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Opinion

We've all stood there. A 28-year-old woman, left-sided
May-Thurner thrombosis, symptoms for a few days. You do the
percutaneous mechanical thrombectomy with good access, clean
technique, a result you'd happily put in a talk. Then you pull back
for the completion run and there it is: thrombus still clinging to
the wall of the common iliac vein. Not much. But it’s there. And
you're standing in the angiography suite asking the question our
guidelines don’t really answer: do [ stent this, or anticoagulate and
trust it to resorb?

Residual thrombus after thrombectomy, lysis, or hybrid CDT
is common (depending on how hard you look) 30-60% of these
veins aren’t fully clear at the end of the case [1,2]. And here’s the
distinction we blur far too often: residual thrombus is not chronic
occlusion. Chronic occlusion is organized, fibrotic, recanalized
tissue with the valves already gone; scarred vein that needs a
durable scaffold to stay open [3-5]. Residual thrombus in the acute
phase is a different case: fresh material in an otherwise patent
vein that, given flow and time, can actually go away [2]. So, the
real question is whether residual thrombus in a patent vein needs
permanent metal at all.

Right now, the answer is improvised. Some of us stent
aggressively: thrombus visible, stent deployed, keep the
lumen wide, drop the re-thrombosis risk, protect against PTS.
Others hold off, reserving stents for chronic obstruction or a
hemodynamically significant lesion. Neither camp stands on firm
ground. The trials we quote don’t settle it. CaVenT, ATTRACT,
and CAVA compared thrombus removal with anticoagulation,
not absorbable versus permanent stenting [6-10]. The ESVS and

SVS documents recommend stenting an underlying obstructive
lesion after thrombus removal, but the evidence behind “stent the
residual thrombus” specifically is thin [1,11]. We're operating on
judgment, not data.

And the judgment has a cost. Drop permanent nitinol into that
28-year-old and you’ve committed her to a metal cage for the next
fifty or sixty years. In-stent restenosis, intimal hyperplasia, stent
thrombosis, an edge surface that may never fully endothelializes
and they compound over decades [3,5]. In an older patient with
chronic post-thrombotic disease that trade is easy; the vein was
never recovering on its own. But committing a young woman to
lifelong metal for an acute, possibly self-limiting problem? That’s
where the proportionality starts to bother me.

This is where absorbable scaffolds get interesting and [ want
to be careful, because I'm not proposing them for chronic disease.
I'm proposing them as a bridge. The logic is almost embarrassingly
simple. In the days to weeks after PMT or other removal strategies,
residual thrombus threatens patency and re-thrombosis risk
peaks. A temporary scaffold holds the lumen, keeps flow moving,
carries the vein through the dangerous window. Meanwhile the
thrombus resorbs, the endothelium heals, the vein remodels
[2]. Then once the danger’s passed, the scaffold dissolves. No
permanent foreign body. No lifelong burden. You supported the
vein when it needed it and got out before it became the problem.

“But the timing’s wrong,” people say the vein needs support
for weeks, and these scaffolds take years to vanish. I used to
think that too. Look closer. We don’t need it gone in two weeks;
we need it gone before it turns chronic. The coronary data are
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instructive: the Absorb everolimus scaffold resorbs completely
by roughly 36 months, and (the part I like) the vessel shows
expansile remodeling and late lumen enlargement after the first
year as the struts dismantle [12]. Newer magnesium and PLLA/
PLGA platforms let you tune degradation and radial support with
real precision [13,14]. Resorption over one to two years isn’t “too
slow.” If by then the vein has re-endothelialized and stabilized,
that might be exactly right.

[liofemoral and caval thrombosis deserve special attention
because the stakes are simply higher. These are capacitance
vessels draining the whole limb and, for the IVC, the viscera.
Lose patency here and it's not one symptomatic leg but bilateral
disease or a systemic hit. We've measured the load: recanalizing
and stenting these segments produces a real, measurable rise in
cardiac biomarkers as venous return is restored [15]. That's why
stenting feels almost reflexive in the iliocaval segment because
the price of re-thrombosis is steep. But high stakes cut both ways.
The same urgency that makes us reach for a stent is exactly what
makes permanent metal, with its own chronic complications, a
poor default in a young patient. A scaffold that supports acutely
and then leaves could give us both.

Now the honest part, because a scaffold that dissolves isn’t
automatically a good scaffold. The coronary field already burned
itself here. First-generation Absorb showed higher device
thrombosis than metallic stents. 3.5% versus 0.9% in AIDA, and
2.3% versus 0.7% at two years across the pooled trials and much
of it during the vulnerable resorption phase [16,17]. We can’t wave
that away. A degrading scaffold in a low-flow, low-pressure venous
bed could be more thrombogenic than in a coronary artery, not
less. Which is exactly why this belongs in a trial, not in routine
practice.

So, what do we need to know first? The natural history,
honestly. What fraction of residual thrombus in a patent iliofemoral
vein resorbs with no scaffold at all, and over what time course?
What's the re-thrombosis rate in that window? And the crux: does
an absorbable scaffold lower that risk during resorption without
introducing new thrombogenic trouble as it degrades? Until we
can answer those, we're guessing.

Then the trial. I'd run a prospective, multicentre RCT in
patients under 60 with acute iliofemoral or caval thrombosis
treated by PMT or CDT and residual thrombus present, chronic
occlusion absent. Three arms: absorbable scaffold, permanent
stent, anticoagulation alone. Primary endpoint, patency at 6, 12,
and 24 months. Secondary, PTS by Villalta [18], re-thrombosis,
duplex residual-thrombus burden, valve competence, and scaffold
thrombosis during resorption. And follow them long: ten years
minimum, because “no lifelong metal” only pays off if you look
across a lifetime.

Absorbable stents aren’t ready for the iliocaval segment
today, and anyone selling them as such is ahead of the evidence.
But they’re not fantasy either. For acute iliofemoral and caval

thrombosis with residual burden, where our only options right
now are a permanent cage or a re-thrombosis gamble, a scaffold
that supports and then steps aside is a theoretically sound third
choice. We owe it to the 28-year-old on the table to find out
whether the theory holds.
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