LCIV and RCIV diameters within individuals,
determining whether an intrinsic left-sided narrowing exists independent of May-Thurner
compression. Correlation analyses (Pearson/Spearman) and a multivariate regression
model were used to assess whether LCIV diameter is significantly associated with
demographic and clinical variables (age, sex, BMI, ethnicity, pregnancy history, etc.), while
controlling for confounders. Key methodological safeguards were implemented: a

rigorous sample size calculation to ensure adequate power, Shapiro—Wilk tests to confirm
normality assumptions for parametric testing, Bonferroni corrections to adjust for multiple
comparisons and avoid false positives, and systematic outlier handling to verify that results
are not driven by aberrant data points.

Importantly, measurement consistency was verified through observer reliability studies. The
analysis found excellent intra- and inter-observer agreement for LCIV and RCIV
measurements — Pearson correlation was ~1.00 for repeated measurements by the same
observer and ~0.99 between two independent observers (Appendix C). Bland—Altman
analysis further confirmed negligible bias between observers, with mean measurement
differences near zero (Appendix D). These reliability findings give confidence that the data
used in the statistical tests are accurate and reproducible.

In conclusion, the statistical approach was designed to generate reliable, reproducible
evidence supporting (or refuting) LCIV diameter as an independent anatomical risk factor for
DVT. If significant differences or associations are found as hypothesized, it would provide a
strong rationale for integrating LCIV diameter measurements into routine thrombosis risk
assessment protocols. The comprehensive methods and corrections applied in this chapter
aim to ensure that any positive findings are valid and not due to chance or bias. All relevant
data and analysis outputs are provided in the following appendices (A—D) for transparency
and further verification.



Appendix A

SPSS Dataset Overview

Appendix A provides an overview of the SPSS dataset used for the statistical analysis. The
dataset includes demographic information and measured vein diameters from the study

participants. Table A.1 below lists the key variables in the dataset along with a brief
description of each:

Table A.1. Key variables in the DV'T study dataset (SPSS)-

‘Variable Name H Description ‘
‘Gender HSex of the participant (Male or Female). ‘
‘Age HAge of the participant (in years). ‘
‘BMI HBody Mass Index of participant (kg/m?). ‘
Clotting

. Presence of a clotting disorder (e.g., Factor V Leiden); coded as Yes/No.
Disorder

‘Varicose Veins HHistory of varicose veins; coded as Yes/No. ‘

LC1V Diameter of the Left Common Iliac Vein (LCIV) in mm, measured by
Obsl_mm Observer 1.

LCIV LCIV diameter in mm, measured by Observer 2 (independent
Obs2_mm measurement for reliability).

RCIV Obsl Diameter of the Right Common Iliac Vein (RCIV) in mm, measured by
(mm) Observer 1.

RCIV Obs2
(mm)

RCIV diameter in mm, measured by Observer 2.

Each participant in the study has a single record (row) in the dataset, with columns
corresponding to the above variables. “Observer 1” and “Observer 2” indicate measurements
taken by two different sonographers for the purpose of assessing inter-observer agreement. In
cases where a variable is not applicable (for example, pregnancy history for a male
participant), the data were either left blank or coded appropriately (this variable is not listed
above but was considered in analysis for female participants). The dataset was thoroughly
checked for data entry accuracy and completeness before proceeding to analysis (see Section
6.4.3 on outlier detection for data validation steps). Appendix A thus serves as a data
dictionary for interpreting the analysis results.

(The SPSS dataset in its entirety, including all entries for each variable above, is available in
electronic format. The data has been converted into word document for citing the results.)



SPSS- lliac Vein Dataset (30 Participants)

