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Summary

Background—The evidence of the association between chronic obstructive pulmonary disease
(COPD) and venous thromboembolism (VTE) is limited. There is no study investigating the
association of restrictive lung disease (RLD) and respiratory symptoms with VTE.

Objectives—To investigate prospectively the association of lung function and respiratory
symptoms with VTE.

Patients/Methods—In 1987-1989, we assessed lung function using spirometry and obtained
information on respiratory symptoms (cough, phlegm and dyspnea) in 14 654 participants aged
45-64, without a history of VTE or anticoagulant use, and followed them through 2,011.
Participants were classified into four mutually exclusive groups, ‘COPD’ [forced expiratory
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volume in 1 second (FEV1)/forced vital capacity (FVC)<lower limit of normal (LLN)], ‘RLD’
(FEV1/FVC=LLN and FVC<LLN), ‘respiratory symptoms with normal spirometry’ (without RLD
or COPD), and ‘normal’ (without respiratory symptoms, RLD or COPD).

Results—We documented 639 VTESs [238 unprovoked and 401 provoked VTES]. After
adjustment for VTE risk factors, VTE risk was increased for individuals with either respiratory
symptoms with normal spirometry [Hazard ratio, (95% confidence interval): 1.40 (1.12-1.73)] or
COPD [1.33 (1.07-1.67)] but not for those with RLD [1.15 (0.82-1.60)]. These elevated risks of
VTE were derived from both unprovoked and provoked VTE. Moreover, FEV; and FEV/FVC
demonstrated dose-response relations with VTE. COPD was more strongly associated with
pulmonary embolism than deep venous thrombosis.

Conclusions—Obstructive spirometric patterns were associated with an increased risk of VTE,
suggesting that COPD may increase the risk of VTE. Respiratory symptoms may represent a novel
risk marker for VTE.

Keywords

Venous thromboembolism; lung function; chronic obstructive pulmonary disease; restrictive lung
disease; respiratory symptoms

INTRODUCTION

Several studies have reported that chronic obstructive pulmonary disease (COPD), especially
an acute exacerbation of COPD, is a risk factor for venous thromboembolism (VTE) [1-4].
However, most information on the association of COPD with VVTE risk in the general
population relies on results from registry-based studies, with no validation of VTE diagnoses
[5]. A recent prospective population-based cohort study investigated the association between
COPD and validated VTE risk [5]. The results suggested that patients with severe COPD
may have increased risk of “provoke” VTE, but the association was not statistically
significant [5]. In addition, this population-based study used the fixed 0.70 cut-off of forced
expiratory volume in 1 second/forced vital capacity (FEV1/FVC) [5]. Using a fixed cut-off
leads to underdiagnosis in young adults and overdiagnosis of airway obstruction in adults
aged over 40 years, and as a result using the the 5 percentile of distribution as the lower
limit of normal (LLN) is recommended [6, 7]. Thus, evidence for a relation between COPD
and VTE remains limited.

Although potential mechanisms by which COPD might cause VTE remain unclear,
hypercoagulability, inflammation, immobilization, and pulmonary hypertension with venous
stasis due to impaired lung function and hypoxia are candidate risk mediators [1]. Other
respiratory impairments, such as restrictive lung diseases (RLD), may also increase the risk
of VTE via similar mechanisms, but to the best of our knowledge no epidemiological study
has reported the prospective association between VTE and respiratory impairments other
than COPD.

Here, using two important markers for respiratory impairment, lung function measured by
spirometry and respiratory symptoms, we prospectively investigated whether respiratory
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impairments (lung restriction, airway obstruction, and others) defined by the LLN are related
to the risk of VTE in a population-based study in the U.S.

Study Population

The Atherosclerosis Risk in Communities (ARIC) Study is an ongoing population-based
prospective study of cardiovascular diseases [8]. The ARIC Study recruited and examined
15 792 mostly Caucasian or African American men and women aged 45-64 from 4 U.S.
communities (Washington County, Maryland; Forsyth County, North Carolina; Jackson,
Mississippi (African Americans only); and suburbs of Minneapolis, Minnesota) in 1987-
1989 (visit 1). The institutional review boards of the collaborating institutions approved the
study protocol, and each participant provided written informed consent.

