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Figure 1 . When using protamine reversal calculators in 
pregnant patients proceed with caution.

Introduction
The guidance on management of ileo-femoral thrombosis (IFT) in late 

pregnancy is limited1. We present a case of a pregnancy complicated 

by an acute IFT at term. 

Case Report
An 18-year-old primigravida with an uncomplicated pregnancy, BMI 23, 

presented to a district hospital at 37+6 weeks with calf swelling. USS 

Doppler showed a large le IFT with proximal extension. Therapeutic 

anticoagulation with low molecular weight heparin (LMWH) was started. 

She was transferred to a tertiary centre for consideration of an inferior 

vena cava (IVC) filter because of her late gestation, high risk of embolus 

and complex ongoing anticoagulation requirements. 

An IVC filter was inserted whilst fully anticoagulated following discussion 

between interventional radiologists, haematologists, obstetricians, and 

anaesthetists. LMWH was then stopped, and IV unfractionated heparin 

commenced. High dose IV heparin was needed because of heparin 

resistance of pregnancy1, to achieve a target aPTT ratio of 2. Labour was 

induced to minimise the time the IVC filter was in situ and protamine was 

made available. A plan for labour analgesia with remifentanil PCA was 

made with the option of an epidural 6-hours after discontinuing IV 

heparin. 

Discussion
An IVC filter in late pregnancy reduces the risk of clot embolus once 

anticoagulation is stopped to facilitate delivery and allows a reduced 

anticoagulation regime immediately postdelivery. There is a high risk 

of filter retention in pregnancy related to the time in situ3, so labour 

was induced and LMWH converted to IV heparin to minimise the time 

without anticoagulation. Labour was unpredictably short and the dose 

of protamine calculated probably overestimated because of pregnancy 

associated heparin resistance1. We question the validity of the on-line 

protamine calculator2 in pregnancy. Careful multidisciplinary planning 

is needed to manage safe delivery after IFT in late pregnancy and more 

national guidance is needed.  

References
1.Royal College of Obstetricians and Gynaecologists. Thromboembolic Disease in Pregnancy and the Puerperium: Acute Management. 2015. hps://www.rcog.org.uk/media/wj2lpco5/gtg-37b-1.pdf 
2.Kantorovich A, Kane SP. Protamine Calculator for Heparin and Low Molecular Heparin Reversal. ClinCalc:hps://clincalc.com/Protamine. Updated November 10, 2018. Accessed January 11, 2023. 
3.Crosby DA, Ryan K, McEniff N, Dicker P, Regan C, Lynch C, Byrne B. Retrievable Inferior vena cava filters in pregnancy: Risk versus benefit? Eur J Obstet Gynecol Reprod Biol. 2018;222:25-30. hps://doi.org/10.1016/j.ejogrb.2017.12.035 

Heparin was stopped once labour was established and 3 hours later the 

patient was fully dilated. A brisk blood loss and CTG concerns indicated 

the need for a ventouse delivery of the baby. After discussion with 

haematology, 19mg Protamine2 and tranexamic acid were given at 

delivery. Post-delivery, syntometrine and a syntocinon infusion was given. 

Measured blood loss was 700mls. Enhanced prophylaxis with LMWH was 

started 6-hours post-delivery until removal of the IVC filter at 72hrs, when 

therapeutic LMWH was recommenced. 
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Take home points 
• Managing patients with IFT at term requires MDT input

• IVC filters are not without their complications

• Apparent heparin resistance of pregnancy (increased Fibrinogen 

and FVIII) makes APTT ratio monitoring unreliable

• IV Heparin reversal with protamine is not straightforward or risk 

free – caution is required.


