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INCIDENCE PER YEAR OF DVT (/ 1,000)
J. Int. Med. 232, 155, 1992

Males < 40 years 0.08

Males 40 - 60 years 1.10

Males > 60 years 4.66

Overall 1.58

Females < 40 years 0.12
Females 15 - 40 years 0.18
Females 40 - 60 years 1.00 -
Females > 60 years 4.20




INCIDENCE OF VTE DURING PREGNANCY AND
PUERPERIUM
(PER 1,000 DELIVERIES)

e 72.201 deliveries (Glasgow, Scotland)
51 cases of DVT and 11 cases of PE

(of 50 investigated, 12% AT defect, 8% FV
Leiden, 8% FIl 20210A)

VTE in pregnancy 0.57

VTE in puerperium 0.29

VTE in pregnancy and puerperium 0.86
T&H 78,1183,1997 - BJOG 107,565,2000

-



Venous thromhoembolism In pregnant and puerperal women
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Figure 1: Adjusted™ incidence rate ratios
(IRR) of thromboembolism in pregnant and
puerperal women versus non pregnant
women not using oral contraceptives.
*Adjusted for age, calendar year and education.

Virkus RA et al, Thromb
Haemost 2011
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Maternal Mortality in Italy
(2000-2007)

 The leading causes of direct death were haemorrhage
and thromboembolism, followed by hypertensive
diseases in pregnancy. All of these causes should be
preventable to a large extent and may indicate the need
for an improvement in the quality of care.

[t is noteworthy that in Lazio and Piedmont, where
stratification by mother’s educational level was possible,
MMR among women with low educational level was twice
that among women with high educational level (RR =1.9;

. 95% Cl 1.1-3.6).

Donati S. et al., BJOG 2011



Maternal Mortality in Italy
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Figure 1. Maternal mortality ratios by age groups.

Donati S. BJOG 2011
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Factor V Leiden (hetero)
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Thrombophilia in pregnancy: a systematic review
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Robertson et al, BJH 2006
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Table 2b: Estimated absolute risk of pregnancy-associated VTE with different thrombophilic defects in
women with one or more symptomatic first-degree relatives

Thrombophilic defect Pregnancy Antenatal Postpartum
%/pregnancy  95%Cl  %/pregnancy  95%Cl  %/pregnancy  95%Cl

Antithrombin, protein C or 41 1.7-83 12 03-42 30 1.3-67

protein 5 defidency*

Antithrombin deficiency type 1 15-50 - 0-40 - 11-28 -

(range)¥-53* (range)

V Leiden heterozygous™ 21 0.7-49 04 0.1-24 1.7 0.7-43

Prothrombin G202 10A 23 0.8-53 05 0.1-26 1.9 0.7-4.7

heterozygous™

V Leiden homozygous or 18-158 - 0-5 - 1-10 -

compound heterozygosity V (range)

Leiden andprothrombin G20210A

(range)™**

* From population-based not family study

From RCOG 2009 and 2015
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Appendix I: Obstetric thromboprophylaxis risk assessment and management

Antenatal assessment and
management (to be assessed at
booking and repeated if admitted)

Any previous VTE except a single event related
to major surgery

Hospital admission
Single previousVTE related to major surgery
High-risk thrombophilia + no VTE

Medical comorbidities e.g. cancer, heart failure,
active SLE, IBD or inflammatory polyarthro-
pathy, nephrotic syndrome, type | DM with
nephropathy, sickle cell disease, current VDU

y surgical procedUreNmgg
OHSS (first trimester onl

. appendicectomy

q

Smoker

Gross varicose veins
Current pre-eclampsia
Immobility, e.g. paraplegia, PGP

Family history of unprovoked or
estrogen-provoked VTE in first-degree relative

Low-risk thrombophilia

HIGH RISK

Requires antenatal prophylaxis
with LMWH

Refer to trust-nominated thrombosis
in pregnancy expert/team

Four or more risk factors:
prophylaxis from first trimester

Three risk factors:
prophylaxis from 28 weeks

L] - o150
Dehydration/hyperemesis; current systemic
infection; long-distance travel

