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VASCULAR CONFLICTS IN ANDROLOGY.
PART 2. LOWER LEVEL ARTERYOVENOUS CONFLICTS
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® This paper presents a review of the literature on the prevalence, classification, symptoms, diagnosis and treatment
of lower level arteriovenous conflicts. New approaches in the treatment of both arteriovenous conflicts and comorbid
diseases such as varicocele, varicose veins of the pelvic organs, venogenic erectile dysfunction, chronic pelvic pain syn-
drome are presented. The data of the literature review can form the basis for the revision of approaches to the management
of patients with varicocele, erectile dysfunction and chronic recurrent prostatitis. It is shown that x-ray surgical emboliza-
tion of prostatic plexus veins alone or in combination with testicular vein embolization, angioplasty and iliac vein stenting
is possible only at the junction of urology, andrology and x-ray surgery.
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® B nacTosmeit paboTe mpoBeeH 0630p TUTEPATYPBI IO PACTPOCTPAHEHHOCTH, KTACCUUKAIMI, CUMITOMATHKE,
IMATHOCTYKE 1 JIEYEHUIO aPTEPUOBEHO3HBIX KOH(INKTOB HIDKHETO YPOBHsI. PacCMOTpPEHBI HOBbIE IIOAXO/BI B JIe-
YeHUN KaK CAMIUX apPTEePUMOBEHO3HBIX KOH(IMKTOB, TAK M KOMOPOMAHBIX 3a00/TI€BaHNIL, TAKUX KAaK BapUKOIETe,
BapyKO3Has 00JIe3Hb BEH OPraHOB MaJIOrO Ta3a, BEeHOTeHHas 3PeKTWIbHAsA AUCHYHKINMA, CUHAPOM XPOHUYECKOI
Ta30BoOIl 6ou. [JaHHbIe, IpeJCTaBIEeHHbIE B CTaThe, MOTYT CTaTh OCHOBAaHMEM JIJIs epecMOTpa MOAXO/0B K Befe-
HUIO MAlJMEeHTOB C BapMUKOIle/e, 9PEKTU/IbHON AUCHYHKIMEN Y XPOHNIECKUM PeUNAMBUPYIOMINM IPOCTATUTOM.
ITokasaHO, YTO BBLIIIOJIHEHME PEHTTeHOXUPYPIMYECKOl aMO0IM3alNM BeH IIPOCTaTUYECKOTO CITIETEHUA OT/e/IbHO
WM B KOMOMHanuy ¢ sM6oau3anmeil SM4KOBOI BEeHBI ¥ aHTMOIIACTUKON ¥ CTEHTMPOBaHMEeM IOAB3LOIIHO BeHDI
BO3MOYKHO TOJIKO Ha CTBIKE YPOJIOIUM, AHAPOIOTUN U PEHTTEHOXUPYPIUMN.

@ Kniouesvie cnosa: CUHLPOM LIeNIKYHYNKa; CUHAPOM Mest — TiopHepa; BapuKoOLIe/ie; BapiKo3Hast 60/Ie3Hb BEH Opra-
HOB MaJIOTO Tasa.

ILIAC VENOUS COMPRESSION first described by the German pathologist R. Vir-
SYNDROME chow in 1851 [1]. R. Virchow noted that deep ileo-

Compression of the left common iliac vein be- femoral thrombosis occurred on the left five times
tween the right common iliac artery and the fifth more often than on the right. Fibrous adhesions
lumbar vertebra, and fibrous adhesions in it were (synechiae) in the compressed iliac vein repre-
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Fig. 1. Synechiae (adhesions) in the lumen of the left common iliac vein
according to H. Mitsuoka et al. (2013)

Puc. 1. IBapTel (cuHexuM, crnaikiu) B NpocBeTe JeBOH 0OLIeH TOA-
B3nomHoi Benbl o H. Mitsuoka et al. (2013)

sent an inevitable pathogenetic link in this disease
(Fig. 1).

Theleft common iliac vein compression syndrome
is often called the May - Thurner syndrome in the
English language literature. In 2006, R.M. Burke et
al. first described a right-sided May - Thurner syn-
drome in a 62-year-old patient who had deep venous
thrombosis with pulmonary artery thromboembo-
lism for four years; therefore, a filter was inserted
into the inferior vena cava [2].

