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Facteurs de risque cliniques significatifs de la maladie veineuse thromboembaolique ( MVTE) [7,8,16-19].
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Recommandations
SFAR puis CNGOF
puis RBP

o Prise en charge de «
ces patientes

?

Expert consensus
and guidelines
SO MUCH...
and strong
discrepancies

None of them has
been prospectively
validated.




EN FRANCE : SFAR 2005

Catégories de risque de MTEV maternelle au cours de la grossesse et du post partum, et aprés césarienne

(modifié & partir de la conférence de consensus « Thrombophilie et grossesse 2003 +)

Risque majeur - Antécédent de MTEV mutiples

- Malades traitées au long cours par anficoagulants avant la grossesse pour un énisode de
MTEV &n rapport avec une thrombophilie

Risque élevé - Antécédent de MTEV, sans facteur de risque refrouve
- Antécédent de MTEV assocké 4 I'un des facteurs biologiques de risque suivants :
» (éficit en AT", SAPL
+ mutation homozygote isolée 20210A ou FV Leiden
+ anomalies hétérazygoles combinées * (surtout mutation 202104 + Leiden hétérazygote)
- Antécédent de MTEV lors d'une grossesse antérieurs ou au cours d'un tratement
westrogénique

Pendant [ grossesse

Post-partum et aprés césarienne

Traitement curatif par HNF au 1% trimesire,
puis par HBPM (ajusté sur le poids

ou & I'anti-Xa) aux deuxiéme et troisieme
trimestres
BAT

Traitement préventif a forte dose
(enoxaparing 4 000 Ulfjour ou

dalteparine 5 000 Uljour) ou & dose
intermédiaire (noxaparing 4 000 Ul « 2/jour
ou daltéparine 5 000 Ul x 2/jour) au troisigme
trimestre voire tout au long de la grossesse ®
BAT

:H: durant 3 mois au minimum

Traitement préventif a forte dose
(enowaparing 4000 Uljour

ou daltéparine 5000 Ul/jour)
pendant 6 4 8 semaines

apres |'accouchement

Risque modéré - Antécédent de MTEV, avec facteur déclenchant temporaire lors de ['épisods antérieur
- Antécédent de MTEV avec facteur biologique de risque (autre que cel cités ci-dessus)

- Présence d'un des facteurs biologiques de risque, asymptomatique et dépisté dans le cadre
d'une MTEV familiale, surtout si ;

« déficit en AT, SAPL

+ mutation homazygote isolée 20210A ou FV Leiden

+ anomalies hétérozygotes combinées * (surtout mutation 202104 + Leiden hétérazygote)
- Césarienna en Urgence
- Césarienne et chirurgie pelvienne majeure associée
- Présence de = 3 facteurs de risque faible

Risque faible - Aucun facteur de risque
- ou présence de < 3 facteurs suivants :
+ Age » 35 ans, obésité (IMC > 30 ou poids > 80 kg, varices, HTA
+ facteurs obstétricau : césarienne, multiparité » 4, pré-gclampsie, alitement strict
prolongé, hémormagie du post-partum, fc)

+ maladie thrombogéne sous-jacente (syndrome néphrotique, MICI en poussée, infection
infercurrente systémique, efc.)

Pas de traitement anticoagulant systématique
pendant |a grossesse
BAT

Traitement préventif par HBPM & dose forte
(enoxaparine 4000 Ulfjour ou

dalteparine 5000 Ulfjour) pendant 6 &

8 semaines. La dose peut &ire réduite

et |a durée peut &re plus courte lorsque

| risque est mains important

(ex : césarienne en urgence sans autre facteur
de risque associé ; enoxaparing 20 mg

ou daltéparine 2500 Ll pendant 7 - 14 jours)
BAT

Pas de traitement anticoagulant pandant
|3 grossesse

Pas de traitement anticoaqulant systématique
&N post-partum
BAT 4



Tableau 1 - Tableau simplifié décrivant les odds ratio (rapport des cotes) pour les
principaux facteurs de risque rencontrés lors de la césarienne (modifié d'aprés les
recommandations de 'ACCP de 2012, du RCOG 2015 de la S0GC 2014 et de la
SFAR 2005) [1, 2-4]