|

LOWER RISK

Mobilisation and
avoidance of dehydration

APL= antiphospholipid antibodies (lupus anticoagulant, anticardiolipin antibodies, p,-glycoprotein 1 antibodies);
ART = assisted reproductive technology; BMI based on booking weight; DM = diabetes mellitus; FHx = family
history; gross varicose veins = symptomatic, above knee or associated with phlebitis/oedema/skin changes;

hiabh riclk thenmbanhilia — ant¥heambin daBrionery nranftam CFoarC daBeianmg roamnntiind arbhamoarsvontic Far law rielr

RCOG 2015



Postnatal assessment and
management (to be assessed

HIGH RISK
At least 6 weeks’

postnatal prophylactic LMWH

Readmission or prolonged admission (= 3 days)
in the puerperium

Any surgical procedure inthe puerperium except
immediate repair of the perineum

Medical comorbidities e.g. cancer, heart failure,
active SLE, IBD or inflammatory polyarthropathy;
nephrotic syndrome, ty pe | DM with
nephropathy, sickle cell disease, current IVDU

Age > 35 years
Obesity (BMI= 30 kg/m?)
Parity =3

Smg

lective caesarean section
Fa e E

Low-risk throm bo philia
Grossvaricose veins
Current systemic infection

Immobility, e.g. paraplegia, PGP, long-
distance travel

Current pre-eclampsia

Multiple pregnancy

Preterm delivery in this pregnancy (< 37*° weeks)
Stillbirth in this pregnancy

Mid-cavity rotational or o perative delivery
Prolonged labour (> 24 hours)

PPH = 1litre or blood transfusion

Antenatal and postnatal prophylactic dose of LMWH

LOWER RISK

Early mobilisation and
avoidance of dehydration

Weight < 50 kg = 20 mg enoxaparin/z500 units dalteparin/3500 units tinzaparin daily

Weight so—g0 kg = 40 mg enoxaparin/sooo units dalteparin/gs00 units tinzaparin daily
Weight 91-130 kg = 60 mg enoxaparin/7 500 units dalte parin/7 ooo units tinzaparin daily
Weight 131—170 kg = 80 mg enoxaparin/ 10 ooo units dalteparin/gooo units tinzaparin daily
Weight > 170 kg= 0.6 mg/kg/day enoxaparin/ 75 ufkg/day dalteparin/ 75 u/kg/day tinzaparin



VTE IN PREGNANCIES AFTER ART
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Fig 2 Proportional hazard regression of pulmonary embolism in pregnant women after in vitro fertilisation
(n=23 498) and in women with natural pregnancies (n=11 960) matched on age and calendar period of

delivery.
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Figure 1. Study cohort (April 2002 — July 2011)

998 Women candidate to ART
undergone thrombophilia screening

Excluded:
327 Women did not undergo ART

671 Women undergone at least | ART
cycle

Excluded:
437 Women because of an ART failure

234 Women eligible

Villani M, et al, BMJ Open
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Age and live births in the reference cohort and general population from the same geographical
area

Maternal age yrs 20-29 30-39 Live births
number

Reference cohort (n=
3359), % 3.7 34.4 55.1 6.8 3451

2010-2012

General population from

the same geographical
area (n=106265) , % 2.3 32.4 59.5 5.8 107 461

2008-2010



Thrombophilia Antithrombotic

Patients oo BMI tHey Cycle Type of event OHSS prophylaxis
1 31 37.1 n.a. - SVT in the left leg no none
____________________________________ o ~ PreviousSVT
2 33 18.3 n.a. - DVT inthe leftleg after Caesarean none
________________________________________ _— . ... . S
DVT in one leg at FVL
- *
3 28 17.3 n.a. 37 weeks of heterozygous LMWH
________________________________________ e
4 33 n.a n.a - SVT in the right leg n.a n.a
5 37 n.a n.a - Bilateral SVT n.a n.a
6 43 n.a n.a - DVT in the left leg n.a none
7 22 n.a n.a - DVT in the left leg n.a n.a
8 35 n.a n.a - Bilateral SVT n.a none
DVT in the left leg FVL + PC LMWH*
9 36 213 n.a - at 21 weeks of deficiency (the event occurred
. during a suspension
________________________________________ ___ pregnancy  PreviewsDVI " period)
DVT in the left leg FVL
10 33 18.7 n.a. - at 11 weeks of heterozygous n.a
___________________________________________ Py