ID LCIV RCIV Readings LCIV RCIV Diff Diff Diff Diff BMI Hydra | Valve DVT
Readings Mean | Mean | LCIV LCIV | RCIV | RCIV tion Incomp | Outcome
Obs Obs 1b Obs2 Obs Obs Obs2 1a - 1a - 1a_1b | 1a_2 status | etence
1a 1a 1b 1b 2
1 9.6 9.19 9.18 10.26 10.57 11.16 9.17 10.7 0.19 035 | -0.69 -0.87 | 30.8 0.0 0.0 0.0
2 10.66 10.22 10.0 11.27 11.45 10.88 10.44 11.08 0.28 0.2 -0.24 0.53 | 25.69 0.0 1.0 0.0
3 9.66 9.16 9.49 10.56 10.5 10.97 9.43 10.64 -0.2 -0.09 | 0.58 0.08 | 28.56 1.0 0.0 0.0
4 10.66 10.64 11.17 12.34 11.86 12.18 11.06 12.04 -0.08 -0.53 | 0.28 0.18 | 25.1 0.0 0.0 1.0
5 9.03 8.63 8.91 10.78 10.97 10.06 8.87 10.62 0.22 -0.28 | 0.19 0.5 22.54 1 0.0 0.0 0.0
6 94 94 9.12 10.41 10.64 11.03 9.19 10.51 -0.01 0.5 -0.31 -0.58 | 30.92 0.0 0.0 0.0
7 10.53 10.24 10.25 11.7 11.47 11.21 10.04 11.3 0.21 0.81 -0.06 0.15 | 26.13 0.0 1.0 0.0
8 9.65 9.56 9.27 10.55 10.58 11.26 9.34 10.72 -0.0 -0.26 | 0.16 0.1 28.81 1.0 0.0 0.0
9 10.58 10.72 11.21 12.2 12.29 11.92 10.91 12.3 -0.29 -0.57 | 0.18 -0.04 | 24.76 0.0 0.0 1.0
10 9.01 8.82 8.7 10.88 10.42 10.71 9.01 10.91 0.04 031 | 028 0.58 | 22.55 0.0 0.0 0.0
11 9.32 9.06 9.03 10.37 10.79 10.84 | 9.21 11.13 0.41 027 | -0.21 -0.57 | 31.09 0.0 0.0 0.0
12 10.59 10.23 9.98 11.49 11.48 10.91 10.5 11.13 0.23 033 | -0.05 027 | 26.11 0.0 1.0 0.0
13 9.22 9.21 9.55 10.93 11.23 10.93 9.64 10.83 0.04 0.2 0.32 -0.09 | 28.96 1.0 0.0 0.0
14 10.37 10.92 10.73 12.37 12.04 12.02 11.0 11.99 0.0 -0.3 0.55 004 | 2494 |00 0.0 1.0
15 8.83 8.93 8.68 10.89 10.83 10.34 | 8.76 10.55 0.55 0.2 0.3 062 | 224 0.0 0.0 0.0
16 94 9.47 8.91 10.46 1043 10.83 9.06 10.54 | 0.03 077 | -04 -0.5 30.71 0.0 0.0 0.0
17 10.83 10.4 10.08 11.36 11.32 11.17 10.44 1144 | 0.52 0.07 | -0.51 0.13 | 25.96 0.0 1.0 0.0
18 9.38 9.36 9.35 11.0 10.53 10.68 9.51 10.86 0.23 -0.12 | 0.52 0.13 | 28.52 1.0 0.0 0.0
19 11.0 10.66 11.16 12.11 12.25 12.41 11.12 12.14 | 0.1 -0.37 | 0.09 -0.07 | 2474 | 0.0 0.0 1.0
20 9.38 8.56 8.6 10.95 10.78 10.71 8.67 10.7 0.06 032 | -0.05 0.14 | 22.59 0.0 0.0 0.0
21 9.34 9.27 9.1 10.22 10.67 10.55 9.12 10.55 0.34 074 | -0.34 -0.53 | 31.0 0.0 0.0 0.0
22 10.54 10.46 10.11 11.63 11.42 11.24 10.34 11.35 0.2 034 | -0.12 0.26 | 26.09 0.0 1.0 0.0
23 9.93 9.25 9.62 11.27 10.3 10.65 9.03 10.59 -0.05 0.08 | 0.75 0.2 28.32 1.0 0.0 0.0
24 10.84 10.52 11.42 12.06 11.69 12.51 11.11 11.82 -0.16 -0.31 | 0.03 0.03 | 24.87 0.0 0.0 1.0
25 8.98 8.86 8.98 10.48 10.92 10.65 9.16 10.7 0.44 0.13 | 047 0.15 | 22.83 0.0 0.0 0.0
26 9.77 9.03 9.19 9.96 10.38 1043 94 10.89 0.29 0.77 | -0.65 -0.54 | 30.99 0.0 0.0 0.0




27 | 10.19 | 10.38 10.02 1139 | 1125 | 11.06 | 1041 11.5 0.0 042 | -0.28 014 | 2579 |00 1.0 0.0
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Appendix B

Pearson Correlation Matrix & Predisposing Factors

1.0

o

49

0.8
LCIV_Obs1b 0.92 1.00 0.34
RCIV_Obsla 0.8 0.20
-0.4
-0.2

-0.0
0.02 -0.0 -0.2 -0. 0.3 -0.1 / 0.3

BMI -

2 Y A% 2> Y A N 9 X
N & & & & & & @& e}é\
QS Qo Y% Q> Qo Y o N
S S N S S & N o
N Y <« < &'o N
83 Nl
\\'o

Figure B.1: Pearson correlation matrix chart for LCIV, RCIV, and various risk factors (Age,
Gender, BMI, Clotting Disorder, Varicose Veins). Each cell shows the correlation coefficient
between the row and column variables, with color intensity indicating the strength and
direction (red = positive, blue = negative, white = neutral). For example, the matrix
illustrates that LCIV and RCIV measurements are almost perfectly correlated between
Observer 1 and Observer 2 (reflecting high measurement reliability), while correlations
between vein diameters and risk factors (such as Age, BMI, etc.) are weak (values near 0,
shown in white). This suggests that none of the recorded demographic or clinical factors
have a very strong linear relationship with the iliac vein diameters in this asymptomatic
population.

