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Introduction

Deep leg vein thrombosis in general practice is 
relatively rare with an annual incidence of one to two 
per 1000 inhabitants (1–3). Nevertheless, it is con-
sidered an important and serious condition because 
of the associated morbidity and mortality (4–6). 
Several studies have shown that approximately 10% 
of the patients with confirmed leg vein thrombosis 
also have symptomatic pulmonary embolism. In ad-
dition, silent pulmonary embolism can be detected 
in at least 50% of patients (4, 7, 8). Another, potential 
complication causing significant disability is the post-
thrombotic syndrome which will develop in about two 
thirds of the patients (9–16).

In the past three decades, the diagnostic and 
therapeutic management of patients with (suspect-
ed) deep vein thrombosis has changed substantially. 
Numerous studies have demonstrated that by using 
objective diagnostic methods the diagnosis can be 
ruled out in approximately 70% of patients present-

ing with clinically suspected deep vein thrombosis 
(1, 2, 17, 18). Hence, in order to prevent unnecessary 
and potentially harmful anticoagulant treatment, ob-
jective confirmation in each patient is mandatory. 
Although venography is considered the reference 
method, other, non-invasive tests such as serial im-
pedance plethysmography and compression ultra-
sonography have shown to be reliable alternatives 
(19–21). 

Also, the therapeutic management of patients 
with deep vein thrombosis has been improved. 
The need for initial treatment with dose adjusted 
heparin to reduce the risk of a recurrent thrombo-
embolic event is unequivocally established (22, 23). 
However, for this treatment, which is routinely given 
intravenously, patients need to be hospitalized. The 
introduction of low molecular weight heparins, which 
can be administered subcutaneously once or twice 
daily without the need for laboratory control, has 
made out-of-hospital treatment feasible (24–27).

These changes allow general practitioners to be 
more involved in the care of patients with (suspect-
ed) deep vein thrombosis. However, little is known 
about the actual management in general practice. 
Therefore, a survey was performed to investigate 
the current diagnostic and therapeutic manage-
ment strategies of general practitioners in the Czech 
Republic and we also assessed their attitude to-
wards possible outpatient or home treatment.

Methods

The addresses of a random sample (15%) of all 
registered and currently active general practitioners 
in the Czech Republic in 2004 were obtained from 
the Institute of Health Information and Statistics of the 
Czech Republic (IHIS, Czech Republic). The general 
practitioners received a postal questionnaire which 
was designed in three sections. In the first one, they 
were asked to describe their diagnostic approach in 
the last patient seen with suspected deep leg vein 
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thrombosis. In the second part information was re-
quested about the therapeutic approach in the last pa-
tient in whom a deep vein thrombosis was diagnosed. 
The final section contained questions concerning the 
competence and willingness to treat patients with 
thrombosis on an outpatient or home care basis.

A reminder, including a new questionnaire, was 
sent to all non-respondents after 4 weeks. Another 
4–6 weeks later the remaining non-respondents 
were approached by telephone. The three sections 
of the questionnaire were analysed separately. The 
section about the diagnostic and/or therapeutic ap-
proach was excluded for analysis if:
• the general practitioner was not able to identify 

a patient in whom a deep vein thrombosis was 
suspected or diagnosed

• there was concurrent (suspicion of) pulmonary 
embolism

• the described episode occurred before January 
2002.

The statistical package SPSS 10.0 software 
for Windows was used for statistical data analysis 
(SPSS Inc., Chicago, III). The influences of patient, 
general practitioner and practice related variables 
on the diagnostic approach were analyzed using 
discriminant analysis. 

Results

Response rate

Out of the total of 5 252 general practitioners 
registered in the Czech Republic in 2004, 790 were 
randomly selected. Of these, ninety-eight appeared 
to be no longer active as general practitioners. A 
complete questionnaire was obtained from 399 of 
the 692 eligible general practitioners (response rate 
of 58%). Of the 293 non-participating general prac-
titioners, 47 (7%) indicated that they were unable to 
recall eligible patients. The respondents formed a 
representative sample of general practitioners in the 
Czech Republic (Table 1). 

Diagnostic approach

For analysis of the diagnostic approach, 44 
questionnaires were excluded because the general 
practitioner could not identify a patient (26), the pa-
tient had a concurrent suspicion of pulmonary em-
bolism (3), or the patient was seen before January 
2002 (15).The mean age of 355 documented patients 
was 58 years (range: 18 to 86) and 57% were fe-
male. Almost a quarter of the patients had a history 
of previous deep vein thrombosis. The mean pre-test 
probability of thrombosis was estimated to be 64%.

