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Anomalous features of iliac vein stenosis that affect

diagnosis and treatment
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Background: Endovenous management of venous lesions is
largely derived from arterial experience. However, venous le-
sions, particularly iliac vein stenoses, differ from their arterial
counterparts in some crucial respects. Awareness of these
differences is necessary for proper diagnosis and treatment.
This report expands on three such anomalous features that we
have noted previously in anecdotal form: (1) a unique form of
a long and diffuse stenosis (Rokitansky stenosis) that may
escape diagnosis with conventional techniques; (2) the
invariable failure of plain old balloon angioplasty (POBA) to
relieve iliac vein stenosis (both focal and diffuse); and (3) the
stent compression by venous strictures, whether focal or
diffuse, extrinsic to the stent. Although thesc features are
somewhat interrelated from the concentric fibrous structure of
iliac vein stenosis, they represent different phases in the overall
management of iliac vein lesions.

Methods: The analyses are derived from electronic medical re-
cords of 2534 iliac vein stent procedures performed from
1996 to 2013. Smaller subsets were used to record more
detailed intravascular ultrasound planimetry data than were
available in the generic database.

Resules: The incidence of Rokitansky stenosis without focal
lesions was 1.5%. After POBA, stenotic area increased from

Iliac vein stenting is of recent vintage, and many of the
endovenous techniques are a carryover from prior arterial
experience. However, the morphologic and pathologic fea-
tures of venous lesions are different from those of arterial
stenosis. These result in differences in presentation,
response to treatment, and postoperative complications
not usually seen in arterial experience. Awareness of these
anomalous features and appropriate modification of stan-
dard practice used in arterial applications are necessary for
optimal results. We focus on three such unique features
of iliac vein stenosis that we have reported in short form
previously.}? Data in greater detail than before are pre-
sented here to elaborate on these unique features that
affect the diagnosis and treatment of iliac vein stenoses.
Although these features are loosely interrelated to the
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a median of 60 mm? to 62 mm?

Lumen area increased to a nearly “normal” 172 mm
after stent placement. In 103 limbs with residual or
recurrent symptoms, in-stent restenosis (ISR) was present
in all limbs; additional stent compression was evident in
25% of the limbs, adding to the overall severity of the
stenosis. ISR responded well to high-pressure balloon
dilation, with total clearance in 62% of treated limbs

and substantial improvement in others. In contrast, stent
compression was resistant, remaining unchanged in 68%
after balloon dilation.

Conclusions: Rokitansky stenosis is easily missed with conven-
tional diagnostic techniques and may not be recognizable even
with intravascular ultrasound, unless routine planimetry is
used. POBA as a primary treatment invariably fails to correct
focal or diffuse iliac vein stenosis, and stenting is always
required. Stent compression is a unique feature of iliac vein
stenosis, whether it is focal or diffuse. It often occurs in asso-
ciation with ISR, when overall stenosis can be underestimated if
stent compression is not taken into account. Stent compression
responds poorly to balloon dilation, whereas the associated
ISR shows complete clearance in the majority of treated limbs,
(J Vasc Surg: Venous and Lym Dis 2014;2:260-7.)

, a miniscule improvement.
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fibrous nature of iliac vein stenoses, they represent different
aspects of managing these lesions.

A feature of iliac vein stenosis is the occurrence of a
special form of post-thrombotic stenosis that is long and
diffuse. Lacking diagnostic cues such as focal narrowing
and collaterals on venograms, the lesion is often missed.
First described by Rokitansky in the 18th century from au-
topsy studies, the lesion arises from development of a
fibrotic sleeve that envelops long segments of the iliac
vein and retards collateral development; the fibrotic sleeve
produces luminal stenosis from perivenous restriction.
There were even early attempts to relieve this form of ste-
nosis by surgical excision of the restrictive envelope. One
way to identify this unique lesion is to institute routine
measurement of lumen diameter or area in diagnostic
studies. This is impossible in routine diagnostic venography
but may be possible (yet to be proven) with high-
resolution magnetic resonance imaging or computed to-
mography. Intravascular ultrasound (IVUS) planimetry
provides a convenient way to identify and to treat this
lesion with IVUS-guided stent placement in a single
session.

We have previously reported in anecdotal form that iliac
venous stenosis, whether focal or diffuse, responds poorly
to plain old balloon angioplasty (POBA), unlike its arterial
counterpart.” This is related to concentric fibrosis present
























