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The case of a complex venous reconstruction procedure involving
recanalization, mechanical thrombectomy, and stenting highlights

evolving techniques for the management of postthrombotic syndrome.
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ABSTRACT: Postthrombotic syndrome is the
result of chronic venous obstruction caus-
ing symptoms of pain, heaviness, cramping,
edema, pruritus, and venous claudication. We
present the case of a patient with severe post-
thrombotic syndrome as a result of chronic
deep vein thrombosis of the inferior vena cava,
bilateral iliac veins, and infrainguinal deep
venous system, secondary to compression
by a large conglomerate of lymph nodes due
to non-Hodgkin lymphoma. The patient was
successfully treated with a complex venous
reconstruction procedure involving recanaliza-
tion, mechanical thrombectomy, and stenting.
This case highlights evolving techniques for the
management of postthrombotic syndrome.

Background

Deep vein thrombosis is the development
of thrombus in the deep venous system,
typically in the legs. Conventional first-line
therapy is management with oral antico-
agulants or occasionally parenteral anti-
coagulants in specific populations. Up to
50% of patients with deep vein thrombosis
have residual vascular obstruction despite
adequate anticoagulation.* Residual vas-
cular obstruction is associated with adverse
events, which include a3-times-higher risk
of death, a 3-times-higher risk of recurrent
deep vein thrombosis, and a greater risk of
developing postthrombotic syndrome.'*
Up to 50% of patients with deep vein

thrombosis develop postthrombotic syn-
drome;® symptoms include lower extremity
pain, heaviness, cramping, edema, pruritus,
and venous claudication (including venous
leg ulcers).” These symptoms can be severe-
ly debilitating: patients with severe post-
thrombotic syndrome have a quality of life
that is comparable to that of patients with
congestive heart failure or cancer, and 90%
of patients are unable to work 10 years after
their diagnosis.®’ Thus, it is imperative to
recognize and manage the disease early. As
endovascular equipment and techniques
have evolved, more procedural options have
become available as adjuncts to standard
treatment.

We present a case report of endovas-
cular iliocaval reconstruction for the man-
agement of a patient who presented with
severe postthrombotic syndrome secondary
to a deep vein thrombosis due to a large
conglomerate mass in the context of stage 4
non-Hodgkin lymphoma. This case report
presents an emerging technique in the man-
agement of an underrecognized pathology
and underscores the importance of multi-
disciplinary collaboration in the manage-
ment of complex pathology.

Case description
A 46-year-old patient was diagnosed with
stage 4 non-Hodgkin lymphoma after pre-

senting with a large nodal conglomerate
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retroperitoneal mass. They subsequently
underwent an extended course of chemoim-
munotherapy for the treatment of their
lymphoma. However, the retroperitoneal
mass caused compression on adjacent vas-
culature and resulted in occlusive thrombus
formation within the deep venous system,
extending from the inferior vena cava to the
ankles [Figure 1]. This required therapeuti-
cally dosed anticoagulation, and although
the lymphoma went into remission, the
thrombus remained. The patient developed
significant postthrombotic syndrome as a
result of this residual thrombus and experi-
enced symptoms of chronic swelling, pain,
heaviness, and, most importantly, venous
claudication. These symptoms significantly
impacted their quality of life, because daily
activities such as walking short distances
and exercising were intolerable. Their symp-
tom severity correlated with a severe Villalta
score of 22.

'The patient’s C'T scan showed chronic
occlusion of the infrarenal inferior vena
cava and bilateral iliac system, with exten-
sive pelvic, paralumbar, retroperitoneal,
and abdominal wall venous collaterals. The
patient’s hematologist consulted interven-
tional radiology for endovascular manage-
ment options. After a detailed discussion of
the proposed procedural intervention, the
importance of postprocedural antithrom-
botics, and long-term follow-up, the patient
was keen to proceed.

