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 1. Relevant of topic. 

Postthrombophlebitic syndrome (PTPS) – a symptom complex, which develops 

after acute thrombosis of deep veins. Its reveals itself the frustration of blood 

circulation as a result of insufficiency of valvate apparatus of deep veins, in 

recanalization area. At passabilities deep veins in nonrecanalization segment. 

Under valvate insufficiency subdermal and perforant veins. 

In various country by this disease suffers from 1,5 before 5% populations. More 

often are ill the person from 30 before 60 years. The women are ill vastly more 

often than men. 

2. The educational purpose of class. 

     The students must know: 

Aetiology, pathogenesis, classification, clinical picture, the forms, stage of 

development of PTPS. The special instrumental methods of the examination. The 

modern tactics of treatment. The methods of operative treatment. The working 

capacity examination. The remote results of the treatment. 

The students must able: 

To take the case history. To take the examination of patient. To prescribe the 

laboratory and instrumental methods of the examination. To conduct the 

differential diagnostics. To define the tactics of treatment. To mark the volume of 

operations. To form the scheme of the sick treatment at postoperative period. 

3. The materials to auditorium independent work. 

3.1. Interdisciplinary integration. 

 

Base level of preparation 

 

Educational previous discipline  Skills are got 

Normal anatomy Describe the anatomical structure of different 

types of venous system of the lower extremities. 

Normal physiology Describe the principles of normal blood flow in 



the venous system body. 

Pathological anatomy Describe the characteristics of pathological 

changes in the venous wall and valvular veins of 

the lower limbs with postthrombophlebitic 

syndrome. 

Physiopathology Describe mechanisms for violations of blood 

flow in the venous system of the organism in the 

presence of postthrombophlebitic syndrome 

depending on the form and stage of disease. 

Propedeutics of the internal 

medicine 

Master the methods of determining the symptoms 

of postthrombophlebitic syndrome. 

Radiology Demonstrate skills of reading angiograms. 

Pharmacology Identify classes and groups of pharmacological 

drugs used in treatment of postthrombophlebitic 

syndrome. 

Clinical pharmacology Compare pharmacokinetic characteristics of 

groups of drugs used in treatment of 

postthrombophlebitic syndrome, with regard to 

the shape basic disease and the presence 

concomitant disease. 

Therapy   Portray a schematic algorithms conservative 

therapy of  postthrombophlebitic syndrome, 

depending of the form basic disease and the 

presence concomitant disease. 

Surgery Portray schematically different methods of 

surgical treatment of postthrombophlebitic 

syndrome. 

 

3.2 . Organization of the content of teaching material 

 



Venous Anatomy 

Veins are part of a dynamic and complex system that returns venous blood to the 

heart against the force of gravity in an upright individual. Venous blood flow is 

dependent upon multiple factors such as gravity, venous valves, the cardiac and 

respiratory cycles, blood volume, and the calf muscle pump. Alterations in the 

intricate balance of these factors can result in venous pathology. 

Structure of Veins 

Veins are thin-walled, highly distensible, and collapsible structures. Their structure 

specifically supports their two primary functions of transporting blood toward the 

heart and as a reservoir for preventing intravascular volume overload. The venous 

intima is composed of a nonthrombogenic endothelium with an underlying 

basement membrane and an elastic lamina. The endothelium produces 

endothelium-derived relaxing factor and prostacyclin, which help maintain a 

nonthrombogenic surface through inhibition of platelet aggregation and by 

promoting platelet disaggregation. 1 Circumferential rings of elastic tissue and 

smooth muscle located in the media of the vein allow for changes in vein 

caliber with minimal changes in venous pressure. When an individual is upright 

and standing still, the veins are maximally distended and their diameters may be 

several times greater than if the individual was in a horizontal position. 

Unidirectional blood flow is achieved with multiple venous valves. The number of 

valves is greatest below the knee and decreases in number in the more proximal 

veins. The inferior vena cava (IVC), the common iliac veins, the portal venous 

system, and the cranial sinuses are valveless. Each valve is made of two thin cusps 

consisting of a fine connective tissue skeleton covered by endothelium. Venous 

valves close in response to cephalad-to-caudal blood flow at a velocity of at least 

30 cm/s. 

Lower Extremity Veins 

Lower extremity veins are divided into superficial, deep, and perforating veins. 

