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ACOG PRACTICE BULLETIN SUMMARY
Clinical Management Guidelines for Obstetrician–Gynecologists

NUMBER 197 (Replaces Practice Bulletin Number 138, September 2013)

For a comprehensive overview of these recommendations, the full-text
version of this Practice Bulletin is available at http://dx.doi.org/10.1097/
AOG.0000000000002703.

Scan this QR code
with your smartphone
to view the full-text
version of this
Practice Bulletin.

Committee on Practice Bulletins–Obstetrics. This Practice Bulletin was developed
by the American College of Obstetricians and Gynecologists Committee on Practice Bulletins—Obstetrics with the assistance of
Torri D. Metz, MD, and Neil S. Silverman, MD.

Inherited Thrombophilias in Pregnancy
Inherited thrombophilias are associated with an increased risk of venous thromboembolism and have been linked to
adverse outcomes in pregnancy. However, there is limited evidence to guide screening for and management of these
conditions in pregnancy. The purpose of this document is to review common thrombophilias and their association with
maternal venous thromboembolism risk and adverse pregnancy outcomes, indications for screening to detect these
conditions, and management options in pregnancy. This Practice Bulletin has been revised to provide additional
information on recommendations for candidates for thrombophilia evaluation, updated consensus guidelines regarding
the need for prophylaxis in women with an inherited thrombophilia during pregnancy and the postpartum period, and
discussion of new published consensus guidelines from the Society for Obstetric Anesthesia and Perinatology
addressing thromboprophylaxis and neuraxial anesthetic considerations in the obstetric population.

Clinical Management Questions

< Who are candidates for thrombophilia evaluation?

< What laboratory tests are recommended for thrombophilia screening among women with personal
histories of venous thromboembolism and no prior thrombophilia testing?

< In which patients should anticoagulants be considered to prevent venous thromboembolism?

< What anticoagulant regimens are available for pregnant women?

< What is appropriate peripartum management for thrombophilic patients?

< What is the appropriate management of thrombophilic patients who require postpartum anticoagulation
therapy?

< What postpartum contraceptive options are appropriate for women with thrombophilias?
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Recommendations

The following recommendations are based on limited or
inconsistent scientific evidence (Level B):

< Screening for inherited thrombophilias is not rec-
ommended for women with a history of fetal loss or
adverse pregnancy outcomes including abruption,
preeclampsia, or fetal growth restriction because

there is insufficient clinical evidence that antepartum
prophylaxis with unfractionated heparin or low-
molecular-weight heparin prevents recurrence in
these patients.

< Because of the lack of association between either
heterozygosity or homozygosity for the MTHFR
C677T polymorphism and any negative preg-
nancy outcomes, including any increased risk of

[Table 3] Recommended Thromboprophylaxis for Pregnancies Complicated by Inherited
Thrombophilias*

Clinical Scenario Antepartum Management Postpartum Management

Low-risk thrombophilia† without
previous VTE

Surveillance without
anticoagulation therapy

Surveillance without anticoagulation
therapy or postpartum prophylactic
anticoagulation therapy if the patient
has additional risks factorsz

Low-risk thrombophilia† with a family
history (first-degree relative) of VTE

Surveillance without
anticoagulation therapy or
prophylactic LMWH/UFH

Postpartum prophylactic
anticoagulation therapy or
intermediate-dose LMWH/UFH

Low-risk thrombophilia† with a single
previous episode of VTE—Not receiving
long-term anticoagulation therapy

Prophylactic or
intermediate-dose LMWH/
UFH

Postpartum prophylactic
anticoagulation therapy or
intermediate-dose LMWH/UFH

High-risk thrombophilia§ without previous
VTE

Prophylactic or
intermediate-dose LMWH/
UFH

Postpartum prophylactic
anticoagulation therapy or
intermediate-dose LMWH/UFH

High-risk thrombophilia§ with a single
previous episode of VTE or an affected
first-degree relative—Not receiving
long-term anticoagulation therapy

Prophylactic, intermediate-
dose, or adjusted-dose
LMWH/UFH

Postpartum prophylactic
anticoagulation therapy, or
intermediate or adjusted-dose LMWH/
UFH for 6 weeks (therapy level should
be equal to the selected antepartum
treatment)