11 35 n.a. n.a. - SVT in the right leg n.a. n.a.




Occurrence of Vein Thromboses in women
undergone ART (successful cycles)

Two-tailed Fisher exact test

Patient A@e:a0.06, OR 39,ﬂ?5%C| . 087'1.53f ¢ Thrombophilia Antithrombotic
AUents — events BMI <y Cycle ype ol even OHSS prophylaxis
. SVT, in the left le
1 After thegxclusien of wamen With.akevious VTE LMWH
............ $:-0.054; OR:7.2,95% C1 0,01 @e8®,
PE during twin
pregnancy ended
2 38 20.4 6.0 3 with TUED no none
e 2weeks)
DVT in the right leg PTm
3 40 35.9 4.76 3 at 18 weeks of h none
eterozygous
pregnancy

* Started when pregnancy test was positive

Incidence: 8.5/1000 vs 1.8/1000

Villani M., et al, BMJ Open, 2015



VTE during Pregnancy
Treatment



7. Treatment of proven acute VTE
during pregnancy

For pregnant women with acute VTE, we
recommend therapy with adjusted-dose
subcutaneous LMWH over adjusted-dose UFH
(Grade 1B).

For pregnant women with acute VTE, we
recommend LMWH over vitamin K antagonist
treatment antenatally (Grade 1A).

Chest 2012, ACCP Guidelines



7. Treatment of proven acute VTE during pregnancy

For pregnant women with acute VTE, we suggest that
anticoagulants should be continued for at least 6 weeks
postpartum (for a minimum total duration of therapy
of 3 months) in comparison with shorter durations of
treatment (Grade 2C).

For pregnant women receiving adjusted-dose LMWH
therapy and where delivery Is planned, we recommend
discontinuation _of LMWH at least 24 h prior to
Induction of labor or cesarean section (or expected time
of neuraxial anesthesia) rather than continuing LMWH up
until the time of delivery (Grade 1B).

Chest 2012



ANTITHROMBOTIC PRIMARY
PROPHYLAXIS DURING
PREGNANCY AND
PUERPERIUM



PRIMARY PROPHYLAXIS

* No randomized study is so far available; however
heparin prophylaxis in preventing first VTE among
women carrying inherited thrombophilia is
considered fully effective.

* Considering the low absolute risk of VTE during
pregnancy among women carrying factor V
Leiden or prothrombin G20210A the indication
for primary antithrombotic prophylaxis during
pregnancy is debated
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Appendix I: Obstetrdc thromboprophylaxs risk assessment and management

Antenatal assessment and
management (o be assessed at
booking and repeated If admitted)

Aty presiows VT Eexcepta sngleeventrelated
o magarsurgeEry

Hospital admission
Single previous VT Erdated tomajor surgery
High-riskthrambaphilia + na VTE

Medical comorbi ditie s e.g. @ncer, heart failure,
active SLE, 1BD orinflammato ry po brarthro-
pathy, neph rofic syndrome, type | DM w ith
neptromthy, scklecel dissse, aurrent NOU

Ary srgical procedureeg. appendcectomy
OHS5 (first trimesteronly)

Obesity (BMl 30kg' m?