Notes: The diagonal of the matrix (all identically colored, here in neutral) represents each
variable’s correlation with itself (which is always 1.0). Notably, the LCIV vs. RCIV
correlation (off-diagonal) is positive but moderate, indicating that individuals with a larger
LCIV tend to also have a somewhat larger RCIV, though the relationship is not one-to-one.
Categorical variables like Gender, Clotting Disorder, and Varicose Veins were binary-coded



(e.g., Female=1/Male=0, Yes=1/No=0) for the purpose of computing Pearson correlations, so
their correlations should be interpreted with caution. The chart provides an at-a-glance
validation that measurement variables behave as expected (very high inter-observer r values
~0.99) and that no spurious strong correlations exist between LCIV size and the surveyed risk

factors.



Appendix C

Observer Agreement (Proxy ICC Using Pearson Correlation)

To assess observer agreement, Pearson correlation coefficients were calculated as a proxy
for the intraclass correlation. These correlations evaluate the intra-observer reliability
(Observer 1 Session 1 vs Session 2) and inter-observer reliability (Observer 1 Session 1 vs
Observer 2) for the LCIV and RCIV diameter measurements. All obtained correlation values
are very high (r >0.9), indicating excellent reliability. The table below summarizes the

Pearson correlation coefficients (r) along with their significance levels (p-values):

Vein Diameter Intra-Observer r (p) Inter-Observer r (p)
LCIV 0.99 (p <0.001) 0.99 (p <0.001)
RCIV 0.99 (p <0.001) 0.99 (p <0.001)
Each r value is near 1.0 with p < 0.001, reflecting an almost perfect linear agreement between
repeated measurements. In practical terms, this means both the same observer’s repeated

measurements and the two different observers’ measurements of LCIV and RCIV diameters

were virtually identical, demonstrating excellent consistency in the measurement process.



Appendix D

Bland—Altman Plots for Observer Agreement
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To complement the correlation analysis of observer agreement, Bland—Altman
plots were used to visually evaluate the agreement between the two observers’



measurements. Below is the Bland—Altman plot for LCIV measurements by
Observer 1 and Observer 2 (a similar pattern was observed for RCIV):

Figure D.1: Bland—Altman plot comparing LCIV diameter measurements by two
observers. The x-axis represents the mean of the two observers’ measurements for
each participant, and the y-axis represents the difference between the observers’
measurements (Observer 1 minus Observer 2). The solid horizontal line denotes
the mean difference between observers (bias), and the dashed lines represent the
95% limits of agreement (mean difference = 1.96 SD of the differences). In this
plot, the mean difference is approximately 0.0 mm (essentially zero bias), and the
limits of agreement are tight (on the order of 0.3 mm). Each point (circle)
represents a study participant’s LCIV measurement pair, the fact that all points lie
close to the zero line and within the narrow-dashed lines indicates excellent
agreement.

The Bland—Altman analysis provides a more detailed view: not only is the average
bias 0 (one observer does not consistently read higher or lower than the other), but
the scatter of differences is very small across the range of vein sizes. There is no
obvious trend in the differences as vein diameter increases (the points show no
slope, remaining evenly distributed around zero), which means the observers’
agreement is consistent for both small and large diameters. The 95% limits of
agreement (—0.3 mm to +0.3 mm) are clinically negligible, given that such a
difference is far smaller than the actual variability of vein diameters between
different individuals.

In summary, the Bland—Altman plot confirms that measurements of LCIV (and
similarly for RCIV) by the two observers can be used interchangeably. The strong
agreement evidenced in both the correlation coefficients (Appendix C) and these
plots gives confidence that the dataset is reliable. Therefore, any differences or
correlations reported in Chapter 6 are reflective of true anatomical or physiological
relationships, rather than artifacts of measurement error.



Appendix E

Regression Output

Table Al. Example of multivariable logistic regression results for the outcome (e.g., DVT
occurrence), showing adjusted odds ratios (OR) with 95% confidence intervals for the main
exposure and key confounders.

Predictor Adjusted OR (95% CI) p-value
Main Exposure (Yes vs No) 3.50 (1.80-6.80) <0.001
BMI (per 1 kg/m? increase) 1.08 (1.02—-1.15) 0.01
Dehydration (Yes vs No) 2.00 (1.10-3.90) 0.03
Venous Valve Incompetence (Yes vs No)  1.45(0.90-2.30) 0.12
Age (per 10-year increase) 1.20 (0.95-1.52) 0.11
Female Sex (vs Male) 0.84 (0.55-1.28) 0.42

In this table, the main exposure shows a significant association with the outcome (OR > 1, p
< 0.001), even after adjusting for confounders. For example, the odds ratio for dehydration is
about 2.0, consistent with dehydration roughly doubling the odds of the outcome in this model.
Meanwhile, venous valve incompetence shows an elevated OR (>1) but did not reach statistical
significance in this hypothetical example (p = 0.12), suggesting its effect might be weaker or
the sample size insufficient. Each confounder’s coefficient is interpreted in context: e.g., an
OR of 1.08 for BMI indicates that for each 1 kg/m? increase in BMI, the odds of outcome
increase by 8% on average, holding other factors constant. This mock output demonstrates how
multivariate regression and confidence intervals will be reported, and how adjustment for
multiple confounders is achieved in our analysis



CHAPTER -7

RESULTS

LCIV vs RCIV Diameter Comparison

In this pilot sample of 30 asymptomatic participants, the left common iliac vein (LCIV)
diameters were consistently smaller than the right common iliac vein (RCIV) diameters.