Thrombophilia with two or more episodes
of VTE—Not receiving long-term
anticoagulation therapy

Intermediate-dose or
adjusted-dose LMWH/UFH

Postpartum anticoagulation therapy
with intermediate-dose or adjusted-
dose LMWH/UFH for 6 weeks (therapy
level should be equal to the selected
antepartum treatment)

Thrombophilia with two or more episodes
of VTE—Receiving long-term
anticoagulation therapy

Adjusted-dose LMWH/UFH Resumption of long-term
anticoagulation therapy.
Oral anticoagulants may be considered
postpartum based upon planned
duration of therapy, lactation, and
patient preference.

Abbreviations: LMWH, low-molecular-weight heparin; UFH, unfractionated heparin; VTE, venous thromboembolism.

*Postpartum treatment levels should be equal to antepartum treatment.
†Low-risk thrombophilia: factor V Leiden heterozygous; prothrombin G20210A heterozygous; protein C or protein S deficiency.
zFirst-degree relative with a history of a thrombotic episode or other major thrombotic risk factors (eg, obesity, prolonged
immobility, cesarean delivery).
§High-risk thrombophilias include factor V Leiden homozygosity, prothrombin gene G20210A mutation homozygosity,
heterozygosity for factor V Leiden and prothrombin G20210A mutation, or antithrombin deficiency.
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VTE, screening with either MTHFR mutation
analyses or fasting homocysteine levels is not
recommended.

< Warfarin, low-molecular-weight heparin, and un-
fractionated heparin do not accumulate in breast
milk and do not induce an anticoagulant effect in the
infant; therefore, these anticoagulants may be used
in women who breastfeed.

The following recommendations are based primarily on
consensus and expert opinion (Level C):

< Among women with personal histories of VTE,
recommended screening tests for inherited throm-
bophilias should include factor V Leiden mutation;
prothrombin G20210A mutation; and antithrombin,
protein S, and protein C deficiencies.

< All patients with inherited thrombophilias should
undergo individualized risk assessment, which may
modify management decisions regarding VTE
prevention.

This information is designed as an educational resource to aid clinicians in providing obstetric and gynecologic care, and use
of this information is voluntary. This information should not be considered as inclusive of all proper treatments or methods of
care or as a statement of the standard of care. It is not intended to substitute for the independent professional judgment of the
treating clinician. Variations in practice may be warranted when, in the reasonable judgment of the treating clinician, such
course of action is indicated by the condition of the patient, limitations of available resources, or advances in knowledge or
technology. The American College of Obstetricians and Gynecologists reviews its publications regularly; however, its
publications may not reflect the most recent evidence. Any updates to this document can be found on www.acog.org or by
calling the ACOG Resource Center.

While ACOG makes every effort to present accurate and reliable information, this publication is provided “as is” without any
warranty of accuracy, reliability, or otherwise, either express or implied. ACOG does not guarantee, warrant, or endorse the
products or services of any firm, organization, or person. Neither ACOG nor its officers, directors, members, employees, or agents
will be liable for any loss, damage, or claim with respect to any liabilities, including direct, special, indirect, or consequential
damages, incurred in connection with this publication or reliance on the information presented.

All ACOG Committee members and authors have submitted a conflict of interest disclosure statement related to this published
product. Any potential conflicts have been considered and managed in accordance with ACOG’s Conflict of Interest Disclosure
Policy. The ACOG policies can be found on acog.org. For products jointly developed with other organizations, conflict of interest
disclosures by representatives of the other organizations are addressed by those organizations. The American College of Ob-
stetricians and Gynecologists has neither solicited nor accepted any commercial involvement in the development of the content of
this published product.

Studies were reviewed and evaluated for quality according
to the method outlined by the U.S. Preventive Services
Task Force. Based on the highest level of evidence found
in the data, recommendations are provided and graded
according to the following categories:

Level A—Recommendations are based on good and
consistent scientific evidence.

Level B—Recommendations are based on limited or
inconsistent scientific evidence.

Level C—Recommendations are based primarily on
consensus and expert opinion.
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