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Abstract: May-Thurner syndrome (MTS), initially observed in 1851 by Virchow as an anatomical variation of the left 
common iliac vein. In 1965, Cockett and Thomas supplemented the work of May and Thurner correlating with the observed 
symptoms. The syndrome is characterized by an anatomical anomaly that results in compression of the left common iliac vein 
(LCIV) by the right common iliac artery (RCIA) [3]. It is also known as Cockett Syndrome, iliac vein compression syndrome and 
iliocaval compression syndrome [3]. Because of the stress arising from the pulsation of the artery, the intima layer of the vein 
undergoes a hypertrophy with consequent development of Deep Vein Thrombosis (DVT) [1, 3]. Because it prevents drainage to 
the inferior vena cava, MTS is related to the appearance of pelvic varices characterized by dilatation and reflux, venous stasis of 
the pelvic organs, having as main manifestation chronic pelvic pain (CPP) without inflammatory signs, although the CPP does 
not is a well-defined diagnostic criterion [5, 6]. In substitution for open surgery, appeared more effective methods such as 
endovascular surgery [7]. The patient in this case authorized the authors to describe her clinical case. We performed a search on 
the PubMed and Bireme databases. A white woman was complaining of pain in her lower extremities (LE), apart from feeling of 
heaviness and tiredness in her Right Lower Extremity (RLE), ankle edema, legs and pelvic varices. At physical examination, the 
patient had the presence (according to the CEAP classification) of C1, 3 varicose veins in the RLE and C1, 2, 3 varicose veins in 
the Left Lower Extremity (LLE). She was submitted to varied clinical treatment, and the investigation of the causes of the 
symptoms, including thrombophilia. She was not responding well to the treatment and the endovascular treatment of Cockett's 
syndrome was performed. Due to the non-release of the embolization of the ovarian veins by the patient's health plan there was a 
delaying for the right treatment of the patient, because she has ovarian varicose veins. The endovascular treatment of the 
May-Thurner and Pelvic Congestion Syndrome is safe and has excellent primary patency in the medium to long term. 
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1. Introduction 

May-Thurner syndrome (MTS), initially observed in 1851 

by Virchow as an anatomical variation of the left common 
iliac vein, had its pathophysiology described by May and 
Thurner in 1956, which also detailed anatomical description 
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of this compression. In 1965, Cockett and Thomas 
supplemented the work of May and Thurner correlating with 
the observed symptoms, evidencing how a small change can 
cause such an important injury [1-3]. The syndrome is 
characterized by an anatomical anomaly that results in 
compression of the left common iliac vein (LCIV) by the right 
common iliac artery (RCIA), although cases of right vein 
compression have already been reported [3]. It is also known 
as Cockett Syndrome, iliac vein compression syndrome and 
iliocaval compression syndrome [3]. LCIV is partially 
compressed between the RCIA and the fifth lumbar vertebra, 
and because of the stress arising from the pulsation of the 
artery, the intima layer of the vein undergoes a hypertrophy 
with consequent development of Deep Vein Thrombosis 
(DVT) [1, 3]. The overall prevalence of MTS varies between 
18 and 49% in patients with lower left DVT and in up to 25% 
of healthy individuals, more than 50% of compression can be 
observed [2]. Most prevalent in women aged 20–50 [4]. 
Physical examination reveals, eventually, skin changes that 
indicate chronic venous insufficiency such as varicose veins, 
lipodermatosclerosis, phlebopathic ulcers, and moderate 
edema. Risk factors such as prolonged immobility, recent 
surgeries and pregnancy are predisposing to the development 
of MTS. Because it prevents drainage to the inferior vena cava, 
MTS is related to the appearance of pelvic varices 
characterized by dilatation and reflux, venous stasis of the 
pelvic organs, having as main manifestation chronic pelvic 
pain (CPP) without inflammatory signs, although the CPP 
does not is a well-defined diagnostic criterion [5, 6]. The 
available treatments for MTS are the conservative one that 
consists in the control of the pain, depending or not of a 
prophylaxis directed towards DVT and the surgical one that 
provides a decompression of the common left iliac vein. In 
substitution for open surgery, more effective methods such as 
endovascular surgery with uncoated stent implantation, in 
addition to iliac vein adhesiolysis, anastomosis after RCIA 
transection of LCIV, resection of the involved segment of the 
iliac vein and vascular graft in situ have been used [7]. 