Age =35

Parityz 3

Smoker

Grosswariose veins
Currentpre-edampsia
Immability, e.g. mraplkegh, PGP

Family history of unprowoked or
estrogen-provoked VTE in first-degree relative

Low riskthrombephilia

Multiple pregrarcy
INFART

Trangent risk facto rs:

Dehyd mation/ h[J::r:m::lx current systemic
Infection; long-distan ce travel

HIGH RISK
Requires antenatal prophy laxis
with

LMWH

Refer to trust-nominated throm bosts
in pregnan cy expert/ team

Four or more ris k factors:
prophy laxis from first trimester

' Three risk factors:

praphylaxis from 28 weeks

A

LOWIER RISK

Mobilts ation and
aviol dance of debhydration

APL= antiphospholipid antibodies(lupusanticagulant, anticardiolipin antibodies, g -ghcoproten 1 antibodies;
ART= asssed repmdudtetechnology; BMibased on bmkingweight; DM= diabetes malitus; FHe = family
histary; grssvarkosavelns =sy mptomtic, a bove knaeorassocirted with phlebitsoerda majs Knc fn nges;

high- sk t hembophilia = a ntithrombindefickency, proteint or Sdefickenoy, compoundor homozygous for low- sk

thrambaphilhs; 180 = nfla mmary bowel dsase; immabilty =2 3days; WO U = intrvenous dug user; [F= in

vitm fertilimtion; IMWH = low. mobcub pwa ighthepa rin; longdistance tavel= » 4 hours; low- rskthombophilia =

hater orygous for factr W Laiden orprothrombin GzozioAmut aions; OHSS = ovarian hyperstimulation syndrama;;
PP =palvc grdie pain withreduced mobilky; FPH = post part um baem o bage ;tbrombophilia = inber ited or

acured; ¥TE = vanous thromboemboism.

Postnatal assessment and
management (to be assessed
on dellvery sulte)

Ay previcusVTE

Armore requiringan iera tal LIMWH
High-risk thim mbap hilia

Low-risk th o mbop hilla+ FHx

Cae mrean =ection inlabour

BMiz 40 kgin’

Pesad mission or prokonged ad mision & 3days)
inthepuerperium

Ky surgical procedure Inthe puerperium except
Imwreedia e repair of the perineum

Medial comorbidities e.g. cancer, heartfailure,
actie SLE, 1B Dar In'lhmrrm'h:lﬂ' mabyartho pthy;
nep hrtic wndrum:,t{lp: | DMw ith

nep hro pathy, sickle cell disease, current W OU

Age 35 years
Obessity (B Ml 230 kg m)
PFarityz 3

5m oker

Hes v caesarean sac tion
Family histo ryaf W TE
Low-risk thra mbop hilia
Grom varicoseveins
Cument systemicinfecfon

Imma hility, Eﬁ. maraplegia, PGP, b ng-
distance teve!

Cument pre eclampsia

Mu ltipl e pregn anegy

Precterm dell very Inthis pregrarcy i 37 weeks)
5tillbirth in th ks pregrancy

Mid -cavity rotational or operative delwery
Prolonged labour 2 4 hours)

PPH =3 litre or blood trarsfusion

Antenatal and postnatal praphy bt icdose of LM&H

At least & weeks'
postnatal prophylactic LMWH

LOWER RISK

Early mobilisation and
aadance of dehydration

Walghts o kg= 20 mgermxaparinf2go unts daliepa inf 350 units tinza prindally
Walghtgo-go kg = 40 mgencoapa rin'sooo unils daltepa infysoo units tireapa rin daily
waightsn-130kg =50 mgenoaperin fxoounitsd alte paringroos unitstinzaparin daly
Waight131-170 kg=EBomgenmaparin fioooounits dakeparin fpooounitstinzaparin daily
Waight> 170 kg =cémg kgidayencaparin/ 75 uikgiday dakeparin/ 75 ukgiday inzaparin




ORIGINAL ARTICLE

Racial and ethnic differences in the risk of postpartum venous
thromboembolism: a population-based, case-control study