Facteur de risque Odds ratio
ajusté
Facteurs de risque majeurs (OR > 10)
Antécédent thromboemboligque avec ou sans thrombophilie sous-jacente =20 u PO St Pa. rtu m
Thrombophilie asymptomatique a haut risque * =20
Syndrome des antiphospholipides symptomatique =20 ,
Immohilité prolongée et compléte 1 ] 1 1
Hémorragie du post-partum nécessitant un acte chirurgical 12 In SPI re d u RC OG ’ S FAR’ et
Facteurs de risque mineurs (OR < 10) SOGC
Age>33ans 14
Obeésité (IMC = 30) ou poids > 120 kg 4 . .
Perte > 3 2 = Construit en fonction des OR
Tabagisme (> 10 cigarettes/jour avant la grossesse ou tabagisme 3
persistant pendant la grossesse)
Vatces mportantes ) = Pas de validation
Drépanocytose 4
Cardiopathie majeure 7 .
Lupus érythémateu disséminé 8 = 73l4 J si OR>10
Maladie inflammatoire de 1intestin 4
Thrombophilie asymptomatique a bas risque ** 3
Anémie pendant la grossesse on hémorragie pendant grossesse 3 . .
Grossesse obtenue par PMA 4 u Sl FDR Supplementalre 6'8
Prééclampsie 3 .
Prééclampsie grave ou avec RCIU 4 semailnes
Grossesse multiple 4
Accouchement prématuré < 37 SA 3
Césarienne urgente 3
Hémorragie grave du post-partum (saignement = 1 litre et/ou transfision) 3
Infection du post-partum 4

Traitement HBPM quand 'OR combiné des facteurs de risques surajoutés est >

|0 faisant passer un risque basal de 3 pour | 000 pour une césarienne élective, a
plus de 3 7




Appendix |: Obstetric thromboprophylaxis risk assessment and management

Antenatal assessmentand

management (to be assessed at HIGH RISK
booking and repeated if admitted) Requires antenatal prophylaxis
with LMWH
Any previous VTE except a sin gle event related Refer to trust-nominated thrombosis
to major surgery

in pregnancy expert/team

Hospital admission

Single previousV TE related to major surgery
Hig h-risk thrombop hilia + no VTE

B/E "ON aUNaping doj-uaaig 500y

Medical comarbidities e.g. cancer, heart failure, Ma-ls SI des faCteurs

active SLE, |BD or inflammatoery polyarthro- .

pathy, nephrotic srndrome.type | DM with de r|sq ue

nephropathy, sickle cell disease, current W DU 9. g
s’ajoutent???

Any surgical procedure e.g. appendicectomy

OHSS (first trimester anly)

Obesity (BMI> 30 kg/m?)

Age >35 |
w | Parity=s Four or more risk factors: Post partum thromboprophylax
s P prophylaxisfrom first trimester ) )
5 |, * if absolute risk of VTE > 3%j;

ross varicose veins -

Current pre-eclam psia L oo - 1

P F prophylaxi€from 28 weeks l.e.
Immuobility, e.g. paraplegia, PGP
v

Family history of ked i i

esgob;en—sp?g;)keu;\egﬁﬁrsgrdegreerelatlve Fewer than OR = 10 after normal Vaglnal dell\

Low-risk thrembophilia ﬂ‘f::n" (basal risk after vaginal delivery: 0.3%)

Multiple pregnancy
—_ p | or

Transient risk factors: .
Dehydration/hyperemesis; current systemic LOWER RISK OR>6 after caesarean dellverj

infection; long-distance travel

Mobilisation and
avoidance of dehydration

(basal risk after C-section: 0.5%)

uAg pue suepLIBISgO Jo 9821100 1BA0Y @

APL= antiphospholipid antibodies (lupus anticoagulant, anticardiolipin antibodies, p.-glycoprotein 1 antibodies);



ASH 2018

CLINICAL GUIDELINES € blood advances

American Society of Hematology 2018 guidelines for management of
venous thromboembolism: venous thromb bolism in the context
of pregnancy

lan A. Greer,"" John J. Riva,'*1? Meha Bhatt"* Nicole Schwab, * Daniele Barrett,'® Ancrea Lat:

Blood Adv 2018;2:3317-59.
Pregnant women, VTE prophylaxis: standard-dose or intermediate-dose LMWH?

