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Deep vein thrombosis and air travel: record linkage study
C W Kelman, M A Kortt, N G Becker, Z Li, J D Mathews, C S Guest, C D J Holman

Abstract
Objective To investigate the time relations between
long haul air travel and venous thromboembolism.
Design Record linkage study using the case crossover
approach.
Setting Western Australia.
Participants 5408 patients admitted to hospital with
venous thromboembolism and matched with data for
arrivals of international flights during 1981-99.
Results The risk of venous thromboembolism is
increased for only two weeks after a long haul flight;
46 Australian citizens and 200 non-Australian citizens
had an episode of venous thromboembolism during
this so called hazard period. The relative risk during
this period for Australian citizens was 4.17 (95%
confidence interval, 2.94 to 5.40), with 76% of cases
(n = 35) attributable to the preceding flight. A “healthy
traveller” effect was observed, particularly for
Australian citizens.
Conclusions The annual risk of venous
thromboembolism is increased by 12% if one long
haul flight is taken yearly. The average risk of death
from flight related venous thromboembolism is small
compared with that from motor vehicle crashes and
injuries at work. The individual risk of death from
flight related venous thromboembolism for people
with certain pre-existing medical conditions is,
however, likely to be greater than the average risk of 1
per 2 million for passengers arriving from a flight.
Airlines and health authorities should continue to
advise passengers on how to minimise risk.

Introduction
Venous thromboembolism after air travel was first
recorded in 1954, but the magnitude of risk has not
been resolved.1 2 Recent small studies have shown rela-
tive risks of between 1 and 4 for the condition
occurring two to four weeks after a flight, the so called
hazard period.3 4

Since 1970, Australia has kept electronic data on
arrivals and departures of international travellers. The
state of Western Australia uses record linkage under
well developed protocols to protect patient privacy.5

Most Western Australian residents live in Perth, and
flight times from there to other major airports are
long. We investigated the relation between inter-
national air travel and venous thromboembolism by
linking Western Australian hospital data with records
on air travel.

Participants and methods
Data included coded personal identifiers, age, sex, arrival
and departure dates, and nationality of the traveller
(Australian citizen or non-Australian citizen). We used
hospital discharge summaries for the period 1981-99 to
detect all patients in Western Australia who had been
admitted with a principal diagnosis of deep vein throm-
bosis or pulmonary embolism. These data were used to
estimate age and sex specific incidences for venous
thromboembolism and expected numbers of venous
thromboembolic events, using state-wide incidence.

The travel records for all passenger movements to
and from Australia during 1981-99 were probabilisti-
cally matched to the Western Australian hospital data
for the same period.6 We thus identified patients with
venous thromboembolism who had undertaken inter-
national flights, and we recorded the date of patients’
first admission for venous thromboembolism and
flight dates.

Travellers who had acute venous thromboembo-
lism after leaving Australia would not be admitted to
hospital in Western Australia, and so that episode
would not be captured in our data. We therefore used
information on passengers arriving only. Our main
analysis is based on Australian citizens. We did this to
minimise bias arising from the fact that travellers not
resident in Western Australia often leave the state
again within days or weeks of arrival, leading to biased
and incomplete data on both hospital admissions and
air travel exposure.

Statistical analysis
Our principal analysis looked for evidence of any tem-
porary increase in risk of venous thromboembolism
above baseline after arrival from a flight. The method
uses the conditional probability distribution of the time
from the start of the observation period until the first
venous thromboembolic event, given that this event
occurred within the observation period. This approach
is similar to a case crossover analysis.7 8 Because the
incidence is low, the risk was estimated as an incidence
rate ratio, which gives an approximate relative risk. The
incident rate ratio during the hazard period, relative to
periods beyond the immediate post flight period, was
modelled as a function of age, sex, and time since flight.
An appendix on bmj.com describes the analysis in
detail.

The estimated incident rate ratio is influenced by
the duration of the post flight period selected for
analysis. We examined the risk over intervals up to 30
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days, using a model that allowed different incident rate
ratios in three successive periods after travel, and we
concluded that most of the excess risk was captured in
the two weeks after a flight.

Results
During 1981-99, 4.8 million Australian citizens and 4.6
million non-Australian citizens arrived in Western
Australia from an international flight. Over the same
period there were 16 205 hospital admissions (13 184
patients) for venous thromboembolism diagnosed by
usual clinical criteria in Western Australian hospitals.

