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This is actually 2 arguments:

1- Extending the stent into the IVC during iliac 
venous reconstruction is frequently needed

2- it does not increase thrombotic 
complications 



Why would we want to extend stent into IVC 
when performing iliac vein stenting?
• Raju 
• J CARDIOVASC SURG 2008 49 27 33

• Technique of iliac venous stenting:

• “The upper landing site is the IVC usually about 3-4 cm above the 
common iliac confluence or even higher in the case of IVC 
involvement Extension of the stent into IVC is necessary as the iliac 
IVC junction is a choke point and will otherwise tend to squeeze the 
stent distally over time and result in recurrence Contralateral iliac vein 
flow is seldom affected”



Wallstents (Boston Scientific)

• Main stent used in USA (and worldwide) for venous stenting
• Braided stainless steel design
• Significant foreshortening on deployment
• Further foreshortening on balloon dilatation
• Maximum chronic outward force if ends closely apposed to vein wall

• EXCELLENT long term patency!!



“Raju technique”

• Land stent well up into IVC
• Use a big long stent (e.g. 18mm diameter, 90 mm long)
• Balloon it aggressively say to 16mm
• This turns stent into an (approx) 16mm diameter 125mm long stent

• The trick is how high to land it in IVC so as 
• A) to cover as little of contra-lateral common iliac vein as possible
• B) to make sure it doesn’t shorten so that R CIA can roll over L CIV and re 

thrombose it





Note 
1- stent has shortened to the right of the spinous process
2- cigar shape at the upper end of the Wallstent

This led to thrombosis overnight



Thrombectomy performed

New 16/40  stent added

Re-opened L CIV

Definitely crosses R CIV



Most operators would therefore agree that 
stent DOES need to extend into IVC……

• But does it increase risk of thrombotic complications? 













(A) Complete coverage.      (B) Partial 75-100% coverage (C) 50-75% coverage               (D) At the iliocaval confluence, 



Stent type Frequency Diameter, mm

Wallstent (315, 84%) 12-18 

Cook Zilver Vena 
stent

(40, 10%) 14-16 

Optimed Sinus 
venous

(10, 3%) 14-16 

VENITI VICI stent (7, 2%) 14-16 

Bard Luminex (2, 0.5) 14-16 

Sinus Obliquus (2, 0.5) 14-16 

Total 376 patients 257 147 71376 301 182 107



Venogram images showing the three categories of left iliocaval stent extension inside the IVC. 
(A) Complete >2cm, 100% coverage. 
(B) (B)  Partial 1-2cm, 75-100% coverage and 
(C) (C) 50-75% coverage. 
(D) (D) At the iliocaval confluence, 
0% coverage (E) 
A diagram showing the three categories of IVC stent extension;(1) complete, (2) partial, (3) flush with the iliocaval confluence.





To summarise:

• Iliac stents must extend into IVC

• But only just!!!!

• The further they extend into IVC, the greater the risk of thrombosis

• But it is not the only factor which increases risk:
• Poor anticoagulation
• Post thrombotic initial presentation
• Malignancy
• Contra-lateral Internal Iliac Vein Thrombosis



1. With newer dedicated venous stents
the level of precision is much higher

2. The stent CAN be landed into the IVC

3. The stent can clearly AVOID covering 
contra-lateral CIV

4. This is the way forward


