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L

arge iatrogenic laceration of a deep pelvic vein

venography. After treatment with undersized stents,

is a rare, but life-threatening, complication in

bleeding recurrence most likely arose as hemody-

interventional cardiology procedures, with

namic parameters returned closer to baseline.

no consensus for treatment.

Currently, no device designed for use in lacerated

Right external iliac vein (REIV) laceration during

veins is available. Therefore, a 16-mm iliac exten-

transcatheter mitral valve repair led to hemorrhagic

sion of a self-expandable covered abdominal aortic

shock due to retroperitoneal hematoma (Figure 1A,

aneurysm stent graft system (Endurant II, Med-

Video 1A). Two 10-mm balloon-expandable covered

tronic, Fridley, Minnesota) was deployed within the

stents (Advanta V12, Atrium Medical, Merrimack,

iliac stents already in place, exceeding them both

New Hampshire) were deployed in series and over-

proximally and distally (Figures 1E and 1F, Video 1D).

dilated to 12 mm (Figures 1B and 1C, Video 1B).

The bleeding was interrupted; yet, the patient

Bleeding was stopped before a leak being noticed at

passed away 4 days later due to renal and heart

the level of the stents (Figure 1D, Video 1C). Both the

failure. However, in another patient treated simi-

reduced effective circulating volume and increased

larly following REIV laceration during atrial ﬁbril-

outer-vessel pressure, engendered by the hematoma,

lation catheter ablation, long-term patency was

may have contributed to vein spasm at diagnostic

achieved (Figure 2, Videos 2A to 2D).
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F I G U R E 1 Management of REIV Laceration During TMVR

(A) Nonsubtracted venogram showing perforation of the REIV (arrow) and vein spasm (arrowhead). (B and C) Nonsubtracted (B) and subtracted (C) venogram
following deployment in series of two 10  38-mm balloon-expandable covered stents (arrowhead) over-dilated to 12 mm within the right common iliac vein and
REIV. (D) Sagittal contrast-enhanced computed tomography image in venous phase through the pelvis, demonstrating recurrent, active bleeding (arrowhead) at the
level of the right iliac vein stents (arrow) with surrounding hematoma. (E and F) Nonsubtracted (E) and subtracted (F) venogram following deployment of a 16  16 
93-mm self-expandable covered abdominal aortic aneurysm stent (arrowheads) within the iliac vein stents showing no more active bleeding. REIV ¼ right external
iliac vein; TMVR ¼ transcatheter mitral valve repair.
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F I G U R E 2 Management of REIV Laceration During Atrial Fibrillation Catheter Ablation

(A) Single sagittal contrast-enhanced computed tomography (CT) image in portal venous phase through the abdomen and pelvis demonstrating an important
retroperitoneal hematoma (arrowheads) originating from the REIV (arrow). (B) Subtracted venogram showing laceration of the REIV with active contrast material
extravasation (arrow) and vein spasm (arrowhead). (C) Subtracted venogram showing incomplete coverage of the laceration site within the REIV with active bleeding
(arrow), following over-dilation to 14 mm of a 10  59-mm balloon-expandable covered stent (Advanta V12) (arrowheads). (D) Subtracted venogram after
deployment of a 16  16  82-mm self-expandable covered abdominal aortic aneurysm stent graft system (Endurant II) (arrowheads) within the previously deployed
iliac vein stent, exhibiting no more active bleeding, but with a partial ﬁlling defect representing thrombus. An intravenous heparin protocol was immediately initiated.
CT scan performed 3 days post-stent implantation conﬁrmed stent permeability and stability of the retroperitoneal hematoma. The patient was discharged on rivaroxaban 10 days after the procedure. (E) Two-dimensional reconstruction image of contrast-enhanced CT in venous phase through the pelvis demonstrating patency of
the REIV stent (arrowheads) after 1 year. REIV ¼ right external iliac vein.

In cases of large, deep pelvic vein laceration,

FUNDING SUPPORT AND AUTHOR DISCLOSURES

endovascular treatment may represent a rapid and
safe approach. When choosing a stent, appropriate
sizing must be evaluated in a timely fashion, keeping

Dr. Gahide has been a consultant for Boston Scientiﬁc. Dr. Béland has
been a consultant for Abbott Vascular.

in mind the possibility of vein spasm. Interestingly, 1
study suggests that optimal stent diameters in the

ADDRESS

common iliac vein, external iliac vein, and common

Béland, Radiology, Centre Hospitalier Universitaire

FOR

CORRESPONDENCE:

femoral vein segments are 16, 14, and 12 mm,

de Québec, CHU de Québec, 10, Rue de l’Espinay,

respectively (1). Thus, oversizing should not be

Québec QC G1L 3L5, Canada. E-mail: mathieu.beland.

overlooked.

1@ulaval.ca. Twitter: @BelandMath.

Dr. Mathieu

REFERENCE
1. Raju S, Buck WJ, Crim W, Jayaraj A. Optimal
sizing of iliac vein stents. Phlebology 2018;33:
451–7.

KEY WORDS endovascular, iatrogenic,
stent sizing, venous laceration, venous
stenting

A PPE NDI X For supplemental videos,
please see the online version of this paper.

e3

