CASOS CLiNICOS

SINDROME DE MAY-THURNER: UM CASO CLINICO
DOIS ANOS APOS TRATAMENTO ENDOVASCULAR

MAY-THURNER SYNDROME: A CASE REPORT AFTER TWO YEARS OF ENDOVASCULAR
TREATMENT

Tony R. Soares'?, José Tiago?, Viviana Manuel*?, Pedro Amorim'2#, Jodo Leitdo*®°, Carlos Martins'?,
Luis Mendes Pedro'?#

1. Department of Vascular Surgery, Hospital Santa Maria, Lisbon, Portugal
2. Lisbon Academic Medical Centre, Lisbon, Portugal

3. Vascular Surgery Department, Hospital Beatriz Angelo, Loures, Portugal
4, University of Lisbon, Lisbon, Portugal

5. Department of Radiology, Hospital Santa Maria, Lisbon, Portugal

Recebidoa30dedezembrode 2017
Aceiteal2ldeagostode 2018

RESUMO

Previamente considerada como uma entidade clinicarara, o desenvolvimento de métodos de imagem cada vez mais sofis-
ticados e a proliferacdo do tratamento endovascularda TVP, tornou a Sindrome de May-Thurner um diagndstico cada vez
mais frequente nanossa praticaclinica.

Apresentamosocasodeumadoente de 68anosdeidade comqueixas crénicasde doreedemadomembroinferioresquerdo
e um achado em angio-TC de compressdo da veia iliaca primitiva. A flebografia confirmou a presenca de uma estenose
na confluéncia entre a veia iliaca primitiva esquerda com a veia cava inferior, a dilatacdo da veia ovdrica esquerda e uma
volumosaredede colaterais dafossapélvicacom comunicacdo comosvasosiliacos contralaterais — aspetos sugestivos da
Sindrome de May-Thurner. Alesdo foi tratada com angioplastia transluminal percutaneacomimplantagdo de stentnaveia
iliaca primitiva esquerda. O periodo pds-operatorio decorreu sem intercorréncias. A doente teve alta sob antiagregacdo
eanticoagulacdo comuma notdriamelhoriaclinica.

A Sindrome de May-Thurner é uma entidade clinica que deve ser suspeitada em doentes com sintomatologia crénica de
insuficiéncia venosaou eventos de trombose venosa profundano membroinferior esquerdo.

Palavras-chave
Trombose venosa profunda, TVP, veiasiliacas, Sindrome de May-Thurner, Sindrome de Cockett, Sindrome de compressdo
daveiailiaca, stentingvenoso.

ABSTRACT

Previously considered arare clinical condition, the development of more sophisticated imaging methods and endovascular
intervention for deep venous thrombosis (DVT) led to a more frequent identification of May-Thurner Syndrome.

We present a 68 years-old woman with history of chronic painand edemain the left lower limb and a CT-scan finding of left
commoniliac vein compression. Phlebography confirmed a stenosis in the confluence of the left common iliac vein with the
inferior vena cava and a dilated left ovarian vein as well as voluminous collaterals in the pelvic fossa to the contralateral
iliac vessels. These aspects are suggestive of May-Thurner Syndrome. The lesion was treated by venous angioplasty and
stenting of the left common iliac vein. The recovery was uneventful, the patient remained on antiplatelet therapy and
anticoagulation and had a notorious clinical improvement.

*Autor para correspondéncia.
Correio eletrénico: tony.ramos.soares@gmail.com (T. Soares).
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May-Thurner Syndrome should be suspected in patients with chronic symptoms of venous insufficiency or as an underlying

cause of acute proximal DVT in the left lower limb.
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venous stenting.

INTRODUCTION

May-Thurner Syndrome, also known as Cockett syndrome or
iliac vein compression syndrome, is the symptomatic presen-
tation caused by chronic pulsatile extrinsic compression of
the left common iliac vein by the right common iliac artery
againstthe lumbarvertebral body®?. May-Thurner Syndrome
frequently presents as chronic venous insufficiency or deep
venous thrombosis®. We present herein awoman with chronic
history of aprominent edema in the left lower limb.

