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Abstract
Background: In Japan, the numbers of deliveries by women of older maternal age and women with overweight or
obesity have recently increased. Since 2008, the guidelines and practices to prevent the maternal venous thrombo‑
embolism (VTE) have been recommended antepartum and postpartum thromboprophylaxis for each risk level of VTE.
This study aimed to clarify the incidence and characteristics (type of VTE and thromboprophylaxis) of VTE in pregnant
women in Japan to reduce the rate of mortality from VTE
Methods: Of 2299 institutions sent the surveillance questionnaire, 666 (29.0%) responded, and data from 295,961
women who gave birth in those institutions in 2018 were analyzed. We calculated the incidence and characteristics of
VTE before and after the deliveries.
Results: At the responding institutions, 243 women (0.082%) had VTE in 2018. In 2018, deep vein thrombosis was
significantly more common (0.0053%) than pulmonary thromboembolism (0.0019%; p < 0.0001). The incidence of
antepartum VTE (0.0055%) was significantly higher than that of postpartum VTE (0.0026%; p < 0.0001). The incidence
of VTE after cesarean Sect. (0.0074%) was significantly higher than that after vaginal delivery (0.0012%; p < 0.0001). Of
the women with VTE, 4 (1.6%) died.
Conclusions: Among the women thought to have a low risk of VTE during the antepartum period, and especially
women who had a vaginal delivery, the actual incidence of VTE might have increased in Japan.
Keywords: Venous thromboembolism, Pulmonary thromboembolism, Antepartum, Postpartum, Pregnancy
Background
Pregnant women and women who have recently given
birth are in states of hypercoagulability [1] and are thus
at increased risk of venous thromboembolism (VTE) [2],
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one of the leading causes of maternal death in developed
countries [3, 4].
Women who have delivered by cesarean section are
at increased risk of VTE [5–7]. In the United States,
the incidence of VTE among pregnant and postpartum
women is four to five times higher than that among nonpregnant women [8], the incidence of VTE was 1.72 per
1000 deliveries, with 1.1 deaths per 100,000 from 2000
to 2001 [9], and the deaths from pulmonary embolism
(PE) accounted for 9.2% of all pregnancy-related deaths,
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or approximately 1.5 deaths per 100,000 live births, from
2004 to 2014 [10].
In Japan [3], the mortality induced by VTE was 7.1%
(24) of all 338 maternal deaths from 2010 to 2016, according to the maternal death registration system established
by the Japan Association of Obstetricians and Gynecologists (JAOG) and the Maternal Death Exploratory
Committee [3]. The incidence of maternal deaths from
VTE was 0.33 deaths per 100,000 live births (7,175,733
women) from 2010 to 2016 in Japan.
In Japan, deliveries by women of older maternal age
and by women with overweight or obesity have recently
increased; thus, the risk of VTE may have increased. On
the other hand, since 2008, the Japan Society of Obstetrics and Gynecology (JSOG) and JAOG have recommended guidelines and practices to prevent the maternal
VTE [11, 12], and so the incidence of VTE onset in Japan
might have decreased since then.
The goal of this study was to clarify the incidence
and characteristics of VTE (type of VTE and thromboprophylaxis), and the relationship between them in 2018
in Japan.

Methods
Study design

We conducted a cohort study with a surveillance questionnaire. In May 2019, questionnaires were sent to all
2299 hospitals or maternity clinics listed as institutions
with obstetric facilities by the JSOG on December 31,
2018. The institutions’ chairpersons, chiefs, or their substitutes responded to the questionnaire by mail.
The surveillance questionnaire was designed by the
JSOGNH and had four question categories: (1) the
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types and specialties of the institutions, (2) the methods
used to prevent maternal VTE onset, (3) the incidence
of maternal VTE (e.g., case numbers, types of VTE,
period of VTE onset), and (4) the outcomes (mortality induced by VTE) among pregnant women with VTE
onset in 2018. The response from hospitals or maternal
clinics that had no deliveries in 2018 was excluded.
The recommendations for thromboprophylaxis in
Japan [11] are shown in Table 1. These were determined
according to the modified guidelines of the Royal College of Obstetricians and Gynecologists [13] and of the
American College of Chest Physicians [14, 15].
All thromboembolisms were classified as one of four
types: (1) DVT, (2) pulmonary thromboembolism (PE),
(3) other vein thrombosis (other VT), and (4) arterial
thromboembolism (ATE). The combination of PE with
DVT was classified as PE. Other VTs were defined as
thrombosis of more superficial veins, such as thromboembolisms of veins in the arm, ovary, colon, and brain.
In the present study, “VTE” was defined as “DVT or/
and PE,” and the simultaneous occurrence of “DVT and
PE” was defined as “PE.”
Time of onset was classified as antepartum or postpartum (the latter of which included the period during
labor). Operations during pregnancy were defined as
invasive procedures in the hospital, e.g., cervical cerclage, laparotomy, or laparoscopic ovarian cystectomy.
Delivery mode was classified as vaginal delivery or
cesarean section.
In the pregnant women who died, autopsy imaging
(or autopsy) was performed to diagnose the cause of
death.

