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Introduction

Compression of the iliac vein is awell-documented finding in
the general population that is often asymptomatic affecting
up to 24% of the general population, but in some cases, it can
manifest as acute unilateral lower extremity swelling and
pain.1,2 This is known as May-Thurner syndrome (MTS) and
affects women more often than men and disproportionately
presents on the left side.1 The etiology of MTS has been
pondered since its first report in 1957 classically presenting
as the compression of the left common iliac vein (LCIV)
between the right common iliac artery (RCIA) and the spine.1

This interaction is thought to cause spurs in the vein thus
predisposing a patient to the development of deep venous
thrombosis (DVT).1,3 Atypical presentation of MTS has also
been reported as anatomical variants such as right-sided
MTS, LCIV compression by the left internal iliac artery, and
distal inferior vena cava (IVC) compression by the RCIA and

compose roughly 5.8% of patients with symptomatic MTS.3

Another anatomical variant of MTS that is seldom reported is
MTS due to degenerative vertebral osteophytes causing
posterior pressure to compress the LCIVagainst the overlying
RCIA.4,5 This case report is of a patient with symptomatic
LCIV compression caused by an anterior projecting lumbar
osteophyte.

Case Presentation

An 82-year-old male with past medical history relevant for
congestive heart disease, hypertension, type 2 diabetes, and
peripheral vascular disease presented to the emergency
department with intermittent left lower extremity swelling
for the last 4 to 5 months. Patient has been limited in daily
activities and restricted fromwalking more than 50 feet at a
time secondary to pain. Patient has isolated femur fracture
2 years prior to presentation. Patient reports treating
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Abstract An 82-year-old man presented to the emergency department with intermittent left
lower extremity swelling for the last 4 to 5 months that limited his daily activities. The
patient had a negative lower extremity venous duplex 3 months prior and had been
treating symptoms with compression stockings but experienced no improvement.
Venography showed venous outflow obstruction in his left common iliac vein and the
etiology was confirmed to be a lumbar vertebral osteophyte compressing the vein. The
patient underwent endovascular treatment with balloon venoplasty and stent place-
ment over the lesion with return of adequate outflow. This report describes treatment
of symptomatic left common iliac venous compression with endovascular therapy
alone.
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symptoms with compression stockings with minimal relief.
Patient had negative left lower extremity venous duplex
ultrasound 3 months prior to presentation but given clinical
suspicion, underwent Interventional Radiology (IR) venog-
raphy that disclosed focal stenosis of the distal LCIV from
approximately 80 to 90%, likely to be chronic in nature
without acute clot burden (►Fig. 1). Additionally, at this
visit a computed tomography scan was performed that was
significant for osteophyte formation distal to the bifurcation
of the aorta and immediately posterior to a distal segment of
the common iliac vein (►Fig. 2). The patient was not a
candidate for surgical removal of the osteophytic lesion.

Almost 2 weeks after this evaluation, the patient under-
went endovascular treatment of the stenotic portion of the
common iliac vein using balloon venoplasty with a 12mm

balloon followed by the placement of a 14�100mm stent
(Abre Stent,Medtronic Inc,Minneapolis,MN,USA)within the
stenotic region. Postprocedure venography and intravascular
ultrasound identified improved venous flow and no signifi-
cant remaining stenosis (►Fig. 3). The patient was treated as
an outpatient and discharged to home 4hours following his
procedure.

Discussion

Osteophytes frequently cause radiculopathywhen present in
other areas of the cervical, thoracic, and lumbar spine.4 The
prevalence of vascular compression due to osteophytic out-
growth is commonly reported in the literature with reports
of femoral and abdominal aortic compression and even
aortic pseudoaneurysm due to osteophytes.6–8 This presen-
tation ismore likely to occur in an older population due to the
time it takes for these osteophytes to reach clinically signifi-
cant size. Patients with DVT and MTS routinely require
endovascular stenting as the standard of care due to the
high risk of recurrence.5,9

MTS caused by bony anomalies such as osteophytes may
consist of surgical removal of the underlying osteophyte, if
feasible, followedbyendovascular venoplasty and stentingof
the vein to prevent recurrent symptomatic compression. The
concern with primary endovascular treatment is that this
may result in premature stent failure due to excessive
extrinsic compression; hence, endovascular treatment is
only reserved for patients who are not surgical candidates
or surgical excision of the bony osteophyte is not possible. In
these cases, endovascular treatment may require the use of
stents with higher radial force.5

Our patient experienced improvement in symptoms of
venous obstruction solely with endovascular treatment, in
the absence of surgical options. Recent advancement in
venous stent technology and availability of multiple dedi-
cated venous stents with improved radial strength have now
made it possible for endovascular options for patients like
ours.10 This case reminds us thatMTS can result fromvarious
etiologies and vertebral osteophytes should be considered in

Fig. 1 Venography from left femoral access illustrating poor venous
flow through left the external iliac vein (LEIV) and significant collateral
formation around the stenosis into the left common iliac vein (LCIV).

Fig. 2 Transverse (A) and sagittal (B) abdominal computed tomography scan showing an osteophytic growth immediately posterior to the distal
left common iliac vein (LCIV) compressing it against the left common iliac artery (LCIA).
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patients with long-standing venous symptoms or recurrent
DVTs. These should especially be considered in older pop-
ulations or those with known history of osteoarthritis.
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Fig. 3 Intraoperative venography following (A) balloon venoplasty and (B) stent placement. (C) Preprocedure intravascular ultrasound (IVUS)
showing severe stenosis of left common iliac vein (LCIV). (D) Postprocedure IVUS showing appropriately sized lumen of LCIV.
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