PREVALENCE

In 1908, J.P. McMurrich revealed an obstruction
of the left common iliac vein in 31.25% of 32 au-
topsy cases [3] and in 30% of 57 autopsy cases [4].
In 1943, W.E. Ehrich and E.B. Krumbhaar detect-
ed an obstruction of the left common iliac vein in
23.8% of 412 autopsy cases. It is possible that minor
obstruction was noted in 4% of cases and that other
abnormalities in the iliac veins were registered in
1.8% of cases [5]. In 1957, R. May and J. Thurner in
conducting the autopsy of 430 corpses revealed the
pressing of the left common iliac vein by the right
common iliac artery to the body of the fifth vertebra
in 19-22% of cases [6]. D. Negus et al. (1968), while
examining 100 patients registered obstruction of the
left common iliac vein in 14% of cases [7]. N. Usui
et al. (1978) detected tunica media hypertrophy and
fibrous adhesions in the left common iliac vein in
50% of cases during the autopsy of 90 corpses and
only in one of them was found in the right common
iliac vein [8]. According to H.C. Baron et al. (2000),
asymptomatic compression of the left common iliac
vein in the adult population occurs in 16-20% of
cases [9].

Thus, iliac venous compression is a widespread
pathology.

CLASSIFICATION

From the clinician’s point of view, the compres-
sion of iliac veins can be thrombotic or non-throm-
botic. Previously, physicians mainly focused on di-
agnosing and treating the thrombotic compression.

Variants of non-thrombotic iliac vein lesions
(NIVL) were described by S. Raju and P. Neglen in
2006 [10]. The authors identified four variants of ar-
teriovenous conflicts:

1) classical left-sided proximal compression due
to left common iliac vein compression by the right
common iliac artery (left proximal NIVL);

2) right-sided proximal compression due to com-
pression of the right common iliac vein by the right
common iliac artery (right proximal NIVL);

3) left-sided distal compression due to compres-
sion of the left external iliac vein by the left internal
iliac artery (left distal NIVL);

4) right-sided distal compression due to com-
pression of the right external iliac vein by the right
common iliac artery (right distal NIVL).

A classification of morphological changes in the
left common iliac vein in May - Thurner syndrome
was proposed by U.B. Jeon et al. (2010), in which
type I indicated focal compression of the right com-
mon iliac artery, type II indicated diffuse atrophy
of the left common iliac vein, and type III indicat-
ed cicatricial obliteration of the left common iliac
vein [11]. During the autopsy of 28 corpses (12 men
and 16 women), with mean age of 82.5 years, H. Mit-
suoka et al. (2013) established two variants of aortic
abnormalities at the intersection of the right com-
mon iliac artery, where group A included complete
or partial compression of the right common iliac ar-
tery by the left common iliac vein (low level aortic
bifurcation) in 19 (67.9%) of 28 corpses and group
B included compression of the inferior vena cava by
the right common iliac artery (high-level aortic bi-
furcation) in 9 (32%) of the 28 corpses [12]. R. En-
glund (2017) examined and treated 61 patients with
compression of the left common iliac vein, and pro-
posed his classification based on the phlebography
results (Table 1) [13]. The author also stated that the
indication for angioplasty and stenting was stage 2 in
20% of cases, stage 3 in 100%, stage 4a in 71.4%, and
stage 4b in 75% of cases.

Analysis of MRI data of the inferior vena cava
and small pelvic vessels, as well as contrast CT scan
of the abdominal cavity organs in 225 patients with
bilateral varicocele, varicose veins of the pelvic or-
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Table 1/ Tabnuya 1

Classification of iliac venous compression according to R. Englund (2017) [13]
Knaccupukanusa noas3aoirHoii BeHo3Hoit komnpeccuu o R. Englund (2017) [13]

Signs Stage 0 Stage 1 Stage 2 Stage 3 Stage 4a Stage 4b
Compression - + + + + +
Obstruction - - + + + +
Collateralization - - + + + +
Fibrous adhesions - -/+ -/+ + + +
Adjacent venous segment - - - - + +
Distal venous segment ~ ~ - ~ - .
(popliteal, femoral)
Table 2 / Tabnuya 2

Localization of ileofemoral stenosis according to S.A. Rizvi et al. (2018) [15]
JToxanusanusa wieodpemMopanbHoOro creHosa mo S.A. Rizvi et al. (2018) [15]

Venous system segment On the right, % On the left, %

.P.r0x1m.al segment of the common 243 2.6
iliac vein
Mlddle.segment of the common 113 27
iliac vein
p.lstal s.egment of the common 7.8 1.6
iliac vein
.P.r0x1m'al segment of the external 24.3 7.4
iliac vein
Mlddle.segment of the external 243 17.2
iliac vein
P.IStal s.egment of the external 6.1 1.6
iliac vein
Proximal segment of the common