M. BLONDOMN,"F L. B. HARRINGTOMN,T M. RIGHINI," F. BOEHLEN,” H. BOUMNAMEALU X ™

M. L. SMITHY TS

and

*Diwisiorn of Angiology and Haemostasis, Geneva University Hospitals and Faculty of Medicine, Geneva, Switzerdand; tDepartmerntt of
Epidemiology, Umiversity of Washington, Group Health Research fnstitute, Group Healfth Cooperative; and §Seattle Epidemiologic Research
and Information Center, Departrment of Veterans Affairs Office of Research and Dewvelopment, Seatfle, WA, USA

J Thromb Haemost 2014; 12: 20029,

Table 2 Characteristics of controls, stratified by race/ethnicity

Non-Hispanic Hispanic ~ American Indian

white controls  Black controls  Asian controls controls or Alaska Native

(n=7243) (n=436) (n = 836) (n = 1458) controls (n = 253)

Maternal characteristics
Age, yrs, mean (SD) 27.8 (5.8) 26.4 (6.3) 29.5 (5.6) 26.0 (6.0)  25.2(5.8)
Body mass index, kg m~2, mean (SD) 26.1 (6.2) 27.5 (6.6) 244 (6.0) 27.5(6.6) 289 (6.7)
Current smoking, n (%) 1153 (17.2) 58 (14.5) 37 (4.6) 54 (3.8) 57(23.5)
Prepregnancy hypertension, n (%) T5(1.1) 4 (1.0} T(0.9) 4(0.3) 6(2.5)
Prepregnancy diabetes, n (%) 28(0.4) 0 (0) 8(1.0) 6(0.4) 4(1.7)
Education above high school, n (%) 3567 (61.8) 152 (43.3) 501 (68.6) 261 (204) 56 (25.6)
Unemployed (including housewife), n (%) 2120 (31.7) 115 (31.8) 268 (36.0) 648 (52.3) 92 (41.3)
Obstetric characteristics

Parity (before the index pregnancy), median (IQR) 1 (0-2) 1 (0-3) 1 (0-2) 1 (0-2) 2(0-3)
Gestational diabetes, n (%) 230 (3.4) 20 (5.0) 54 (6.8) 69 (4.9) 14 (5.8)
Gestational hypertension/preeclampsia, n (%) 404 (5.9) 24 (6.0) 28(3.5) 55(3.9) 9 (3.8)
Multiple pregnancy, n (%) 116 (1.6) 10 (2.3) 10(1.2) 15(1.0) 5(2.0)
Cesarean section, 1 (%) 1605 (22.2) 107 (24.5) 225 (26.3) 339(23.3)  36(22.1)
Maternal postpartum infection, n (%) 73(1.0) 6(1.4) 16 (1.9) 21(14) 4(1.6)
Postpartum hemorrhage or maternal transfusion, n (%) 229 (3.2) 20 (4.6) 27(3.2) 64 (4.4) 12 (4.7)
Preterm birth (< 37 wks), n (%) 527(74) 54 (12.5) 78 (9.3) 102 (7.1) 31 (12.4)
Stillbirth, 7 (%) 36 (0.5) 3(0.7) 3(0.3) 7(0.5) 3(1.2)
Newborn: small for gestational age, n (%) 339(47) 45 (10.4) 60 (7.1) 71 (4.9) 12 (4.8)
Newborn: large for gestational age, n (%) 767 (10.7) 27 (6.2) 50(5.9) 121 (8.3) 46 (18.3)

Numbers and percentages may not agree due to missing data.

IQR, interquartile range.



J Thromb Haemost 2014: 12: 2002-9.