Hazard period and risk for Australian citizens
We identified 153 Australian citizens who were admit-
ted to hospital for venous thromboembolism within
100 days of arrival on an international flight. The
figure shows the time between arrival and first
admission for a venous thromboembolic event for
these 153 Australian citizens; 46 events occurred
within 14 days of arrival, and 107 events occurred
15-100 days after arrival. The observed number of
cases within 14 days of arrival significantly exceeds the
number expected under the assumption of a uniform
distribution over the 0-100 days after arrival (�2 = 30.3,
df = 1, P < 0.001). Table 1 presents the observed and
expected numbers of all patients admitted to hospital
within the first 100 days of arrival. The observed num-
bers for Australian citizens are less than those expected
from Western Australian population rates, suggesting a
“healthy traveller” effect.

The maximum likelihood analysis showed that the
incidence rate ratio was increased for Australian
citizens within two weeks of arrival, falling from 5.61
(95% confidence interval, 3.94 to 7.97) in week 1 to
2.63 (1.55 to 4.45) in week 2. The increase did not
depend significantly on age or sex, and it was not
significant in week 3. We estimated that these data cor-
respond to a relative risk of 4.17 (95% confidence
interval, 2.94 to 5.40) with 76% of cases (n = 35) attrib-
utable to the preceding flight. Our calculations are
given on bmj.com. Table 2 gives details of all travellers
(Australian citizens and non-Australian citizens)
admitted to hospital with venous thromboembolism
within two weeks of arrival. Assuming one long haul
trip per year, the additional risk due to this exposure
amounts to an extra two weeks at (4.17 − 1) = 3.17,
which corresponds to 3.17×2/52 = 12% extra risk over
the entire year.

Observations in non-Australian citizens and
mortality
Overall, 200 non-Australian citizens with venous
thromboembolism were detected within two weeks of
arrival. This significantly exceeds the 105 expected on
the basis of Western Australian population rates
(�2 = 85.2, df = 1, P < 0.001;) table 1). As the exact
distribution of length of stay for non-Australian
citizens in Western Australia is unknown, it was not
possible to completely separate the declining rate for
venous thromboembolism over time from bias, owing
to the declining denominator for non-Australian
citizens over time. We therefore do not show the
incident rate ratios for non-Australian citizens.

Five of the 246 patients with venous thromboem-
bolism detected within the hazard period (14 days after
arriving) died in hospital. Because our study was based
on patients admitted to hospital we could have missed
a few cases presenting as sudden death either in flight
or soon after arrival.

Discussion
Venous thromboembolism is four times more likely to
develop within two weeks of arrival from a long haul
flight—the so called hazard period. Although we tried
to minimise the effects of possible biases in our study,
our results should be generalised with caution. We
found a substantial healthy traveller effect among Aus-
tralian citizens, suggesting that people who undertake
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Frequency of venous thromboembolism in Australian citizens
(n=153) by days after flight arrival for first 100 days. Day 0 was
counted as 0.5 days

Table 1 Observed and expected numbers of first venous thromboembolism events by time in days since most recent flight arrival

Traveller category

Days since most recent flight arrival

0-14* 15-30 31-60 61-100 Total

Australian citizens:

Observed 46 23 32 52 153

Expected (A)† 102.6 113.2 212.3 283.0 711.1

Expected (B)‡ 22.1 24.4 45.7 60.9 153.0

Non-citizens:

Observed 200 69 78 91 438

Expected (A)§ 105.3 116.2 217.9 290.5 729.9

Expected (B) 63.2 69.7 130.7 174.3 438.0

*�2=30.3, df=1, P<0.001 when patients with venous thromboembolism in first 14 days are compared with expected (B).
†Calculated from total number of arrivals of Australian citizens in Western Australia (4.8 million) and using age and sex specific rates for venous thromboembolism
in Western Australian population. These expectations illustrate scale of “healthy traveller” effect.
‡Calculated on assumption that 153 observed venous thromboembolism events of first 100 days are uniformly distributed in time (for example, 153×14.5/
100.5=22.1). For non-citizens in 0-14 day interval, expectation (A) is biased upwards if anything, whereas expectation (B) is biased downwards because of early
departures of visitors from Western Australia. Expectations for citizens are likely to be more robust.
§�2=85.2, df=1, P<0.001 when patients with venous thromboembolism in first 14 days are compared with expected (A).