Women requiring prophylaxis:
NO intermediate-dose LMWH
compared with standard-dose LMWH

during the antepartum period
(conditional recommendation,
very low certainty in evidence about effects)



CLINICAL GUIDELINES € blood advances

CONCLUSIONS ASH PREVENTION e —

venous thre lism: venous thromboembolism in the context
of pregnancy

Prevention of VIE
requred regarding the baseline sk of VIE wih assisted reproductive technology in specic pafient populations, including thase with prior VTE, fhrombophils, and other rik factors for VIE.
e requied regarding the potential benefits and ik of antthrombaotic therapy in reducing the risk of VTE and impyoving implantation outcomes in women using assisted reproductive fechnologies.

requred regarding optimal intensity of LMWH prophykais for the prevention of recurent VTE dunng the antepartum and postpartum periads: The pane! noted that the angoing HIGHLOW study (Comparison of Low and
ermeciate Dose LowMalecular-Weight Hepa to Prevent Recurrent Venous Thramboembolism in Pregnancy; NCT 01828897) would provide valuable information nce completed

urher investigations should be perormi¥o determing whether here are specific patient subgroups most kel to beneft from higher-dose prophylaris.
Cdttional information would ba helpfuTy

(Uore nformatiogRhouid be gathersd regarding aptimal duration of postpartum prophy xis

Covestigators should explore Wiether cerain subgroups of patients with prior VTE are more fikely to derve beneft from postpartum prophylaxs.
e T e requred on patient values and preferences for antepartum and postpartum pophyiax in wemen Wit TYORDGPHIE:
———S—

<Aggs are needed examining the risks and benefts of antepaum and postparum prophykais in women with thrombophila, >

uld be gathered on the absolute sk of VTE with combinations of clinical risk factors.
ormation would e helpful on e impact of appling clinical risk scoring systems and predictive models wih respect to thrombosis prevention and bleecing nsks a3 assessed by randomized tials.

the mpact of thrombophiia status and precipitating rsk factors with prior venous thromboembolic events on the rik of antepartum recurrent VTE
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FACE A CES QUESTIONS UNE SEULE A UNE

REPONSE EN 2022

. _ .
Intermediate-dose versus low-dose low-molecular-weight @ ® ®
heparin in pregnant and post-partum women with a history o

of venous thromboembolism (Highlow study): an open-
label, multicentre, randomised, controlled trial

Ingrid M Bistervels®, Andrea Buchmiiller*, Hanke M G Wiegers®, Fionnuala Ni Ainle, Bernard Tardy, Jennifer Donnelly, Peter Verhamme,
AnneF Jacobsen, Anette T Hansen, Marc A Rodger, Maria T DeSancho, Roman G Shmakov, Nick van Es, Martin H Prins, Céline Chauleur,

Saskia Middeldorp, for the Highlow Block writing committeet and Highlow Investigators{




SI ONVEUT RESUMER CES RECOS POUR UNE FEMME QUI A UN
ATCD PERSO

History of VTE, no chronic anticoagulation

—
|

Antepartum thromboprophylaxis during entire pregnancy +‘ o |postpartum 6 weeks

o 6 6 o °o @
Goddd g
[] [] [ [] [

ACCP guidelines 2012; RCOG Green-Top guideline 37a 2015; ACOG guidelines 2018; ASH guidelines 2018

MAIS QUELLE DOSE? Environ 6 % d’échecs sous faible dose




HIGHLOW STUDY - DESIGN

Investigator-initiated, international, open-label RCT

3 months
postpartum
Secondary
Critéres d’inclusion « [I111] = endpoints
Delivery
= 70 centres 9 pays 4 « [1110] = i ¢
/7
Intermediate -
= Randomisée en ] dose LMWH T
ouvert * ATCD de TVP non 6 woeks
provoquée ou postpartum
Hormonale Primary
= Comité endpoints
) * Avant |4 SA
independant ‘L i ~L
d'adjudication __-X

HIEI‘I_I]W

|EFFICACITE

® TVP Jusqua 6 semaines post partum ,
(DVT, PE, unusual site thrombosis)

Secondary

* Objectively confirmed superficial
thrombophlebitis (SVT)