For the present analyses, we excluded participants who reported a history of VTE or were
taking anticoagulants at baseline survey (n=349), participants whose data on main exposure
(n=188) or any covariates (n=837) were missing. We further excluded non-white participants
in Washington County or Minneapolis or non-white/black participants in Forsyth County
(n=54) in order to allow multivariable adjustment for race and study site [9]. After
exclusions, 14 364 participants were included in the present analyses.

Main Exposure: Lung Function and Respiratory Symptoms

Spirometry was conducted at baseline using a water-sealed Collins Survey Il volume
displacement spirometer (Collins Survey Il; Collins Medical; Braintree, MA) and Pulmo-
Screen Il software (Pulmo-Screen; PDS Healthcare Products; Louisville, CO). At least 3
acceptable spirograms were sought from a minimum of 5 forced expirations. The best single
spirogram was identified by a computer and confirmed by a technician according to
American Thoracic Society guidelines, using a standardized protocol [10]. Quality control
was conducted carefully throughout the study [10]. FEV; as a percentage of predicted value
(FEV1 % predicted), FVC as a percentage of predicted value (FVC % predicted), and LLN
were calculated using the Hankinson 1999 equations [11]. Bronchodilator (beta-agonist)
response was not evaluated at visit 1.

Assessment of respiratory symptoms was based on responses to a standardized self-
administered questionnaire adopted from the Epidemiology Standardization Project [12]. We
chose three representative respiratory symptoms (cough, phlegm and dyspnea) based on
GOLD report [13] and COPD Foundation Guide [14]. Participants were considered as
having respiratory symptoms if they responded positively to any of the following questions:
‘Do you usually have a cough?’ (defined here as ‘cough’); ‘Do you usually bring up phlegm
from your chest?’ (defined here as ‘phlegm’); and ‘Do you have to walk slower than people
of your age on the level because of breathlessness?’ or ‘Are you too breathless to leave the
house or breathless on dressing or undressing?’ (yes to either, defined here as ‘dyspnea’).

We classified participants into 4 categories, ‘normal’ was defined as those with FEV;/
FVC=LLN, FVC=LLN and no respiratory symptoms, ‘respiratory symptoms with normal
spirometry’ as those with respiratory symptoms but FEV1/FVC=LLN and FVC=LLN,
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‘restrictive lung disease pattern’ as FEV1/FVC=LLN and FVC<LLN, and ‘COPD pattern’ as
FEV1/FVC<LLN [7]. We included ‘respiratory symptoms with normal spriometry’ in the
present analysis because others have documented adverse health outcomes among people in
this category [15], and this category may reflect lung diseases with preserved lung function
or borderline RLD or COPD.

Potential Confounding Factors

We evaluated a number of potential confounding factors, assessed at baseline, for the
association of respiratory impairments with VTE. They included age (continuous), sex, race/
ARIC field center (whites in Washington County, Forsyth County, or Minneapolis, or
African Americans in Jackson or Forsyth County), body mass index (BMI) calculated as
weight (kg)/height (m)?2 (continuous), prevalent diabetes, smoking status (current, former or
never), pack-years of cigarettes smoked (continuous), estimated glomerular filtration rate
(eGFR) (continuous), sport index (continuous) and steroid inhaler use. We included steroid
inhaler use as a potential confounding factor because some patients with lung diseases
receive steroid inhaler treatments, and several previous reports have suggested a positive
association between steroid use and VTE risk [16, 17]. Prevalent diabetes was defined as a
fasting blood glucose of 126 mg/dl or higher, non-fasting blood glucose of 200 mg/dl or
higher, a self-reported physician diagnosis of diabetes, or use of antidiabetic medication in
the past 2 weeks. Pack-years of cigarettes smoked was calculated as the average number of
cigarettes smoked per day times the number of years of smoking divided by 20 (the number
of cigarettes in a pack). eGFR was calculated using the Chronic Kidney Disease
Epidemiology Collaboration (CKD-EPI) equation [18, 19]. Sport index was assessed using
the Baecke sports questionnaire, with scores ranging from 1 (low) to 5 (high) [20].

Confirmation of Venous Thromboembolism

ARIC contacted participants annually or semi-annually by phone to ask about all
hospitalizations in the previous year. Using standard criteria, two physicians validated
possible VTES using hospital records of possible VTE cases reported through 2011 [21].
Secondary VTEs associated with cancer, major trauma, surgery or marked immaobility were
classified as ‘provoked VTE’ while all others were classified as ‘unprovoked VTE’.
Pulmonary embolism (PE) or deep venous thrombosis (DVT) was diagnosed using imaging
tests.