Table 1 Recommendations for thromboprophylaxis in Japan
Antepartum thromboprophylaxis
Group

Risk of incidence

State during pregnancy

Thromboprophylaxis (heparin
administration)

Level of recommendation

1)

1

High

Standard

Perform

B

2)

2

Moderate

Standard

Consider

B

3)

2

Moderate

Operation

Perform

B

4)

3

Low

Standard

Consider

C

Postpartum thromboprophylaxis in Japan
Group

Risk of incidence

I. Thromboprophylaxis (heparin administration)
II. Intermittent pneumatic compressions

Level of recommendation

1)

1

High

2

Moderate

Perform I or I + II

B

2)

Perform I or II

B

3)

3

Low

Consider I or II

C

Level A and B treatment are regarded as current standard care practices in Japan. Level A recommendations are stronger than level B recommendations. Informed
consent is therefore required when maternity service providers do not provide care corresponding to level A or B recommendations
Level C treatment consists of possible options that may favorably affect the outcome but for which it is unclear whether the possible benefits outweigh the possible
risks. Thus, care corresponding to level C recommendations is not necessarily provided
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Statistical analyses

Data were calculated as frequencies. JMP Pro, version
14.0 (SAS Institute Inc., Cary, NC, USA), was used to
perform the statistical analyses. Response: We had edited
to Statistical analyses as follow: The Tukey–Kramer test
was used to compare multiple categorical variables.
Fisher’s exact test was used to compare each of the categorical variables after the significant difference by
Tukey–Kramer was noted. In all analyses, a p-value of
less than 0.05 indicated statistical significance.
Ethics approval and consent to participate

This study was approved by the Institutional Review
Board of Hokkaido University Hospital (018–280), Hokkaido, Japan. It was performed in compliance with the
Declaration of Helsinki. The requirement for informed
consent was exempted by the Review Board of Hokkaido
University Hospital that approved this study.
Patient and public involvement

None of the patients were involved in devising the
research questions, outcome measures, or plans for
recruitment, and in the design or implementation of the
study. None of the patients were asked to advise on the
interpretation or writing of the results. We have no plans
to disseminate the research study results to the study
participants or the relevant patient community.
Availability of data

The datasets generated and analyzed during the present
study are not publicly available because taking them out

Fig. 1 Flowchart of the 1991–2000 and 2018 studies

Page 3 of 10

to other facilities is restricted by the institutional review
board but are available from the corresponding author on
reasonable request.

Results
Participants

The flowchart of the 2018 study is shown in Fig. 1. Of the
2299 institutions that received the surveillance questionnaire, 705 (30.7%) responded to the questionnaires, of
which 39 (5.5%) had no deliveries in 2018 and were thus
excluded from the study. The final number of institutions
that participated in this study was 666 (29.0%). At these
institutions, 295,961 women delivered after 22 gestational weeks; their infants represented 32.2% of all Japanese births in 2018.
Characteristics of thromboprophylaxis

Of the 295,961 women, 67,752 (22.9%) delivered by
cesarean section. Routine thromboprophylaxis, both
antepartum and postpartum, is described in Table 2.
In accordance with the recommendation of thromboprophylaxis in Japan for pregnant women at high risk
for VTE [11, 12], unfractionated heparin (UFH) or
low-molecular-weight heparin (LMWH) was routinely
administered by 316 (47.4%) institutions before the
women gave birth and by 382 (57.4%) institutions after;
compression stockings were routinely applied by 326
(48.9%) institutions before the women gave birth and
by 396 (59.5%) institutions after; and intermittent pneumatic compressions were applied by 162 (24.3%) institutions before the women gave birth and by 353 (53.0%)

Morikawa et al. BMC Pregnancy Childbirth

(2021) 21:514

Table 2 Characteristics of the 666 institutions that participated
in the study
Types of institutions
Perinatal medical centers

184 (27.6%)

General hospitals with obstetrics

170 (25.5%)

Maternal clinics with beds

312 (46.8%)

Available staff/services
 Anesthesiologistsa

304 (45.6%)

 Pediatriciansa

336 (50.5%)

MRI, CT, or both
Routine antepartum thromboprophylaxis for
women at high risk for thromboembolism

323 (48.5%)
391 (58.7%)

Administration of UFH or LMWH

316 (47.4%)

Application of compression stockings

326 (48.9%)

Application of intermittent pneumatic compressions

162 (24.3%)

Routine antepartum thromboprophylaxis after
surgery

456 (68.5%)

Administration of UFH or LMWH

290 (43.5%)

Application of compression stockings

416 (62.5%)

Application of intermittent pneumatic compressions

332 (49.8%)

Routine postpartum thromboprophylaxis for
women at high risk for thromboembolism

444 (66.7%)

Administration of UFH or LMWH

382 (57.4%)

Application of compression stockings

396 (59.5%)

Application of intermittent pneumatic compressions

353 (53.0%)

Outcomes of all deliveries
Overall

295,961

Cesarean sections

67,752 (22.9%)

Maternal deaths

20 (0.0068%)

MRI Magnetic resonance imaging, CT Computed tomography, VTE Venous
thromboembolism, UFH Unfractionated heparin, LMWH Low-molecular-weight
heparin, a Working exclusively at each institution

institutions after. The number of institutions in which
UFH or LMWH was routinely administered and in which
intermittent pneumatic compressions were applied to
prevent postpartum VTE was significantly higher than
those applying these measures to prevent antepartum
VTE (p < 0.0001).
Characteristics of the pregnant women with venous
thromboembolism