A total of 40 general practitioners (11%) based their 
diagnostic decision on (repeated) clinical assessment 

only (Table 2). The other 315 general practitioners 
initiated objective evaluation of suspected deep vein 
thrombosis which was about equally divided between 
direct referral to a specialist and further diagnostic test-
ing which they initiated themselves. Ultrasonography 
was used in a great majority of patients.

For 77% of the general practitioners the de-
scribed diagnostic strategy was their usual approach, 
while only 10 of the 40 general practitioners (25%) 
who restricted themselves to clinical assessment in-
dicated that this was their standard procedure. The 
reasons to refrain from objective diagnostic testing in 
the remaining 30 patients were an atypical presenta-
tion (hardly any signs and symptoms or pointing to 

an other condition, N=16) and patient – related fac-
tors (such as terminal stage of malignancy, N=10). 
Four patients consulted the specialist for the same 
condition earlier in the episode.

If objective evaluation was initiated, four factors 
showed in discriminant analysis a significant influ-
ence on the decision whether or not to refer the pa-
tient to a specialist. General practitioners more often 
initiated objective testing themselves if the pre-test 
probability was lower, the patient was older, the prac-
tice had more than two general practitioners and was 
situated in an urbanized area (Table 3).

The influence of the pre-test probability on the 
diagnostic approach is illustrated in Fig. 1. Only 60% 

Table 1. Comparison between the respondents and the general practitioners in the Czech Republic
Population Respondents

n = 5252 % n = 399 %
SEX DISTRIBUTION
Male 2468 47 176 44
Female 2784 53 223 56
AGE (YEARS)
< 40 1103 21 101 25
40-49 2784 53 199 50
≥ 50 1365 26 99 25
GEOGRAPHIC DISTRIBUTION (REGION)
Prague 1145 21,8 83 20,8
Stredocesky 436 8,3 34 8,5
Jihocesky 278 5,3 23 5,8
Plzensky 304 5,8 25 6,3
Karlovarsky 136 2,6 10 2,5
Ustecky 326 6,2 25 6,3
Liberecky 179 3,4 13 3,2
Kralovehradecky 284 5,4 22 5,5
Pardubicky 205 3,9 16 4
Vysocina 200 3,8 14 3,5
Jihomoravsky 625 11,9 47 11,8
Olomoucky 341 6,5 26 6,5
Zlinsky 231 4,4 17 4,3
Moravskoslezsky 562 10,7 44 11
URBANIZATION
Urban 2206 42 151 38
Mixed 1050 20 81 20
Rural 1996 38 167 42
PRACTICE ORGANIZATION
One general practitoner 2574 49 186 47
Two (partnership) 1628 31 129 32
More than two (centres) 1050 20 84 21

Table 2. Diagnostic approach by general practitioners in the Czech Republic in their last patient 
seen with suspected deep vein thrombosis

n = 355 %
Direct referral to a specialists 145 41
Further objective diagnostic tests initiated 170 48
Ultrasonography 147 41
Ultrasonography + impedance plethysmography 7 2
Ultrasonography + venography 4 1
Impedance plethysmography 12 3
Clinical assessment only 40 11
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of the general practitioners initiated objective evalu-
ation if the estimated pre-test probability was low. 
In case it was moderate or high, 95% of the general 
practitioners initiated objective evaluation, predomi-
nantly by themselves in the moderate pre-test prob-
ability group, and more through referral if the pre-test 
probability was estimated as high. 

When the testing was initiated by the general prac-
titioner, it was done on the same or next day in 90% 
of the patients. Of those patients who were referred, 
98% were seen by a specialist within 24 hours. 

Eventually, 62% of all patients suspected for 
deep vein thrombosis were diagnosed as having 
deep leg vein thrombosis. The diagnosis was con-
firmed in 50% of the patients in whom the general 
practitioners initiated the testing, and 78% of those 
referred to a specialist.

Therapeutic approach

For analysis of the therapeutic approach, 80 
questionnaires were excluded because the general 
practitioner could not identify a patient (42), the pa-

tient had concurrent pulmonary embolism (7) or the 
patient was seen before January 2002 (31). 

In one-third of the questionnaires the described 
patient was an eligible patient from earlier on than 
the one used for the diagnostic section, mainly be-
cause the diagnosis in that patient was ruled out. 
The mean age of the 319 included patients was 57 
years (range: 18 to 84) and 53% were female.

