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Pathophysiology: 2 
components

REFLUX

Dilatation of vein wall leads to 
valve insufficiency

Monocytes may destroy vein 
valves

Retrograde flow results in distal 
venous hypertension

OBSTRUCTION

Thrombosis and subsequent 
fibrosis obstruct venous outflow

Damage to vein valves may also 
cause reflux

Both contribute to venous 
hypertension

The presence of both is far worse than either one alone
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In the clinic
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History

Aching

Tiredness, heaviness in legs

Pain: throbbing, burning, stabbing

Cramping

Swelling (peripheral edema)

Itching

Restless legs

Numbness

J Vasc Surg. 2011;53:2S-48S.

heaviness, achiness, swelling, throbbing, itching –
“HASTI”
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Non-Saphenous/ Pelvic 
Varicosities
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Abdominal Veins
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Stasis or Gravitational Eczema
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In the wound 
center
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Location, 
Location, Location
ANKLE “GAITER AREA”
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Venous Stasis Ulcers
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Venous Ulcers – Atrophy 
Blanche
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In the Vascular 
Lab
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Poor Augmentation

Lack of phasicity
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Pelvic Duplex
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Pelvic Duplex
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Know your groin 
veins….!
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SFJ Tributaries
SE – Superficial Epigastric (Land 
mark for ablative therapies)

SEP – Superficial External 
Pudendal

SCI – Superficial Circumflex Iliac

AASV

PASV

J Vasc Surg 2002;36:416–422
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Case study
42 yr old female

Left Lower Extremity edema chronic with left LE ankle ulcers (recurrent) 
for 2 yrs. 

No prior Hx of DVT.

Duplex 
◦ Superficial venous reflux in GSV

◦ NO deep vein reflux

◦ No DVT or SVT

◦ Left SEV flow cephalad
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Results from this case study are not predictive of future results.
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SFJ Tributaries

SE – Superficial Epigastric (Land mark 
for ablative therapies)

SEP – Superficial External Pudendal

SCI – Superficial Circumflex Iliac

AASV

PASV

J Vasc Surg 2002;36:416–422
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Iliac obstruction is not 
always on the left!!
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Case Study
51 yr old male with right leg swelling and pain

The venous incompetence study –
◦ extensive venous incompetence in the bilateral GSVs with numerous pelvic 

varicosities on the right side.  

CTV  
◦ suboptimal enhancement of the iliac veins

◦ no iliac vein thrombosis is seen. 

◦ possible focal narrowing seen of the distal common iliac vein just above the 
iliac vein bifurcation. 

◦ IVC patent
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Results from this case study are not predictive of future results.



Case Study
Further questioning about injuries 

◦ At age 27 – Slipped and fell into a coal mine and was told that he had sacral 
fracture and it would heal.
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There is an adjacent prominent osteophyte 
arising off the superior endplate of S1, 
which may be causing some degree of 

extrinsic compression.  
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History is crucial
RLE CVI

Hx of laparotomy for diverticulitis years ago

Op note – “sigmoid colon was adhered to the right pelvis and careful 
attention was paid to avoid injury to the right iliac vein”
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J Vasc Surg: Venous and Lym Dis 2016;4:426-33 

n = 660 
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Old axial scans
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How Common Is Left CIV 
Compression?
1 Autopsy findings of 22% in 430 studies

◦ May-Thurner syndrome is widely believed to increase the risk of ipsilateral 
iliofemoral DVTs and venous hypertension

2CT findings: 
◦ 24% had >50% stenosis

◦ 66% had >25% stenosis

1 May, Thurner, Angiology October 1957 8: 419-427

2 Kibbe, et al., J Vasc Surg 2004;39:937 
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Deep vein Obstruction
CT and MR venography - iliac vein obstruction in patients with active 
and healed ulcers. 

◦ 37% demonstrated iliac vein obstruction of at least 50%, 

◦ 23% had obstruction of >80%. 

◦ Independent Risk factors >80% -

◦Female gender

◦History of DVT

◦Deep Vein Reflux

J Vasc Surg 39:937-943, 2004
J Vasc Surg 53:1303-1308, 2011
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CVI

History and Physical

Recent Axial Imaging with Ilio/Caval
abnormalities

Venous Insufficiency test +/- Pelvic Duplex + 
SEV reversal

Yes No

IVUS / Angio/ Revasc
+

Non-Inv Rx of eczema/ edema & 
Wound care

CTV/ MRV
(Based on Hx and 

concern)

History “benign”
Venous Insufficiency test – Superficial reflux 

only

Superficial treatment
+ 

Non-Inv Rx of eczema/ edema & Wound care

No Improvement in 3-6 months
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Results from this case study are not predictive of future results.



Tunnel vision

Neuropathy – 10-15%/ 
year + NCS/ EMG

• Cancers 

• Other etiologies

Elevated Central 
Venous Pressure

Atrophie Blanche -
Livedoid Vasculitis
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Thank You
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