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In this study an analysis of the examination and treatment of 66 patients with bilateral varicocele, varicose veins of the
pelvic organs due to ileal venous compression was performed. The obtained data testify to the need to review existing
approaches to the surgical treatment of bilateral and recurrent varicocele. Carrying out balloon angioplasty and stenting
in varicose veins of the pelvic veins in men due to the syndrome of ileal venous compression is currently an innovative
and promising direction in urological practice at the interface of specialties.
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@ B HaCTOHH.lef/I pa60Te MblI ITPOBEJIM aHA/IN3 PE3Y/IbTATOB O6C)'Ie,ELOBaHI/IH U eveHus 66 TMManMEHTOB C ABYCTOPOHHUM
BapuKonene, Bap]/[KOSHOf;I 60/1€3HBIO BEH OpTaHOB MajIOTO Ta3a BC/IEACTBIE HOI[BS,[IOU.IHOﬁ BEHO3HOI KOMIIpECCUN.
HOHY‘ICHHBIC HaMU JaHHbI€ CBUAETENDbCTBYIOT O H606XOJII/IMOCTI/I IepecMoTpa CYIIECTBYIOIIMX IIOAXOA0B K OII€paTNB-
HOMY JIEUYEHNIO IBYCTOPOHHETO M PEUVIAVBHOI'O BapMKOILIETIE. HpOBe,HEHI/[e 6a/IZIOHHOV AHTMOIIZIACTUKA U CTEHTNpOBa-
HUA Ipn BapMKOSHOI?[ 6071e3HM BEH MAJjIOro Tasa Y MY>XYJMH BCI€OCTBME CMHAPOMA HOJIBS,[[OU.IHOIU/I BEHO3HOI KoMIIpec-
CUJ B HaCTOsAIIEE BPEMA ABNAECTCA NMHHOBALIMOHHBIM M IIEPCIEKTVBHBIM HAaIIpaB/IEHNIEM B yponormquKoﬁ IIpaKTKE Ha
CTBIKE CHeHI/Ia]’IbHOCTeﬁ.

& Kmiouesvie cnoea: CMHJIPOM a0PTOME3EHTEePUATbHOIO CIABECHI; TIOAB3/OIIHAA BeHO3HasA KOMIIPECCUs; CUH/IPOM
Mes - TropHepa; ABYCTOPOHHEE BapUKOIIeTe; PelUMBHOE BaPMKOLieNe; BapUKO3HasA 60JIe3Hb.

INTRODUCTION

The effectiveness of surgical treatment of varicocele
is currently the subject of disputes between urologists.
The least studied aspect of this problem is bilateral and
recurrent varicoceles. In the current guidelines, there
are no standards for managing these patients, both in

terms of diagnosis and treatment. Multiple and ineffec-
tive treatment attempts for chronic prostatitis are most
common.

Attempts at the surgical treatment of venogenic
erectile dysfunction also have extremely low effective-
ness. With an extended examination of these patients,
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Table 1
Ultrasound classification of varicose veins of the prostate (Kapto A.A., 2017)
Tabnuya 1
VisTpasBykoBas Knaccudpukanysa BapuKoO3HOTO pacumpenns BeH npocrarsl (Kamro A.A., 2017)
L Maximal diameter of | Blood flow velocity, Blood flow velocity
Stage Varicosity . .
veins, mm cm/s with Valsalva test, cm/s
1 Visible <4 <3 <5
2 Significant 5-10 3-5 5-15
3 Pronounced > 10 >5 > 15

iliac venous compression is often verified as the cause
of varicose veins of the pelvic organs. In this paper, we
present our experience in the surgical treatment of pa-
tients with bilateral varicoceles and varicose veins of the
pelvic organs due to May-Thurner syndrome.

MATERIALS AND METHODS

From July 2015 to February 2018, 66 patients
aged 17 to 69 years (average 32.3 years) with bilateral
varicoceles, varicose veins of the pelvic organs, and
May-Thurner syndrome were examined. Patients re-
ported pain in the lower abdomen and in the external
genital area, dysuria (irritative and obstructive symp-
toms), erectile dysfunction (worsening of morning,
spontaneous, and adequate erections), pathospermia
(oligo-, asteno-, and terato-zoospermia), and pyosper-
mia with repeatedly treated chronic prostatitis and re-
current varicocele.

