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We here report a summary of a consensus-based guidance
from the Italian Society for the Study of Hemostasis and Throm-
bosis (SISET) on the management of patients with inferior vena
cava thrombosis.!

Why this guidance?

Inferior vena cava thrombosis (IVCT) is an uncommon but
clinically severe manifestation of venous thromboembolism
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(VTE), accounting for fewer than 2% of all deep vein throm-
bosis (DVT) events.>* Compared with conventional lower-ex-
tremity DVT, IVCT is associated with greater thrombotic
burden, more frequent pulmonary embolism, higher risk of
post-thrombotic syndrome, and increased mortality. Because
randomized studies specifically addressing IVCT are lacking,
management is largely extrapolated from proximal DVT
evidence.

To address this gap, SISET developed the first comprehen-
sive Guidance dedicated specifically to IVCT using a struc-
tured PICO methodology and a modified Delphi consensus
process in accordance with the ISTH Guidance Development
Process.*’

Diagnosis

Clinicians should suspect IVCT whenever the clinical pres-
entation appears disproportionate to conventional lower-ex-
tremity DVT. Red flags include bilateral DVT, extensive
iliocaval thrombosis, bilateral leg edema, unexplained abdom-
inal, pelvic or lumbar pain, prominent abdominal collateral
veins, and extensive thrombosis in young patients.®’

Compression ultrasonography is the initial imaging modal-
ity, but computed-assisted tomography (CT) venography is
recommended for confirmation because of its superior visual-
ization of the retroperitoneal venous system. Magnetic
resonance venography is preferred when CT is contraindi-
cated.®1?

Etiological assessment

Patients with IVCT require a broader diagnostic work-up
than those with isolated lower-extremity DVT. Testing for an-
tiphospholipid antibodies and lupus anticoagulant is recom-
mended in first unprovoked IVCT, while inherited
thrombophilia testing should be selective. Functional an-
tithrombin testing should be considered in patients with con-

genital caval abnormalities.!"!?
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CLINICAL SUSPICION & LT T

IMAGING
/ Clinical Suspicion \ / Mandatory Evaluation \
Statement 1 * Transient risk factors (surgery,

* Bilateral lower-extremity DVT trauma, immobilization, pregnancy,

* Extensive iliofemoral thrombosis estrogen)
* Bilateral leg edema . Malignancy screening
+ Abdominal, pelvic, or lumbar (age/context-based)
pain * Congenital IVC anomalies (e.g.
* Prominent abdominal collateral atresia) )
veins + Extrinsic venous compression or
* Young age + D-dimer >10x ULN filters

Diagnostic Imaging Laboratory Testing

Statement 2 Statements 3-4

+ Antiphospholipid Syndrome (LA,
aCL, aB2GPI) recommended for all
first idiopathic IVCT

+ Selective screening for inherited
thrombophilia (Factor V Leiden,
Prothrombin  G20210A, Protein

* First-line: Compression US
(extend to iliac veins/IVC)

+ Confirmation: CT Venography *
Alternative: MR Venography (if CT
contraindicated)

C/s/Antithrombin) in accordance
\ / with standard clinical practice /

Abbreviations: DVT=deep vein thrombosis; ULN= upper level of normality; IVC= inferior vena cava; LA= Lupus Anti

ANTICOAGULATION INVASIVE APPROACH
Immediate Treatment / Invasive Interventions \
Statements 5-6 Statement 9

« Anticoagulation alone is
appropriate for most patients
+ Consider endovascular therapy
(CDT % mechanical thrombectomy)
in selected patients with:

- Symptom duration < 14 days

- Severe ilio-caval obstruction

- Threatened limb viability

- Extensive thrombus burden

* Structured management strategy
based on prompt anticoagulation

* LMWH preferred for most
patients

* UFH preferred if rapid reversal
needed or severe renal
impairment

* Transition to DOACs as soon as
clinically appropriate; VKAs for

high-risk APS/valves Adjunctive & Long-Term
Duration Statement 10
Statements 7-8 * Endovascular Stenting for
* Mini 3-6 ths if t residual stenosis or chronic
provoking factor or first episode symptomatic obstruction
with no persistent risk * IVC Filters are controversial; use

only if absolute contraindication to

anicoagulation /

in antibodies; aB2GPl=anti-beta2 Glycoprotein

+ Extended/Indefinite if unprovoked,
persistent risk, congenital
anomalies, or post-stenting

aCl=anti

| antibodies; IVCT=inferior vena cava thrombosis; LMWH=low-molecular weight heparin; UFH= unfracti d heparin; DOAC=direct o:ai anticoagulants; VKA=vitamina K antagonists;

CDT=catt Y

Statements required >90% agreement (strong consensus) or 75-89% (moderate consensus) via an anonymous Delphi process

[ Methodology: guidance developed through a structured review of the literature (1995-2025) and expert consensus on 10 specific PICO questions. ]

Figure 1. Executive summary of the consensus-based guidance from SISET for the management of inferior vena cava thrombosis.

Treatment

Therapeutic anticoagulation is the cornerstone of manage-
ment. LMWH is preferred initially in most patients, whereas un-
fractionated heparin is favored when rapid reversal may be
required.'*'®* DOACs are appropriate for most patients after the
acute phase, while vitamin K antagonists remain preferred in high-
risk antiphospholipid syndrome or advanced kidney disease."”

Duration of anticoagulation

Patients with transient provoking factors should generally
receive 3—6 months of treatment. Extended or indefinite antico-
agulation should be considered in unprovoked IVCT, persistent
risk factors, congenital caval abnormalities, antiphospholipid
syndrome, major thrombophilia, or after caval stent implanta-
tiOn.14_16’18

Invasive treatment

Most patients can be managed with anticoagulation alone.
Catheter-directed thrombolysis and/or mechanical thrombectomy
may benefit selected patients with recent extensive iliocaval
thrombosis. Surgical thrombectomy is reserved for exceptional
cases.'”? Routine IVC filter placement is discouraged.

Clinical perspective

The Guidance proposes a standardized diagnostic and ther-
apeutic pathway emphasizing early recognition, dedicated im-

aging, comprehensive etiological assessment, individualized an-
ticoagulant duration, and referral of selected patients to experi-
enced endovascular centers.

Conclusions

The SISET Guidance provides the first comprehensive con-
sensus-based framework dedicated specifically to IVCT. Al-
though evidence remains limited, these recommendations offer
a practical approach to improve diagnosis, optimize treatment,
reduce practice variability, and identify priorities for future re-
search (Figure 1).
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