Table 5 Stratum-specific and combined associations of race/ethnicity and cesarean section

Adjusted OR (95% CI)

Combined associations (among all
Stratum-specific associations women)

Among women with Among women with

Race/ethnicity vaginal delivery cesarean section Vaginal delivery (Cesarean section
White 1.0 (ref) 1.0 (ref) 1.0 (ref) 269 (2.21-3.29)
Black 1.03 (0.61-1.74) 203 (1.34-3.07) 1.03 (0.61-1.74) 547 (3.63-8.25)
Asian 0.57(0.34-0.96) 0.78 (0.50-1.21) 0.57 (0.34-0.96) 2.10(1.36-3.25)
Hispanic 0.61 (0.40-0.92) 1.03 (0.72-1.46) 0.61 (0.40-0.92) 2.76 (0.77-4.03)
American Indian or Alaska Native 0.98 (0.50-1.93) (.66 (0.29-1.50) 0.98 (0.50-1.93) [.77(0.77-4.04)

Adijusted for birth year (matching factor), maternal age, parity, smoking, preeclampsia, gestational diabetes, preterm delivery, small and large

for gestational age newborn, postpartum infection, maternal body mass index, and educational status.
OR, odds ratio; CI, confidence interval.



O Table 1. Summary of major society guideline recommendations for
cbstetric thromboprophylaxis for patients who hawve undergone

caesarean delivery

DOl 10.1111/1471-0528. 13706 ﬁ ACOG al obstetrics
wnanee. bjog.org Perioperative mechanical thromboprophylaxis recommended for all
patients undergoing caesarean delivery
Pharmacologic prophylaxis {LMWH or UFH) recommended for
High-risk thrombophilias
Any prior WTE ewent

A COMm pa I‘"iSOI"‘I cha::mihr history of WTE and a thrombophilia
pha rrmaco Iog 1¢ sz'mlrcﬁ:zrzr;ﬁ:zlrﬂ}::k{ :;ﬂ;::—: recommended for one major aXiS afte r

=  Mechanical prophylaxis recommended for those with -

caesarean deli' cruaindications to pharmacologic prophylaxs ines
Major risk factors (one needed for prophylaxis)

KL Palmerola, ME D"Alton, Immobility (strict bed rest =1 week in the antepartum period)

Postpartum haemorrhage =1000 mL with surgerny
Department of Obstetrics & Gynecology previous WTE A

Corresponndence: A Friedman, Departmer Pre-eclampsia with fetal growth restriction 1 Surgeons, 622 West
168th Street, PH 16-66, MNew York, ™NY Thrcirnbaphilia
Antithrombin deficiency
Factor W Leiden {homozygous or heterozygous)
Prothrombin G202 104A (homozygous or heterozygous)
Medical conditions
Systemic Lupus erythematosus
Heart disease
Sickle cell disease
Blood transfusion
Postpartum infection
Minor risk factors (bwo needed for prophylaxis)
BhI =30 kgfm®
Rultiple pregnancy
Emergency caesarean
Smoking =10 cigarettes day
Fetal growth restriction
Thrombophilia
Protein C deficiency
Protein S deficiency
’ Pre-eclampsia
RCOG
Ris k factors (LMWH recommended for any of the following risk
factors)
Previous WTE
Antenatal anticoagulation
Caesarean in labour
Asymptomatic thrombophilia
Prolonged admission
MMajor medical co-morbidities (e .g. heart or lung disease,
systemic Lupus erythematosus, cancer, inflammatory conditions,
nephrotic syndrome, sickle cell disease, intravenous drug user
Age =35
EbIl =320 kgfm™
Parity =3
Smoker
Any surgical procedure
Gross varnoose weins

Accepred 13 August 2015, Published Onli




Under RCOG guidelines, 850% of patients would
receive post-caesarean pharmacologic prophylaxis (95% CI  Heparin use according to
. . different GL
80.5-88.6%). In comparison, 1.0% of patients would

receive pharmacologic prophylaxis under ACOG guidelines
(95% CI 0.3-3.0%) and 34.8% of patients would receive

prophylaxis under Chest guidelines (95% CI 29.6-40.4%).