The diagnosis of varicocele was made during physi-
cal examination and was confirmed by data from color
Doppler ultrasound [1]. Detection of veins of 3.5 mm
in diameter or larger with reverse venous blood flow
after the Valsalva test with ultrasound examination
of the scrotal organs verified the diagnosis of varico-
cele [2, 3].

The diagnosis of varicose veins of the pelvic organs
was confirmed by transrectal ultrasound (TRUS) with
the use of the criteria for varicose veins of the pelvic or-
gans in men (varicose veins of the paraprostatic plexus
more than 5 mm and/or the presence of a blood flow
reflux in a Valsalva test with duplex angiography using
a rectal sensor) [4] and the classification proposed by
A.A. Kapto in 2017 (Table 1) [5].

Diagnostic testing for iliac venous compression
syndrome was performed using magnetic resonance
imaging (MRI) or computed tomography (CT)-phle-
bography, and X-ray contrast phlebography. In the

analysis of MRI and CT-phlebography data, the crite-
ria for aortomesenteric and iliac venous (vertebroarte-
rial) compression were determined. Criteria for aorto-
mesenteric compression included the determination of
the aortomesenteric angle (normal is 28-65°) and the
aortomesenterial distance (normal is 10-34 mm) [6, 7].
The criteria for iliac venous (vertebroarterial) compres-
sion included determination of the lower lumbar lordo-
sis angle (normal is 134.33-136.76°) and the iliac vein
tunnel diameter (normal is 4.18-4.50 mm) [8].

Pronounced symptomatology in the pelvic organs
with varicocele and the presence of iliac vessel com-
pression and collateral circulation, according to the
data from phlebography, were signs of ileopelvic venous
hypertension and determined indications for endovas-
cular surgery of the iliac veins. Surgical treatment of
iliac venous compression syndrome included puncture
of the femoral or popliteal vein under the supervision
of ultrasound, multi-projection phlebography, balloon
angioplasty, stent implantation, stented segment post-
dilation, and control phlebography. For implantation,
elgiloy alloy (based on nickel, cobalt, and chromium)
Wallstent-Uni Endoprothesis venous stents (Boston
Scientific) were used.

RESULTS

It was found that 24 patients (36.4%) had a previ-
ous varicocelectomy, and 14 patients (21.2%) had been
surgical patients in our facility. In more than one-half of
cases, the concomitant diseases included chronic pros-
tatitis, erectile dysfunction, hemorrhoids, and varicose
veins of the lower extremities.

According to TRUS, all patients had bilateral vari-
cose veins of the paraprostatic venous plexus of more
than 5 mm, which corresponded to stages 2 and 3 of
varicose veins of the prostate according to the previ-
ously proposed classification [5].
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In the analysis of MRI and CT-phlebography data
(Table 2), May-Thurner syndrome alone was detected
in 41 patients (62.1% of cases); May-Thurner syn-
drome in combination with left renal vein compression
syndrome in aortic mesenteric clamp (nutcracker syn-
drome) was seen in 24 patients (36.4% of cases), and
May-Thurner syndrome in combination with retroaor-
tic left renal vein (posterior nutcracker syndrome) was
noted in one patient (1.5% of cases).

Our analysis of the MRI and CT-phlebography data,
as well as X-ray contrast phlebography, enabled the
proposal of our own classification of arteriovenous ob-
structions in the ileocaval segment:

1) central proximal: high aortic bifurcation, in which
the right common iliac artery compresses the lower
section of the inferior vena cava before it is divided
into the iliac veins (Fig. 1, a);

2) central distal: high aortic bifurcation, in which the
right common iliac artery compresses the lower sec-
tion of the inferior vena cava at the point of its divi-
sion into the iliac veins (Fig. 1, b);

3) left proximal: the right common iliac artery com-
presses the left common iliac vein (May-Thurner
syndrome) (Fig. 1, c);

4) left distal: compression by the left external and/or
left internal iliac artery of the left external iliac vein
(Fig. 1, d);

5) right proximal: compression by the right com-
mon iliac artery of the right common iliac vein
(Fig. 1, e);

6) right distal: compression by the right external and/
or right internal iliac artery of the right external iliac
vein (Fig. 1, f).

