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Data obtained from the United Kingdom Obstetric Surveillance System (2010-2012) 
58 women with MPN:  47 ET  (81%) , 5 PV (9%), 5 MFI (9%), 1 uMPN (2%) 
 
27 treated with ASA  (46%), 24 (38%) ASA + LMWH, 2 (3%) LMWH 
8 (14%) were treated with interferon 
  
56 singleton and 2 twin pregnancies:  
58 live births, 1 miscarriage, 1 stillbirth (fetal loss 1.7%) 
12 neonates (23%) were below the 10th 
 
5 preeclampsia (9%) 
6 (9%) postpartum haemorrhage  
There were no maternal deaths or thrombotic events. 
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ET 

JAK2 V617F + 

Antepartum: 

ASA+LMWH 

Puerperium (6 wks): 

LMWH 

JAK2 V617F –
Additional  

risk factors 

Antepartum: 

ASA+LMWH 

Puerperium (6 wks) 

LMWH 

JAK2V617F – 

No additional  

risk factors 

Antepartum: 

ASA 

Puerperium (6wks): 
LMWH 

 Additional risk factors are age >35 yrs, obesity, thrombophilia 

 Cytoreduction with Interferon to keep the platelet count < 400,000/600,000/mmc 

 During breastfeeding toxicity is a concern with aspirin due to an association with Reye's syndrome; 

Ibuprofen can be an alternative, but there is no proof of efficacy in MPN 



PV 

Antepartum: 

ASA+LMWH 

Puerperium (6 wks): 

LMWH 

 Phlebotomies to keep the Htc < 45% 

 During breastfeeding toxicity is a concern with aspirin due to an association with 

Reye'ssyndrome; Ibuprofen can be an alternative, but there is no proof of efficacy in MPN 

 



Two of them had hepatic vein thrombosis and TIA before first conception, 

respectively. One terminated pregnancy, one blighted ovum and one miscarriage due 

to Turner syndrome were excluded from further analysis. 





Results - 1 

• The rate of OC was 43% in pregnancies of JAK2 

V617F-positive women (13 / 30) and 14% in the 

pregnancies of the JAK2 V617F-negative 

women (4 / 29) (OR 4.77, 95%CI 1.33-17.18)  

 

• However after exclusion of the untreated 

pregnancies the risk associated with the JAK2 

V617F mutation was no more significant (OR 

3.33, 95%CI 0.85-13.00).  
 

• . 

 



Results - 2 

• A multivariate proportional hazards regression 

model including age >35 yrs, JAK2 V617F 

mutation, and antepartum ASA, LMWH, and 

interferon, retained only ASA as a variable 

associated with the outcome (OR for 

complications 0.28, 95%CI 0.10-0.80, p=0.01).  

 

• Among the 6 untreated puerperium periods, one 

was complicated by cerebral vein thrombosis 

(17%), whereas no thrombosis occurred during 

the remaining puerperium periods treated with 

LMWH. 

 



Conclusions 

• In ET patients JAK2 V617F is associated with an 

increased risk of OC, which can be prevented by 

treatment.  

 

• ASA is effective in preventing ET-related OC; LMWH 

should be reserved only to women with additional risk 

factors for venous thromboembolism independent of ET.  

 

• The rate of puerperium-related venous thrombosis is 

high and prompts LMWH prophylaxis. 

 


