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A 30 year old female was referred to the interventional radiology service with a history of
persisting left lower limb swelling with an associated ulcer in the distal medial aspect of
the leg. She had been evaluated at an outside medical facility and treated several times
with warfarin for recurring deep vein thrombosis [DVT]. A Doppler US examination did not
show any current DVT in the affected lower limb. A CT venogram showed compression of
the left common iliac vein at the point where the right common iliac artery crossed it
anteriorly, highly suggestive of May Turner Syndrome [MTS]. No intraluminal thrombus
was demonstrated in the segment of the left common iliac vein distal to the obstruction. A
conventional DSA venography confirmed total chronic occlusion of the proximal left
common iliac vein by the overlying right common iliac artery with multiple pelvic venous
collaterals confirming the diagnosis of MTS. The patient subsequently underwent successful
endovascular stenting of the left iliac vein with two overlapping self expandable stents.
The limb swelling gradually subsided and the venous ulcer healed. There has been no
recurrence of the DVT in the subsequent one year follow up.

Introduction

May Turner Syndrome also called iliac vein compression syndrome is a rarely diagnosed
condition in which patients develop iliofemoral deep venous thrombosis [DVT] due to an
anatomical variant in which the right common iliac artery overlies and compresses the left
common iliac vein against the lumbar spine. It is rarely considered in the differential diagnosis
of DVT, particularly in patients with other risk factors. Systemic anticoagulation alone is
insufficient treatment, and a more aggressive approach is necessary to prevent recurrent DVT.
Endovascular stenting across the stenotic segment of the iliac vein is currently an accepted
modality of treatment. A single stent across the stenotic segment of the vein is usually sufficient
and widely practiced, but may be associated with early re-stenosis. Presented in this review, is a
case in which a second overlapping stent was used to increase radial strength within the lumen
of the vein and increase the long term patency.

Case Report

A 30 year old female was referred to the interventional radiology service at Kenyatta National
Hospital with a history of persisting left lower limb swelling with an associated ulcer in the
distal medial leg. She had been evaluated and treated several times for recurring deep vein
thrombosis [DVT] of the left lower limb at an outside medical facility with warfarin, an oral
anticoagulant. There was no clinical improvement after completing systemic anticoagulation
with warfarin. Swelling and pain persisted and patient could not walk unaided. A current
Doppler US examination did not show any DVT in the affected lower limb. A CT venography
done thereafter showed compression of the left common iliac vein at its entry into the inferior
vena cava (IVC), just as the right common iliac artery crossed it, highly suggestive of May Turner
Syndrome [MTS]. No intraluminal thrombus was demonstrated in the segment of the left
common iliac vein distal to the obstruction.

A conventional DSA venography confirmed total chronic occlusion of the proximal left common
iliac vein by the overlying right common iliac artery with multiple pelvic venous collaterals,

COSECSA/ASEA Publication -East and Central African Journal of Surgery. July/August 2014 Volume 19 No. 2

117



SURGEO
oF S o,
e

4 e ST

o

o, 'mﬂ"',‘

ISSN 2073-9990 East Cent Affr. J. surg

confirming the diagnosis of MTS (Figurel).The patient subsequently underwent endovascular
stenting of the left common iliac vein with two overlapping self expandable stents. The vein
was initially dilated with 10 by 80mm balloon (cordis, Europe) via a left common femoral vein
puncture (Figure 2). This was followed by 12 by 60 mm one, and finally a 14 by 40 mm balloon.
Venogram done immediately after balloon angioplasty showed good blood flow through the
occluded segment .To maintain patency a 14mm by 80mm self expanding bare stent [smart
stent, cordis Europe] was deployed across the original occluded segment with proximal tip at

the IVC-left common iliac vein junction.

Figure 1. Conventional DSA angiogram
through the left femoral vein shows total
occlusion of the proximal left common iliac
vein at L5 level. Multiple pelvic venous
collaterals are seen arising from the point of
occlusion.