‘ 1.7 2.5
femoral vein

gans, and May - Thurner syndrome between the ages
of 17 and 69 years (on average 33.8 years) enabled to
propose a topographic and anatomical classification
of variants for compression of the iliac veins [14].
According to this classification, there are six com-
pression variants:

1) central proximal represented by high bifurca-
tion of the aorta, when the right common iliac artery
compresses the lower part of the inferior vena cava
before it divides into iliac veins;

2) central distal represented by high bifurcation
of the aorta, in which the right common iliac artery
compresses the lower part of the inferior vena cava
at the site of its division into the iliac veins;

3) left proximal, when the right common ili-
ac artery compresses the left common iliac vein
(May - Thurner syndrome);

4) left distal represented by compression of the
left external and/or left internal iliac artery by the
left external iliac vein;

5) right proximal represented by compression of
the right common iliac artery by the right common
iliac vein; and

6) right distal represented by compression of the
right external and/or right internal iliac artery of the
right external iliac vein.

S.A. Rizvi et al. (2018) from January 2013 to De-
cember 2014 performed 268 angioplasty surgeries
and stenting procedures in 210 patients with non-
thrombotic compression of the iliac veins. Bilateral
stent placement was performed in 58 patients,and 173
(64.6%) surgeries were performed on women [15].
In addition, only in 42.6% of cases was the classic
May - Thurner syndrome identified (Table 2).
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Fig. 2. Stages of the ileal venous compression syndrome (May — Thurner
Syndrome) according to MRI of the vena cava inferior and pelvic
blood vessels with 3D reconstruction according to A.A. Kapto (2018):
stage | — compression of the left common iliac vein; stage 2 — compres-
sion of the left common iliac vein with its dilatation; stage 3 — compres-
sion of the leit iliac vein with the closure of the vessel walls in its central
part and with its dilatation; stage 4 — pronounced and extended narrow-
ing of the left common iliac vein lumen

Puc. 2. Cragun cunapoma nojB3a0UIHON BEHO3HOH KOMIIPECCHH (CHHIPO-
ma Mesi — Tioprepa) no nannbiM MPT HiKHel 110J101 BeHbl U COCYI0B
maJioro taza ¢ 3D-pekoncrpykimeit no A.A. Kanro (2018): 1-51 crapusi —
KOMIIPECCHst JIeBOW 0OLIEH MOAB3IOIIHON BeHbI; 2-51 CTajlkisi — KOMIIpec-
cHsi JIeBOH 0OLIe MOJAB3I0IHOM BeHbl C ee JujaTaluei; 3-s1 crajus —
KOMIIPECCHST JIEBOU TOJB3/IOIIHON BEHbI CO CMbIKAHMEM CTEHOK Cocy/a
B LIEHTPAJILHON €0 YaCTH U C ee AuJaTaluei; 4-5 crajus — BblpaKeHHOe
1 TIPOTSKEHHOE CyKEHHE MPOCBETa JIEBOU 0011ei MO/IB3I0IHON BEHbI

.

4 { ;
r A ; \ / P ,';;
1 2 3 4
Fig. 3. Stages of May — Thurner syndrome according to ileocavagraphy
depending on the presence and intensity of collateral circulation ac-
cording to A.A. Kapto (2018): I — lack of contrast in the pelvic veins;
2 — contrasting of the pelvic veins; 3 — contrasting of the pelvic veins
with the flow of contrast into the contralateral right common iliac vein;
4 — contrasting of the pelvic veins with the flow of contrast into the right
common iliac vein and ascending lumbar veins on the left

Puc. 3. Cramuu cungpoma Mest — Tiophepa 1o jaHHBIM HjeoKaBarpaguu
B 3aBMCHMOCTH OT Ha/JHYHsi M BbIPAKEHHOCTH KOJUIATEPAJILHONO KPOBO-
o6pattenns no A.A. Kanro (2018): I — orcyTeTBHE KOHTPACTHPOBAHHS BEH
Tasa; 2 — KOHTPACTHPOBAHHME BeH Ta3a; 3 — KOHTPACTHUPOBAHHE BEeH Ta3a
C MEePETOKOM KOHTPACTA B KOHTPAJIaTePaIbHYIO MPaByIo 0011yl MOAB3I0L -
HYI0 BeHy; 4 — KOHTPACTHPOBAHHE BEH Ta3a ¢ EPETOKOM KOHTpacTa B 1pa-
BYI0 OOLLLYIO MOJB3/IOLIHYIO BEHY H BOCXOJISALLME MMOSICHHUHbIE BEHbI CJIeBA