The central proximal arteriovenous obstruction
of the ileocaval segment was detected in 4 patients
(6.1%), central distal arteriovenous obstruction was
noted in 7 patients (10.6%), left proximal obstruction
was seen in 52 patients (78.8%), left distal arteriove-
nous obstruction was seen in 31 patients (47%), right
proximal obstruction was seen in 1 patient (1.5%),
and right distal arteriovenous obstruction was seen
in 1 patient (1.5%). Various combinations of arterio-

Table 2
MRI and CT-phlebography results (n = 66)
Tabnuya 2
Pesynsratst MPT- u KT-dne6orpadun y HabnrogaeMbIx 60n1bHbIX (1 = 66)
Value AMA, ° AMD, mm LLLA, ° IVTD, mm
Minimum 9.6 2.49 112.2 1.17
Maximum 114.9 32.3 133.7 4.01
Average 39.0 13.0 124.0 2.62
Note: AMA, aortomesenteric angle; AMD, aortomesenterial distance; LLLA, lower lumbar lordosis angle; IVTD, iliac vein tunnel
diameter

a

e

Fig. 1. Magnetic resonance imaging of the inferior vena cava and small pelvic vessels: (a) central proximal arteriovenous obstruction of the ileocaval
segment; (b) central distal arteriovenous obstruction of the ileocaval segment; (¢) left proximal arteriovenous obstruction of the ileocaval segment
or May—Thurner syndrome; (d) left distal arteriovenous obstruction of the ileocaval segment; (e) right proximal arteriovenous obstruction of the
ileocaval segment; and (f) right distal arteriovenous obstruction of the ileocaval segment (modeling)

Puc. 1. MaruuTHo-pe3oHaHCHOe HCC/IelOBAHHE HIKHER MOJIOH BEHBI H COCY/IOB MAJIOr0 Tasa: @ — LEeHTPAJbHbIH NPOKCHMAJbHBIH apTepHOBEHO3HBIH
KOH(JIMKT HIIEOKABaJILHOTO CerMeHTa; b — LeHTPaJIbHbIH IHCTAbHBIH apTePHOBEHO3HbIH KOHMJIHKT HI€0KaBaJIbHOTO CErMEHTa; ¢ — JIEBbIH POKCH-
MaJibHbIIl aPTePHOBEHO3HBI KOH(JIUKT HIEOKAaBAIbLHOTO cerMeHTa, Hin cunapom Mest — TiopHepa; d — JieBbiii IHCTAJIBHBIH apTePHOBEHO3HbIH KOH-
(JIMKT HJ1€0KABAJILHOTO CErMEHTa; e — MpaBblii TPOKCHMAJIbHbI apTePHOBEHO3HbIH KOH(JIHKT HIIEOKABAJILHOTO CerMenTa; f — NpaBblil AMCTabHbI
apTepHOBEHO3HbIII KOH(JIHKT HI€OKaBaIbHOrO cermenTa (Modeauposanue)
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Fig. 2. Magnetic resonance imaging of the inferior vena cava and small
pelvic vessels. Leit proximal and left distal types of arteriovenous ob-
struction of the ileocaval segment. The left arrow indicates the place of
compression of the left common iliac vein by the right common iliac ar-
tery. The right arrow indicates the place of compression of the left exter-
nal iliac vein by the left external iliac artery

Puc. 2. MaruuTHo-pe30oHaHCHOE HCCENOBAHHE HUMKHEN T0JIOH BeHbI
M COCYIOB MaJjioro Tasa. JIeBblil MPOKCHUMAJbHBIA W JIEBbIH AMCTANbLHbI
THITBl APTEPHOBEHO3HBIX KOH(IMKTOB HIIEOKAaBaILHOrO cermeHTa. JIeBoit
CTPEJIKOH YKa3aHO MECTO KOMIPECCHH JIeBOH 001Lel MOAB3/I0IIHON BEHbI
npaBoil o611el noaBaoIHOH aprepueii. [IpaBof cTpeskoil ykazaHo Me-
CTO KOMITPECCHH JIEBOH HAPYKHOMN MOJB3/0IIHON BEHbI JIEBOH HAPYKHOM
MO/IB3/I0LIHON apTepHed

venous obstructions in the ileocaval segment were
revealed in 32 (48.5%) of 66 patients (Fig. 2).