CASE REPORT

A 68 years-old woman complaining of chronicedemaand a
gradually increase of paininthe left lowerlimb was referred
to Vascular Surgery Department with a CT-scan revealing
left commoniliac vein compression (Figure 1).

Figure1 CT-Scanrevealing extrinsic compression of the left
common iliac vein by the right common iliac artery.

The patient had history of hypertension, poliomyelitis at 8
months of age, hepatitis Cacquired after blood transfusion at
41 years-old, treated with Interferonthatresultedin thyroiditis
with hypothyroidism, and knee replacement surgery at 48
years-old. She denied history of deep venous thrombosis (DVT)
or known pulmonary embolism. At physical examination, we
observedasignificantedema of the entire left lowerlimb, with
Godet's sign, and noalterationsin the color skinortemperature.
The contralateral lower limb presented with no alterations.
Bothlowerlimbs have femoral, poplitealanddistal pulses. She
was submitted to a phlebographic examination which
confirmed a stenosis in the confluence of the left common
iliac vein with the inferior vena cava. A dilated left ovarian
vein and other prominent collaterals of the pelvic fossa to
the contralateral iliac vessels were also observed (Figure 2).

Compression of the left renal vein between the abdominal
aorta and superior mesenteric artery — nutcracker syndrome
- was excluded by CT scan and phlebography.

Figure 2 Phlebography
showing a dilated left
ovarian vein and other
prominent collaterals
of the pelvic fossa to
the contralateraliliac
vessels,

Before a symptomatic left common iliac vein stenosis
compatible with May-Thurner Syndrome, we proposed an
endovascularprocedure.

The patientwas submittedto left femoral vein catheterization
with a 5Fr sheath, the lesion was easily crossed with a hydro-
philic guide wire and a venous balloon angioplasty was
performed (balloons 10x40mm and 14x40mm) followed by
self-expandable stentdeployment (Zilver Vena™ CookMedical®
14x100 mm)inthe left commoniliac vein (Figure3and 4).

Figure 3 Venous balloon angioplasty followed by self-expandable
stent deployment in the left commoniliac vein.

Figure 4 Phlebography after stenting with resolution of vein
stenosis and most of the collaterals.
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The recovery was uneventful and the patient was discharged in
the next day under antiplatelet (acetylsalicylic acid) and antico-
agulation (tinzaparin for the first two weeks, followed by rivarox-
aban) therapy. She had a notorious resolution of the limbedema,
achieving acomparable diameter with the contralateral leg. After
more than two years of follow up, the patient remains stable
despite some lymphedema secondary to 2 events of erysipelas.

DISCUSSION

May-ThurnerSyndrome usually referstotheclinicalimpactofan
extrinsiccompression of the leftcommoniliac veinbetweenthe
rightcommoniliacarteryandlumbarvertebral body. Previously
considered a rare clinical finding, recent imaging techniques
revealed that this condition may be more common. Addi-
tionally, the increasing use of endoluminal approach to treat
DVT have augmented the suspicion index to this syndrome®,
The anatomical variation behind this pathology is estimated to
have aprevalence of about 22-24% inan asymptomatic popula-
tionand 37-61% insymptomatic left lower limbs4-9),

The underlying lesion to this syndrome seems to beiliac vein spurs,
which corresponds toa formof collagen scar typically observedin
patients with extrinsic venous compression, identifiedin roughly
half of the patients with acute left iliac venous thrombosis©”).
May-Thurner Syndrome is more common inyoung female patients
inthe thirdto fifth decades of life™. The suspicion of the syndrome
should be raised mainly in two settings®?* (1) a potential under-
lying condition for proximal DVTs; (2) a cause of left lower limb
chronicvenous insufficiency (presenting, forexample, withedema,
pain, varicose veins, lipodermatosclerosis or ulcerative lesions)®.

