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Pulmonary embolism: Successful
treatment of floating thrombus in
SFJ after vena cava filter insertion
and surgical thrombectomy
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Abstract

The floating venous thrombus in the common femoral vein has a high potential risk for pulmonary embolization. Clinical

treatments, using anticoagulants or fibrinolytic, open thrombectomies, or thrombectomies by endovascular devices have

all been used. Our case describe an obese patient affected by floating thrombus coming from GSV and diving in common

femoral vein successful treated by combined both temporary vena cava insertion and open surgical thrombectomy.
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The surgical approach seems to be safer in experienced

center. Filter insertion may be useful to avoid the

thrombus dislodgment.

Introduction

A floating venous thrombus in the femoral vein has a

high potential risk for pulmonary embolization (PE).1

Clinical treatments, using anticoagulants or fibrinolyt-

ic, open thrombectomies, or thrombectomies by endo-

vascular devices have all been used. Although the

criteria for the indication of each are not always yet

well defined. The most appropriate management for

these pathologies is still controversial.

Case report

A 54 years old female patient with history of right leg

thrombophlebitis presents to the hospital with dys-

pnoea, and chest discomfort. She was 156 cm tall and

the weight was 95 kg. with BMI 39.04 (Obese class II)

and had a history of hypertension, subclinical

hypothyroidism and a previous DVT episode, involv-
ing the left lower limb several years before at the third
trimester of her pregnancy, treated with rest, enoxa-
parin sc, and aspirin per os. One year later she under-
went on left saphenectomy.

The patient presented to her family clinician, com-
plaining of edema and pain to the right leg, accentuated
along the saphenous vein after she suffered a middle
trauma at home. Her physician started analgesics, anti-
biotics and antithrombotic therapy per os for 7 days
(Amoxicillina-acido clavulanico 875þ 125mg and
Mesoglycan). After a few minutes, the patient noticed
rash and pruritus to the hands and she went to
the nearest emergency department where previous
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treatment was stopped and initiated Betametasone
4mg/day ev in a single administration.

Twenty four hours later, the patient went on a
2 hours flight, at the moment of landing she felt
weak, dizziness and endorsed an acute pain to the
right tight. At the emergency room, she is diagnosed
a superficial vein thrombosis with DUS. The patient
decided to go home and went to the ER of the local
hospital where she was started on ambulatory treat-
ment with ciprofloxacin and enoxaparin. The patient
comes to our emergency department complaining of
agitation, dyspnea and chest discomfort with minimal
efforts (walking, standing up), she underwent DUS and
Computed Tomography (CT). The presence of a
thrombus with the free distal end in the venous
lumen was highlighted and the clinical suspicion of
Pulmonary Embolism (PE) was confirmed.

On physical examination, peripheral pulses were
palpable. A venous DUS conducted to investigate the
emboligenic source, revealed an incompressible right
great saphenous vein, with no blood flow and echo-
genic content (thrombus) in the lumen. The thrombus
extended from the mid-leg to the saphenous-femoral
junction, where it “extended” into the lumen of the
common femoral vein and appeared to be floating.
The diagnostic conclusions of the examination were
ascending thrombophlebitis of the great saphenous
vein and floating thrombus of the common femoral
vein, both in the right lower limb (Figure 1). An
urgent intervention was planned and informed consen-
sus was obtained. A temporary vena cava filter was
inserted (CelectVR , Cook Company) (Figure 2) and the
patient was conducted in operating room. Under local
anesthesia with mepivacaina 2% and vessel exposure, a
systemic heparinization with 5000 UI was done and
longitudinal phlebotomy was performed onto the con-
fluence saphena vein. The diving floating thrombus in
the femoral vein was confirmed (Figure 3). The patient
maked a cough at the time of clamping to tighten the
central venous pressure and surgical thrombectomy
and ligation of the GSV was performed without local
or systemic complications. Patient was discharged in
good health and anticoagulation therapy. The remove
of the IVC filter was made 1month later without
complications.