Statistical Analysis

The person-years of follow-up for each participant were calculated from the baseline (1987—
1989) to the first endpoint: VTE, death, loss to follow-up, or the end of follow-up (2011).
Hazard ratios (HRs) and their 95% confidence intervals (Cls) of VTE occurrence were
calculated after adjustment for potential confounding factors using Cox proportional hazard
models. Model 1 adjusted for age, sex, and race/ARIC field center; Model 2 additionally for
body mass index, prevalent diabetes, smoking status, pack-years of cigarettes smoked,
eGFR, sport index, and steroid inhaler use. We constructed cubic spline graphs with 3 knots
at 25, 50 and 75 percentiles in order to examine dose-response relationships between

FEV1 % predicted, FVC % predicted or FEV1/FVC and VTE risk.
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For sensitivity analyses, we further adjusted Model 2 for (i) self-reported diagnosis of
bronchitis, emphysema and asthma, prevalent heart failure and coronary heart disease, or (ii)
competing risks of death from underlying causes other than VTE or (iii) competing risks of
arterial vascular diseases (coronary heart disease, heart failure, atrial fibrillation and stroke)
which may require antithrombotic treatments [22]. We also (iv) ran models using shorter-
follow-up time for VTE (5 years from baseline).

The proportional hazards assumption in Cox regression was tested using risk factor-by-time
interactions and was not violated. Since we found no statistical interactions between sex or
race and main exposures in relation to VTE risk, an analysis pooled across sex and race was
conducted. SAS version 9.3 software (SAS Institute Inc., Cary, NC) was used for statistical
analyses. All statistical tests were two-tailed and P values < 0.05 were regarded as
significant.

Baseline Characteristics According to Lung Function Categories

Among the 14 364 ARIC participants included in the analysis, the mean age was 54.1 years,
54.9% were female, and 25.7% were African Americans. The prevalences of normal,
respiratory symptoms with normal spirometry, RLD pattern, and COPD pattern were 63.8%,
13.2%, 5.9%, and 17.4%, respectively. As shown in Table 1, those with respiratory
symptoms or any of the abnormal spirometric patterns were more likely to be older, current
smokers, have more pack-years and lower sports indices, and have reported diagnosis of
bronchitis, emphysema or asthma, and history of coronary heart disease and heart failure
than those with normal spirometry and no respiratory symptoms. Those with the RLD
pattern were more likely to be obese and diabetic than the other categories.

Associations of Respiratory Categories with Venous Thromboembolism

During 284 969 person-years of follow-up, over a median of 22.5 years, we documented 639
incident cases of VTE (238 unprovoked and 401 provoked) (Table 2). In the age, sex, and
race-adjusted model (Model 1), participants with respiratory symptoms and normal
spriometry, with the RLD pattern, or with the COPD pattern had a higher risk of VTE than
those with normal spirometric results and no respiratory symptoms. After adjustment for the
other risk factors (Model 2), participants with respiratory symptoms and normal spirometry
had significantly increased risks of total VTE [HR (95% CI): 1.40 (1.12-1.73)], deriving
from both unprovoked VTE [1.33 (0.93-1.91)] and provoked VTE [1.44 (1.10-1.89)], and
both PE [1.33 (0.97-1.83)] and DVT [1.47 (1.09-1.97)]. Those with the RLD pattern had an
elevated risk of unprovoked VTE [1.52 (0.93-2.49)] that was not statistically significant.
Those with the COPD pattern had increased risk of total VTE [1.35 (1.08-1.68)]-both
unprovoked [1.50 (1.05-2.14)] and provoked VTE [1.25 (0.94-1.67)], and were more likely
to have increased risk of PE [1.49 (1.09-2.05)] than DVT [1.20 (0.87-1.65)]. No
significantly increased risk of cancer-related VTE was observed among those with
respiratory symptoms and normal spriometry [1.28 (0.85-1.93)], with the RLD pattern [0.67
(0.31-1.46)], or with the COPD pattern [1.30 (0.87-1.96)] (not shown in Table 2).
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Dose-response Relations between Spirometry Measurements and Venous
Thromboembolism

In order to examine how the degree of lung restriction or airway obstruction was associated
with VTE risk, the continuous relations of FEVq % predicted, FVC % predicted, and
FEV1/FVC with VTE incidence were plotted using restricted cubic splines (Figure). Dose-
response relations were generally observed, with lower levels of FEV1/FVC and FEVy
significantly associated with elevated risks of total VTE.