* Composite of VTE or superficial
thrombophlebitis (SVT)

[SECURITE

Primary

* Major bleeding*, which included
antepartum; early postpartum (within
24 hours after delivery); late
postpartum major bleeding (after 24
hours of delivery until 6 weeks

Hypothese : meilleure efficacité de la dose intermédiaire
d’HBPM

/ la faible dose avec une bonne tolérance.

postpartum)

Secondary

* Clinically relevant non-major bleeding|
(CRNMB)* and minor bleeding*

Bleker et al, Thromb Research 2016; * Based on population-specific SSC ISTH definitions, Tardy et al, ] Thromb Haemost 2019



9 PAYS o The Highlow Investigator block writing committee*
’ . L

Eline § van den Akker, Prof Mireille N Bekker, Thomas van Bemmel,
Prof Laurent Bertoletti, Julie Blanc, Suzanne M Bleker,
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HIG
HIGHLOW STUDY - ANTEPARTUMVS. POSTPARTUM

Antepartum
VTE VTE or SVT VTE VTE or SVT

= No numerical difference between the two doses 4
Postpart ﬁ
ostpartum ®
= Intermediate-dose LMWH appears more ﬁ

efficacious o

-
= Pulmonary embolism (I vs.7) ]
= VTE or superficial i I I I
thrombophlebitis (SVT, 5 vs. 22)
\9\‘52\ \@Sb \y\"“\» \?‘@?‘ G}Q\\* &

& S NS

&
o
N

E\l‘x\

; E k-4 j A
o & e & &

= SVT (0 vs. 11) A



HIGHLOW STUDY - CONCLUSIONS

® La dose intermédiaire ne réduit pas le risque d’événement
thromboembolique par rapport a la dose prophylactique

= Le risque absolu de MVTE pendant la grossesse et en post
partum était de 2% et 2,9% malgré le traitement
prophylactique

= Pas de difference sur les évenements indésirables




HIGHLOW STUDY - IMPACT EN PRATIQUE

" |Low-dose LMWH is appropriate
= Facilitates access to neuraxial anesthesia

= |Lower costs

= |ntermediate dose LMWH appears more efficacious at no cost of
bleeding

= Hypothesis-generating, calls for confirmation in a new RCT




OUTIL POUR LESTIMATION DU RISQUE ET LA PREVENTION?

Reducing the Risk of Venous Thromboembolism during
Pregnancy and the Puerperium

This is the third edition of this guideline, first published in 2004 under the title ‘“Thromboprophylaxis
during Pregnancy, Labour and after Vaginal Delivery’ and revised in 2009 under the title ‘Reducing the

u En 2008 |’ACCP Suggé ralt pour Risk of Thrombosis and Embolism during Pregnancy and the Puerperium’.
toutes ces situations difficiles
d’utiliser un score

Executive summary of recommendations
Prepregnancy and antenatal risk assessment

What are the risk factors for venous thromboembolism (VTE) in pregnancy and the puerperium and

= De nom b reuxa rtlc l es what is the magnitude of risk for these factors?
recomma nd ent |’ uti I isation de All women should undergo a documented assessment of risk factors for VTE in early pregnancy
score or prepregnancy.

Risk assessment should be repeated if the woman is admitted to hospital for any reason or develops
other intercurrenf problems.

- RCOG 2015

Risk assessment should be repeated again intrapartum or immediately postpartum.

Qu’est ce qui existe!




Risk factors for VTE
Pre-existing risk factors Tick

Previous VTE (except a single event related to major surgery)

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

Known low-risk thrombophilia (no VTE) 2
Age (> 35 years) 1
Obesity 10r2°
Parity > 3 1
Smoker 1
Gross varicose veins 1
Obstetric risk factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1 L4
Multiple pregnancy 1
[ —

Elective caesarean section

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

PPH (> 1 litre or transfusion)

Preterm birth < 37*° weeks in current pregnancy

[

Stillbirth in current pregnancy
Transient risk factors

Current systemic infection 1
Immobility, dehydration 1
TOTAL

Abbreviations: ART assisted reproductive
thromboembolism.