In this study, of the 295,961 women who delivered after
22 gestational weeks, 243 (0.082%) had VTE. Of the 243
women with VTE, 157 (64.6%) had DVTs, 56 (23.0%) had
PEs, 26 (10.7%) had other VTs, and 4 (1.6%) had ATEs
(Table 3). Among 295,961 women, the incidences of
DVT, PE, other VT, and ATE were 53.0, 18.9, 8.8, and 1.4
per 100,000 women, respectively. The incidence of DVT
was significantly higher than those of PE, other VT, and
ATE (all p < 0.0001); the incidence of PE was significantly
higher than those of other VT (p = 0.0009) and ATE
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(p < 0.0001); and the incidence of other VT was significantly higher than that of ATE (p < 0.0001).
Of the 243 women with maternal VTE, 165 (67.9%) had
antepartum VTE and 78 (32.1%) had postpartum VTE.
Among 295,961 women, the incidence of antepartum
VTE was significantly higher than that of postpartum
VTE (Table 3). Of 165 women with maternal antepartum VTE, 18 (10.9%) had perioperative antepartum VTE.
Among 78 women with postpartum VTE, the disorder
developed in 50 (64.1%) after cesarean section and in 28
(35.9%) after vaginal delivery. The incidence of VTE was
significantly higher after cesarean section than after vaginal delivery (Table 3).
Relationships between the types and onset
of thromboembolism

The characteristics of the period of VTE onset are summarized in Table 3. The odds ratio (95% confidence interval [CI]) of VTE in the 2018 study are summarized in
Table 4.
The postpartum incidence of PE (36/56 [64.3%]) was
significantly higher than those of DVT (32/157 [20.4%];
p < 0.0001) and other VT (10/26 [38.5%]; p = 0.0339).
The postpartum incidence of DVT was similar to that
of other VT (p = 0.0745). In all four women with ATE,
the onset was before delivery. Among the 165 women
with antepartum VTE, the incidence of perioperative
PE during pregnancy (6/20 [30.0%]) was higher than
that of perioperative DVT (11/125 [8.8%]; p = 0.0150).
In particular, after cesarean section, the incidence of PE
(26/56 [46.4%]) was significantly higher than that of DVT
(17/157 [10.8%]; p < 0.0001).
Relationship between the administration of UFH or LMWH
and the incidence of venous thromboembolism

Table 5 shows the relationship between the administration of unfractionated heparin (UFH) or LMWH and
incidence of venous thromboembolism. The frequencies of the administration of UFH or LMWH among the
women who had VTE and PE at/after vaginal delivery
were significantly lower than those among women who
had VTE and PE at/after cesarean section (p = 0.0002 and
p = 0.0013), respectively.
Characteristics of death from venous thromboembolism

The characteristics of the deaths from VTE are listed in
Tables 2 and 3. In this study, of the 295,961 women who
delivered after 22 gestational weeks, 20 (0.0068%) died, of
whom 18 (90.0%) died in perinatal medical centers (data
was not shown).
Of 243 women with thromboembolism, 4 (1.6%) died.
The mortality rate among women with maternal thromboembolism was significantly higher than that among
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Table 3 Relationship between the types and time of thromboembolism onset/maternal deaths from thromboembolism
Overall
(n = 243, 100%)

A. DVT
(n = 157, 64.6%)

B. PE*
(n = 56, 23.0%)

C. Other VT
(n = 26, 10.7%)

D. ATE
(n = 4, 1.6%)

p-value
< 0.05

Overall

243 (100%)

157 (100%)

56 (100%)

26 (100%)

4
(100%)

A vs. B: 0.0044

Antepartum

165
(67.9%)

125
(79.6%)

20
(35.7%)

16
(61.5%)

4
(100%)

A vs. B:
< 0.0001
B vs. C:
0.0339

Antepartum with operation

18
(7.4%)

11
(7.0%)

6
(10.7%)

0
(0.0%)

1
(20.0%)

NS

Postpartum

79
(32.5%)

32
(20.4%)

36
(64.3%)

10
(38.5%)

0
(0.0%)

A vs. B:
< 0.0001
B vs. C:
0.0339

Cesarean section

50
(20.6%)

17
(10.8%)

26
(46.4%)

7
(26.9%)

0
(0.0%)

A vs. B:
0.0175

Thromboembolism onset

Maternal deaths from thromboembolism
Overall

4
(1.6%)

0
(0.0%)

4
(7.1%)

0
(0.0%)

0
(0.0%)

A vs. B:
0.0044

Antepartum

1
(0.4%)

0
(0.0%)

1
(1.8%)

0
(0.0%)

0
(0.0%)

NS

Antepartum with operation

0
(0.0%)

0
(0.0%)

0
(0.0%)

0
(0.0%)

0
(0.0%)

NS

Postpartum

3
(1.2%)

0
(0.0%)

3
(1.2%)

0
(0.0%)

0
(0.0%)

A vs. B:
0.0175

Cesarean section

3
(1.2%)

0
(0.0%)

3
(1.2%)

0
(0.0%)

0
(0.0%)