A total of 85% of the general practitioners re-
ferred the patient to a specialist for treatment, 13% 
started treatment themselves and in six cases no 
treatment was given (Table 4). Of these patients 
treated by their general practitioner half received 
unfractioned (or low molecular weight) heparin with 
or without a vitamin K antagonist. The treatment with 
low molecular weight heparin is currently practiced, 
albeit on a limited scale. In 17 patients the treatment 
was a vitamin K antagonist alone.

About a fifth of the general practitioners devi-
ated from their usual therapeutic approach in the 
described patient. The most important reasons were 
patient related factors such as the physical condition 
of the patient or treatment refusal, and the clinical 
presentation. However, 12 of the 17 general practi-
tioners who prescribed only a vitamin K antagonist 
indicated that this was their usual management.

Attitude towards treatment of deep vein 

thrombosis in general practice

Twenty-seven percent of the 145 general practi-
tioners, who referred their patient to a specialist for 
further diagnostic evaluation, indicated that this was 
not their diagnostic approach of first choice. The 
most important limitation mentioned was the avail-
ability and accessibility of diagnostic facilities. 

For twenty-five percent of the 271 general prac-
titioners who referred the patient to a specialist for 
treatment this was not their therapeutic management 
of first choice. Important considerations were the ex-
perienced limited accessibility of diagnostic facilities 
for general practitioners and therapeutic (im) pos-
sibilities.

Of the 399 general practitioners, 226 (57%) 
consider themselves competent to treat patients 
with deep vein thrombosis on an outpatient or home 
care basis. According to 175 of the respondents 
(44%), treatment of deep vein thrombosis could be 
considered a mandate of the general practitioner 
(Table 5). Of those who disagreed, almost one-third 
mentioned insufficient facilities for treatment on an 
outpatient or home care basis as a reason, while a 
quarter indicated the lack of diagnostic facilities as 
a major obstacle.

Table 3. Variables which showed signicance in 
discriminating whether or not to refer a patient 
in objective evaluation*
Variable Standardized canonical 

discriminant function 
coefficient

Pre-test probability  0,87    
Age of the patient -0,45    
Practice organization  0,29    
Urbanization -0,29    
*In a standardized canonical discriminant function 
which correctly classified 70% of the cases

Figure 1. Relation between pre- test probability 
in suspected deep vein thrombosis and dia-
gnostic approach

Table 4. Therapeutic approach by the general practitioners in the Czech Republic in their last pati-
ent seen with deep vein thrombosis 

n = 319 %
Direct referral to a specialists 271 85
Treated by the general practitioner 42 13
Low molecular weight heparin ± a vitamin K antagonist 21 6
Unfractioned heparin ± a vitamin K antagonist 2 1
A vitamin K antagonist 17 5
Other medication 2 1
No treatment 6 2

Table 5. Should the treatment of deep vein thrombosis be considered as a mandate of the general 
practitioner

n = 399 % n* %
Yes 175 44
Without any comment 41 23
The outpatient (home treatment) very well possible (with LMWH)** 53 30
If quick, adequate diagnostic facilities available 40 23
If uncomplicated; depending on patient´s condition 26 15
If agreed on protocol; in liaison with specialist 23 13
No 202 51
Without any comment 47 23
Insufficient therapeutic facilities 64 32
Insufficient diagnostic facilities 47 23
Risk of complications (pulmonary embolism) 33 16
Insufficient knowledge, experience, low incidence 19 9
In doubt 21 5
Without any comment 2 10
Depending on patient´s condition, situation 8 38
Missing 1 0
*LMWH = low molecular weight heparin, **More than one comment possible
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Discussion

The advances in the diagnosis and treatment 
of deep leg vein thrombosis offer the general prac-
titioner new opportunities to manage patients with 
suspected deep vein thrombosis on an outpatient or 
home care basis. However, knowledge on the actual 
management of these patients in general practice is 
not available.

This survey, in a representative sample of Czech 
general practitioners, shows that approximately 90% 
of them use objective diagnostic methods to verify 
or refute the diagnosis of deep leg vein thrombosis. 
This was accomplished either through referral to a 
specialist or by requesting diagnostic investigations 
themselves. In addition, most general practitioners 
who did not use objective diagnostic techniques in 
their last patient indicated that this is not their usual 
practice, but it was dictated by specific clinical con-
ditions. Fewer than 3% of the respondents usually 
make the diagnosis on clinical grounds only. Thus, 
compared with a similar survey preformed 16 years 
ago in the Netherlands, there is a marked shift from 
clinical assessment only (then 31%, now 11%) to-
wards the use of objective diagnostic methods (28). 
In case of objective evaluation, a low or moderate 
pre-test probability frequently leads to further ob-
jective diagnostic tests coordinated by the general 
practitioner himself / herself, while a high pre-test 
probability is more often followed by referral to a spe-
cialist. However, more general practitioners would 
like to control diagnostic testing if they could more 
readily access the diagnostic facilities.