5 IVF in vitro OHSS ovarian VTE venous

*If the known low-risk thrombophilia is in a woman with a family history of VTE in a first-d
should be continued for 6 weeks.

relative

*BMI230=1;BMlz40=2

RCOG 2015

Antenatal thromboprophylaxis:

Total score > 4: consider from the first trimester
If total score 3: consider from 28 weeks.
If admitted to hospital: consider

Reducing the Risk of
Venous Thromboembolism during

Pregnancy and the Puerperium

Royal College of
Obstetricians &

Green-top Guideline No. 37a GynaeCOIOQiStS

April 2015



B oren40CEss payvelopment and validation of risk prediction model for
venous thromboembalism in postpartum women: BMJ 2016
multinational cohort study

CrosMark Alyshah Abdul Sultan23 Joe West 2 Matthew | Grainge 2 Richard [ Riley,! Laila | Tata2
Olof Stephansson, % IGate M Fleming, 28 Catherine Melson-Piercy,” Jonas F Ludvigsson2®

© Postpartum Thrombosis Risk (Beta) o] @ ==

Postpartum Thrombosis Risk

The aim of this program is the accurately predict the risk of Venous
thromboembolism (VTE) amony ‘women within six

g
weeks of delivery

WHAT THIS STUDY ADDS

Please enter risk factors information Arisk prediction modelhas been developed and externally validated

This can be used as atool to identify women at high risloof ¥TE, as it provides a
woman's individual absolute predicted risk within thefirst sixweels postpartum.
The madel is based on clinical variables thar are likely to be available atthe point of
childbirth and performed better than the U and Swedish thromboprophylaxis guidelines

[C] Previous VTE/ Thrombophilia/ Famity H of VTE
[¥] Varicose veins before delivery

] Comorbidiies (Cardiac disease, renal disease or inflammatory bowel disease)

S ] Pleae sclect orfenotal pody:

B Smalcer Parity 3 or more -

¥| Postpatum haemorhage

[[] stillbith Enter age at delivey: 35

R FECESEL A Pas de traitement mais permet de suivre les
[7] Diabetes in pregnancy Height in meters: 152 -

recos RCOG et suédoises

Baby's Weight (grams): 3500

Please select delivery method:
Emergency csection

Output parameters

Interpretation

Predicted probability of VTE :  10.0300
Body Mass Index used: 34 6260: R
Age of delivery asssumed

Brth weight assumed:

Manuscrpt link




3 FRANCAIS

bjh research paper I

Table 2 Venous thrombaosis risk score

History of venous thrombosis
DOHistory of VTE related to pregnancy (occurred 6
dunng the antepartum)} or Cerebral VT or

e l 0 [
DSpontaneous PE or prcmmal DW 3

proximal DVT
OSpontaneous distal calf DVT 2
OTransient risk factor induced distal calf DVT 1

If history of venous thrombosis

DRecurrent VTE history 3
OResidual venous thrombi 3
DRecent VTE history <2years 2

Confirmed hypercoagulability
DOAntithrombin deficiency, lupus anticoagulant, 6
antiphospholipid alr1t1bc|d'_¢r
b ned h bo hili k f;

heterozygous G20210A mutation
oOIf no hypercoagulability, family history 1
of severe or recurrent VTE

Risk factors related to the current pregnancy

DBed resting, immobilisation 2
DGemellary pregnancy 1
DAge >35y.0 1
DOObesity with BMI =30 1
Total score S

A risk score for the management of pregnant women with
increased risk of venous thromboembolism: a multicentre
prospective study

Dargaud Y, Rugeri L, Vergnes MC, Arnuti B, Miranda P, Negrier C, Bestion A, Desmurs-Clavel H,
Ninet J, Gaucherand P, Rudigoz RC, Berland M, Champion F, Trzeciak MC

Br J Haematol 2009; 145:825-35.

286 patientes

Méthodologie de construction du
Score ?

Validation prospective

Stratification s’intéresse qu’aux
patientes a risque intermédiaire

PVP ?

No antenatal thromboprophylaxis if the score<3. Heparin
prophylaxis was immediately prescribed in patients present-
ing a score =6 and thromboprophylaxis was prescribed only
in the 3rd trimester in patients with a score between 3 and 5.

Respecte certaines
recommandations parfois
prophylaxie qu’a partir du 3éme
trimestre




Box 1 The form used to evaluate risk of venous thrombaembealism.