2. Materials and Methods 

The patient in this case authorized the authors to describe 
her clinical case. We performed a search on the PubMed and 
Bireme databases, where when we use the keyword (may 
thurner syndrome treatment) we have 215 articles, if we use 
the search (pelvic congestion) we have 474 articles, but if we 
use the search (thrombophilia) AND (may thurner syndrome 
treatment) we have only 5 articles. This work is a case report 
with ((pelvic congestion) AND thrombophilia) AND (may 
thurner syndrome treatment). 

3. Results 

On 11/2007, a 49-year-old white woman was complaining 
of pain in her lower extremities (LE), apart from feeling of 
heaviness and tiredness in her Right Lower Extremity (RLE), 
ankle edema, legs and pelvic varices. The patient had two 

previous pregnancies and sclerotherapy in varicose vein of her 
legs. At physical examination, the patient was in good general 
condition, eupneic, afebrile, lucid, active, oriented, 
normocorated, normohydrated, without alterations in the her 
respiratory, cardiac and gastrointestinal systems. In her 
vascular evaluation noted of absence of arteriopathies and 
presence (according to the CEAP classification) of C1, 3 
varicose veins in the RLE and C1, 2, 3 varicose veins in the 
Left Lower Extremity (LLE). The performance of vein 
sclerotherapy, use of compression stockings 3/4 of medium 
and diosmin with hesperidin were oriented to her. Venous 
ultrasonography of the lower limbs was requested that 
revealed only superficial varicose veins and absence of 
perforating and insufficient ones, being prescripted 
Mucopolysaccharide Polysulphate Gel 500 mg 4 times a day 
on her legs. In the evolution of the case, the patient reported 
legs edema in the evening, which disappeared at dawn; her 
RLE pain was in the posterior region of the thigh. In addition, 
she had an Abdominal Ultrasonography demonstrating pelvic 
varices. It was prescribed diosmin + hesperindine 500 mg 
twice a day and surgery of varicose veins in LLE. Progressed 
with worsening varicose veins, her varicose veins increased to 
medium caliber on both legs and appearing of hemorrhoids. In 
12/2008, due to the suspicion of MTS and / or pelvic 
congestion, angioresonance of the abdominal and pelvic 
vessels was requested (Figure 1), which confirmed this 
diagnostic hypothesis and ratified its correction. Angioplasty 
with uncoated stent was requested for treatment of Cockett 
Syndrome and embolization of varicose ovarian veins, but the 
health insurance did not authorize the embolization of 
varicose ovarian veins, only the angioplasty with uncoated 
stent for treat the compression over the Left Common Iliac 
Vein. Three months after surgery (05/2009 - Angioplasty), the 
patient reported that even with the compression stockings, she 
was still presented a sensation of weight in the legs, but now 
without edema. It was recommended to her the maintenance of 
socks and a medicine made of Coumarin + Troxerrutin in case 
of sensation of weight and fatigue in her legs. After one year, 
she brought ultrasound (US) of iliac veins that consisted of 
patent stent and absence of abnormalities in treated vessels by 
angioplasty (Figure 2). The investigation of vasculitis and 
scleroderma were negative, but thrombophilia was confirmed 
by mutation A1298C and C677T. She has come back to 
complained of edema, pain, fatigue, weight sensation in the 
lower extremities, more pronounced on the left, and could no 
longer tolerate the use of compressive stockings. At physical 
examination: varicose veins C1, 2, 3 in LE. A venous Doppler 
US of her legs was ordered and which revealed bilateral 
intramuscular deep venous stasis predominantly in the left 
soleus veins. Due to the persistence of pain and sensation of 
pulsation in the legs, a new venous angiotomography of the 
abdomen and pelvis was requested. The result (04/04/2014) 
revealed that the left ovarian vein was well dilated with a 
caliber of the aorta and varicose veins on the uterine fund, 
proceeding with an indication of embolization of the pelvic 
varicose veins (Figure 3), only performed after judicial release. 
After embolization of the ovarian veins, the patient still had 
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complaints of tiredness in the lower extremities, but without 
edema. One year later, the initial complaints were terminated 
and she currently has C1 varicose veins (Classification CEAP) 
in both legs and a not well defined sensation in the lower 
abdomen, in follow-up with gynecology. She also has some 
reddish spots (telangiectatic clouds). She is now (08/2017) in 
use of only with acetylsalicylic acid 100 mg/day and wearing 
socks 7/8 20-30 mmHg. 