Almost all of the general practitioners (92%) ini-
tiate adequate treatment for deep vein thrombosis 
either through referral or by using (low molecular 
weight) heparin or a vitamin K antagonist. In this 
survey, fewer than 4% of the Czech general practi-
tioners prescribe only a vitamin K antagonist in their 
usual therapeutic approach. Therefore, the recom-
mended initial treatment for deep leg vein thrombo-
sis with heparin and a vitamin K antagonist is widely 
applied (24–27). Outpatient or home treatment with 
low molecular weight heparin is currently practiced, 
albeit on a limited scale. Interestingly, almost 60% of 
the general practitioners feel that they can treat pa-
tients with deep leg vein thrombosis on an outpatient 
or home care basis.

Several methodological aspects deserve atten-
tion. Our survey has the well known restrictions of 
postal questionnaires including a limited response 
rate (29–33). The response rate (65%) appeared 
reasonable and there was no significant difference 
between responders and non-responders with re-
spect to age, gender and practice location/organiza-
tion. Besides that, it is almost impossible to carry out 
a prospective study on the actual behaviour of gen-

eral practitioners since the incidence of (suspected) 
deep vein thrombosis is so low. To examine actual 
instead of the intended behaviour the general prac-
titioners were asked to describe their diagnostic and 
therapeutic approach in their last patient seen. If a 
described episode occurred before January 2002, it 
was excluded for analysis to reduce recall errors and 
to obtain up-to-date information. To further increase 
the reliability and to avoid socially desired answers, 
respondents were invited to comment on whether 
and why they deviated from their usual approach. 
Nevertheless, our method did introduce some recall 
bias which for instance may explain the observation 
that almost two-thirds of all suspected patients were 
diagnosed as having deep vein thrombosis, while it 
should have been 30–50% (1–3).

Despite a limited response rate and inevitable 
methodological shortcomings this survey reveals a 
representative picture of the diagnostic and thera-
peutic approach to deep leg vein thrombosis in 
general practice in the Czech Republic. Objective 
diagnostic methods are routinely used and patients 
with deep vein thrombosis receive adequate treat-
ment. For this, many patients are being referred to a 
specialist (41% to confirm the diagnosis and 85% for 
treatment) but a lot of the general practitioners feel 
that they should be able to treat deep vein thrombo-
sis on an outpatient or home care basis.

Outpatient or home treatment with low molecu-
lar weight heparin in combination with oral antico-
agulant therapy is an effective and safe option for 
treating deep vein thrombosis. The current develop-
ments have made out-of-hospital treatment feasible 
(23–25). Efficiency and economic considerations will 
increase the use of primary care resources. However, 
according to its incidence, deep vein thrombosis is 
a disease which some general practitioners prefer 
to diagnose and treat on their own, while others will 
continue to refer. Improving access to adequate di-
agnostic facilities combined with the development 
of guidelines for outpatient or home treatment will 
enable more general practitioners to take part in the 
management of deep vein thrombosis. 

For successful management, however, a shared- 
care type of model with local arrangements for diag-
nosis, treatment and long-term follow-up among all 
of those involved will be necessary. First, the general 
practitioner has to determine which patient should 
be referred and for which test. In this respect, pro-

tocols helping to standardize the complaints of the 
patients and the physical diagnostic signs are very 
useful. Diagnostic tests could be added to these pro-
tocols (34) to prove or rule out the diagnosis. The 
use of certain terms and the lack of a clear state-
ment can in particular cause confusion and lead to 
a poor communication between the general practi-
tioner and the specialists. There is some evidence 
that this approach can lead to a well balanced use of 
diagnostic tests (35).

Although it seems likely that an increase in di-
agnostic possibilities for the general practitioners 
could lead to a decrease in referral to a specialist, 
a decrease in in-hospital stay could lead to a poor 
communication between the general practitioners 
and the specialist, there is remarkably little research 
done in this field (35). In the United Kingdom, the 
effect of a better access to diagnostic facilities was 
studied in their practice in Southampton. They found 
a considerable decrease in a number of hospital re-
ferrals which seemed to be related to an increased 
number of diagnostic consults. Since no normal 
cost-effectiveness analysis was done, the precise 
effects are not known. Later studies, mainly from the 
United Kingdom and the US, seem to confirm this 
picture (36, 37). 