Discussion

The reported PE 1-year mortality is as high as 23.8%
among patients with symptomatic pulmonary throm-
boembolism (PTE), and 22% of deaths are reported to
occur within 2weeks from the onset2. Mortality among
patients with recurrent PTE is particularly high.3

Anticoagulant therapy is the gold standard for the
treatment of PTE,,4 nonetheless, reports have indicated

that despite the use of anticoagulant therapy during the

acute stage, PE recurs at a rate of 4,0% to 4,8%.5

Acute PET was reported to occur within 7 days in

0,5% of patients with deep vein thrombosis (DVT),

even though anticoagulant therapy is given 3,5% of

patients with DVT complicated by asymptomatic

Figure 1. DUS examination of the right lower limb revealed an
incompressible great saphenous vein, with no blood flow and
with echogenic content (thrombus) in the lumen.

Figure 2. Inferior Vena Cava Filter before surgical
thrombectomy.
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PTE developed symptomatic PTE. Thus, anticoagulant

therapy alone does not adequately prevent PTE.5

However, there is no unanimous consensus on the use

of surgery alone in the saphenous femoral junction

area, in these cases.
Because acute-phase recurrence is known to be asso-

ciated with extremely high mortality,6 considerable

effort is needed to lower the recurrence rate and new

devices are proposed to treat the thrombosis. The risk

of recurrence (DVT and PE) is greatest in the first two

weeks and declines thereafter. The cumulative propor-

tion of patients with early recurrence while on antico-

agulant therapy can reach up to 2% at two weeks, and

6% at three months.(7,8)

Patients with PE and a coexisting deep vein throm-

bosis (DVT) are at increased risk for death. As an

example, one prospective study of 707 patients with

PE reported increased all-cause mortality (adjusted

hazard ratio [HR] 2.05, 95% CI 1.24–3.38) and PE-

specific mortality (adjusted HR 4.25, 95% CI 1.61–

11.25) at three months in patients with concomitant

DVT compared with those without concomitant DVT.9

There are no specific treatment guidelines for venous

thrombosis with floating thrombi, that extend into the

femoral vein. Anticoagulant treatment appears to be an

effective and less invasive option, and surgery is rarely

associated. In cases with more extensive floating

thrombi, involving iliac veins or even the vena cava,

using a temporary inferior vena cava filter could be

evaluated, because of the high risk of PE,10 especially

in view of surgical manipulation. In more recent expe-

rience, a note of caution against the filter use arose

from guidelines with 1B evidence, but no mention of

floating thrombus is reported.11

Temporary filter contribute to reduce the PTE

recurrence rate. It is also often considered as an adjunc-

tive therapy in patients with recurrent embolism despite

adequate anticoagulation, as well as in patients in

whom an additional embolic event would be poorly

tolerated (ex, those with poor cardiopulmonary reserve

from massive PE underlying cardiopulmonary disease,

hemodynamically unstable patients, obese patients) as

in our case.12

It has the potential to eliminate the lysis time and

reduce the risk hemorrhagic in case of use of thrombo-

lytic agents, and potentially impact cost savings. The

surgical treatment has 3 objectives: 1. Avoid the throm-

bus progression from the superficial to the deep vein

system, 2. to treat the cause of the superficial vein

insufficiency and 3. To prevent a recurrent SVT. The

prevention of dislodgment of the thrombus was assure

by filter insertion and definitive surgical measure asso-

ciated to GSV ligation are the objectives that has been

achieved.

Conclusions

The floating thrombus in the saphenous-femoral junc-

tion is a complex and challenging condition. It is

important to recognize this entity because of the high

risk of development of PE and recurrence. Nonetheless,

being conscious that the reference standard for these

cases is anticoagulant treatment, it may not be enough

to prevent future PE, mostly in patients with poor car-

diopulmonary reserve like an obese patient. At this

point, surgical treatment is a viable option to close

the thrombotic vein, avoid future PE, and save time

and costs. Before performing the surgical treatment,

may be important to insert an IVC filter to limit the

high risk of detachment of the thrombus that could

cause a PE.
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