Papers

1073BMJ VOLUME 327 8 NOVEMBER 2003 bmj.com



international travel are more healthy and less likely to
develop spontaneous venous thromboembolism than
those who do not travel. Presumably, people with risk
factors are less likely to fly (see bmj.com).

Of 4.8 million Australian citizens arriving in Western
Australia during 1981-99, 46 developed venous throm-
boembolism within 14 days. This corresponds to an
absolute rate of around 9.6 patients with venous throm-
boembolism per million people arriving, of which 7.3
per million would be attributable to the preceding flight.
Of around 4.6 million non-Australian citizens arriving
in Western Australia, there were 200 patients with
venous thromboembolism in the hazard period, with an
estimated 33 cases per million people arriving
attributable to the preceding flight (data not shown).
This higher estimate for the absolute risk for
non-Australian citizens is not due to differences in age
and sex, as the distributions for arrivals of Australian and
non-Australian citizens were similar. The greater risk in
non-Australian citizens could be due to longer flights
from Europe, in contrast to the generally shorter flights
of Western Australian residents, who more often visit
South East Asia.9 The study data did not, however, allow
us to test the effect of flight duration on the risk of
venous thromboembolism. It is also possible that
non-Australian citizens with an incentive to visit Western

Australia are less healthy on average than Australian
citizens who choose to leave Western Australia for tour-
ist or business purposes. Other selective biases could
apply—for example, the threshold for hospital admis-
sion in Australian citizens with a family doctor could be
higher than for visitors, who might present directly to a
hospital emergency department.

We found a 12% increase in annual risk for venous
thromboembolism for a traveller undertaking one long
flight yearly. However, as citizens who travel seem more
healthy than non-travellers, the absolute risk for an aver-
age traveller will be less than that estimated from rates in
a population that includes non-travellers as well as trav-
ellers. If venous thromboembolism risks apparently
caused by air travel to Western Australia are extrapo-
lated nationally, around 27 venous thromboembolism
episodes per million people arriving would be expected,
or about 250 episodes in 2003. Most of these episodes
would be in non-Australian citizens. We found that
around five deaths per year from pulmonary embolism
could be attributable to international flights terminating
in Australia, which would correspond to a death rate of
1 per 2 million people arriving. These results are gener-
ally consistent with other reports.3 4 9–11

Although the average risk of venous thromboem-
bolism is small, prospective passengers with certain
medical conditions are likely to have a higher than
average risk of flight related venous thromboembolism
because of the underlying risk (see bmj.com). Airlines
and health authorities should continue to advise
passengers on ways to minimise that risk. Further stud-
ies of predisposing factors and causal mechanisms are
needed, as are evaluations of the preventive measures
already introduced by airlines and health authori-
ties.2 12 Future research should also define the healthy
traveller effect and better quantify risk in relation to
duration of travel.
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25-29 4 909 289 0.44
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140 patients had deep vein thrombosis and 106 had pulmonary embolism. Five deaths occurred in hospital.
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event and it would be expected that few would have had multiple flight related events.

What is already known on this topic

Venous thromboembolism has been suggested to be up to four times
more likely to develop within two to four weeks of a flight (the “hazard
period”)

The incidence of pulmonary embolism is greater among passengers
travelling more than 10 000 km

What this study adds

The risk of venous thromboembolism is highest within two weeks of a
long haul flight

The annual risk of venous thromboembolism is increased by 12% in
those undertaking one long haul flight a year

Papers

1074 BMJ VOLUME 327 8 NOVEMBER 2003 bmj.com



6 Kelman CW, Bass AJ, Holman CD. Research use of linked health data—a
best practice protocol. Aust NZ J Public Health 2002;26:251-5.

7 Maclure M. The case-crossover design: a method for studying transient
effects on the risk of acute events. Am J Epidemiol 1991;133:144-53.

8 Marshall RJ, Jackson RT. Analysis of case-crossover designs. Stat Med
1993;12:2333-41.

9 Lapostolle F, Surget V, Borron SW, Desmaizieres M, Sordelet D, Lapandry
C, et al. Severe pulmonary embolism associated with air travel. N Engl J
Med 2001;345:779-83.