Age=35y
Parity =4
BMI =30
Smoking > 10 cigarettes/d
Muttinle pregnancy
Varicoss weirs
High blood pressune
Intrauterine growth restriction
Pre-sclampozia
Heteromypous sicke-cedl mrait
Inflarmatory bowel disease
MNephrosic syndrome
Lupus
Postpartum hemorrhage >500mL
Hemeztatic bystersctomy, embalzation, or arterial izstion
Sepz
Immobilcation > 1wk
Family history {15t degres) of WTE without rizk factors
Emamgency oesansan delivery [LMWH adminztersd for 14 d postpartum]
Throembeophilia
Antishczpholipid sntbody syndnome (reated with LMWH + 100 mg azpirin)
Antrthrcenbin Il deficiency, homozypous mutstions, or combinad
thrombaphilia
Thrombephilia with s family history of VTE
Protein C or protein 5 deficiency
Factor W Leiden hebercrygous or prothrombin G202 104 [Factor ] hetsrooypous
Perzonal history of WTE
Sportanecus or estroger-induced OVT ar FE

P S e T

Mo

[ER ]

-

WTE ini previous pregrianicy, cerebral VTE, or mazsive PE
WTE during childhcod or muitiple VTE
DT or PE with transitory risk factor

W oo

Totsl score
Action to be taken
Zcore (k no compression
Zcore 1-2 type 2 anti-embolism stodkings
Score 3-5 type 2 anti-embolism stodkings + LMWH for & wh puerperium
Score =6: type I anti-embolizm stockings + LMWH during pregrancy and & wk pussperium
Owarian hyperstimulation syndrome: LMWH for 3 mo after dinical signs caxse

Abbreviations: BMI, body mass index |ciculated ac weight in kilograms divided by the square of height in metersl; DVT, deep-vein thrombosiz;

LMWH, low maleculsr weight heparin; PE, pulmonary embolisr, VTE, wenous thromboembolism.
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CLINICAL ARTICLE WILEY
Obstetrics

Use of a personalized iterative score to evaluate risk of venous

thromboembolism during pregnancy and puerperium

Cécile Chau® | Jennifer Campagna? | Marine Vial® | Caroline Rambeaud? |
Anderson Loundou® | Florence Bretelle™ >4+

= Score méthodologie de
construction?

= Validation rétrospective > 1000
patientes

= Mais pas de réduction des
événements mais des patientes
mieux traitées...



Use of the Delphi method to facilitate antithrombotics prescription during pregnancy

Celine Chauleur *™*, Jean Christophe Gris ©, Sylvie Laporte °, Florence Rancon °, Marie-Noélle Varlet?,
Herve Decousus °, Patrick Mismetti °
and STRATHEGE Group

PANEL D’'EXPERTS NATIONAUX

Experts agreed to partici pate in this risk assessment
Name Location Speciality -
Pr D. BENHAMOU Paris le Kremlin-Bicétre Anesthesiology MethOde D E LP H I ¢ I 9
Dr C. BIRON-ANDREANI Montpellier Haematology i
Pr JY.BORG Rouen Haematology exp,erts francals
Dr C.CHAULEUR Saint-Etienne Obstetrics and o Sélection des facteurs de
Cynaecology . d I I ’
Pr |. CONARD P Haematology risques dans la Itterature
Ll LG Laiftite, B Haesmatology > Regroupement de ces facteurs /
Dr E. DEMAISTRE Dijon Haematology . .
Dr P. EDELMAN Paris Obstetrics and niveau de risque
Gynaecology 4 H
Pr ] EMMERICH Paris Vascular medecine ° Pon.deratlor) de CeS. faCteurs
Pr P. GAUCHERAND Lyon Obstetrics and o Attitude thérapeutique
G I .
I i e diiriad correspondant au niveau de
Pr Y GRUEL Tpurs Haematology ponderation
Pr B JUDE Lille Haematology
Pr L. LORENZINI Dijon Haematology
Pr P MISMETTI Saint-Etienne Pharmacology and
Vascular Medicine
Dr E. PASQUIER Brest Vascular Medicine
Dr G. PERNOD Grenoble Vascular Medicine
Dr B TARDY Saint-Etienne Haematology 2
Dr N, TRILLOT Lille Haematology