Sensitivity Analyses

For sensitivity analyses, first we further adjusted for self-reported diagnoses of bronchitis,
emphysema and asthma, prevalent heart failure or coronary heart disease (data not shown),
competing risks of death from underlying causes other than VTE (Model 3 in Table 2), or
competing risks of arterial vascular diseases (data not shown) and found almost identical
associations between lung function and VTE risk. Next, we ran models using shorter follow-
up intervals (within 5 years from baseline). Similar trends were observed although the
analyses were less likely to be statistically significant, due to the smaller number of VTE
events (49 cases for 5 years follow-up) (Supplementary Table and Figures).

DISCUSSION

In this prospective population-based cohort study, participants with respiratory symptoms
but normal spirometric pattern and obstructive spirometric patterns had increased risk of
VTE. The previous study reported elevated risk of only provoked VTE among those with
obstructive spirometric pattern [5], but in the present study, we found they had increased
risks of not only provoked but also unprovoked (not secondary) VTE. In addition, lower
FEV1 % predicted and FEV1/FVC, indices of airway obstruction, were associated with
elevated risk of VTE. To the best of our knowledge, this is the first prospective population-
based cohort study to investigate the association of lung function and respiratory symptoms
with VTE occurrence, and to suggest that respiratory symptoms may be a risk marker for
VTE. Furthermore, we provided further evidence on that COPD may increase the risk of
VTE.

COPD involves pulmonary and systemic inflammation [23, 24]. Inflammation induced
hypercoagulability, hypoxia, pulmonary hypertension, and venous stasis from immobility all
might increase risk of VTE [1]. In the present study, those with COPD pattern had increased
risk of unprovoked VTE, which may be explained by these mechanisms. As previous
registry-based studies have suggested, our study also showed COPD pattern was associated
with PE rather than DVT [5]. This may be partially because COPD patients often may be
given CT scans, and thus be more likely to be diagnosed with PE (referral bias). In addition,
cubic spline graphs suggested inverse dose-response relationships of FEV1 % predicted and
FEV1/FVC with VTE. COPD is characterized by reduced FEV{/FVC [25]. Thus, these
results support the hypothesis that COPD may increase the risk of VTE.

Those with the RLD pattern also had increased risk of unprovoked VTE, but the association
was not significant. Possible reasons for this may be that the number of participants with the

J Thromb Haemost. Author manuscript; available in PMC 2017 December 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Kubota et al.

Page 7

RLD pattern (n=847 versus 2499 with COPD pattern) was insufficient, and perhaps the RLD
pattern was also closely related to comorbidities, such as obesity and diabetes [26, 27].
Thus, a further study will be needed on the association between RLD and VTE risk.

Participants with respiratory symptoms and a normal spirometric pattern also had increased
risk of VTE, particularly provoked VTE (Model 3 in Table 2). We speculate that their
increased risk of VTE may be mainly due to immobility, cancer, heart failure, borderline
COPD, or other comorbidities. Of course, respiratory symptoms would not be a causal risk
factor for VTE but a marker for such comorbidities. Although our further adjustment for
prevalent heart failure did not change the result, we cannot negate bias from undiagnosed
heart failure (residual confounding) as heart failure with preserved ejection fraction is hard
to diagnose [28]. In addition, those with respiratory symptoms and a normal spirometric
pattern had an increased risk of cancer-related VTE (HR 1.28), although the association was
not significant. In any case, respiratory symptoms may be a noteworthy marker of increased
risk of VTE.

Although several previous studies have demonstrated associations of reduced spirometry
measurements with increased risks of cardiovascular diseases, such as coronary heart disease
[29], heart failure [30], stroke [31], or atrial fibrillation [32], no study has shown a relation
of lung function with VTE risk. These previous studies have reported that FEV was
associated with increased risk of cardiovascular diseases, but FEV1/FVC was not. Thus,
VTE might be more strongly associated with airway obstruction than are other
cardiovascular diseases.

The strengths of our study include its prospective design, a long follow-up, and validated
VTE events. In addition, we used the LLN spirometry measurements, not fixed cut-offs, to
define RLD and COPD, which theoretically reduced misclassification of exposures.