A vs. B:
0.0175

DVT Deep vein thrombosis, PE Pulmonary thromboembolism, Other VT Other vein thrombosis, ATE Arterial thromboembolism, NS Not significant
*

Venous thromboembolism was DVT and/or PE. The simultaneous occurrence of DVT and PE was defined as PE

women without it (16/295,718 [0.0054%]; p < 0.0001). All
four women who died of VTE had PE. Of the 165 women
with antepartum VTE, 1 (0.61%) died, and of the 78
women with postpartum VTE, 3 (3.8%) died; in terms of
the 243 with thromboembolism, these frequencies were
similar (p = 0.0986). Of the 18 women (7.4%) with perioperative antepartum VTE, none died. Of the 50 women
(20.6%) who had VTE after cesarean section, 3 (6.0%)
died. Of the 4 women who died, 3 died at perinatal medical centers and 1 died at a maternal clinic with beds (data
not shown).

Discussion
Our findings emphasized the following three points: (1)
the incidence rates of postpartum PE and DVT onsets
were significantly higher and lower than those during
pregnancy, respectively; (2) the incidence rate of PE in
association with cesarean section was significantly higher
than that of DVT; (3) of the 243 women with VTE, 4
(1.6%) died, all of whom had PE.
To the best of our knowledge, this is the first study
to demonstrate that the incidence of antepartum DVT

had increased in Japan. Obstetricians might have to be
strongly encouraged to administer thromboprophylaxis to decrease the incidence of VTE because among
women in Japan who were thought to have low risks of
VTE, the incidence might have actually increased.
This study included data from 295,961 women, representing 32.2% of the 918,400 women who gave birth
in Japan in 2018, that were reported by the Ministry of
Health, Labour and Welfare (Japan). Of the women in
our study, 20 (0.0068%) died, of whom 18 (90.0%) died
in perinatal medical centers. The 184 perinatal medical
centers (27.6% of the 666 institutions surveyed) represented 45.3% of all 406 Japanese perinatal medical centers in 2018. According to these data, 47.3 women died
during the periparturition period in 2018.
The JAOG reported the deaths of 36 women in 2018,
in contrast to the 40, 50, 43, and 47 deaths reported
in 2014, 2015, 2016, and 2017, respectively [3]. In the
2018 study, as mentioned, of the 4 women who died of
PE, 3 (75.0%) died in perinatal medical centers. These
data indicate that 12.4 women died of PE in 2018 study.
The maternal deaths from PE in Japan might be more
numerous than previously reported [3, 6, 7].
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Table 4 Odds ratio (95% CI) of venous thromboembolism
VTE-1*

Incidence
rate-1

VTE-2*

Incidence
rate-2

Odds ratio
(95% CI)

p-value

Antepartum DVT

125/157
(79.6%)

Postpartum DVT

32/157
(20.4%)

3.91
< 0.0001
(2.65–1.72)

Postpartum PE

36/56
(64.3%)

Antepartum PE

20/56
(35.7%)

1.18
(1.04–3.11)

0.0440

6/18 (33.3%)

Other PE or VTE
during pregnancy

14/133 (9.5%)

4.75
(1.54–14.6)

0.0108

6/20 (30.0%)

Perioperative DVT during pregnancy

11/125 (8.8%)

4.44
(1.42–13.9)

0.0150

PE after cesarean section

26/67752
(0.038%)

DVT after cesarean section

17/67752
(0.025%)

1.53
(0.83–2.82)

0.2220

DVT after cesarean section

17/67752
(0.025%)

DVT after vaginal delivery

15/229209
(0.0065%)

3.82
(1.91–7.65)

0.0002

PE after cesarean section

26/67752
(0.038%)

PE after vaginal delivery

10/229209
(0.0044%)

7.86
(2.03–30.4)

0.0020

Antepartum DVT

64/127
(50.4%)

Postpartum DVT

63/127
(49.6%)

1.03
(0.63–1.69)

1.000

Postpartum PE

59/76
(77.6%)

Antepartum PE

17/76
(22.4%)

3.47
< 0.0001
(2.02–5.95)

DVT after cesarean section

35/87382
(0.040%)

DVT after vaginal delivery

28/348702
(0.008%)

4.99
< 0.0001
(3.04–8.20)

PE after cesarean section

50/87382
(0.057%)

PE after vaginal delivery

9/348702
(0.003%)

22.2
< 0.0001
(10.9–45.1)

In 2018 study

Antepartum
Perioperative PE or VTE
during pregnancy
Perioperative PE during pregnancy
Postpartum

In 1991–2000 studies

Postpartum

CI Confidence interval, VTE Venous thromboembolism, DVT Deep vein thrombosis, PE Pulmonary thromboembolism
*

VTE was DVT and/or PE. The simultaneous occurrence of DVT and PE was defined as PE

Table 5 The relation between administration of UFH or LMWH and incidence of VTE in the 2018 study
VTE*

Ante-partum

PE

Overall

With administration Overall
of UFH or LMWH

With administration Overall
of UFH or LMWH

With
administration of
UFH or LMWH

Overall

145 (100%)

90 (62.1%)

125 (100%)

79 (63.2%)

20 (100%)

11 (55.0%)

With operation

17 (100%)

8 (47.1%)

11 (100%)

6 (54.5%)

6 (100%)