Fig. 4. Antegrade ileocavagraphy.
Non-thrombotic compression of
the leit renal vein. Collateral cir-
culation and pronounced venous
congestion of the pelvic organs

Puc. 4. Auterpajnas nieoxana-
rpadusa. HerpombGoTtnyeckas kom-
Mpeccus JIEBOH MOYCYHOH BEHbI.
Kosnarepanbioe kpoBoo6palieHue
M BbIPa’KEHHOE BEHO3HOE TOJHO-
KPOBKE OpPraHoB MaJioro Tasa

| Fig. 5. Retrograde phlebotesticu-

i lography of a patient with Nut-

cracker syndrome and May —Thur-

ner syndrome. Contrasting the

\ left common iliac vein through the
: cremaster vein

/ Puc. 5. Petporpamnasi de6ote-
cTukyJorpacgusi naumenta ¢ Nut-
cracker syndrome u cuHIpPOMOM
Mes — Tiopuepa. Kontpacruposa-
HUE JIeBOH oOLlel MOJAB3IA0LIHOMN
BEHBI Uepe3 KpeMacTepHyIo BEHy

When processing MRI data of the inferior vena
cava and small pelvic vessels with 3D reconstruc-
tion, which does not determine the iliac compres-
sion localization but its severity, we made a decision
on the feasibility of identifying the four stages of this
disease [16] (Fig. 2).

We identified four stages of the May- Thurner
syndrome, based on the presence and severity of col-
lateral circulation while performing the ileocavagra-

phy (Fig. 3) [16].

Clinical manifestations

The natural course of the iliac vein compression
syndrome is a prerequisite for the development of
ileofemoral thrombosis. In 1965, EB. Cockett and
M.L. Thomas described 35 patients with ileofemo-
ral thrombosis in combination with compression
of the iliac vein. The detailed clinical presentation
of ileofemoral thrombosis in patients with the iliac
vein compression syndrome is known as the Cockett
syndrome, according to the name of the author who
described the clinical presentation of the disease
(17, 18].

Hypertension in the system of the left common
iliac vein due to its compression between the right
common iliac artery and the body of the fifth lumbar
vertebra (May - Thurner syndrome) causes venous
congestion of the pelvic organs (Fig. 4) and coun-
terpulsation through the vein of the musculus cre-
master into the uviform plexus of the testicle and its
epididymis (ileospermic varicocele) (Fig. 5).

B.L. Coolsaet (1980) presented the results of the
angiographic examination of 67 patients with left-
sided varicocele [19]. Three types of varicocele were
identified using the intravenous angiography of the
kidneys in the internal testicular and common iliac
veins:

1) in the internal testicular vein;

2) in the extrafunicular veins, which was caused
by obstruction of the common iliac vein where they
flow;

3) in both systems simultaneously (Fig. 6).

A.I. Neimark et al. (2013) proposed to distin-
guish two types of varicocele: 1) isolated varicocele
with minimal hemodynamic disorders in the right
testis without involvement of the prostate gland in
the pathological process; and 2) varicocele in com-
bination with pelvic congestion, in which the dis-
orders affect not only the left testicle, but also the
contralateral testis and prostate [20].
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In both Nutcracker and May- Thurner syn-
dromes, venous plethora of the prostatic plexus is
noted. In May - Thurner syndrome, bilateral varico-
cele occurs as a rule, and according to TRUS, bilateral
varicose veins of the prostatic plexus is noted (Fig. 7)

Diagnostics

The diagnosis of varicose veins of the pelvic organs
is verified using TRUS in the presence of criteria such as
varicose veins of the paraprostatic plexus of more than
5 mm and/or the presence of blow-out in the Valsalva test
with duplex angioscanning [21]. In 2017, we proposed
a classification of prostatic varicose veins (Table 3) [22].

The iliac venous compression syndrome is verified
by MRI of the inferior vena cava or small pelvic vessels,
as well as CT of the abdominal organs with contrast
enhancement, phlebography, phlebomanometry, and
intravascular ultrasound. When processing MRI data
of the inferior vena cava and small pelvic vessels and
CT scan of the abdominal cavity organs with contrast
enhancement, the criteria for iliac venous (vertebroar-
terial) compression are determined, which include de-
termining the value of the lower lumbar lordosis angle
(LLLA) (norm 134.33-136.76°) and diameter of the
iliac vein tunnel (IVTD) (norm 4.18-4.50 mm) [23].

