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Connecting The Vascular Community

Treatment for Incompetent Sciatic Veins

Julianne Stoughton MD, FACS
Massachusetts General Hospital — Boston, MA, USA

Harvard Medical School

Sciatic Nerve Veins — Embryology and Variability

* Kipkorir V et al, Anatomy 2022

Sciatic Nerve Veins — Clinical presentation Patterns of sciatic nerve venous drainage —

Veins along the course of the sciatic nerve
The development of reflux in the o FVA
Sciatic Nerve veins is usually
associated with:

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

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

» Symptoms of heaviness and itching
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ersistent Sciatic Veins (PSV)
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Fig. 1. A, Complc PSV: B, upper DSV and G, lower PSV

Upper PSV

PSV is a rare congenital vascular anomaly
Most often associated with KTS
Frequently bilateral
~30% present with PE, AVM's common, pelvic pain
and rectal bleeding common
Imaging with Duplex and confirmatory MRV, CTV or
Venography
3 variations
> Complete (full length thigh and buttock)
terminating in internal iliac system
> Upper terminating in iliac, but ending extending
only in proximal thigh
> Lower extending from popliteal fossa to mid
thigh and then terminating in CFV.

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

PSV Guidelines

(CUNICAL PRACTICE GUIDELINE DOCUMENT

ERETZYTITE European Society for Vascular Surgery (ESVS) 2022 Clinical
Practice Guidelines on the Management of Chronic Venous Disease of the
Lower Limbs

4.6.8.6. Unusual varicose vein locations. Sometimes, Ws
arise from unexpected anatomical locations. Imaging other
than DUS might be useful to identify these rare sources of
reflux. In a large series of 1350 lower extremity VV cases
evaluated by DUS and CT, 10.3% had an unusual site of
reflux** The most common were vulvoperineal 83.5% and
round ligament VVs (5%), both related to pelvic venous
incompetence (PVI) (see Chapter 7), followed by persistent
sdatic vein incompetence (5%) and intraosseous PV
incompetence (2.2%).

Sciatic vein incompetence can be either an isolated
finding or associated with congenital venous malforma-
tions. It represents a form of developmental anomaly and
is classified into three types based on its extent: complete
(from the POPV to the IV, traversing the sciatic notch),
proximal (from the upper thigh to the pelvis, traversing
the sciatic notch), or distal (confined to the middle and
distal thigh, extending into the DFV or subcutaneous
veins). Persistent sciatic vein incompetence below the
knee easily can be mistaken for reflux of the SSV. The
preferred treatment for sciatic vein incompetence is
UGES.

Complete PSV

Lower PSV

Lower PSV Case
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Dr. Mark Meissner with Upper PSV Pelvic Duplex Ultrasound

* Dilated bilateral gonadal veins with left sided OV reflux

450 G2P2 fermale * NO iliac vein compression
5 yr history of pelvic heaviness and fullness * Dilated peri-uterine veins with reflux in pelvis
Sensation of incomplete bladder emptying

— Right gluteal pain radiating to popliteal fossa

o PMH: * Sciatic nerve varicosities distal posterior thig!fml

— Thyroid adenoma, depression, anemia ‘s e By - —£
O [F=5
— Bilateral “O” point tenderness Popliteal Fossa

— Bulge along right lateral vaginal wall —
— Few Popliteal fossa varices

* Gluteal escape point noted

Pelvic Venography

Proximal evaluation for pelvic pain —
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‘Aftending Mark H Meissner
£elvic pan hizs essenially completaly resotved although she does continue to
have R calf pain which worsens throushout the course of the day and is incompletely refieved with the Gally Use of compression stockings. Ultiasound at the bedside

demonsirates 3-4 mm gastiocnemius veins as viell as varices associated with her scialic nerve in the distal third of the thigh. The later could be addressed with
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» No further pelvic
pain, PSV occluded

» Still has pain right
posterior calf/
popliteal fossa

39% STS Foam Sciatic » Planned ultrasound
Varices guided sclerotherapy
Coil Embolization IGV of sciatic nerve veins

SCIATIC NERVE W LT POST KNEE
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» Hx KTS left leg { ¢ > 25 year old with KTS left leg s/p multiple Rx leg
> clo Pelvic pain and leg pain/ e/ éeiﬂs Ehf'st; ﬂoggf\i/' de?%vl?in SySth) s
y y : . » Complete type noted by us and confirme:
oS 1 3 -
2 , 48 . ¢ » Symptomatic veins.dndeft.buttock/ leg
> Now L leg varicosities and some g
persistent L swelling
» US: HYPOPLASIA of LCFV,
enlarged Upper type PSV

> Beware of treating marginal vein
or PSV if deep system is not well
developed...

Follow up: 14 days post procedure, sudden onset chest pain...
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" Leftpsv interlock coils v | B
draining via in inferior 3% STS -
IGV into IV gluteal vein Foam into
X (via PSV) PSV

14mm

BEWARE of cails in the Internal lliac Vein

Follow up Continued: Thank you

* 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 [IV