In December 2024, the patient was
brought to the angiography suite at Van-
couver General Hospital and placed
under general anesthesia. Under fluoros-
copy, catheter-directed venography showed
chronic right lower extremity deep vein
thrombosis and iliocaval occlusion with
extensive venous collaterals [Figure 2].
Mechanical thrombectomy of the right
iliofemoral deep vein thrombosis was per-
formed with subsequent recanalization of
the occluded iliocaval veins and venous
reconstruction with stents extending from
the infrarenal inferior vena cava into the
bilateral external iliac veins. On day 1 post-

procedure, check venography was performed
with augmentation of the stent constructs  FIGURE 1. CT scan showing chronic occlusion of the inferior vena cava (yellow arrow) and bilateral
common iliac veins (red arrows).
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FIGURE 2. Venogram showing iliocaval
occlusion (yellow arrows) with extensive
abdominopelvic collaterals (red arrow).

through balloon dilation, which resulted
in widely patent stents and antegrade flow
with no residual filling of the collaterals. The
patient was discharged 1 day later with daily
low-dose aspirin and therapeutically dosed
low-molecular-weight heparin.

'The patient lost 13 kg in 3 weeks due to
improvement of their venous hypertension
and resultant reduction in edema. They were
able to advance from walking with a cane to
hiking and biking without assistance. They
returned to a fit and active lifestyle, nearing
their prelymphoma diagnosis status, with
a Villalta score of 1. Follow-up assessment
1 year postintervention demonstrated ongo-
ing patency of the stents [Figure 3]. The
patient is managed by our multidisciplinary
hematology and interventional radiology
team and continues to do very well, with
no lifestyle limitations.

Discussion

With an estimated annual incidence of deep
vein thrombosis being approximately 100
cases per 100000 person years and post-

thrombotic syndrome developing in up to
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FIGURE 3. Follow-up CT scan showing patent inferior vena cava (yellow arrow) and bilateral common

iliac vein (red arrows) stents.

50% of those patients, postthrombotic syn-
drome is an underdiagnosed condition.'**?
Although there are a few objective measure-
ment tools for grading the severity of post-
thrombotic syndrome, including the Villalta
score, they all have a glaring omission in
that they fail to measure venous claudica-
tion, which can cause significant morbidity.
Currently, the mainstays of postthrombotic
syndrome management are lifestyle modi-
fications (e.g., leg elevation, weight loss,

exercise) and compression therapy.'>*

However, there is growing evidence for
adjunctive endovascular management of
postthrombotic syndrome in patients with
lifestyle-limiting disease.”

Endovascular reconstruction using
recanalization techniques, balloon angio-
plasty, thrombectomy, and stenting are
viable management options for patients
with postthrombotic syndrome secondary
to iliocaval obstruction; studies have dem-
onstrated low complication rates, high mid-
term patency rates, and significant clinical
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improvement.’®'” For advanced disease,
venoplasty and stenting in patients with
iliofemoral obstruction resulted in healing
of venous stasis-related ulcers in 55% of
cases.”® Similarly, the ACCESS PTS study
demonstrated high success rates with the
use of ultrasound-accelerated thrombolysis
and venoplasty for recanalization of chronic
venous obstructions and improved quality of
life in patients during 1 year of follow-up."
Despite the evidence supporting the addi-
tive value of endovascular management of
postthrombotic syndrome, long-term man-
agement of the condition still hinges on
a multidisciplinary approach that ensures
appropriate patient selection, management
of comorbidities, wound care, adherence to
anticoagulation/antiplatelet therapy, and
comprehensive collaborative follow-up.?
Our patient had developed severe post-
thrombotic syndrome secondary to a central
venous outflow obstruction due to compres-
sion from their large conglomerate retroper-
itoneal nodal disease. This led to extensive
thrombosis, atresia of native vasculature,
and extensive collateral vessel formation.
By emphasizing a patient-centred and mul-
tidisciplinary approach and having discus-
sions with the patient and their family, the
procedure was a resounding radiographic
and clinical success, with profound symp-
tom improvement. Our patient remains on
aspirin and rivaroxaban. Through our estab-
lished venous thromboembolism pathway,
we follow patients with this pathology lon-
gitudinally. Our patient’s care highlights the
importance of appropriate patient selection
and the use of a multidisciplinary approach
for the management of complex venous

pathology.

Conclusions

Endovascular techniques are a promising
and evolving management option for post-
thrombotic syndrome. B
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