2 (33.3%)

Without operation

128 (100%)

82 (64.1%)

114 (100%)

73 (64.0%)

14 (100%)

9 (64.3%)

p-value
Post-partum

DVT

0.1921

0.5313

0.3359

Overall

68 (100%)

51 (75.0%)

32 (100%)

19 (59.4%)

36 (100%)

32 (88.9%)

Cesarean section

43 (100%)

34 (79.1%)

17 (100%)

13 (76.5%)

26 (100%)

21 (80.8%)

Vaginal delivery

25 (100%)

8 (32.0%)

15 (100%)

6 (40.0%)

10 (100%)

2 (20.0%)

p-value

0.0002

0.0702

0.0013

VTE Venous thromboembolism, DVT Deep vein thrombosis, PE Pulmonary thromboembolism, UFH Unfractionated heparin, LMWH Low-molecular-weight heparin
*

, *VTE was DVT and/or PE. The simultaneous occurrence of DVT and PE was defined as PE

Compared with the antepartum risks of VTE onset
during the first, second, and third trimesters, the risk
of VTE onset during the first 6 weeks postpartum was

significantly higher [16, 17], and the peak of the VTE
onset occurred in the first 3 weeks postpartum [17]. In
the previous report, the frequencies of antepartum and
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postpartum VTE onsets were similar (48.9% and 51.1%,
respectively) among all women with VTE [16]. In the
2018 study, among the 243 women with VTE, the frequency of antepartum PE onset was lower than that
of postpartum VTE onset (35.7% vs. 64.3%), while the
frequency of antepartum DVT onset was higher than
that of postpartum DVT onset (79.6% vs. 20.4%). The
proportion of women with DVT onset was higher than
that of women with VTE onset. Thus, the incidence of
antepartum VTE onset was higher than that of postpartum VTE onset (67.9% vs. 32.1%; Table 5).
We hypothesized that the frequency of VTE (DVT
and PE) onset and death induced by VTE in pregnant
women would decrease in 2018 as compared with those
reported in the 1991–2000 studies in Japan [6, 7].
The flowchart of the 1991–2000 study is shown in
Fig. 1. In the 1991–2000 study in Japan, the data were
obtained from 102 institutions [6, 7]. At these institutions, 436,084 women delivered after 22 gestational
weeks in 1991–2000. Supplemental Table 1 shows the
differences in VTE onset between the data of the 1991–
2000 study in Japan [6, 7] and those of the 2018 study.
The odds ratio (95% CI) of VTE in the 1991–2000 study
are summarized in Table 4.
Of 203 women with VTE in the 1991–2000 study, 127
(62.6%) had DVT and 76 (37.4%) had PE. In the 1991–
2000 study, of the 127 women with DVT, 64 (50.4%)
had an antepartum onset and 63 (49.6%) had a postpartum onset, and of 76 women with PE, 17 (22.4%) had
an antepartum onset and 59 (77.6%) had a postpartum
onset. In the 1991–2000 and 2018 studies, the incidence rates of antepartum PE were similar, but the incidence rate of antepartum DVT increased in the 2018
study (Supplemental Table 1). In the 1991–2000 and
2018 studies, the incidences of PE in Japan were similar; however, the incidence of DVT increased from the
rate reported in the 1991–2000 study to that reported
in the 2018 study (Supplemental Table 1).
In the 1991–2000 study, of the 63 women who had
postpartum DVT and 59 women who had postpartum
PE, 28 (44.4%) and 9 (15.3%) experienced the onset
after vaginal delivery, respectively, and 35 (55.6%) and
50 (84.7%) experienced the onset after cesarean section,
respectively. Between the 1991–2000 and 2018 studies,
the incidence of postpartum DVT in Japan decreased,
and that of postpartum PE decreased. However, these
trends were not significantly different (Supplemental
Table 1).
The incidence rates of DVT and PE after cesarean section in the 1991–2000 study were similar to those in the
2018 study; however, the incidence rates of DVT and
PE after cesarean section decreased. Thus, performing
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thromboprophylaxis after cesarean section in Japan
would be safe and effective (Supplemental Table 1).
In the 1991–2000 study, none of the 127 pregnant
women with DVT died; however, of 76 pregnant women
with PE, 11 (14.5%) died. The mortality rate from PE
was 0.0025% (11/436,084). In 2018 study, the mortality rate of pregnant women with PE was 7.1% (4/56),
and the incidence of maternal death from VTE was
0.0014% (4/295,961). The frequencies in the 1991–2000
(p = 0.2688) and 2018 studies (p = 0.4307) were similar
(Supplemental Table 1).
In comparison with the 1991–2000 study, the 2018
study showed lower incidence of VTE after cesarean section but higher incidence of antepartum DVT.
It is possible that the finding of an increase in antepartum DVT might be attributable to the bias of the surveillance questionnaire. In the 1991–2000 study in Japan, the
data were obtained from 102 institutions, which included
68 university hospitals and 34 general hospitals [6, 7].
In our study, the 666 institutions included 63 university
hospitals (9.5%). However, we suggest that the incidence
of antepartum DVT might have increased for four reasons. First, most obstetricians began to pay more attention to antepartum VTE onset and became more skillful
at diagnosing DVT after the 2008 publication of guidelines with the recommendation of thromboprophylaxis
in Japan. Thus, the number of diagnoses of antepartum
DVT would have increased. Second, the number of institutions that routinely performed thromboprophylaxis
(especially at antepartum) was small. In comparison with
the Western countries, Japan showed a lower proportion
of pregnant women with induced VTE because of the
lower number of pregnant women with overweight or
obesity. Thus, many obstetricians have not used thromboprophylaxis to prevent VTE onset. To decrease incidence of antepartum VTE, an extensive and systematic
campaign to encourage antepartum thromboprophylaxis
according to the recommendations in Japan [11, 12] may
be necessary. Third, the numbers of pregnant women at