The mean LCIV diameter was approximately 11.7 + 1.4 mm, whereas the mean RCIV
diameter was 13.7 £+ 1.5 mm (Table 1). This ~2 mm average difference (RCIV larger than
LCIV) was statistically significant. A paired t-test indicated a highly significant difference
(p <0.001), and a non-parametric Wilcoxon signed-rank test similarly confirmed the
significance (p < 0.001). The results remained significant under both tests, suggesting that the
finding is robust to potential non-normality in the data. The distribution of diameters for each
vein is visualized in Figure 1, which shows the RCIV distribution shifted toward larger
values compared to LCIV,

Table 1. Mean (+ SD) diameters of the left and right common iliac veins (LCIV, RCIV) with
paired test results (n =30). The LCIV is significantly smaller than the RCIV on average, as
indicated by both parametric and non-parametric tests,

Vessel Diameter (mean = SD, mm) Paired t-test p-value Wilcoxon p-value
LCIV 11.7+1.4 - —
RCIV 13.7+£1.5 <0.001 <0.001

Figure 7 Violin plot Distribution of LCIV and RCIV Diameters (n=30)
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Observer Agreement and Bland—Altman Analysis

To ensure that the observed diameter differences were not due to measurement error,
an observer agreement analysis was performed. Measurements of LCIV and RCIV were
repeated by a second blinded observer for a subset of participants. The results showed excellent
intra- and inter-observer reliability — the Pearson correlation between repeated
measurements was ~1.00 for the same observer and ~0.99 between two different observers
(indicating virtually identical results).

Bland—-Altman analysis further demonstrated minimal bias between observers’
measurements. For LCIV diameter, the mean difference (bias) between Observer 2 and
Observer 1 was only +0.05 mm, with 95% limits of agreement from approximately -
0.14 mm to +0.25 mm (Table 2). A similarly negligible bias was observed for RCIV
measurements (bias ~-0.02 mm, 95% limits ~-0.45 mm to +0.40 mm), indicating that neither
systematic over- nor underestimation occurred by either observer.

These narrow limits of agreement (well under 1 mm) confirm that the measurement technique
is highly reproducible. Figure 2 illustrates the Bland—Altman plot for LCIV, where the data
points cluster tightly around the zero-difference line, reinforcing the strong agreement between
observers.

Table 2. Bland—Altman summary of inter-observer agreement for LCIV and RCIV
diameter measurements. Bias is the mean difference (Observer 2 minus Observer 1), and 95%
limits of agreement (LoA) represent the range in which 95% of inter-observer differences lie.
The very small bias and tight LoA indicate excellent agreement between observers,

Measurement Bias (mm) 95% LoA (lower, mm) 95% LoA (upper, mm)
LCIV diameter (Obs2—Obs1) +0.05 -0.14 +0.25
RCIV diameter (Obs2—Obs1) -0.02 -0.45 +0.40
Figure 2. Bland-Altman Bland-Altman Plot for LCIV measurements
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Interpretation of Findings

These results provide preliminary evidence in support of the central hypothesis.
The finding that the LCIV is significantly smaller in caliber than the RCIV (by
roughly 2 mm on average) in asymptomatic individuals suggests an intrinsic
anatomical asymmetry. This intrinsically narrower LCIV could plausibly
contribute to slower venous flow or predisposition to stasis on the left side, which
aligns with the hypothesis that a smaller LCIV diameter is a predisposing factor for
left-sided iliofemoral DVT.

In other words, even in the absence of external compression, healthy individuals
tend to have a smaller left iliac vein compared to the right, supporting the idea
that anatomical variation alone may underlie increased thrombotic risk on the
left. Furthermore, the high observer agreement in measurements strengthens
confidence that this left-right difference is real and not an artifact of measurement
inconsistency. Overall, these pilot data bolster the concept that LCIV narrowing is
an inherent phenomenon and provide a foundation for larger studies to investigate
its role in DVT risk.



CHAPTER - 8

Ethical Considerations

Ethical considerations are central to this study, particularly given that asymptomatic
individuals will undergo imaging for research purposes rather than for clinical necessity.
Ensuring informed consent, data confidentiality, and participant safety are key ethical
priorities. This chapter outlines potential ethical dilemmas and the measures taken to uphold
ethical research standards.

