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Abstract: May-Thurner Syndrome, left iliac vein compression by the right iliac artery, is a congenital
permissive lesion that requires an additional insult prior to the onset of symptoms. We present a
case of a 31-year-old gravida 1 para 0 at 28.6 weeks who presented to the emergency room with a 2-
month history of progressive lower left leg swelling since 21.2 weeks’ gestation. The patient en-
dorsed incidence of domestic violence at 17 weeks’ gestation. The patient had a twin sister who was
also pregnant and had not experienced these symptoms. Physical exam revealed 3+ pitting edema
in the left lower extremity from ankle to groin. There was left calf tenderness with negative Homan'’s
sign bilaterally. Overall finding on magnetic resonance angiography revealed severe compression
of the upper left common iliac vein and lower inferior vena cava by gravid uterus. Conservative
management and anticoagulation is instrumental in preventing veno-thromboembolic events in
pregnancies complicated by MTS.

Keywords: May-Thurner Syndrome, pregnancy, veno-thromboembolic events in pregnancy, anti-
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1. Introduction

First described by May and Thurner in 1957, May-Thurner Syndrome is described as
left iliac vein compression by the right common iliac artery, which can lead to increased
risk of deep vein thrombosis or lymphedema [1]. There have been limited cases shown to
be identified during pregnancy, mostly in the postpartum period and particularly with
presentation of DVT partly owed to the hypercoagulable status of pregnancy [4-6]. We
present a case of a 31-year-old woman presenting at 28 weeks’ gestation with progressive
history of lower left leg edema since 21 weeks’ gestation. The primary objective of this
study is to describe a case of MTS in a population where a gravid uterus can often exac-
erbate the compression of the iliac vein, causing it to be the initial time a patient is diag-
nosed with the disease.

2. Case

A 31-year-old G1P0 at 28.6 weeks presented to the ED with a 2-month history of pro-
gressive lower left extremity (LLE) swelling since 21.2 weeks’ gestation. The patient had
active range of motion with normal strength in all extremities and denied loss of sensation
or pain. The patient had no history of DVT, pulmonary embolism, thrombophilia, or past
history of leg swelling. The patient’s twin sister was pregnant at the same time but did
not exhibit these symptoms. The patient denied recent injury but stated that there was an
incidence of domestic violence at 17 weeks’ gestation. Physical exam revealed 3+ pitting
edema in the LLE from ankle to groin. The left thigh measured 26 inches and the left calf
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measured 19 inches. Right extremity exhibited no edema, with thigh 22 %2 inches and calf
16 Y2 inches. There was left calf tenderness with negative Homan'’s sign bilaterally.

The initial workup included an outpatient venous Doppler ultrasound of bilateral
lower extremities, which revealed no identified DVT. One additional outpatient Doppler
ultrasound was obtained due to increasing swelling and was negative. The patient then
presented to the emergency department (ED). A third Doppler ultrasound was obtained
in the ED and was negative for DVT. An orthopedic consult ruled out compartment syn-
drome. One dose of Ancef was given prophylactically for possible cellulitis with no clini-
cal improvement. A thorough thrombophilia workup was obtained and negative. Protein
C and S were elevated (Table 1).

Table 1. Workup values.

Coagulation Test Results
PT/INR 9.8 seconds/0.94
PTT 26 seconds
Factor V Leiden Mutation Negative
Anti-Thrombin III Antigen 110 TU/ml
Free Protein S Antigen 40 IU/ml
Free Protein S Activity 58% (elevated)
Protein C Antigen 88 IU/ml
Protein C Activity 104 (elevated)

Magnetic resonance angiography of the pelvis without contrast revealed no good ev-
idence for DVT of left pelvic veins, and there was also no evidence of pelvic mass com-
pression. Figure 1 shows the right common iliac artery compressing the origin of the left
common iliac vein, a finding that is compounded by the compression from the gravid
uterus. On diagnosis, patient began Lovenox 40 mg daily and was instructed to apply Ace
bandage to the lower extremity until edema resolved. An abdominal binder was used to
decrease uterine pressure and compression of pelvic veins. The patient was deemed stable
for discharge with close outpatient follow up on hospital day 3.

origination of compression

Figure 1. MR Angiography of the Pelvis
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Axial view - The right common iliac artery (as pointed out) is compressing the origin
of the left common iliac vein. Gravid uterus is shown to exacerbate this compression as
noted in the image.

One week after discharge, patient was seen in clinic with notable improvement in
LLE swelling. Patient remained compliant with Lovenox during the pregnancy course
with symptomatic improvement. Patient had spontaneous rupture of membranes at 39
weeks’ gestation with last Lovenox dose administered the day before. The labor was aug-
mented by Pitocin and the patient experienced uncomplicated spontaneous vaginal deliv-
ery to a live-born female weighing 3,110 grams, Apgars 7/8 with tight nuchal cord and an
estimated blood loss of 300 mL during delivery. Lovenox was resumed on postpartum
day (PPD) 1. Patient developed preeclampsia with severe features with blood pressure
criteria on PPD 2, treated with 24 hours of magnesium sulfate and labetalol 200 mg BID.
Patient was discharged on PPD 3 on labetalol and instructed to continue Lovenox 40 mg
daily for 6 weeks. At the 8-week postpartum visit, the patient was normotensive with no
notable edema on exam. Two years since delivery, the patient remains in our care and has
not developed any venous thromboembolism (VTE) since diagnosis.

4. Discussion

We present a novel case of May-Thurner syndrome (MTS) in a pregnant female with-
out evidence of a DVT or previously identified risk factors. We believe this case is partic-
ularly novel considering our patient had an identical twin sister who was pregnant at 35
weeks’ gestation at the time of presentation who had not experienced these symptoms,
indicating there are extrinsic factors contributing to the development of symptoms. Our
patient experienced domestic violence at 17 weeks’ gestation and her twin sister had no
symptoms. Review of the literature shows limited cases discovered in pregnancy with no
cases showing deep venous thrombosis as the presenting symptom [4-6]. The purpose of
this case report to highlight the need for improving diagnostic criteria for MTS and pre-
vention of venous thromboembolism in pregnancy.

MTS is defined as an extrinsic venous compression caused by the arterial system
against bony structures in the ilio-caval territory, leading to the formation of venous spurs
[1]. It is a congenital malformation that acts as a permissive lesion. Most patients with this
malformation will remain asymptomatic and typically require an additional risk factor for
disease development [2]. Incidence of disease is unknown. Typical clinical presentation
includes acute extremity pain and edema, venous claudication, and chronic signs of ve-
nous insufficiency. Patients typically present with LLE swelling involving the entire limb.
Risk factors include female sex, scoliosis, hypercoagulable state, and dehydration.

Further research needs to elicit causes of MTS and improve diagnosis methods. Cur-
rently, diagnosis depends on imaging, including duplex ultrasound, MR venography, or
CT scans. A venogram is employed if clinical suspicion is high with negative workup. For
mild symptoms, compression stockings, elevation, and lying on unaffected side are rec-
ommended. For moderate to severe symptoms, endovascular therapy [7,8]. Anticoagula-
tion alone can decrease post-thrombotic syndrome to <10% but is not recommended as
primary therapy [5,6]. We propose conservative management with anticoagulation can be
effective mode of treatment in pregnant patients to reduce VIE and encourage more re-
search into treatment options of MTS in pregnancy.
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