The most common risk factors for prophylaxis using
RCOG criteria were caesarean during labour, maternal age
=35, and obesity. Other risk factors included pre-eclampsia,
Risk factors according to different 1nfection, and high parity. Leading indications for prophy-
GL laxis based on Chest guidelnes included emergency
caesarean, pre-eclampsia, obesity, multiple gestation, and
postpartum haemorrhage. Prophylaxis based on ACOG
recommendations resulted in three women receiving pro-

phylaxis, all on the basis of having a prior event.
Palmerola KL et al, BJOG 2015



Table 3. Other international guidelines for post-caesarean
pharmacologic prophylaxis

Queensland, Australia Swedish guidelines

" Conclusion

N

p Our findings highlight a major concern regarding strategies
2 to reduce obstetric thromboembolism: what 1s the optimal
a Mmanagement for postpartum patients at increased nsk for

Pl

an event? Current recommendations diverge significantly,
with the ACOG recommending pharmacologic prophylaxis
for a small minority of patients, and the RCOG recom-
mending treatment for a large majonty of patients.
Research on obstetric VTE 1s challenging because of
relatively low incdence, but VTE 1s one of the leading
causes of maternal morbidity and severe morbidity, and
there i1s an urgent clinical need to clarify optimal prophy-

laxis regimens.
and prolonged repair

5 =

oDw IO OPra=:WLWED

Palmerola KL et al, BJOG 2015



LIRS i L

Risk factor

Venous thromboembolism

Score

Personal history of WTE

History of WTE related to pregmancy
(ocourrssd during the antepartum ), or
cerebral vain thrombosis or massive
PE or W TE mn childhood (<16 w.ol)

Spontanecus or esfrogen-induced
PE or prox=imal D%

Transient risk factor-induced PE or
praximal DT

Spontanecus or estrogen-induced
distal calf DWT

Transient risk factor induced distal
calf OWT

If there is a personal history of WVTE

Recurrent WTE history

Residual venous thrombi with clinical
signs of post-thromizotic syndrome

Recent YW TE history < 2 years

Thromboghilia

Homozygous mutations, combined
thirombophilia risk factors

Protein C deficiency, protein S
deficiency, hetero=ygous FS
169148 mutation, heterczygous F2
G202104 mutation

If mo hypercoagulability detected,
family history of =evere or recurrent
WTE

Crther risk factors

Bedrest, immobilisation

Twwin pregnancy

Age = 35 years

Body mass index = 30 kgfm

Total score =

Mo amtenatal prophylaxs if score < 3. Early heparin prophylaxis in patients with a score =2 6. LNMWH was prescriibbed

arnly in the third tiimester to patisnts with a score betaeen 2 and S.

WTE, vernous thromboembolizm; CWT, Cerebral vaenous thrombosis;, PE, pulmonary embolizm; DWVT, deep vein

thromirosis.

Dargaud Y, JTH 2017



Lyon—TE score
based strategy for
LKWH prophylaxis

Score < 3

Mo LMWH ante-
parfum;

LAMWH postpartum

Socore 3-00

LAWWH during 3rd
trimester;

LATWH posiparbum

Score & 4

Early LMWH during
anteparium;

LAMWH postparium

LAANH re

Mumber of patients, 158 153 134

n = 445

Mumber of

pregnancies, n = 542

Personal history of | 38 (22.7%) 141 (B2%) 134 {100%)
WTE

Thrombophilia 125 (78.1%) 102 (B6.7%) 55 (41%)
Prophylaxis with T30 (=158 -193) 172 (=153 +19)

complications

E occurred during | 1 0 1 \
antepartum
courred during |0 3 1
postpa
\ /
Bleeding 2 0 a




Strategy to reduce risk of VTE In
pregnancy

 ldentifying & modifying risk factors in women planning to
embark on pregnancy —

To reduce BMI below 30kg/m2

Stop smoking

History of VTE

Optimizing chronic medical illnesses

« Improve awareness: e.g. Making patient information
leaflets/brochures available



“Risk scoring of antenatal and postnatal
women for VTE is probably the most effective
way of identifying who is at significant risk
and needed intervention or treatment with
thromboprophylaxis”



An Expert Is someone who made all

possible mistakes In a very narrow
field

Niels Bohr