Nonetheless, some limitations need to be addressed. First, although we assumed the
obstructive spirometric pattern was mainly COPD, as in other epidemiological studies [5, 15,
33, 34], only pre-bronchodilator measurements were available. Thus, some participants
without lung disease might have been included in the obstructive category, but this
misclassification would tend to bias the results toward the null and do not readily explain the
observed associations. In addition, we did not have data on total lung capacity, which is
needed to meet the strict definition of restrictive lung disease [35]. Next, our follow-up was
quite long and the lung function values and symptoms at baseline certainly would have
changed during follow-up. Although both results from long and short-term (5 years) follow-
ups showed similar trends, we cannot negate the possibility of exposure misclassification
especially among participants with respiratory symptoms and a normal spirometry because
respiratory symptoms are subjective unlike spirometry. Some of participants’ symptoms
might have stopped over time, while others might have developed COPD. The former case
could have led to an overestimation of the risk of VTE and the latter, an underestimation.
Those with a COPD or RLD pattern might have returned to normal lung function over time
because of e.g. treatment, and this would led to an underestimation of the risk of VTE.
Finally, the possibility of residual confounding of the observed associations cannot be
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negated, although the extent of potential bias is likely small given our detailed adjustment
for many known confounders.

In conclusion, in the prospective population-based ARIC cohort, obstructive spirometric
patterns (COPD pattern, low FEV and low FEV1/FVC) were associated with an elevated
risk of VTE, suggesting that COPD may increase the risk of VTE. Furthermore, the presence
of respiratory symptoms might be a novel risk marker for VTE. Those with the RLD pattern
also had an increased risk of VTE, but the association was not significant, perhaps because it
is closely related to comorbidities.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

Acknowledgments

The authors thank the staff and participants of the ARIC study for their important contributions.
Funding Sources

Dr. Kubota’s fellowship at School of Public Health, University of Minnesota is supported by grants of the Nippon
Foundation. Dr. London is supported by the Intramural Research Program of the National Institute of
Environmental Health Sciences (NIH). The National Heart, Lung, and Blood Institute (NHLBI) support: RO1-
HL0597367 and contracts HHSN268201100005C, HHSN268201100006C, HHSN268201100007C,
HHSN268201100008C, HHSN268201100009C, HHSN268201100010C, HHSN268201100011C, and
HHSN268201100012C.

References

1. Ambrosetti M, Ageno W, Spanevello A, Salerno M, Pedretti RF. Prevalence and prevention of
venous thromboembolism in patients with acute exacerbations of COPD. Thromb Res. 2003;
112:203-7. [PubMed: 14987912]

2. Sidney S, Sorel M, Quesenberry CP Jr, DeLuise C, Lanes S, Eisner MD. COPD and incident
cardiovascular disease hospitalizations and mortality: Kaiser Permanente Medical Care Program.
Chest. 2005; 128:2068-75. [PubMed: 16236856]

3. Curkendall SM, DeLuise C, Jones JK, Lanes S, Stang MR, Goehring E Jr, She D. Cardiovascular
disease in patients with chronic obstructive pulmonary disease, Saskatchewan Canada
cardiovascular disease in COPD patients. Ann Epidemiol. 2006; 16:63-70. [PubMed: 16039877]

4. Bertoletti L, Quenet S, Mismetti P, Hernandez L, Martin-Villasclaras JJ, Tolosa C, Valdés M,
Barron M, Todoli JA, Monreal M. RIETE Investigators. Clinical presentation and outcome of
venous thromboembolism in COPD. Eur Respir J. 2012; 39:862-8. [PubMed: 21885395]

5. Barvik T, Breekkan SK, Enga K, Schirmer H, Brodin EE, Melbye H, Hansen JB. COPD and risk of
venous thromboembolism and mortality in a general population. Eur Respir J. 2016; 47:473-81.
[PubMed: 26585434]

6. Swanney MP, Ruppel G, Enright PL, Pedersen OF, Crapo RO, Miller MR, Jensen RL, Falaschetti E,
Schouten JP, Hankinson JL, Stocks J, Quanjer PH. Using the lower limit of normal for the
FEV1/FVC ratio reduces the misclassification of airway obstruction. Thorax. 2008; 63:1046-51.
[PubMed: 18786983]