Due to the use of standards in the GP practice 
and the advent of information technology, studies 
addressing the real impact of a shared-care type of 
model for diagnosis, treatment and long-term follow-
up will become easier to perform and will provide all 
of those involved with more evidence of a positive 
effect on the clinical outcome.

Acknowledgements

We are grateful to Karel Roztocil, MD with his 
help in design and validation of the original question-
naire. We are grateful to all those general practitio-
ners who contributed by taking the time to complete 
the original questionnaire. 

This study was supported by the grant CEZ: 
J13/98: 11600004 the Czech Republic. The authors 
have no commercial associations that may pose a 
conflict of interest in connection with this article.

References
1. Lensing AWA, Prandoni P, Prins MH, Buller HR. Deep-vein thrombosis. Lancet 1999; 353: 479–485.
2. Lensing AWA, Hirsch J, Büller HR. Diagnosis of venous thrombosis. In Coleman RW, Hirsch J, Marder VJ, Salzmann EW, editors, 
Haemostasis and thrombosis: basic principles and clinical practice, Philadelphia: J.B. Lippincott Company, 2001: 1297–1321.
3. Puchmayer V, Roztočil K. Praktická angiologie, Praha, Triton 2000.
4. Silverstein MD, Heit JA, Mohr DN, Petterson TM, O’Fallon WM, Melton LJ. Trends in the incidence of deep vein thrombosis and 
pulmonary embolism: a 25-year population-based study. Arch Intern Med 1998; 158: 585–593.

Mgr. Marcela Zemková
WHO Collaborating Centre – Uppsala Drug Monitoring 
Centre, Klostergatan 10, 753 20 Uppsala, Sweden 
e-mail: Marcela.Zemkova@faf.cuni.cz; 
Marcela.Zemkova@who-umc.org

ORIGINÁLNÍ PRÁCE



111 / 2006 KLINICKÁ FARMAKOLOGIE A FARMACIE / www.klinickafarmakologie.cz

5. Grosse JB. Patient outcomes and cost analysis associated with an outpatient deep vein throm-
bosis treatment program. Pharmacotherapy 1998; 18: S175–S180.
6. O`Brien JA, Caro JJ. Direct medical cost of managing deep vein thrombosis according to the 
occurrence of complications. Pharmacoeconomics 2002; 20: 603–615.
7. Hanson PO, Welin L, Tibblin G, Eriksson H. Deep vein thrombosis and pulmonary embolism in 
the general population. The study of men born in 1913. Arch Intern Med 1997; 157: 1665–1670.
8. Moser KM, Fedullo PF, LitteJohn JK, Crawford R. Frequent asymptomatic pulmonary embo-
lism in patients with deep venous thrombosis. J Am Med Assoc 1994; 271: 223–225.
9. Beyth RJ, Cohen AM, Landefeld CS. Long-term outcomes of deep-vein thrombosis. Arch In-
tern Med 1995; 155: 1031–1037.
10. Couturaud F, Kearon C. Long-term treatment for venous thromboembolism. Cur Opin Hema-
tology 2000; 7: 302–308.
11. Prandoni P, Lensing AWA, Prins MH, Bernardi E, Marchiori A, Bagatella P, et al. Residual ve-
nous thrombosis as a predictive factor of recurrent venous thromboembolism. Ann Intern Med 
2002; 137 (12): 955–960.
12. Bernardi E, Prandoni P. The postthrombotic syndrome. Cur Opin Pulm Med 2000; 6: 335–342.
13. Kahn S, Ginsberg J. The postthrombotic syndrome: current knowledge, controversies, and di-
rections for future research. Blood Rev 2002; 16: 155–165.
14. Saarinen J, Kallio T, Lehto M, et al. The occurrence of the postthrombotic changes after an 
acute deep venous thrombosis. J Cardiovascular Surg 2000; 41: 441–446.
15. Kahn SR, Solymoss S, Lamping DL, et al Long-term outcomes after deep vein thrombosis: 
postphlebitic syndrome and quality of life. J Gen Intern Med 2000; 15: 425–429.
16. Kahn SR, Hirsch A, Shier I. Effects of postthrombotic syndrome on health-related quality of 
life after deep vein thrombosis. Arch Intern Med 2002; 162: 1144–1148.
17. Villalta S, Bagatella P, Piccioli A, et al. Assessment of validity and reproducibility of a clinical scale 
for deep vein thrombosis and the postthrombotic syndrome. Haemostasis 2003; 24: 158–166.
18. Pacouret G, Alison D, Pottier JM, Bertrand P, Charbonnier B. Free-floating thrombus and em-
bolic risk in patients with angiographically confirmed proximal deep venous thrombosis. A pro-
spective study. Arch Intern Med 1997; 157: 305–308.
19. Heijboer H, Büller HR, Lensing AWA, Turpie AGG, Coolly LP, ten Cate JW. A comparison of 
real-time compression ultrasonography with impedance plethysmography for the diagnosis of 
deep-vein thrombosis in symptomatic outpatients. New Engl J Med 1993; 329: 1365–1369.
20. Cogo A, Lensing AWA, Koopman MMW, Piovella F, Siragusa S, Wells PS, et al. Compres-
sion ultrasonography for diagnostic management of patients with clinically suspected deep vein 
thrombosis: prospective cohort study. Br Med J 1998; 316: 17–20.
21. Davidson BL, Deppert EJ. Ultrasound for the diagnosis of deep vein thrombosis; where to 
now: A new protocol for diagnosis and treatment (editorial). Br Med J 1998; 316: 2–3.