high risk for antepartum DVT (e.g., women older than
35 and those who became pregnant after assisted reproductive technology) in Japan have increased. Hyperemesis, antepartum bed rest, and ovarian hyperstimulation
syndrome are risk factors for VTE. Fourth, antepartum
laboratory tests of coagulation and fibrinolysis are not
performed to screen for thrombophilia in Japan. Thus,
thrombophilia in pregnant women is sometimes not
diagnosed before the occurrence of antepartum or postpartum VTE.
In many cases of antenatal VTE, the onset occurred
during the third [16, 17] or first trimester [18–20]. Thus,
antepartum VTE is a significant concern, and thromboprophylaxis has been recommended [20, 21]. The Royal
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College of Obstetricians and Gynecologists recommends
that women who undergo invasive surgery during pregnancy should be given prophylactic anticoagulation therapy [13]. The 1991–2000 study in Japan had no data about
the incidence of perioperative VTE (DVT or PE) during
pregnancy [6, 7]. In our study, among the 165 women
with antepartum VTE, the incidence rate of perioperative
PE during pregnancy was significantly higher than that
of perioperative DVT. According to the guidelines about
thromboprophylaxis in Japan (Table 1), pregnant women
who undergo surgery during pregnancy are at moderate
risk for VTE; however, they may have to be considered at
high risk to decrease the incidence of perioperative VTE
(especially PE) during pregnancy.
Cesarean section is a risk factor for postpartum VTE
[22]. The unadjusted relative risk of postpartum VTE
after cesarean delivery (versus vaginal delivery) was
reported to be 2.6 in 1988 and 1997 in London [4]. In a
2004–2014 study in the United States [10], the incidence
of DVT by cesarean section decreased 40% (from 94 to
56 per 100,000 deliveries); however, the incidence of PE
caused by cesarean section was not observed to decrease
(20, 30, and 23 per 100,000 deliveries in 2012, 2013, and
2014, respectively), neither the incidence of DVT nor
that of PE after vaginal deliveries decreased. In Japan, the
incidence rates of DVT and PE after vaginal delivery in
the 1991–2000 study were similar to those reported in
the 2018 study (Supplemental Table 1). In general, pregnant women with a vaginal delivery have lower risks of
VTE than those with a cesarean section. In the 2018
study, the incidence of UFH or LMWH administration
in women who had PE at/after vaginal delivery was low
(Table 5). Thus, thromboprophylaxis after vaginal delivery by women at high risk of VTE should be promoted
more extensively among obstetricians to decrease the
incidence of VTE after delivery. Furthermore, of the 4
women who died from PE, 2 (one with PE onset during
pregnancy without obstetrical operation and the other
with PE onset after cesarean section) did not receive
UFH or LMWH.
To our knowledge, this is the first study to demonstrate the incidence rates of onsets of other VT and
ATE in pregnant women. In the present study, the frequencies were very low (8.8 and 1.4 per 100,000 population, respectively). Furthermore, none of the women
died from other VT or ATE. Thus, only few obstetricians might consider the incidence rates of the onsets of
other VT and ATE in pregnant women. Further studies
are required to determine the risk factors of the onset of
other VT or ATE in pregnant women.
Our study had some strength. First, the selection bias
of the institutions was low because the surveillance
questionnaire was sent to all 2299 hospitals or maternal
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clinics reported to treat deliveries in Japan. Second, we
had access to the data about incidence of perioperative
VTE during pregnancy, which was reported by few previous studies. Finally, we investigated the difference in the
incidence rate of VTE in Japan between the 1991–2000
and 2018 studies.
This study, however, also had some limitations. First,
the surveillance questionnaire did create a potential for
some bias. This study might have a recall bias because
the institutions that attended to many women with
VTE might have more likely responded to the questionnaire (especially on the mortality induced by VTE) than
those without a VTE. The information bias by the questionnaire interviewers who determined the study design
would be low, as the questions and answer choices of the
questionnaires were determined by all authors of this
manuscript and checked by the members of the institutional review board. The selection bias from the answers
of the obstetricians from the institutions who responded
to the questionnaires would be low because the surveillance questionnaire was sent by mail to the chairman,
chief, or the substitute of the chairman or chief of all
2299 hospitals or maternal clinics that reported to attend
to deliveries in Japan. Meanwhile, obstetricians without experience in the management of pregnant women
with VTE might avoid responding to the questionnaires.
Thus, the surveillance questionnaire was sent to all 2299
obstetrical institutions in Japan to reduce the selection
bias that might induce a low response rate in the present
study. Second, we had no detailed information about the
patients’ backgrounds, e.g., age, times of previous deliveries, history of thrombophilia or previous VTE, number
of gestational weeks at delivery, number of gestational
weeks at onset of antepartum VTE, number of postpartum days at VTE onset, and whether thromboprophylaxis was performed. Finally, the data for only 1 year (in
2018) were available. Thus, our results alone could not
describe the trend of incidence and mortality of VTE.
However, we compared them with the incidence of VTE
found in a previous study in Japan.

