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Sciatic Nerve Veins – Embryology and Variability

E m b ryo g e n e sis  w ith  th e  th re e  an g io -g u id in g  n e rve s (G illo t C ): 

(1 ) th e  axia l n e rve  (sc ia tic  n e rve )

(2 ) th e  p re -axia l n e rve  (fe m o ra l n e rve )

(3 ) th e  p o st-axia l n e rve

(4 ) th e  p re -axia l ve n o u s p le xu s (fe m o ra l ve in )

(5 ) p o st-axia l p le xu s (S S V  an d  its  d o rsa l e xte n sio n )

(6 ) ax io -p re axia l an asto m o sis  (d e e p  fe m o ra l ve in )

(7 ) ax io -p o st-axia l an asto m o sis  (arch  o r ‘c ro sse ’ o f S S V ). 

tibial
peroneal

• Kipkorir V et al, Anatomy 2022

The development of reflux in the 
Sciatic Nerve veins is usually 
associated with:

Ø Symptoms of local nerve irritation, 
presenting more commonly as pain 
in the posterior thigh

Ø Tingling sensation in the ipsilateral 
leg and foot, worse with prolonged 
sitting

Ø Symptoms of heaviness and itching

Sciatic Nerve Veins – Clinical presentation

Labropoulos et al 

Patterns of sciatic nerve venous drainage – 

Nerves surrounded by congested venous plexus
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Persistent Sciatic Veins (PSV)

Ø PSV is a rare congenital vascular anomaly 
Ø Most often associated with KTS
Ø Frequently bilateral
Ø ~30% present with PE, AVM’s common, pelvic pain 

and rectal bleeding common
Ø Imaging with Duplex and confirmatory MRV, CTV or 

Venography
Ø 3 variations

Ø Complete (full length thigh and buttock) 
terminating in internal iliac system

Ø Upper terminating in iliac, but ending extending 
only in proximal thigh

Ø Lower extending from popliteal fossa to mid 
thigh and then terminating in CFV

Ø Usually no valves in the PSV’s
Ø Venous reflux/ inflammation causes neuro symptoms

Complete Upper Lower

Complete PSV

Cherry, Gloviczki, and Stanson  
JVS 1996

Upper PSV

Cherry, Gloviczki, and Stanson  
JVS 1996

Lower PSV

Cherry, Gloviczki, and Stanson  
JVS 1996

PSV Guidelines Lower PSV Case

Tibial 
component 
(medial nerve)

Peroneal  
component 
(lateral nerve)
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Case – from Dr. Mark Meissner with Upper PSV 

• History: 
– 45 yo G2P2 female
– 5 yr history of pelvic heaviness and fullness
– Sensation of incomplete bladder emptying
– Right gluteal pain radiating to popliteal fossa

• PMH: 
– Thyroid adenoma, depression, anemia

• PE: 
– Bilateral “O” point tenderness
– Bulge along right lateral vaginal wall
– Few Popliteal fossa varices

S2,3b

Pelvic Duplex Ultrasound

Pelvic vv’s
Gluteal escape point V2,3b PLGV,R,NT; Pelv,R,NT

• Dilated  bilateral gonadal veins with left sided OV reflux

• NO iliac vein compression

• Dilated peri-uterine veins with reflux in pelvis

• Gluteal escape point noted 

• Sciatic nerve varicosities distal posterior thigh

Proximal evaluation for pelvic pain – 

Case continued from Dr. Meissner

Pelvic Venography

Ø No further pelvic 
pain, PSV occluded

Ø Still has pain right 
posterior calf/ 
popliteal fossa

Ø Planned ultrasound 
guided sclerotherapy 
of sciatic nerve veins
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Case:

Ø Hx KTS left leg
Ø c/o Pelvic pain and leg pain/ 

swelling with LCIV compression 
treated with stent years ago

Ø Now L leg varicosities and some 
persistent L swelling 

Ø US: HYPOPLASIA of LCFV, 
enlarged Upper type PSV 

Ø Beware of treating marginal vein 
or PSV if deep system is not well 
developed…

Left IIV Escape 
point into PSV

Case:

Ø 25 year old with KTS left leg s/p multiple Rx leg 
veins (has a normal deep vein system)

Ø Complete type PSV noted by us and confirmed 
by CTV

Ø Symptomatic veins in left buttock/ leg

3% STS 
Foam into 
PSV

14mm 
interlock coils 
in inferior 
gluteal vein 
(via PSV)

Left PSV 
draining via 
IGV into IIV

Follow up: 14 days post procedure, sudden onset chest pain…

BEWARE of coils in the Internal Iliac Vein

Follow up Continued:

• No further pelvic pain

• No further neurologic / sciatic pain

• Continued LE symptomatic varicosities well controlled with conservative 
measures (KTS is lifelong maintenance)

• Marked improvement in her leg s/p foam sclerotherapies

• Just BEWARE of coils in the PSV or IIV

Thank you