Figure 3.0verllapping self expandable
stents subsequently deployed across the
venous occlusion. The second stent overlaps
towards the distal aspect of the vein and
into the left external iliac vein.

Figure 2.Balloon dilatation of the left
common iliac vein occlusion. The point of
occlusion forms a waist around the balloon
.This was successfully dilated using 10mm
and 14 mm diameter balloons

Figure 4. DSA venogram immediately after
the venogram shows good venous inflow
through the left common iliac vein.
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Figure 5. Photograph of the medial aspect of distal left leg shows the ulcer associated with
proximal left common iliac vein occlusion. The ulcer had started drying up 24 hours after the
stenting

To maintain radial strength against the pulsation of the overlying right common iliac artery, a
second similar self expandable stent was deployment about 2 cm below the tip of the first stent
(Figure 3). A final DSA venogram (Figure 4) showed good venous inflow into the IVC with non
visualization of most of the pelvic venous collaterals. A Doppler ultra sonography done 24 hours
after the procedure showed a patent left common iliac vein with a normal biphasic flow pattern.
The wet venous ulcer had started drying up. A subsequent follow up CT venogram at 3, 6 and 12
months showed patent left common iliac vein .The left lower limb swelling had gradually
resolved and venous ulcer in the distal medial leg completely healed. There were no pain
symptoms and patient had returned to normal walking and use of the left lower limb.

Discussion

May turner syndrome results from chronic pulsatile compression of the left common iliac vein
between the crossing right common iliac artery and the lower lumbar vertebral body. This
induces focal intimal proliferation of the vein which forms an intimal spur. It is this spur rather
than direct arterial pressure that results in impaired venous return and thrombosis. The spur
also differentiates MTS related DVT from bland DVT.The left iliac vein is more predisposed to
compression by the iliac artery because it has a more transverse course than the right which
ascends more vertically 2. This anatomic variant has been shown to be present in over 20% of
the population mostly the young ages 25-50 years.

The condition was first described in 1957 in which 22% of 430 cadavers on autopsy had an
anatomical variant in which an overriding right common iliac artery caused compression of the
left common iliac vein against the lumbar spine 3. More recently, a similar prevalence [22%-
24%] of MTS was reported in a retrospective analysis of an asymptomatic population at CT
demography *

MTS-related DVT is however low, forming about 2% to 3% of all lower extremity DVTs .This is
despite of the relatively high prevalence of MTS.
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Untreated MTS may lead to recurrence of DVT like in this patient, pulmonary embolism; chronic
venous stasis and iliac vein rupture .About 28% of patients with iliac vein rupture have MTS 56,
Treatment of MTS has evolved from surgical retropositioning of the overriding vessel,
venovenous bypass to open repair of the affected vein 79. The current mainstay treatment is
however endovascular intervention. If concurrent DVT is present -catheter-directed
thrombolysis combined with percutaneous mechanical thrombectomy is done 2. An inferior
vena cava filter will have to be placed prior to endovascular intervention to prevent
pulmonary embolism.

This is then followed by deployment of large (12-14 mm) self-expanding stents, placed across
the extent of the stenosis and extending into the inferior vena cava, if possible, to prevent
migration!0. In this patient, a second overlapping stent was used to increase radial strength
within the vein therefore reduce restenosis rate. The second stent also helps to stabilize the
first proximal stent within the vein; preventing proximal migration which can be catastrophic
.Stent placement has proven highly successful in MTS, with a 2-year iliac vein patency rates
reported between 95% and 100% ! Following stent placement, systemic long-term
anticoagulation is recommended for at least 6 months2. The patient presented here was put on
long term dual anti platelet therapy (aspirin and clopidrogel) to prevent thrombosis within the
stents.

Conclusion

Endovascular overlapping venous stenting in May-Turner syndrome is technically feasible, and
leads to reduction of symptoms in the majority of patients with high patency rates in the long
term. This approach has been proven to be safe, efficient and alternative to surgical treatment.
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