
E892 CMAJ  |  JULY 4, 2017  |  VOLUME 189  |  ISSUE 26 © 2017 Joule Inc. or its licensors 

A 41-year-old man presented to the emergency 
department with back pain and bilateral 
peripheral edema. His medical history included 

antiphospholipid antibody syndrome. Seven years ear-
lier, he had a massive pulmonary embolism that 
required embolectomy and placement of a preoperative 
temporary inferior vena cava filter for prevention of pul-
monary embolism postoperatively when anticoagula-
tion treatment was contraindicated. The filter was not 
removed after the patient’s recovery from surgery.

Computed tomography (CT) showed no opacification 
of the inferior vena cava at the filter apex down to the 
common iliac and femoral veins bilaterally, indicative of 
extensive thrombosis occlusion (Figure 1). Additional find-
ings included a posterior tilt of the filter with strut pene-
tration through the inferior vena cava into the surround-
ing retroperitoneum (Appendix 1, available at www.cmaj.
ca/lookup/suppl/doi:10.1503/cmaj.161031/-/DC1).

Given the clot burden and complete occlusion of the 
inferior vena cava, we left the temporary filter in situ, 
without additional intervention. Subsequently, the patient was 
placed on long-term treatment with apixaban because of poorly 
controlled anticoagulation and rivaroxaban intolerance. He has 
regular follow-up visits at the thrombosis clinic.

Retrievable filters for the inferior vena cava have become 
increasingly popular as a treatment modality for venous thrombo-
embolism. The only widely accepted indications for this filter are 
in patients with acute venous thromboembolism and absolute 
contraindications to anticoagulation or in those who have failed 
adequate anticoagulation.1

A recent systematic review of clinical trials evaluating retriev-
able filters and reported complications to the manufacturer and 
the US Food and Drug Administration found a retrieval rate of 34% 
for retrievable filters.2 Nonretrieved devices pose a major health 
concern because longer indwelling times are associated with 
higher risk of potential complications, including caval perforation 
or thrombosis, filter fracture and fragment embolization, cardiac 
perforation and death.3

In 2016, Health Canada issued a safety alert that recom-
mended careful consideration of the indications for filter place-
ment and encouraged institutions to develop follow-up programs 
to ensure prompt removal of filters in patients without ongoing 
contraindications to anticoagulation.4 Some evidence suggests 

that the risk and benefit profile begins to favour device removal 
between 29 and 54 days postinsertion if the transient risk of pul-
monary embolism subsides.1
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Figure 1: Computed tomographic (A) sagittal and (B) coronal images showing no 
opacification of the inferior vena cava extending from the filter apex to the common 
iliac and femoral veins bilaterally (arrows).
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