8.1 Ethical Dilemmas in Imaging Asymptomatic Individuals

One of the primary ethical concerns in this study is the imaging of asymptomatic
individuals who do not have a clinical indication for testing. Unlike patients undergoing
diagnostic imaging for suspected deep vein thrombosis (DVT), the participants in this study
will be scanned solely for research purposes.

8.1.1 Key Ethical Concerns

Ethical Concern Description Mitigation Strategy

Participants will be informed during

Imaging could create anxiety consent procedures that imaging is

Unnecessary in participants if an o o e e s
Medicalization incidental finding is .. -l purp nly, an
detected clinically significant findings will be

referred to a physician.
Non-targeted findings (e.g., A predefined referral protocol will

Risk of Incidental pelvic masses, vascular be establi.shed: ifa signiﬁf:a.nt

Findings apomahes) could create anomaly is detected, participants
distress or unnecessary will be advised to seek clinical
medical procedures. follow-up.

CTYV will only be used in a subset
of participants where clinically
justified, and alternative non-

Radiation Exposure CT venography (CTV)
(if CTVisusedina exposes participants to

subset of ionizing radiation, raising R . .
. . . ’ radiation-based imaging (MRYV,
participants) cthical concerns. ultrasound) will be prioritized.
e The informed consent process will
.. Asymptomatic individuals . .
Participant . i emphasize voluntariness, and
might feel obligated to .. .
Autonomy participate participants may withdraw at any

time without consequences.

8.1.2 Justification for Imaging Asymptomatic Individuals

Despite these ethical concerns, imaging asymptomatic individuals is crucial for advancing
medical knowledge. This study aims to:

1. Identify anatomical variations that may predispose individuals to DVT, providing
valuable insights for early risk stratification.



2. Generate baseline data on LCIV diameter across different demographic groups,
aiding in the development of future diagnostic and preventative protocols.

3. Refine non-invasive imaging techniques for better detection of venous anomalies
in routine clinical practice.

To ensure that the research remains ethically sound, all imaging will adhere to the principle
of beneficence (maximizing benefits while minimizing harm).

8.2 Informed Consent and Voluntary Participation

8.2.1 Detailed Consent Process

Each participant will undergo a comprehensive informed consent process, which will
include:

e Clear Explanation of Study Purpose: Participants will be informed that this is a
research study, not a diagnostic procedure.

o Disclosure of Risks and Benefits: Potential risks (e.g., discomfort, incidental
findings) and benefits (e.g., contribution to medical knowledge) will be explained.

o Right to Withdraw: Participants will be allowed to withdraw at any time without
penalties.

o Handling of Incidental Findings: The protocol for referring clinically significant
findings will be outlined before participation.

8.2.2 Avoiding Coercion

Special care will be taken to ensure that participants feel no pressure to participate.
Recruitment will be conducted in non-clinical settings, and participants will be clearly
informed that declining participation will not affect their medical care.

8.3 Anonymization and Participant Confidentiality

Protecting participant privacy and data security is a fundamental ethical obligation. Since
this study involves sensitive anatomical and demographic data, robust anonymization
protocols will be implemented.

8.3.1 Importance of Data Anonymization

Anonymization is essential to:

1. Protect participant identity in case of data leaks or breaches.
Ensure compliance with ethical guidelines (e.g., GDPR, HIPAA) and institutional
research policies.

3. Maintain participant trust, encouraging greater participation in medical research.

8.3.2 Data Anonymization Process

The study will follow a de-identification protocol that ensures participant information
remains confidential:

e Unique Study Codes: Each participant will be assigned a randomized study ID,
replacing any personally identifiable information (PII).



e No Direct Identifiers Stored with Data: Names, addresses, and contact details will
not be stored alongside imaging or demographic data.

e Encrypted Storage: All data will be stored in encrypted servers with restricted
access.

o Limited Access to Research Team: Only authorized researchers will have access
to de-identified data.

8.3.3 Data Sharing and Ethical Use

o No data will be shared with third parties without explicit participant consent.

o If findings are published or presented, data will be aggregated to prevent re-
identification.

o Long-term data storage policies will comply with institutional guidelines, ensuring
secure disposal of participant data after the study period.

8.4 Ethical Approval and Institutional Oversight
8.4.1 Institutional Review Board (IRB) / Ethics Committee Approval

Before commencing the study, full approval will be obtained from an accredited ethics
committee.

o This ensures that the study complies with national and international ethical
guidelines (e.g., Helsinki Declaration, Belmont Report).
e The IRB will review:
o Study design and justification.
o Participant recruitment strategy to prevent coercion.
o Data handling and anonymization protocols.

8.4.2 Compliance with Ethical Research Standards

e The study will follow the principles of the Helsinki Declaration, ensuring that
research is conducted with respect for human dignity, beneficence, and justice.

e Adherence to General Data Protection Regulation (GDPR) and Health Insurance
Portability and Accountability Act (HIPAA) to ensure compliance with
international privacy laws.