The diagnosis of venogenic erectile dysfunction
is verified using the IIEF-5 (International Index of
Erectile Function 5) questionnaire, as well as ultra-
sound pharmacodoplerography of the penis and dy-
namic pharmacocavernosography.

Treatment

Treatment of the left iliac vein compression syndrome
(May - Thurner syndrome) is performed by X-ray surgi-
cal methods, and includes the following stages:

1) vein puncture (femoral, popliteal);

2) multi-projection intraoperative phlebography
to reveal the collateral circulation of the left com-
mon iliac vein;

3) balloon angioplasty of the left common iliac
vein;

4) implantation of a stent into the left common
iliac vein;

5) post-dilation of the stented segment;

6) control phlebography revealing the patency of
the left common iliac vein and the absence of col-
lateral circulation.

X-ray surgical angioplasty and stenting of the iliac
veins in the treatment of thrombotic disease have been
used for the last three decades [24-27]. In addition,

-
I oG 111

Fig. 6. Classilication of varicocele according to B.L. Coolsaet (1980):
[ — renospermic type; II — ileospermic type; III — mixed type

Puc. 6. Knaccudukauus sapuxouede 1o B.L. Coolsaet (1980): I — pe-
Hocnepmaruueckuil Tun; II — uneocnepmaruueckuii tun; [1I — cmewman-
HbII THI

01072015 102635

AP 100% MI07 TIS 0.1

Fig. 7. Transrectal ultrasound imaging of the prostate of patient K., 33 years
old, with bilateral stage 3 varicocele and May — Thurner syndrome. Prostate
volume — 22.3 em? . The maximum diameter of the veins on the left is 10.9
and 18.3 mm, on the right — 12.5 mm. Chronic calculous prostatitis

Puc. 7. TPY3U npocrarsl naunenta K., 33 roxga, ¢ IBycTOpOHHUM Ba-
pukouese 3-i craquu npu cunapome Mest — Tiopuepa. O6beM mpocra-
Thl — 22,3 cm®. MakcumasbHblil inamerp Bed cieBa — 10,9 u 18,3 mm,
crnipaBa — 12,5 mm. XpoHHUeCKN# KalbKyJe3HbIl IPOCTATHT

Table 3 / Tabnuya 3
Ultrasound classification of varicose veins of the
prostate according to A.A. Kapto (2017) [22]
VnprpasBykoBas knaccupuKanyus BApUKO3HOTO pac-
mupeHns BeH npocrarel o A.A. Kamro (2017) [22]

Stage of | Maximum |Blood flow | Blood flow veloci-
Stage | varicose | diameter of | velocity, |ty during Valsalva
veins veins, mm cm/s test, cm/s
1 | Visible <4 <3 <5
2 | Significant 5-10 3-5 5-15
3 | Pronounced >10 >5 >15

X-ray surgical angioplasty and stenting of the iliac veins
in the treatment of recurrent varicocele and varicose
veins of the pelvic organs in men (chronic pelvic pain
syndrome, venogenic erectile dysfunction, chronic
prostatitis) have been used since 2017 28, 29].

Indications for angioplasty and stenting of the
iliac veins in andrological patients include the fol-
lowing:

1) severe symptoms from pelvic organs (pain,
dysuria, erectile dysfunction);

2) bilateral and/or recurrent varicocele;
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Table 4/ Tabnuya 4

Methods of embolization of the veins of the prostatic plexus (indicating authors who first performed operation)
MeTtonpI 5MOOMM3AINN BEeH MPOCTATNYECKOTO CIUTeTeHNs (C yKa3aH1eM aBTOPOB, BIIepBble BBIIOTHUBIIX ONEPALINIO)

X-ray-guided surgical embolization of the prostatic plexus
Antegrade Retrograde
Incision of v. dorsalis penis Puncture in v. dorsalis penis | Access through v. femora- | Access through v. basilica
lis (transfemoral) (transbasilar)
D. Maiza et al. (1984, 1985) [31, 32]; ]J.J. Bookstein, A.L. Lurie H.H. Schild et al. (1993) A.A. Kapto, A.G. Kole-
P. Courtheoux et al. (1985, 1986) [33, 34]| (1988) [35] (36] dinsky (2019) [37]

3) varicose veins of the prostate gland degree II-IIT
(maximum diameter of the veins of the prostatic
plexus > 5 mm);

4) compression of the iliac veins revealed by MRI
and phlebography;

5) collateral circulation of the iliac veins accord-
ing to phlebography;

6) the pressure gradient in the areas distal and
proximal to the stenosis according to frontal phlebo-
manometry is not less than 4 mmHg;

7) pathospermia and infertility as a consequence
of the ileospermic type of varicocele.

