
VTE: 1-2 per 1000 pregnancies

Leading cause of maternal mortality

Pregnancy = Hypercoagulable state

•↑ Coagulation factors (Hypercoagulability)
•↓ Venous return (Venous Stasis)
•↑ Postpartum risk (Endothelial Injury)

HIGHEST RISK: EARLY POSTPARTUM PERIOD

INTERMEDIATE-RISK PE = Hemodynamically stable + RV strain

Unclear guidelines for delivery and Anesthesia management

Competing risks:

BACKGROUND CHALLENGE

Cardiopulmonary stability
Thrombus progression
Delivery strategy
Hemorrhage risk
Neuraxial anesthesia timing

OPTIMAL OUTCOMES BEGIN WITH EARLY MULTIDISCIPLINARY COLLABORATION

Anticoagulation

Bleeding
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1) UFH infusion - monitoring
2) IR Thrombectomy
3) Open surgical embolectomy
4) Prophylactic VA ECMO→IR
5) Delivery ⟶ thrombectomy

RV Function - normal

Progression DVT 
     Occlusive

A) Patient stable - not in labor →  IOL
Heparin Transition - Vaginal Delivery (SVD)

B)  Patient stable-in labor: IV Analgesia - SVD
C) Patient HD unstable → VA ECMO → CD →    

IR thrombectomy
D) Maternal CP arrest → Perimortem CD

Epidural catheter removed 5 h after last SQ heparin dose

D/C Epidural → +1h →  UFH Infusion resumed P
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Braxton Hicks contractions

H/o DVT + Protein S deficiency

Dyspnea + Right leg pain - Hemodynamically (HD) stable

Echocardiogram: RV strain

CTPA: saddle PE + RV Strain

LE Dopplers: DVT - Partial deep
thrombosis -R popliteal vein
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ICU ADMISSION
INTERMEDIATE RISK PE + RV STRAIN

Multidisciplinary meetings

UFH Infusion - aPTT goal (70-105)

Lines:
R Fem A-Line
L Fem CVC
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NST BID

↓ PE Clot burden
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INDUCTION - 40 weeks

 RETRIEVABLE SUPRARRENAL (SR) 
IVC FILTER (39.2 w) 

Retrievable SR IVC Filter in place

UFH Infusion hold → +4h + aPTT → DPE 

Epidural Catheter placed → +1h → SQ Heparin 5000 U BID

Uncomplicated vaginal delivery - EBL 200 mL

AFTER BEDSIDE IVC FILTER REMOVAL

Acute hemodynamic
decompensation

RV STRAIN + ↑ CLOT BURDEN 

Emergent IR Thrombectomy
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HR 97 bpm
BP 110/75 mmHg

SpO2 100%
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RISK & PHYSIOLOGY - “Dynamic risk, not static stability”

MULTIDISCIPLINARY CARE - “Good outcomes are planned, not reactive”

POSTPARTUM - “The postpartum period is not a safe endpoint”

Intermediate-risk PE  - Unstable trajectory despite stability
Pregnancy may mask early descompensation

Individualized Delivery Planning
Escalation Strategies: ECMO, Thrombectomy...

ANTICOAGULATION AND NEURAXIAL
Balance: Thrombosis vs Bleeding
Follow ASRA/SOAP guidelines

Highest risk

Interruption of anticoagulation = rapid deterioritation
Close monitoring 

IVC FILTER - “Use selectively, not routinely”
Consider for progressive thrombosis + planned interruption of anticoagulation
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