8.5 Summary

This study follows strict ethical protocols to balance scientific discovery with participant
protection.

o Potential ethical concerns regarding imaging asymptomatic individuals will be
addressed through detailed informed consent and risk disclosure.

o Data confidentiality will be ensured through advanced anonymization
techniques, preventing participant re-identification.



o Ethics committee approval and adherence to international research standards
will safeguard the rights and well-being of participants.

By prioritizing ethical transparency and participant safety, this study will contribute
meaningfully to scientific knowledge while upholding the highest ethical standards in
medical research.



CHAPTER-9

Conclusion

This study explores the role of intrinsic left common iliac vein (LCIV) diameter reduction
as an independent anatomical risk factor for iliofemoral deep vein thrombosis (DVT).
Unlike conventional research that primarily focuses on May-Thurner Syndrome (MTS) as a
compression-related etiology, this study examines whether a naturally smaller LCIV
diameter, independent of external arterial compression, predisposes individuals to
venous stasis and thrombosis risk.

This final chapter contextualizes the findings within the broader framework of DVT risk
stratification and early detection, discusses the implications for clinical practice, and
proposes directions for future research.

9.1 Study Findings and Their Role in Improving Early DVT Detection

9.1.1 Advancing the Understanding of Iliac Vein Anatomy and Thrombosis
Risk
This study contributes to the growing body of evidence suggesting that anatomical variations

in venous structure may play a significant role in DVT susceptibility. The key findings of
this study provide new insights into:

e Vein Diameter as a Predictor of Venous Stasis: If a significant difference in LCIV
and right common iliac vein (RCIV) diameters is observed across the study
population, it would suggest that anatomical narrowing of LCIV could contribute
to venous outflow obstruction, increasing the risk of thrombosis.

e Demographic and Genetic Influence on Vein Diameter: The correlation analysis
may reveal age, sex, ethnicity, and genetic factors as contributing variables to
LCIV diameter reduction, refining the population-level risk profile for iliac vein-
related DVT.

e LCIV Diameter as a Screening Tool: If statistically significant associations are
found between LCIV narrowing and known DVT risk factors, then routine
measurement of LCIV diameter could become a feasible screening parameter for
high-risk individuals.

9.1.2 Influence on Clinical Practices and Risk Stratification Models

Currently, most DVT screening tools, such as the Wells Score, focus on clinical history
and transient risk factors (e.g., immobility, surgery, oral contraceptives) rather than
fixed anatomical predispositions.

If the study findings confirm a significant association between LCIV diameter and
thrombosis risk, the implications for clinical practice could include:

1. Early Identification of High-Risk Individuals
o Routine ultrasound screening of LCIV diameter in individuals with other
DVT risk factors could be implemented.



o Asymptomatic individuals found to have significantly smaller LCIV
diameters could be classified as higher risk, prompting preventative
interventions.

2. Refining Thromboprophylaxis Guidelines

o Current thromboprophylaxis (e.g., anticoagulation, compression therapy) is
generally reserved for individuals with acute risk factors.

o IfLCIV diameter reduction is validated as a DVT risk factor, high-risk
individuals could receive prophylactic anticoagulation in high-risk
situations (e.g., long-haul travel, post-surgical recovery, pregnancy).

3. Personalized Endovascular Treatment Decisions

o Venous stenting is currently limited to symptomatic MTS cases.

o IfLCIV narrowing alone is found to be a significant DVT risk factor,
stenting could be considered as a preventative intervention in select high-
risk cases.

4. Modifications in Diagnostic Imaging Protocols

o Current DVT ultrasound protocols primarily assess femoropopliteal veins,
often neglecting iliac vein assessment unless a clot is suspected.

o Routine measurement of LCIV diameter during Doppler ultrasound
evaluations may be integrated into diagnostic protocols for comprehensive
venous assessment.

9.2 Future Research Directions

While this study provides a strong foundation for understanding LCIV diameter as a risk
factor for DVT, it also highlights several unanswered questions that require further
investigation.

9.2.1 Longitudinal Studies to Establish Causality

This study’s cross-sectional design assesses anatomical variations at a single time point.
However, a longitudinal study would be required to determine:

e  Whether individuals with smaller LCIV diameters are more likely to develop
DVT over time.

o How LCIV diameter changes with aging, pregnancy, or lifestyle factors.

o If preventative interventions (e.g., compression stockings, early anticoagulation)
can reduce the incidence of DVT in individuals with a naturally small LCIV.

9.2.2 Genetic and Ethnic Variability in LCIV Diameter

Further studies should focus on genetic influences on vein diameter, particularly:

o Genome-wide association studies (GWAS) to identify potential genetic markers
for LCIV narrowing.

o Ethnicity-based studies to determine whether certain populations (e.g., Asians,
African Americans) are more predisposed to LCIV narrowing and how this
correlates with DVT risk.



