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EDITORIAL COMMENT

Wait—The Inferior Vena Cava
Is Thrombosed? Now What?*
Michael R. Jaff, DO

F

unny how trends happen in medicine. Think

than isolated calf vein thrombosis (9). However, it is

about it in the context of the little slice of the

rare that inferior vena cava (IVC) thrombosis is ever

world in which I practice: vascular medicine.

mentioned in discussions about DVT management.

First, we couldn’t get anyone to pay attention to

This is likely due to the impression that IVC throm-

patients with peripheral artery disease (PAD) (1).

bosis is very unusual and that the diagnosis of IVC

Then, we couldn’t even get physicians to prescribe

thrombosis is difﬁcult. In a recent review of the per-

effective antiatherosclerotic medical therapies for pa-

formance, interpretation, and nuances of venous

tients with PAD (2). Everyone has been concentrating

duplex ultrasonography to diagnose DVT, there was

on exciting, novel, and “sexy” endovascular technolo-

no mention of strategies to diagnose IVC thrombosis

gies for the minimally invasive treatment of PAD (3,4).

speciﬁcally (10). Counting on the physical examina-

I certainly understand and appreciate the signiﬁcant

tion to reliably yield a diagnosis is fraught with error,

advances in the medical management of acute venous

as the most common symptoms of IVC thrombosis are

thromboembolism (5), but until recently, only a small

likely limb edema, discomfort, and venous varicos-

in

ities, all common and nonspeciﬁc ﬁndings. Of note,

advanced management therapies for deep venous

the pattern of venous collateral vessels may raise the

thrombosis (DVT) (6). In fact, experts suggest that

suspicion for IVC thrombosis, particularly if the

percentage

of

practitioners

were

interested

advanced therapies for DVT are useful in only a limited

collateral vessels are on the abdominal wall, ﬂank,

number of patients (7). This may be the case, or it may

and bilateral inguinal regions. In the most severe of

be that the question of intervention for DVT has not

cases, either acute pulmonary embolus or impending

yet been adequately studied. It is hoped that the

venous gangrene, both mandating investigation and

ATTRACT (Acute Venous Thrombosis: Thrombus

initiation of rapid therapy also place both the patient

Removal With Adjunctive Catheter-Directed Throm-

and the providers in an emergent situation, one we

bolysis) trial will add to our knowledge base (8).

would all like to avoid by fostering a more timely

However, even before we consider additional data,
we must recognize that all venous thromboembolisms
are not alike. For example, we appreciate that proximal DVT carries greater risk for pulmonary embolus

diagnosis.
SEE PAGE 629

In this issue of JACC: Cardiovascular Interventions,
Alkhouli et al. (11) provide a comprehensive assessment of this underappreciated condition. They pro-
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problem to actually increase (12).
Interestingly, the investigators suggest that primary treatment for acute IVC thrombosis is systemic
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anticoagulation with parenteral unfractionated hep-

Finally, the use of endovenous stents for venous

arin or, in patients who are not candidates for more

disease is quite controversial, as most published

aggressive

low–molecular

research has represented perspectives based on

weight heparins with bridging to warfarin. Despite

thrombolytic

therapy,

limited, single-center experiences. A recent meta-

the lack of clinical data, one wonders, in the case

analysis suggested that stents may be safely and

of patients who are managed medically, or who

effectively deployed (13). However, in that analysis,

have completed thrombus-resolving intervention, if

stents were analyzed in the iliofemoral venous seg-

a tissue-speciﬁc oral anticoagulant agent might be

ments, and no mention of IVC stents for thrombosis

a reasonable alternative (i.e., rivaroxaban, apixaban,

was made.

dabigatran, and edoxaban).

Alkhouli et al. (11) should be congratulated on

More important, the investigators chose to provide

bringing this clinical syndrome to light. However,

an extensive description of minimally invasive,

their study highlights the limited scientiﬁc data we

catheter-based interventions for acute and subacute

have to guide us in the management of this disorder.

IVC thrombosis. Although these procedures offer the

As in many situations in vascular medicine, having a

potential for thrombus resolution, acute alleviation of

team of specialists from medical, surgical, and

symptoms, and reduction in the long-term risk for

endovascular perspectives will undoubtedly offer

chronic venous insufﬁciency, there is no published

these challenging patients the best outcomes. How-

research to guide us as to when to attempt these pro-

ever, prevention is an ounce of cure—because IVC

cedures. Alkhouli et al. (11) suggest that if a patient

ﬁlter thrombosis is the main etiology for IVC

presents with an acute IVC thrombosis and has an

thrombosis, think once more before placing the ﬁl-

acceptably low bleeding risk, these procedures should

ter—does the patient really need it? If so, pull it out

be attempted. This seems like a pragmatic recom-

as soon as is safe and reasonable.

mendation, but I would proceed with caution given the
dearth of research supporting this practice. It may be
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