Conclusions
Among women in Japan who are thought to have a low
risk for VTE during the antepartum period, and especially those with a vaginal delivery by an obstetrician, the
incidence of VTE might have increased. More extensive
use of thromboprophylaxis for those women with low
risks for VTE might decrease the incidence of VTE.
Abbreviations
ATE: Arterial thromboembolism; CI: Confidence interval; DVT: Deep vein
thrombosis; JAOG: Japan Association of Obstetricians and Gynecolo‑
gists; JSOG: Japan Society of Obstetrics and Gynecology; JSOGNH: Japan

Morikawa et al. BMC Pregnancy Childbirth

(2021) 21:514

Society of Obstetrical, Gynecological and Neonatal Hematology; Other
VT: Other vein thrombosis; PE: Pulmonary thromboembolism; VTE: Venous
thromboembolism.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12884-021-03993-1.
Additional file 1: Supplemental Table 1. Difference in the incidence rate
of VTE per 100,000 between 1991–2000 and 2018 in Japan
Acknowledgements
We thank the 666 institutions that responded to the questionnaires in this
study.
The authors thank Enago (www.enago.jp) for the English language review.
Authors’ contributions
MM wrote the manuscript, researched the data, and conceived and designed
the study. AI, TA, and TK contributed to the discussion and reviewed/edited
the manuscript. MM conducted the data analysis and drafted the initial
version of the manuscript. All authors contributed to the data interpretation,
critically revised the manuscript, had full access to the data in the study, and
take responsibility for the integrity and accuracy of the data analysis. The cor‑
responding author attests that all listed authors meet the authorship criteria
and that persons who did not meet the criteria were omitted from the list of
authors. All authors read and approved the final manuscript.
Authors’ information
Department of Obstetrics and Gynecology, Hokkaido University Graduate
School of Medicine, Sapporo, Japan.
Department of Obstetrics and Gynecology, Aiiku Hospital, Tokyo, Japan.
Department of Obstetrics and Gynecology, Juntendo University Graduate
School of Medicine, Tokyo, Japan.
Department of Obstetrics and Gynecology, Mie University Graduate School of
Medicine, Tsu, Japan.
Department of Obstetrics and Gynecology, Nakabayashi Hospital, Tokyo,
Japan.
Department of Obstetrics and Gynecology, Hamamatsu Medical Center,
Hamamatsu, Japan.
The Japan Society of Obstetrical, Gynecological and Neonatal Hematology.
Funding
The work was supported by the Japan Blood Products Organization (Tokyo,
Japan). The funding body had no role in the design of the study; collection,
analysis, and interpretation of data; and writing of the manuscript.
Availability of data and materials
The datasets used and/or analyzed during the current study will be available
from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
The Institutional Review Board of Hokkaido University Hospital (No. 018–280)
approved the present study. The committee did not require informed consent
for this retrospective study. We put information of this study on Hokkaido
University Hospital’s home page with the opportunity to opt out.
Consent for publication
Not applicable.

Page 9 of 10

Competing interests
The authors declare that they have no competing interests.
Author details
1
Department of Obstetrics and Gynecology, Kansai Medical University, Shin‑
machi 2‑5‑1, Hirakata City, Osaka 573‑1010, Japan. 2 Department of Obstetrics
and Gynecology, Aiiku Hospital, Tokyo, Japan. 3 Department of Obstetrics
and Gynecology, Juntendo University Graduate School of Medicine, Tokyo,
Japan. 4 Department of Obstetrics and Gynecology, Mie University Graduate
School of Medicine, Tsu, Japan. 5 Department of Obstetrics and Gynecology,
Nakabayashi Hospital, Tokyo, Japan. 6 Department of Obstetrics and Gynecol‑
ogy, Hamamatsu Medical Center, Hamamatsu, Japan.
Received: 15 December 2020 Accepted: 2 July 2021