7. Fragoso CA, McAvay G, Van Ness PH, Casaburi R, Jensen RL, MaclIntyre N, Yaggi HK, Gill TM,
Concato J. Phenotype of Spirometric Impairment in an Aging Population. Am J Respir Crit Care
Med. 2016; 193:727-35. [PubMed: 26540012]

8. The ARIC Investigators. The Atherosclerosis Risk in Communities (ARIC) Study: design and
objectives. Am J Epidemiol. 1989; 129:687-702. [PubMed: 2646917]

J Thromb Haemost. Author manuscript; available in PMC 2017 December 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Kubota et al.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

Page 9

. Alonso A, Nettleton JA, Ix JH, de Boer IH, Folsom AR, Bidulescu A, Kestenbaum BR, Chambless

LE, Jacobs DR Jr. Dietary phosphorus, blood pressure, and incidence of hypertension in the
atherosclerosis risk in communities study and the multi-ethnic study of atherosclerosis.
Hypertension. 2010; 55:776-84. [PubMed: 20083730]

Atherosclerosis Risk in Communities Study Manual 4: Pulmonary Function. Chapel Hill, NC:
Chapel Hill NNH, Lung, and Blood Institute of the National Institutes of Health, Collaborative
Studies Coordinating Center, University of North Carolina; 1987.

Hankinson JL, Odencrantz JR, Fedan KB. Spirometric reference values from a sample of the
general U.S. population. Am J Respir Crit Care Med. 1999; 159:179-87. [PubMed: 9872837]
Ferris BG. Epidemiology Standardization Project (AmericanThoracic Society). Am Rev Respir
Dis. 1978; 118:1-120.

Vestbo J, Hurd SS, Agusti AG, Jones PW, Vogelmeier C, Anzueto A, Barnes PJ, Fabbri LM,
Martinez FJ, Nishimura M, Stockley RA, Sin DD, Rodriguez-Roisin R. Global strategy for the
diagnosis, management, and prevention of chronic obstructive pulmonary disease: GOLD
executive summary. Am J Respir Crit Care Med. 2013; 187:347-65. [PubMed: 22878278]
Rennard S, Thomashow B, Crapo J, Yawn B, Mclvor A, Cerreta S, Walsh J, Mannino D.
Introducing the COPD Foundation Guide for Diagnosis and Management of COPD,
recommendations of the COPD Foundation. COPD. 2013; 10:378-89. [PubMed: 23713598]
Mannino DM, Doherty DE, Sonia Buist A. Global Initiative on Obstructive Lung Disease (GOLD)
classification of lung disease and mortality: findings from the Atherosclerosis Risk in
Communities (ARIC) study. Respir Med. 2006; 100:115-22. [PubMed: 15893923]

Coelho MC, Santos CV, Vieira Neto L, Gadelha MR. Adverse effects of glucocorticoids:
coagulopathy. Eur J Endocrinol. 2015; 173:M11-21. [PubMed: 25971647]

Isidori AM, Minnetti M, Shardella E, Graziadio C, Grossman AB. Mechanisms in endocrinology:
The spectrum of haemostatic abnormalities in glucocorticoid excess and defect. Eur J Endocrinol.
2015; 173:R101-13. [PubMed: 25987566]

Levey AS, Stevens LA, Schmid CH, Zhang YL, Castro AF 3rd, Feldman HI, Kusek JW, Eggers P,
Van Lente F, Greene T, Coresh J. CKD-EPI (Chronic Kidney Disease Epidemiology
Collaboration). A new equation to estimate glomerular filtration rate. Ann Intern Med. 2009;
150:604-12. [PubMed: 19414839]

Astor BC, Arnett DK, Brown A, Coresh J. Association of kidney function and hemoglobin with
left ventricular morphology among African Americans: the Atherosclerosis Risk in Communities
(ARIC) study. Am J Kidney Dis. 2004; 43:836-45. [PubMed: 15112174]

Baecke JA, Burema J, Frijters JE. A short questionnaire for the measurement of habitual physical
activity in epidemiological studies. Am J Clin Nutr. 1982; 36:936-942. [PubMed: 7137077]
Cushman M, Tsai AW, White RH, Heckbert SR, Rosamond WD, Enright P, Folsom AR. Deep vein
thrombosis and pulmonary embolism in two cohorts: the longitudinal investigation of
thromboembolism etiology. Am J Med. 2004; 117:19-25. [PubMed: 15210384]