From March 2017 to May 2019, we performed
endovascular angioplasty and stenting in 70 patients
with iliac venous compression, varicose veins of the
pelvic organs, and bilateral varicocele with a positive
clinical effect. The high clinical efficiency of X-ray en-
dovascular angioplasty and stenting in patients with
ileospermatic-type varicocele and varicose veins of the
pelvic organs due to iliac venous compression enables
to recommend this technique for use in such cases.

Currently, venous erectile dysfunction is not con-
sidered as an independent disease and, moreover, as a
consequence of varicose dilatation of the dorsal vein
of the penis. It is frequently caused by varicose veins
of the pelvic organs. J.J. Keller et al. (2012), after analy-
zing more than 120,000 case histories, concluded that
erectile dysfunction occurs five times more frequent-
ly in patients with varicocele. Moreover, the greatest
prevalence of erectile dysfunction occurs at the age
of over 60 years. According to Taiwanese researchers,
previous surgical treatment for varicose veins of the
spermatic cord reduces the risk of erectile dysfunction
by approximately two times [30]. Varicose veins of the
pelvic organs in men or pelvic phlebopathy syndrome,
includes the following main clinical manifestations:

1) varicocele;

2) varicose veins of the skin of the scrotum, penis
and lower extremities;

3) prostatopathy (chronic prostatitis, benign pro-
static hyperplasia);

4) venous insufficiency of the penis with the de-
velopment of venogenic erectile dysfunction;

5) hemorrhoids;

6) chronic pain syndrome;

7) dysuria in the form of obstructive and/or ir-
ritative symptoms [22].

The generally accepted methods of surgical treatment
of venogenic erectile dysfunction in most cases are not
effective enough; therefore, endophalloprosthetics is
most often offered to these patients as the last chance to
optimize sexual function. An alternative field in the sur-
gical treatment of venogenic erectile dysfunction is X-ray
surgical embolization of the prostatic plexus veins, which
has been used all over the world since 1984. The effec-
tiveness of the embolization of the prostatic plexus veins
exceeds significantly the effectiveness of other surgeries
for venogenic erectile dysfunction, reaching an average
of 85% cases according to the literature. According to the
surgical approach, all methods of embolization can be di-
vided into two groups, namely antegrade and retrograde
embolization of the prostatic plexus veins (Table 4).

From our point of view, retrograde X-ray-guided
surgical embolization of the prostatic plexus through
the v. basilica (transbasilar approach) access is more
convenient, since it does not involve the bending of the
intravascular catheter in the ileocaval segment (Fig. 8).

Fig. 8. Retrograde X-ray guided surgical embolization of the prostatic plex-
us by access through v. basilica (transbasilar access). On the left, the pros-
tatic venous plexus and cavernous bodies of the penis in the place of patho-

logical venous drainage are contrasted, on the right — the absence of venous
leakage after embolization with Gianturko spirals (Cook Medical, USA)

e

Puc. 8. Perporpaanasi peHTreHOXHpypruueckasi MG0JH3aLHsT POCTa-
THYECKOTO CIJICTEHUsI J0CTYIOM Yepe3 v. basilica (TpaHcOGasusipHblii
noctyr). CieBa KOHTPACTHPYETCS TPOCTATHIECKOE BEHOZHOE CTIIETEHHE
1 KaBEpPHO3HbIE TeJla MOJIOBOrO UjleHa B MECTE MaToJOrHIeCKOro BeHO3-
HOTO JIpeHaXKa, CrpaBa — OTCYTCTBHE BEHO3HOU yTeUKH 10cje 3MOOJIH-
sauuu cripadsmu Gianturko (Cook Medical, USA)
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A new promising field of treatment of this pathology
is represented by hybrid and combined surgeries that
enable to influence both the causes of venogenic erec-
tile dysfunction and the pathological venous drainage
formed as a result of these causes. X-ray guided surgical
embolization of the prostatic plexus veins alone or in
combination with testicular vein embolization and an-
gioplasty and stenting of the iliac vein is possible only
at the confluence of urology, andrology, and X-ray sur-
gery. This circumstance led to the expediency of ar-
ranging thematic courses for the advanced training of
doctors at the Department of Urology of the Center for
Training of Medical Workers from 2019.
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