The superficial venous system lies above the uppermost fascial layer of the leg and 

thigh and consists of the greater saphenous vein (GSV) and lesser saphenous vein 



(LSV) and their tributaries. The GSV originates from the dorsal pedal venous arch 

and courses cephalad anterior to the medial malleolus and enters the common 

femoral vein approximately 4 cm inferior and lateral to the pubic tubercle. The 

saphenous nerve accompanies the GSV medially and supplies cutaneous sensation 

to the medial leg and ankle. The LSV originates laterally from the dorsal pedal 

venous arch and courses cephalad in the posterior calf and penetrates the popliteal 

fossa, most often between the medial and lateral heads of the gastrocnemius, to 

join the popliteal vein. The termination of the LSV is somewhat variable. It may 

enter the deep venous system as high as the mid-posterior thigh. The sural nerve 

accompanies the LSV laterally along its course and supplies cutaneous sensation to 

the lateral malleolar region. 

The deep veins follow the course of major arteries in the extremities. In the lower 

leg, paired veins parallel the course of the anterior and posterior tibial and peroneal 

arteries and join behind the knee to form the popliteal vein. Venous bridges 

connect the paired veins in the lower leg. The popliteal vein continues through the 

adductor hiatus to become the femoral vein. In the proximal thigh, the femoral vein 

joins with the deep femoral vein to form the common femoral vein. In the groin, 

the common femoral vein lies medial to the common femoral artery. The common 

femoral vein becomes the external iliac vein at the inguinal ligament. 

Multiple perforator veins traverse the deep fascia to connect the superficial and 

deep venous systems. Clinically important perforator veins are the Cockett and 

Boyd perforators. The Cockett perforator veins drain the medial lower leg and are 

relatively constant. They connect the posterior arch vein (a tributary of the GSV) 

and the posterior tibial vein. They may become varicose or incompetent in venous 

insufficiency states. Boyd's perforator veins connect the greater saphenous vein to 

the deep veins approximately 10 cm below the knee and 1 to 2 cm medial to the 

tibia. 



 

Venous sinuses are thin-walled, large veins located within the substance of the 

soleus and gastrocnemius muscles. These sinuses are valveless and are linked by 

valved, small venous channels that prevent reflux. A large amount of blood can be 

stored in the venous sinuses. With each contraction of the calf muscle bed, blood is 

pumped out through the venous channels into the main conduit veins to return to 

the heart. 

Upper Extremity Veins 

As in the lower extremity, there are deep and superficial veins in the upper 

extremity. Deep veins of the upper extremity are paired and follow the named 

arteries in the arm. Superficial veins of the upper extremity are the cephalic and 

basilic veins and their tributaries. The cephalic vein originates at the lateral wrist 

and courses over the ventral surface of the forearm. In the upper arm, the cephalic 

vein terminates in the infraclavicular fossa, piercing the clavipectoral fascia to 

empty into the axillary vein. The basilic vein runs medially along the forearm and 

penetrates the deep fascia as it courses past the elbow in the upper arm. It then 



joins with the deep brachial veins to become the axillary vein. The median cubital 

vein joins the cephalic and the basilic veins on the ventral surface of the elbow. 

The axillary vein becomes the subclavian vein at the lateral border of the first rib. 

At the medial border of the scalenus anterior muscle, the subclavian vein joins with 

the internal jugular vein to become the brachiocephalic vein. The left and right 

brachiocephalic veins join to become the superior vena cava, which empties into 

the right atrium. 

 

 

POSTTHROMBOPHLEBITIC SYNDROME (PTPS)  

Aetiology and pathogenesis.  

In 95% events chronic venous insufficiency appears after carried thrombosis veins. 

The most frequent localization of PTPS there is system by lower flap vein. 

Thrombotic masses in vein can: be organized with germination by connective 

tissue; be subjected to septic melting; recanalization (more often).  

The classification (by V.S. Saveliev)  

Localization:  

- A tibial segment;  

- Popliteal segment;  

- A femoral segment;  

- Iliac segment;  

- A lower flight vein.  

The forms of the defeat.  

- Occlussional;  

- recanalizational.  

The degree to chronic venous insufficiency.  

0 - a clinical manifestations are absent;  

I - a syndrome "heavy legs", transitory edema;  

II - a steadfast edema, hyper- or hypopigmentation, lipodermatosclerosis, eczema;  

III - venous trophic ulcer (openning or jammed).  



