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The endovenous stenting of iliocaval obstruction has emerged as “the method of
choice” for treatment of patients with thrombotic and non-thrombotic obstructive iliac
and caval vein lesions with or without concomitant reflux. It has replaced open surgery
for this condition, mainly femoro-femoral crossover bypasses, which have become a
secondary procedure in case stenting fails. Because venous stenting is a safe, minimally
invasive and efficient intervention, it can be offered to a larger group of patients.
Superficial saphenous venous reflux, if present, may be treated simultaneously by
endovenous obliteration. In the case of combined obstruction and deep reflux of the lower
limb, subsequent valve repair of associated deep reflux may also be considered.
However, deep valve repairs may nowadays be considered as second stage interventions
in patients who fail stent therapy.

The mortality following endovenous stenting is null and the morbidity is <1%.
Following stent placement only a small number of limbs has been shown to occlude late.
Development of severe in-stent restenosis creating more than 50% obstruction is
infrequent. Reports show cumulative secondary patency rates at 4 years of 93%. The
stented limbs with thrombotic disease appear to fare significantly worse than did those
with non-thrombotic disease (primary, assisted-primary and secondary cumulative
patency rates of 65%, 85% and 88%, and 89%, 100% and 100% at 36 months,
respectively) The stented postthrombotic limb in patients with thrombophilia, who had an

extensive iliofemoral occlusion or tight, non-yielding stenoses at stenting (especially






Increased awareness of the possible role of outflow obstruction in the patho-
physiology of chronic venous disorders has resulted in a more frequent use of
transfemoral venography in the workup of patients with significant clinical symptoms
and signs. Findings of obvious stenosis, occlusion, and/or indirect signs like collateral
formation and increased venous pressures have resulted in an increasing exploration of
the iliofemoral vein segment with intravascular ultrasound, IVUS. We have chosen to
balloon dilate and stent stenosis >50% stenosis on IVUS. During the last 6 years pelvic
venous obstruction was observed and treated in approximately 20-23% in our patient
population during the study period and venous stenting comprised 25% of venous
surgeries performed at our institution. When significant great saphenous veins reflux is
present, the GSV has increasingly been obliterated by percutaneous technique at the time
of the stenting.

Practical implications of the development of venous stenting in the treatment of

chronic venous insufficiency are several:

1. A more aggressive approach towards diagnosis and treatment of venous outflow
obstruction is justified.

2. Existing routine tests, e.g., outflow air or strain-gauge plethysmographic tests,
duplex Doppler ultrasound, and femoral or other pressure tests, can not be used to
exclude significant outflow blockage.

3. Multi-plane transfemoral venography or, preferably, IVUS is the methods of
choice for visualization of pelvic venous obstruction

4. Typical patients to be targeted for morphologic studies are patients with clinical

features (especially pain) out of proportion to detectable pathology, patients with



no other detectable basis for their symptoms, symptomatic patients with
visualized pelvic collaterals, and patients with a history or ultrasound or
venogram evidence of previous deep vein thrombosis.

An evolving practice pattern is to combine venous stenting with minimally

invasive sealing of the great saphenous vein.