10 Kesteven PJ, Robinson BJ. Clinical risk factors for venous thrombosis
associated with air travel. Aviat Space Environ Med 2001;72:125-8.

11 Lord RSA. Air travel-related venous thromboembolism, Sydney views.
Hawaii Med J 2000;59:155-6.

12 Scurr JH, Machin SJ, Bailey-King S, Mackie IJ, McDonald S, Smith PD.
Frequency and prevention of symptomless deep-vein thrombosis in
long-haul flights: a randomised trial. Lancet 2001;357:1485-9.

(Accepted 15 August 2003)

Use of injections in healthcare settings worldwide, 2000:
literature review and regional estimates
Yvan J F Hutin, Anja M Hauri, Gregory L Armstrong

Abstract
Objective To describe injection practices worldwide in
terms of frequency and safety.
Design Literature review. The global burden of
disease project of the World Health Organization
defined 14 regions on the basis of geography and
mortality patterns. Data sources included published
studies and unpublished WHO reports. Studies
were reviewed by using a standardised decision
making algorithm to generate region specific
estimates.
Setting Healthcare facilities, both formal and
informal.
Data sources: General population and users of
healthcare facilities.
Main outcome measure Annual number of injections
per person and proportion of injections administered
with syringes and needles that are reused in the
absence of sterilisation.
Results The analysis excluded four regions
(predominantly affluent, developed nations)
where reuse of injection equipment in the absence
of sterilisation was assumed to be negligible. In
the 10 other regions, the annual ratio of injections
per person ranged from 1.7 to 11.3. Of these,
the proportion administered with equipment
reused in the absence of sterilisation ranged from
1.2% to 75.0%. Reuse was highest in the South
East Asia region “D” (seven countries, mostly
located in South Asia), the eastern Mediterranean
region “D” (nine countries, mostly located in the
Middle East crescent), and the western Pacific
region “B” (22 countries). No information
regarding injection safety was available for Latin
America.
Conclusions Overuse of injections and unsafe
practices are still common in developing and
transitional countries. An urgent need exists to use
injections safely and appropriately, to prevent
healthcare associated infections with HIV and other
bloodborne pathogens.

Introduction
Poor injection practices have been reported world-
wide.1 2 Many injections are unnecessary and unsafe.3

Of particular concern is the reuse of injection

equipment in the absence of sterilisation (fig 1). The
combination of injection overuse and unsafe practices
results in a major route of transmission for hepatitis B
virus and hepatitis C virus. Other complications of
unsafe injections include infection with HIV,
abscesses, septicaemia, malaria, and viral haemor-
rhagic fevers.

As part of the 2000 update of the World Health
Organization’s study of the global burden of disease,4 5

we estimated the global burden of disease attributable
to contaminated injections in healthcare settings. This
paper summarises the number of injections per person
and the proportion of injections administered with
syringes and needles that are reused in the absence of
sterilisation.

Methods
Definitions

Reuse of injection equipment in the absence of sterilisation
We defined reuse of injection equipment in the
absence of sterilisation as the administration of an
injection to a recipient with a syringe or a needle that
had been used previously on another person and that
was reused in the absence of sterilisation. In this paper
we will refer to reuse of injection equipment in the
absence of sterilisation simply as “reuse of injection
equipment.”
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Fig 1 Injection equipment soaked in tepid water before reuse in the absence of sterilisation,
Africa, 2000. Note the plastic syringes rinsed in the tepid water and the multidose medication
vials

A
LA

N
B

A
S

S

Papers

Department of
Blood Safety and
Clinical Technology,
World Health
Organization,
Avenue Appia, 20,
CH-1211 Geneva,
Switzerland.
Yvan J F Hutin
medical officer
Anja M Hauri
medical officer

Division of Viral
Hepatitis, National
Center for
Infectious Diseases,
Centers for Disease
Control and
Prevention, 1600
Clifton Road,
Atlanta, GA 30333,
USA
Gregory L
Armstrong
medical epidemiologist

Correspondence to
Y J F Hutin
hutiny@who.int

BMJ 2003;327:1075–8

1075BMJ VOLUME 327 8 NOVEMBER 2003 bmj.com