Pronounced symptomatology from the pelvic or-
gans with bilateral varicoceles and phlebography results
showed compression of the iliac vessels and collateral
circulation. These signs of ileopelvic venous hyperten-
sion were indications for angioplasty and stenting of the
left common iliac vein. From March 2017 to February
2018, stenting of the left common iliac artery was per-
formed in 13 patients. Surgical treatment of iliac venous
compression syndrome included the following stages:
(1) vein puncture (femoral, popliteal, and jugular) un-
der ultrasound control; (2) multi-projection intraoper-
ative phlebography showing the collateral circulation of
the left iliac vein; (3) balloon angioplasty of the left iliac
vein; (4) implantation of one stent into the left iliac vein;
(5) post-dilation of the stented segment; and (6) control
phlebography showing the patency of the left iliac vein
and the absence of collateral circulation. Two stents
were placed in the left common iliac vein in one patient,
and stents in each of the left and right common iliac
veins were also placed in one patient.

CLINICAL CASE

Patient M., a 38-year-old athlete, presented with
constant pronounced dull and acute pain in the lower
abdomen and in the perineum and absence of morning,
spontaneous, and adequate erections. It was revealed
that in 1995 he had an Ivanissevich surgical repair on

the left side, later that year he had varicocelectomy on
the left with the scrotal approach, and in 2015 he had
surgery on the left using the Marmar technique. Sub-
sequently, the development of a stage 2 bilateral vari-
cocele was noted. As a result, the patient underwent
simultaneous bilateral varicocelectomy in December
2016 with excision of the cysts of the epididymides of
both testicles and grafting of the right and left testicle
tunica by the Winckelmann method from the middle
scrotal approach along the Wesling line. After bilateral
varicocelectomy, the initial symptoms of pronounced
dull and acute pain in the lower abdomen and in the
perineum and the absence of morning, spontaneous,
and adequate erections were noted.

According to the results of multiple spermiological
examinations, no data were obtained for pathospermia
and pyrospermia. According to TRUS, chronic fibrotic
calculous prostatitis and stage 2 varicose veins of the
pelvic organs according to the A.A. Kapto classification
were verified [5]. According to dynamic TRUS in June
2016, which was 5 months after the last surgery for bi-
lateral varicocele, varicose veins of the prostate gland
did not decrease and complaints of pain in the pelvic
region and deterioration of erection began to increase.
The intake of veinotonic supplements and phosphodi-
esterase type 5 inhibitors did not provide the expected
effect. As a result, MRI of the inferior vena cava and
small pelvic vessels was performed in December 2016
at the Medical Diagnostic Center Ramsi Diagnostics
(Moscow). The results of MRI-phlebography rule out
aortomesenteric compression (nutcracker syndrome).
In March 2017 in the E.O. Mukhin City Clinical Hos-
pital (Moscow), radiology-guided endovascular angio-
plasty and stenting of the left common iliac and left ex-
ternal iliac veins were performed for the first time with
a positive outcome for the patient with a recurrent bi-
lateral varicocele, pelvic pain, erectile dysfunction, and
varicose veins of the pelvic organs with May-Thurner
syndrome (Figures 3-9).

Given that fibrous adhesions (commissures) in the
compressed iliac vein, which are the inevitable patho-
genetic link of this disease, are found in most cases,
we consider it necessary to perform angioplasty before
stenting. On the other hand, performing only balloon
angioplasty may be ineffective, and stent implantation
is mandatory. For the implantation, a Wallstent-Uni
Endoprothesis venous stent (Boston Scientific) made of
elgiloy alloy (an alloy based on nickel, cobalt, and chro-
mium) with a diameter of 16 mm and a length of 90 mm
was used.
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a b c
Fig. 3. Antegrade ileocavography of patient M., 39 years old, with pronounced pelvic symptoms (pain, erectile dysfunction, and chronic calculous pros-
tatitis) due to May—Thurner syndrome: (a) antegrade catheterization of the left common iliac vein; (b) note retrograde reflux and contrast of the venous
plexus of the small pelvis (collateral circulation) with the introduction of radiopaque substance; (¢) aiter contrasting the venous plexus of the small pelvis,
the radiopaque substance is redistributed into the right common iliac vein. The diameter of the right common iliac vein is 1.4 times smaller than the
diameter of the left common iliac vein