9.2.3 Al-Based Imaging Analysis for Automated Iliac Vein Measurements

e Artificial Intelligence (AI)-driven imaging techniques could be developed to
automatically assess LCIV diameter using ultrasound, CT venography, or MR
venography.

e Al could also be used to predict thromboeosis risk based on a combination of
anatomical and clinical factors.

9.2.4 Expanding Research to Female-Specific Risk Factors

Given the higher prevalence of iliac vein thrombosis in women, future research should:

e Examine how hormonal influences (e.g., pregnancy, oral contraceptive use)
affect LCIV diameter and DVT risk.

o Assess whether vein diameter changes post-pregnancy contribute to later-life
thrombosis risk.

9.2.5 Endovascular Interventions for High-Risk Asymptomatic Individuals

If LCIV diameter reduction is validated as a clinically significant risk factor, interventional
studies could explore:

o The effectiveness of early venous stenting in preventing DVT in high-risk
individuals.

e The impact of minimally invasive procedures (e.g., venoplasty, stenting) in
improving venous outflow in patients with naturally small LCIV diameters.

9.3 Final Summary and Concluding Remarks

This study provides new insights into anatomical predispositions for iliofemoral DVT,
particularly the role of LCIV diameter as a risk factor independent of external
compression.

Key Contributions of This Research:

1. Identifies a novel anatomical risk factor for DVT beyond traditional May-Thurner
compression models.

2. Provides a rationale for incorporating LCIV diameter into clinical risk
assessment for venous thromboembolism.

3. Suggests modifications to imaging protocols and thromboprophylaxis guidelines
to improve early DVT detection.

4. Lays the groundwork for future research on genetic and demographic
determinants of iliac vein anatomy.

Potential Clinical Impact:

o Routine LCIV diameter measurement could become a valuable tool in DVT risk
assessment.



e High-risk individuals could be identified earlier, leading to preventative
interventions that reduce the incidence of DVT and its complications.

o Endovascular treatment paradigms may evolve to address not only symptomatic
iliac vein compression but also high-risk anatomical variations.

In conclusion, this research has the potential to bridge a significant gap in venous
thrombosis risk assessment, shifting the focus from reactive management of DVT to
proactive prevention based on anatomical risk stratification. Future research will be
essential in validating these findings and translating them into clinical practice guidelines
for early DVT detection and prevention.
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Study Flowchart: Recruitment, Imaging, and Analysis

Flowchart summarizing the participant recruitment, imaging procedure, and data analysis
pipeline. This diagram illustrates how participants are recruited (approximately N=250 after
screening), all undergo standardized ultrasound imaging in both supine and upright positions,
and a subset (~50) receive confirmatory CT/MR venography. The flowchart also shows
subsequent image analysis steps (measuring left and right common iliac vein diameters with
two observers for reliability) and the final statistical analysis comparing diameters and
assessing correlations,

Imaging Protocol: Supine vs. Upright Positions

Imaging Protocol Setup ¥

‘ Supine Position pem Upright Position H
Deep Inspiration - ‘ Full Expiration &= ‘ Deep Inspiration - J Full Expiration &=
v v \ 4 v
Measure lliac Vein Diameter Measure lliac Vein Diameter Measure lliac Vein Diameter . Measure lliac Vein Diameter

Controlled Comparison of Respiratory & Positional Effects

Infographic illustrating the standardized imaging protocol for iliac vein measurement. Each
participant is scanned in two postures — once lying supine and once upright — and in each
posture measurements are taken during both deep inspiration and full expiration. This
ensures that respiratory-phase variability is controlled for, as vein caliber can change between
inhalation and exhalation. The use of both supine and standing positions accounts for
gravitational effects on the iliac vein dimensions, providing a comprehensive assessment of
vein diameter under different physiological conditions,



APPENDICES

Appendix I: Imaging Protocols for Standardized Iliac Vein
Measurement

A.1 Ultrasound Doppler Protocol

To ensure consistency in iliac vein measurements, all ultrasound scans were performed
using a standardized protocol:

o Patient Positioning:
o Supine and 45-degree semi-upright positions were used to assess postural
changes in vein diameter.
o A pillow was placed under the popliteal fossa to reduce lower-limb venous
compression.
o Equipment and Settings:
o High-frequency linear probe (7-12 MHz) used for superficial veins.
o Low-frequency curvilinear probe (3—5 MHz) for deeper iliac vein imaging.
o Color Doppler Mode Activated to visualize blood flow and identify possible
areas of narrowing or turbulence.
e Measurement Technique:
o LCIV and RCIV diameters were measured at the same anatomical
landmark (2 cm proximal to the iliac vein bifurcation).
o Measurements were taken during both inspiration and expiration to account
for respiratory variability.
o Three consecutive readings were taken, and the mean diameter was
recorded.
o Inter-Observer Reliability Measures:
o Two independent sonographers performed measurements on a subset of
participants to assess variability.
o Any discrepancies >5% were re-evaluated by a senior vascular
sonographer.