4. Discussion 

The MTS treatment of the patient in question was based on 
angioplasty with uncoated stent and posterior embolization of 
the ovarian veins; and in the use of full anticoagulation for 2 
years with subsequent maintenance with antiplatelet, to avoid 
stent occlusion due to hyperplasia and / or thrombosis. The 
most common form of clinical presentation is acute 
ileofemoral DVT. It may also have the form of progressive 
edema or pain not characterized in patients without risk of 
DVT, even with the use of anticoagulant. It has an acute 
symptomatology, but may present with chronic manifestations 
of venous hypertension. A study by Nazzal in 2014 stated that 
a stenosis with a diameter greater than 70% was present in 
30.6% of the cases, with a higher incidence among 
multiparous women [8]. In view of this, the patient in question 
being multiparous, thrombophilia and carrying the MTS has 
the corresponding risk factors for this complication, making 
early correction both surgical and anticoagulant with the best 
option for its prevention. After the varicose vein surgery, the 
patient presented a marked improvement in symptoms, but 
with a persistent sensation of weight in the lower limbs, which 
progressed and culminated in a later confirmation of Pelvic 
Congestion Syndrome. The chosen procedure was the 
embolization of these varicose veins, which proved to be very 
effective considering that shortly after the patient was 
asymptomatic. At the moment, she only has pain that is not 
well-defined in the lower belly. The endovascular treatment of 
the May-Thurner and Pelvic Congestion Syndrome is safe and 
has excellent primary patency in the medium to long term (our 
case 8 years of angioplasty with stent - without intercurrences 
/ 3 years of embolization) as demonstrated by Titus et al in 
2011 [9] and Park in 2014 [10]. 

5. Conclusion 

The endovascular treatment of the May-Thurner and Pelvic 
Congestion Syndrome is safe and has excellent primary 
patency in the medium to long term. 

This article demonstrates the importance of giving attention 
to patient complaints and keeping the research to them.  

In addition, we must investigate and treat the diseases 

before their onset complications. 
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Figure 1. Angio-resonance of the iliac vessels (05/01/2009), evidencing the 

compression area (gold circle) of Left Common Iliac Vein by Right Common 

Iliac Artery. In addition to varicose veins around the uterus and Ovarian Veins 

dilated and communicated with this varicose vein web. 
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Figure 2. In the left figure, the relationship between into Inferior Vena Cava (green arrow) and the aortic artery (orange arrow) at Doppler effect.  In the middle 

figure, the relationship between the stent (blue arrow) into the Inferior Vena Cava (green arrow) and the aortic artery (orange arrow). In the right figure: 

Doppler echography of the venous iliac showing patent stent (blue arrow) in Left Common Iliac Vein (white arrow) and Inferior Vena Cava (green arrow). 

 

Figure 3. Venous angiotomography of the abdomen and pelvis (01/23/2015): in blue color the embolization (blue arrows) in of the gonadal veins (First-Left 

figure and last-right figure). Nutcracket Syndrome (Second-Left figure / yellow arrows). Iliocaval stents – Green arrows (First and second –right figures).
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