The clinical picture.  

The pain, "gravity" in extremity. The edema of extremity. The secondary varicose 

dilation of surrface veins. Hyperpigmentation and retinens skin cover. Induration 

of subdermal cellulose. Dermatitis, eczemas. Trophic ulcer of shank.  

The diagnostics.  

The complaints, anamnesis diseases. The clinical picture. Ultrasonic colour duplex 

scan of vessels extremity. Ultrasonic Doppler ultrasonicgraphy. X-ray contrast 

phlebography. Nuclear-magnetic resonance phlebography. Computer tomography 

with vessels contrast study.  

The treatment.  

Conservative therapy.  

- A preparations perfecting rheological properties of blood and disaggregants: 

reopoliglucin, aspirin, pentoxifilin, and others;  

- Nonsteroid anti-inflammatory preparations: reopirin, naclophen and others;  

- Phleboactive preparations: venoruton, detralex, phlebodia and others.  

Compressive therapy.  

At trophic alcers: zinc-gelatinous bands, anti-infective agent, proteolytic ferments, 

antibacterial unguent.  

The surgical treatment.  

Under full or partial recanalization: extraction of surrface veins with perforant 

veins ligation by Kokket, Linton, Felider.  

Endoscopic dissection perforans veins. Under iliac veins occlusion - an operation 

by De Palm (cross autovenous suprapubic sapheno-femoralis bypass surgery). The 

imposition of ileo- femoral or femoro-femoral bypass.  

3.3. The recommended literature.  

1. Gale Encyclopedia of Surgery: A Guide for Patients and Caregivers // Anthony 

J. Senagore MD, Executive Adviser.  

2. Clinical Anatomy // Arevision and applied anatomy for clinical students. 

HAROLD◊ELLIS.  



3. Oxford Handbook Of Clinical Surgery (3rd Edition). // Greg McLatchie, Neil 

Borley, Jo Chikwe.  

4. COLOUR ATLAS OF ANATOMICAL PATHOLOGY. Robin A. Cooke, Brian 

Stewart. 190  

5. ATLAS OF CLINICAL DIAGNOSIS. // M. Afzal Mir. EDINBURGH 

LONDON NEW YORK PHILADELPHIA ST LOUIS SYDNEY TORONTO, 

2003.  

6. Current Medical Diagnosis & Treatment. 2007  

7. Professional Guide to Signs and Symptoms, 5th Edition. // Copyright В©2007 

Lippincott Williams & Wilkins.  

8. Atlas of Upper Gastrointestinal and Hepato-Pancreato-Biliary Surgery. Springer 

Berlin Heidelberg New York, 2007.  

 

3.5. The materials for self-testing.  

А. The questions for self-testing: - are attached.  
1. The surgical anatomy of veins system.  

2. The aetiology of PTPS.  

3. The pathogenesis of PTPS.  

4. The classification of PTPS.  

5. The particularities of anamnesis for PTPS.  

6. The clinical picture of PTPS.  

7. Objective examination the patients.  

8. The special methods of the diagnostics of PTPS.  

9. The differential diagnostics of PTPS and lymphedema.  

11. The conservative treatment for PTPS.  

12. The preparations, which are used for conservative treatment.  

13. The indication and contra-indication for operative treatment.  

14. The methods of the operative treatment for PTPS.  

15. Conduct of the postoperative period.  

16. The prophylaxis of PTPS.  

B. The tests for self-testing: - are attached.  

C. The tasks for self-testing: - are attached.  

4. The Material for auditorium independent work.  

4.1 Educational practical problems, which necessary to run for practical class:  
- To master the methods of take the case history and the examination of patient 

with PTPS.  

- To have a skills in diagnostics of PTPS.  

- To conduct the differential diagnostics between and PTPS lymphedema.  

- To form the plan of the treatment of PTPS.  

- To define the indications and contraindications for the surgical treatment. 191  

 



4.3. The educational task, tests for independent work on practical class, as 

also additional materials - are attached. 

5. The materials outside auditorium independent work. 

The themes of the research student work. 

1. The modern methods of the diagnostics and treatments of the different forms 

PTPS. 

2. The differential diagnostics of lower limbs edema. 

3. The preventive main 

 

 
 