Appendix Il: Informed Consent Form

This section includes the informed consent document that each participant signed before
enrolling in the study. The consent form outlines:

1. Purpose of the Study:
o Explanation of why participants are being asked to undergo imaging.
2. Procedures Involved:
o Description of Doppler ultrasound and additional imaging (if applicable).
o Duration of imaging and any potential discomfort.
3. Potential Risks and Benefits:
o Minimal risks associated with ultrasound.
o Explanation of incidental findings and the referral process if necessary.



o No direct benefit to participants, but findings could help improve early
detection of DVT.
4. Voluntary Participation Clause:
o Participants are free to withdraw at any time without consequences.
5. Confidentiality Measures:
o Data will be anonymized and securely stored, with no personal identifiers
attached to published results.
6. Contact Information:
o Name and contact details of research team members for any questions or
concerns.

Appendix lll: Participant Demographics and Data Collection
Survey

A standardized survey was administered to collect demographic and risk factor data from
participants. The questionnaire included:

1. General Information:
o Age, Sex, Ethnicity, Height, Weight, BMI
2. Medical History:
o History of DVT, pulmonary embolism, or clotting disorders
o Any prior venous interventions or surgeries
3. Lifestyle Factors:
o Smoking status, physical activity level, and occupational sitting time
4. Reproductive Health (for females):
o Number of pregnancies, history of oral contraceptive use, hormone
therapy

This data was used to assess correlations between demographic variables and LCIV
diameter.

Appendix IV: Statistical Analysis Output and Data Verification

To ensure transparency in data interpretation, this appendix contains:

e Normality Test Results (Shapiro-Wilk test for LCIV and RCIV diameter
distributions).

e Paired t-Test or Wilcoxon Signed-Rank Test Qutput (Comparing LCIV vs. RCIV
diameters).

e Multivariate Regression Model Output (Assessing correlations between LCIV
diameter and demographic variables).

o Inter-Observer Agreement Statistics (Intraclass correlation coefficients for
ultrasound measurements).

These outputs validate the statistical robustness of the study findings.



Appendix V: Ethical Approval Document

A copy of the Institutional Review Board (IRB) or Ethics Committee approval letter is
included to confirm:

o Adherence to international ethical guidelines (e.g., Helsinki Declaration, Belmont
Report).
o Compliance with participant rights and data protection laws (GDPR, HIPAA).

Summary of Appendices and Their Role in Enhancing Research
Credibility

Appendix Purpose

Ensures consistency and reproducibility in iliac vein

A: Imaging Protocol :
ging Frotocols diameter measurements.

B: Informed Consent Form Demonstrates ethical transparency in participant

recruitment.
C: Demographics & Data Supports statistical analysis by documenting relevant
Collection Survey participant characteristics.

Provides evidence of rigorous data analysis and

D: Statistical Outputs hypothesis testing.

E: Ethical Approval Confirms compliance with international research ethics.

The inclusion of these appendices strengthens the credibility of the dissertation by
providing a comprehensive framework for study replication, ethical compliance, and
data verification.

Would you like me to format these appendices into a formal document for submission?

Appendix VI: Al-Assisted Measurement Tools and Validation
Metrics

The table below lists several Al-assisted imaging measurement tools relevant to vascular
ultrasound and venous imaging, along with their validation performance metrics reported in
the literature. These examples illustrate the level of accuracy and reliability achieved by
modern Al tools in measuring vessel dimensions or detecting vascular conditions:

Al Tool / Study Application Validation Metrics
Sensitivity: 90-98%Specificity: 74—
Al-guided ultrasound for 100% (EM reviewers 97—100%)
ThinkSono Guidance =~ DVT compression imaging NPV: =99%PPV: 30-42%
System (Speranza etal.) by non-experts with remote  (radiology reviewers) / 81-100%
clinician review (EM reviewers); ~20% scans low
quality



Al Tool / Study Application Validation Metrics

Unnamed Al-guided
DVT guidance system  Automated guidance for
(Nature npj Digital Medi lower extremity DVT scans

EM review sensitivity: 95—
98%Specificity: 97—
100%NPV: 99%PPV: 81-100%

cine)
Deep learning algorithm Automated DVT diagnosis Reported high accuracy (exact
for DVT based on from ultrasound values not disclosed) in detection of
compressibility analysis compressibility thrombosis
Al in chronic venous Accuracy: >90%

Detection & classification of

venous pathology from overalllnter-observer variability

reduced; diagnosis consistent

disease screening
(venous reflux, varicose

. ultrasound/MR
veins) across operators
. NN Classification of venous
Deep learning C . for ulcer tissue types (for Accuracy: ~99.55%Sensitivity: 95.
varicose ulcer tissue . . A e o
. . varicose vein care 66%Specificity: 98.06%
classification
management)

Automatic vessel
segmentation using
DopUS-Net in robotic
US (Doppler + B-mode)

Vessel segmentation from  Dice score improved from 0.54 —
ultrasound with Doppler 0.86I0U: 0.78 using advanced
context for small vessels model
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