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Introduction

Introduction

The post thrombotic syndrome (PTS) is a frequent cause of
chronic pain, swelling, ulceration, and disability in patients with
lower extremity deep vein thrombosis (DVT).(Kahn SR et
al,2005)

As vascular surgeons are consulted on more patients with
chronic DVT and PTS, their management strategies must be
informed by a balanced under-standing of the different facets of
chronic DVT care and the available treatment options.(Kahn SR et
al,2008)

This is a review to provide an overview of the important
elements of a multifaceted approach to the management of patients
with PTS that includes pharmacological, physiological, and

endovascular aspects of care.

The post thrombotic syndrome (PTS) is the most common
complication of venous thrombo-embolism (VTE), occurring despite
optimal anticoagulant therapy in 20%-40% of patients within the
first 1-2 years after deep venous thrombosis (DVT) of the lower
limb. Severe PTS, which may include ulceration, occurs in 5%-10%
of DVT patients. PTS leads to suffering and disability and is costly
to society. (Caprini JA et al,2003)(Bergqvist D et al,1997)



Introduction

Recent research has shown that quality of life among patients
with PTS is poorer than that among patients of similar age with
arthritis, chronic lung disease or diabetes, while patients with severe
PTS report quality of life that is comparable to persons with angina,

cancer or congestive heart failure.(Kahn SR et al,2006)

There are now 4 clinical scoring systems that may be helpful
for the diagnosis of PTS. These include Widmer staging, Villalta
scale, Ginsberg measure, and Clinical Etiologic Anatomic
Pathophysiologic (CEAP) classification. There is no clear
advantage of using one of these scales over the others. Both the
CEAP and Widmer scales are more general classifications and may
be used in evaluating both PTS and chronic venous disease, while
the Villalta scale and Ginsberg measure are specific for PTS.
(Villalta S et al,1994)( Ginsberg JS et al,2001)

The appropriate combination of non invasive to minimally
invasive tests should follow in order to confirm or exclude the
clinical impression. Duplex scanning is the first test of choice for

non invasive evaluation of patients with PTS.(Porter JM et al,1995)

MR venography is another invasive test to identify PTS. The
test is reliable, it confirms the extent of PTS. Invasive tests are
usually not needed to establish the diagnosis of the PTS and can be

deferred until intervention is required.



Introduction

Endovascular treatment of acute and chronic iliac vein
occlusions has proven to be safe and effective. Recanalization of
chronic occlusions with balloon angioplasty and stenting can re
establishes normal venous flow in the iliac veins and relieves
symptoms in the majority of treated patients.(Tilo Kolbel et al,
2008)

Recanalization and stenting of underlying chronically
obstructed iliofemoral segments is becoming the treatment of
choice for patients with acute iliofemoral thrombosis, as
anticoagulation and compression therapy alone are not satisfactory
in preventing PTS. (Tilo Kolbel et al ,2008)
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Aim of the work

Aim of the work

To identify different endovascular strategies for the removal
of thrombus in the management of acute lower limb DVT; and
give a hint about the chronic sequelae of DVT especially The post
thrombotic syndrome , and identify the different endovascular
intervention modalities in the treatment of PTS and techniques of

venous angioplasty and stenting.
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Anatomy of Venous System of the

Lower Limb

Anatomy of venous system of the lower limb and ivc

The venous system of the lower limb is divided into three

systems:

1. Superficial system, which lies outside the deep fascia.

2. Deep system, which lies within the deep fascia.

3. Perforating system, which passes through the deep fascia
and connects the deep and superficial system. (Michael,
2002)

About 10-15% of the venous drainage of the lower limb is
carried by the superficial veins while the deep veins carry out the
rest. (Alimi et al.,1994).

1)The superficial venous system of the lower limb:

The long or great saphenous vein: of greatest concern to the
physician treating venous diseases in the lower extremity is the

great saphenous vein (Williams, 2005).
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The long saphenous vein is the longest vein in the body. It
is formed by the union of veins from the inner part of the foot and
the medial marginal vein and runs upwards for 1 to 1.5 inches in
front of the medial malleolus of the tibia (Decker et al., 1996).

It spirals around the medial aspect of the leg and crosses
behind the femoral condyle. It continues up the medial aspect of
the thigh and empties into the femoral vein at about 4cm below

the inguinal ligament (Kupinski et al., 1993).
Terminal tributaries:

Just below the sapheno-femoral junction, the great
saphenous vein receives several additional tributaries including
the lateral and medial femoral cutaneous veins, the internal
pudendal vein, the superficial circumflex iliac vein and the

superficial epigastric vein (Robert et al., 2004).
The short or lesser saphenous vein:

Begins at the lateral end of the venous arch on the dorsum
of the foot and ascends behind the lateral malleolus, along lateral
border of tendo-calcaneus. It extends up the back of the calf,
passes between the two heads of the gastrocnemius muscle and
empties into the popliteal vein in the popliteal fossa.(Henry et al.,
2004).