References
1. Cerneca F, Ricci G, Simone R, Malisano M, Alberico S, Guaschino S. Coagu‑
lation and fibrinolysis changes in normal pregnancy. Increased levels of
procoagulants and reduced levels of inhibitors during pregnancy induce
a hypercoagulable state, combined with a reactive fibrinolysis. Eur J
Obstet Gynecol Reprod Biol. 1997;73:31–6.
2. SalonenRos H, Lichtenstein P, Bellocco R, Petersson G, Cnattingius S.
Increased risks of circulatory diseases in late pregnancy and puerperium.
Epidemiology. 2001;12:456–60.
3. The Japan Association of Obstetricians and Gynecologists (JAOG) and the
Japan Maternal Death Exploratory Committee (JMDEC). (ed.) Recommen‑
dations for saving mother, (Tokyo, 2018). In Japanese.
4. Simpson EL, Lawrenson RA, Nightingale AL, Farmer RD. Venous thrombo‑
embolism in pregnancy and the puerperium: incidence and additional
risk factors from a London perinatal database. BJOG. 2001;108:56–60.
5. Ros HS, Lichtenstein P, Bellocco R, Petersson G, Cnattingius S. Pulmonary
embolism and stroke in relation to pregnancy: how can high-risk women
be identified? Am J Obstet Gynecol. 2002;186:198–203.
6. Kobayashi T, Nakabayashi M, Ishikawa M, Ikenoue T, Adachi T, Maeda M.
Final reports of deep vein thrombosis/pulmonary thromboembolism
between 1991 and 2000 in obstetrics and gynecology. Jap J Obstet
Gynecol Neonat Hematol. 2005;14:1–24 ((in Japanese)).
7. Kobayashi T, Nakabayashi M, Ishikawa M, Adachi T, Kobashi G, Maeda M,
Ikenoue T. Pulmonary thromboembolism in obstetrics and gynecology
increased by 6.5 fold over the last decade in Japan. Circ J. 2008;72:753–6.
8. ACOG Practice Bulletin No 196. Thromboembolism in Pregnancy. Obstet
Gynecol. 2018;132:e1–17.
9. James AH, Jamison MG, Brancazio LR, Myers ER. Venous thromboembo‑
lism during pregnancy and the postpartum period: incidence, risk factors,
and mortality. Am J Obstet Gynecol. 2006;194:1311–5.
10. Abe K, Kuklina EV, Hooper WC, Callaghan WM. Venous thromboembolism
as a cause of severe maternal morbidity and mortality in the United
States. Semin Perinatol. 2019;43:200–4.
11. Minakami H, Maeda T, Fujii T, et al. Guidelines for obstetrical practice in
Japan: Japan Society of Obstetrics and Gynecology (JSOG) and Japan
Association of Obstetricians and Gynecologists (JAOG). 2014 edition. J
Obstet Gynaecol Res. 2014;40:1469–99.
12. Guidelines for obstetrical practice in Japan: Japan Society of Obstetrics
and Gynecology (JSOG) and Japan Association of Obstetricians and
Gynecologists (JAOG). 2017 edition. (in Japanese)
13. Royal College of Obstetricians and Gynaecologists (RCOG). Reducing the
risk of venous thromboembolism during pregnancy and the puerperium.
RCOG Green-top Guideline No. 37a. 2015. https://www.rcog.org.uk/globa
lassets/documents/guidelines/gtg-37a.pdf. Accessed 10 July 2020.
14. Bates SM, Rajasekhar A, Middeldorp S, McLintock C, Rodger MA, James
AH, Vazquez SR, Greer IA, Riva JJ, Bhatt M, Schwab N, Barrett D, LaHaye
A, Rochwerg B. American Society of Hematology 2018 guidelines for
management of venous thromboembolism: venous thromboembolism
in the context of pregnancy. Blood Adv. 2018;2:3317–59.
15. Kearon C, Akl EA, Ornelas J, Blaivas A, Jimenez D, Bounameaux H, Huis‑
man M, King CS, Morris TA, Sood N, Stevens SM, Vintch JRE, Wells P, Woller
SC, Moores L. Antithrombotic therapy for VTE disease: CHEST guideline
and expert panel report. Chest. 2016;149:315–52.

Morikawa et al. BMC Pregnancy Childbirth

(2021) 21:514

16. Jacobsen AF, Skjeldestad FE, Sandset PM. Incidence and risk patterns of
venous thromboembolism in pregnancy and puerperium—a registerbased case-control study. Am J Obstet Gynecol. 2008;198(233):e1-7.
17. Sultan AA, West J, Tata LJ, Fleming KM, Nelson-Piercy C, Grainge MJ.
Risk of first venous thromboembolism in and around pregnancy: a
population-based cohort study. Br J Haematol. 2012;156:366–73.
18. Gherman RB, Goodwin TM, Leung B, Byrne JD, Hethumumi R, Montoro
M. Incidence, clinical characteristics, and timing of objectively diag‑
nosed venous thromboembolism during pregnancy. Obstet Gynecol.
1999;94:730–4.
19. James AH, Tapson VF, Goldhaber SZ. Thrombosis during pregnancy and
the postpartum period. Am J Obstet Gynecol. 2005;193:216–9.
20. Blanco-Molina A, Trujillo-Santos J, Criado J, Lopez L, Lecumberri R, Gutier‑
rez R, RIETE investigators, et al. Venous thromboembolism during preg‑
nancy or postpartum: findings from the RIETE registry. Thromb Haemost.
2007;97:186–90.

Page 10 of 10

21. Bates SM, Greer IA, Middeldorp S, Veenstra DL, Prabulos A-M, Vandvik PO.
VTE, thrombophilia, antithrombotic therapy, and pregnancy: antithrom‑
botic therapy and prevention of thrombosis, 9th ed. American College
of chest physicians evidence-based clinical practice guidelines. Chest.
2012;141:e691S-e736S.
22. Liu S, Liston RM, Joseph KS, Heaman M, Sauve R, Kramer MS, Maternal
Health Study Group of the Canadian Perinatal Surveillance System.
Maternal mortality and severe morbidity associated with low-risk
planned cesarean delivery versus planned vaginal delivery at term. CMAJ.
2007;176:455–60.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