22. Prandoni P, Bernardi E, Bagatella P, Piccioli A, Marchiori A. The optimal treatment of venous 
thrombosis: current status and future perspectives. Clin Lab 2001; 47: 151–154.
23. Prandoni P. The treatment of venous thrombosis disorders: new challenges and opportuni-
ties. Haematologica 2003; 88 (6): 610–613.
24. Levine MN, Gent M, Hirsch J, Leclerc J, Anderson D, Weitz J et al. A comparison of low-mo-
lecular weight heparin administered primarily at home with unfractioned heparin administered in 
the hospital for proximal deep-vein thrombosis. New Engl J Med 1996; 334: 677–681.
25. Koopman MMW, Prandoni P, Piovella F, Ockelford PA, Brandjes DPM, van der Meer J, et al. 
Treatment of venous thrombosis with intravenous unfractioned heparin administered in the hos-
pital as compared with subcutaneous low- molecular-weight heparin administered at home. New 
Engl J Med 1996; 334: 682–687.
26. Leong WA. Outpatient deep vein thrombosis treatment models. Pharmacotherapy 1998; 18: 
S170–S174.
27. Hirsh J, Dalen JE, Guyatt G. The sixth (2000) ACCP guidelines for anti-thrombotic therapy for 
the prevention and the treatment of thrombosis. Chest 2001; 119: S1–S2.
28. van Everdingen JJ, Lamberts H, Lensing AWA, Huisman MV, ten Cate JW. Evaluatie consen-
sus diagnostiek diep veneuze trombose. Ned Tijdshr Gekeeskd 1988; 132: 2208–2211.
29. McAvoy BR, Kaner EFS. General practice postal surveys: a questionnaire too far? Br Med J 
1996; 313: 732–733.
30. Summerton N. Postal surveys in general practice. BMJ 1996; 313: 1551–1552.
31. Morris C, Cantrell J, Weiss M. GP survey response rate: a miscellany of influencing factors 
Farm Pract 2001; 18: 454–456.
32. Barclay S, Todd C, Finley I, Grande G, Wyatt P. Not another questionnaire! Maximizing the re-
sponse rate, predicting non-response and assessing non-response bias in postal questionnaire 
studies of GPs. Farm Pract 2002; 19: 105–111.
33. Thomson C, Paterson-Brown S, Russell D, McCaldin C, Russell I. Short report: Encouraging 
GPs to complete postal questionnaires-one big prize or many small prizes? A randomized con-
trolled trial. Farm Pract 2004; 21: 697–698
34. Czech Angiology Society Working Party. CAS recommendation for the prevention and the 
treatment of deep vein thrombosis in outpatient care.
35. Royal College of Radiologists Working Party. Influence of Royal College of Radiologists 
guidelines on referral from general practice. BMJ 1993; 306: 110–111.
36. Barton E, Gallagher S, Flower CD, Hank R, King RH, Sherwood T. Influence on patient man-
agement of general practitioner direct access to radiological services. Br J Radiol 1997; 60; 893–
896. 
37. McCool A, Smith H, White P, Field J. General practitioners’ perceptions of the route to evi-
dence based medicine: a questionnaire survey. BMJ 1998; 316: 361–365.

ORIGINÁLNÍ PRÁCE