Invasive phlebography is still considered by many the gold
standard diagnostic method®>1°-12, however, it is comple-
mented and even replaced by other modalities, such as
computed tomography venography (CTV)??, magnetic reso-
nance venography (MRV) and intravascular ultrasound
(IVUS)®®, CTV is a useful tool to identify left common iliac
vein compression with high sensitivity and specificity and a
great tool for differential diagnosis of left lower extremity
swelling®2%, MRV is an expensive technology that offers
comparableimaging with CTV andis capable to estimate pelvic
collaterals flow. Intravascular ultrasound (IVUS) imaging is
evolving as an important methodology, mainly intra-oper-
atively to confirm the diagnosis and to assess the efficacy
of stenting (sizing and correct apposition)®21416.17), [t js also
important for the evaluation of residual venous narrowing
determined by vesselrecoil or by webs, spurs orwall thickening
areas. In a small series of 16 patients, IVUS influenced 50%
of endovascular management®”), Nevertheless, further
studies are necessary to evaluate the best applications of all
these imaging tools in May-Thurner syndrome.

Before the advent of the endovascular approach, treatment
options of iliac vein compression syndrome was anticoagulation
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andsurgery®. Severalsurgicaltechniques were described, such
as ilio-iliac vein crossover bypass, left femoral vein-to-right
femoral vein bypass with the greater saphenous vein and a
temporary arteriovenous fistula (Palma procedure) or a patch
venoplasty withdistaldivision of the right commoniliacartery
andpositioning the artery behindthe left commoniliac vein”®),
However, only a few long-term studies with modest results
were achieved, with the best outcomes obtained by the most
invasive procedures?”,

Inthelastyears, the developmentof endovasculardevices suitable
forvenous territory, expanded its indication to treat venous iliac
pathologies®. The advantage of aminimallyinvasive, fastestand
easiertechniques, with bettershort-termresults, made endovas-
cular approach as a first-choice treatment for occlusive lesions.
However, with the exponential acceptance of this less invasive
options, there are just a few comparative studies between
conventionalandendoluminal therapies”®.

An important number of studies discussing the endovascular
treatment of iliac vein lesions reported high technical success
(87-100%) and high primary patency rates (79-98.7%)3519-26),
Ye et al obtained outstanding results with primary and secondary
patency rates of 98.7% and 100% foramedian follow-up of 4 years
in205 symptomatic patients with nonthromboticiliac vein compres-
sion lesions¥. A new self-expanding hybrid nitinol venous stent
was developed with a proximal closed-cell segment that provides
higher radial force at the compression site and an oblique design
atthe proximalend, preventing to extendthe stentinto the inferior
vena cava®, This new technology appears to provide good early
patency and clinical outcomes®”),

Evidence-based clinical practice guidelines from Society for
Vascular Surgery and American Venous Forum recommend
self-expanding metallic stents for chronic iliocaval underlying
compressive syndromes persisting after endovascular throm-
bus-removal techniques, in patients with proximal DVT@),
Althoughthe feasibility and good early and mid-term results of
iliocaval venous stenting, long-term results are unclear.
General recommendations advise postprocedure anticoag-
ulation for at least 6 months, despite lacking in evidence-
based studies®92021.2¢9, Some authors also recommend
antiplatelet drugs from 6 months to lifetime(®24,

CONCLUSION

May-Thurner Syndrome is more common than previously
assumed. Frequently presenting as chronic venous insuf-
ficiency or deep venous thrombosis, it is important to keep
a high index of suspicion. Invasive phlebography is consid-
ered the gold standard to identify iliac vein compression
but CT scan is growing as a first-choice diagnostic method.
Endovascularapproach is well established and the first line
treatment, achieving good short-term results. However,
the long-term behavior of venous stents is not well known.
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