Chauleur et al thromb research 2008



Use of the Delphi method to facilitate antithrombotics prescription during pregnancy

Herve Decousus °, Patrick Mismetti
and STRATHEGE Group

e Celine Chauleur *°*, Jean Christophe Gris ©, Sylvie Laporte °, Florence Rancon °, Marie-Noélle Varlet?,

Past history of venous thromboembolic events Score | M Thrombophilia Scare
Multiple personal VTE events (including one proximal DV or PE] ar 12 Antitnrombin cenciency 10
lang-term anticoagulants Proteins C, protein 5 deficiency 4
Unigue personal VTE event (*) - PE or proximal DVT
- distal DT Factor V Leiden, Factor 11 20210 A polymarphism
- heterozygosity 3

(") with & triggering tactor -2 - hamazygosity 5

(") during pregnancy, post partum or OG intake +1 - compound heterazygosity 4
1% degree relative, proximal VTE: idiopathic or multiple or severe 2 High factar VIl concentrations, 0
Family history: non-severe VTE (distal DVT or triggering factor or =60 i} hyperhomacysteinaemia 0B

£ars
:!351 Lis[ar}r of arterial thromboembolic events LA/ aPL antibodies +- placental vascular complications =1
Stroke, vasculitis, arterial embalism, symptomatic atherathrombosis oA LA/ aPL + arterial and [ or venous thrombosis 12
Placental vascular complications Score ||| Other risk factors Score
IUFD +2/A Multiparity = 3, Varicose veins, Age = 35 years, Obaesity, Post- 0
hiebitis sequels, Systemic lupus arythamatosus without LA

Recurrent miscarriages (= 3) or ane loss = 9 weaks A
Praaclampsia of HELLP syndrame or Placental Abruption +11A
IUGR +2/A

Treatments:

Anieparium and posipartum graduated elastic compression stockings: all women with at least one positive VTE risk factor

1 to 3: Postpartum prophylactic LMWH, 6 weeks
4: Third trimester and postpartum prophylactic LMWH
5o 11: Antepartum and posipartum prophylactic LMWH

= 12: adjusied-dose LMWH
A: low-dose aspirin (if no adjusted-dose LMWH)
B: folic acid
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Benefit of Risk Score-Guided Prophylaxis in Pregnant

Women at Risk of Thrombotic Events: A Controlled e —————
Before-and-After Implementation Study

Céline Chauleur'2:3  Jean-Christophe Gris*> Silvy Laporte'-2:6 Céline Chapelle®

Laurent Bertoletti’*® Véronique Equy’ Pascal Gaucherand® Eva Bazan® Olivier Dupuis'© > 2000 Patientes é_
Denis Gallot!! Patrick Mismetti'*2 The STRATHEGE Investigators and The STRATHEGE Group
risque

Thromb Haemost 2018; 118:1564-71.

RR (IC 95%)
Au moins un événement -+ 0.75 (0.62; 0.90)
ETEV e 0.50 (0.29 ; 0.86)
PVP =t 0.64 (0.51:;0.81)
Hémorragie de la délivrance e 1.43(0.92;2.22)
e Complication liée au traitement AT } 0.58 (0.14 ; 2.42)
SCORE sl
- | | |

Mais construit en 2008 peut étre
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QUE FAIT ON EN PRATIQUE ?

Il faut choisir son outil ,RCOG, LYON MARSEILLE, STRATHEGE ?

Mais il faut identifier les patientes a risque interroger+++

ANTEPARTUM:

= Post HIGHLOWY prévention HBPM dose préventive suffisante pour ATCD perso dans un contexte hormonal:
STRATHEGE, MARSEILLE ( CHAU) , RCOG traitement préventif toute la grossesse,

= Attention celui de Lyon si c’est une EP ou TVP spontanée prévention qu’au au 3eme trimestre ...et RCOG assez souvent
aussi.

POST PARTUM:

= Post HIGHLOW dose intermédiaire pourrait é&tre mieux aucun score ne valide cela mais tous antérieurs

= STRATHEGE et RCOG Et MARSEILLE ont été établis pour le post partum mais RCOG et MARSEILLE tiennent compte
des facteurs de risque en rapport avec accouchement césarienne comme le CNGOF
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