Austin PC, Lee DS, Fine JP. Introduction to the Analysis of Survival Data in the Presence of
Competing Risks. Circulation. 2016; 133:601-9. [PubMed: 26858290]

Wannamethee SG, Shaper AG, Rumley A, Sattar N, Whincup PH, Thomas MC, Lowe GD. Lung
function and risk of type 2 diabetes and fatal and nonfatal major coronary heart disease events:
possible associations with inflammation. Diabetes Care. 2010; 33:1990-6. [PubMed: 20519659]
Mannino DM, Ford ES, Redd SC. Obstructive and restrictive lung disease and markers of
inflammation: data from the Third National Health and Nutrition Examination. Am J Med. 2003;
114:758-62. [PubMed: 12829203]

Engstrom G. The restrictive-obstructive continuum and the failing heart. Thorax. 2016; 71:487-8.
[PubMed: 26883675]

Ray CS, Sue DY, Bray G, Hansen JE, Wasserman K. Effects of obesity on respiratory function. Am
Rev Respir Dis. 1983; 128:501-6. [PubMed: 6614644]

Schroeder EB, Welch VL, Couper D, Nieto FJ, Liao D, Rosamond WD, Heiss G. Lung function
and incident coronary heart disease: the Atherosclerosis Risk in Communities Study. Am J
Epidemiol. 2003; 158:1171-81. [PubMed: 14652302]

J Thromb Haemost. Author manuscript; available in PMC 2017 December 01.



1duosnue Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Kubota et al.

28.

29.

30.

31.

32.

33.

34.

35.

Page 10

Lam CS, Donal E, Kraigher-Krainer E, Vasan RS. Epidemiology and clinical course of heart
failure with preserved ejection fraction. Eur J Heart Fail. 2011; 13:18-28. [PubMed: 20685685]
Klein OL, Krishnan JA, Glick S, Smith LJ. Systematic review of the association between lung
function and Type 2 diabetes mellitus. Diabet Med. 2010; 27:977-87. [PubMed: 20722670]
Wannamethee SG, Shaper AG, Papacosta O, Lennon L, Welsh P, Whincup PH. Lung function and
airway obstruction: associations with circulating markers of cardiac function and incident heart
failure in older men-the British Regional Heart Study. Thorax. 2016; 71:526-34. [PubMed:
26811343]

Hozawa A, Billings JL, Shahar E, Ohira T, Rosamond WD, Folsom AR. Lung function and
ischemic stroke incidence: the Atherosclerosis Risk in Communities study. Chest. 2006;
130:1642-9. [PubMed: 17166977]

Li J, Agarwal SK, Alonso A, Blecker S, Chamberlain AM, London SJ, Loehr LR, McNeill AM,
Poole C, Soliman EZ, Heiss G. Airflow obstruction, lung function, and incidence of atrial
fibrillation: the Atherosclerosis Risk in Communities (ARIC) study. Circulation. 2014; 129:971—
80. [PubMed: 24344084]

Thomsen M, Ingebrigtsen TS, Marott JL, Dahl M, Lange P, Vestbo J, Nordestgaard BG.
Inflammatory biomarkers and exacerbations in chronic obstructive pulmonary disease. JAMA.
2013; 309:2353-61. [PubMed: 23757083]

Mannino DM, Davis KJ. Lung function decline and outcome in an elderly population. Thorax.
2006; 61:472-477. [PubMed: 16517577]

American Thoracic Society. Lung function testing: selection of reference values and interpretive
strategies. Am Rev Respir Dis. 1991; 144:1202-18. [PubMed: 1952453]

J Thromb Haemost. Author manuscript; available in PMC 2017 December 01.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Kubota et al.

Page 11
Essentials
. The association of lung function with venous thromboembolism (VTE) is
unclear.
. Chronic obstructive pulmonary disease (COPD) pattern were associated with
a higher risk of VTE.
. Symptoms were also associated with a higher risk of VTE, but a restrictive

pattern was not.

. COPD may increase the risk of VTE. Respiratory symptoms may be a novel
risk marker for VTE.
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Total Venous Thromboembolism
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Multivariable adjusted (Model 2) associations of FEV; as a percentage of predicted value
(FEV1 % predicted), FVC as a percentage of predicted value (FVC % predicted), or
FEV{/FVC with total VTE. Solid and dashed lines represent hazard ratios and 95%
confidence interval, respectively. The reference value was the median value of the fourth

quartile (87.5th percentile).
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