Puc. 3. Auterpannas uieokasarpacpus y naupenra M., 39 siet, ¢ BblpazKeHHOH Ta30BOi CUMITOMATHKOMN (601, 5PeKTH/IbHAS IUCHYHKLUSL, XPOHUYECKUI
KaJlbKyJI€3HbIi IPOCTATHT ) BesleAcTBHE chuapoma Mest — TiopHepa: @ — anTerpajiHasi KaTeTepu3alusi J1eBoi 001Lei MOAB3AOLIHOI BeHbl; b — NpH BBejle-
HUHM PEHTT€HOKOHTPACTHOIO BEIeCTBA OTMEYaeTCsl ero peTporpaiHblil 3a6poc U KOHTPACTHPOBAHHE BEHO3HbIX CIJIETEHHI Masloro Tasa (KoJulatepasbHoe
KpoBooGpallleHHe ); ¢ — M0c/ie KOHTPACTHPOBAHHST BEHO3HBIX CIIIETEHHIT MAJIOro Ta3a PEHTreHOKOHTPACTHOE BELLECTBO NepepacpesieisieTcs B paBylo

0011Ly10 MOAB3NOLIHYIO BeHy. [{nameTp npaBoii o6111eii MoAB3/IO0MIHOI BeHbl B 1,4 paza MeHbllle IHaMeTpa JieBo# 0611eH MOAB3IOIIHON BEHbI

Fig. 4. Antegrade ileo-
cavography of patient
M., 39 years old, from
March 2017. There
was a compression of
the left common and
left external iliac veins.
Surgical approach was
from the left popliteal
vein with the patient in
the prone position

Puc. 4. Aurerpajnas
HJeokaBarpagus
naudenta M., 39 ser,
o1 28.03.2017. Or-
MevaeTcsi KOMIPEeCCust
JIeBO# 0611el U JeBOH
Hapy»>KHOH NMOAB3/101LI-
Hbix BeH. OnepaTus-
HbIF JIOCTYI U3 JIEBOH
MOJIKOJIEHHOH BEHBbI.
[Tosnoxkenue nauyenTa
Ha KHUBOTE

Fig. 5. Balloon angio-
plasty of the left com-

mon and left external
iliac veins of patient M.,
39 years old, from March
2017. Surgical approach
was from the left popli-
teal vein with the patient
in the prone position

Puc. 5. bansonnas
AHTHOIJIACTHKA JIEBOH
oOlLel 1 JieBol Ha-
PY2KHOH MOJB3J0LIHbBIX
BeH nauueHta M.,

39 Jsier, or 28.03.2017.
OnepaTtHBHbIit J0CTYT
W3 JIEBOH MOJIKOJIEHHOH
BeHbl. [TosioxKeHKe
nalyeHTa Ha XKHBOTe

Fig. 6. Implantation of
one stent into the left
common and left external
iliac vein of patient M.,
39 years, from March
2017. Surgical approach
was from the left popliteal
vein with the patient in
the prone position

Puc. 6. Umnianrauus
OJIHOTO CTEHTA B JIEBYIO
00611yI0 U JIeBYIO Ha-
PY2KHYIO MOJIB3/IOLIHYIO
BeHbl nauyeHta M.,

39 ser, o1 28.03.2017.
OnepatuBHbIi 10CTYT
13 JIEBOH MOJKOJ€HHON
BeHbl. [TosioxKeHKe
nalueHTa Ha XXHBOTe

Fig. 7. Post-dilation of

the stented segment

of the left common

iliac vein of patient M.,
39 years old, from March
2017. Surgical approach
was from the left popli-
teal vein with the patient
in the prone position

Puc. 7. [Toctauasi-
TaLKsl CTEHTHPOBAH -
HOTO CerMeHTa JIeBoi
o611el NOJB3/0LIHOM
BeHbl natueHta M.,

39 siet, o1 28.03.2017.
OnepatuBHbIi 10CTYT
13 JIEBOH MOJIKOJIEHHOMN
Benbl. [Tosoxkenue
narueHTa Ha XKHBOTE

Fig. 8. Post-dilation of
the stented segment of

the left external iliac vein
of patient M., 39 years
old, from March 2017.
Surgical approach was
from the left popliteal
vein with the patient in
the prone position

Puc. 8. [Toctaumsra-
M5l CTEHTHPOBAHHOTO
cerMeHTa JieBoM Ha-
PY?KHOH MOAB3/I0LIHON
BeHbI natueHTa M.,

39 set, ot 28.03.2017.
OnepatuBHBIi J0CTYN
W3 JIEBOH MOJKOJIEHHOH
BeHbl. [TosioxKeHue
nalyeHTa Ha XKHBOTe

Fig. 9. Control phle-
bography of patient
M., 39 years old, from
March 2017. Surgi-
cal approach was from
the left popliteal vein
with the patient in the
prone position. Note
the patency of both iliac
veins and the absence
of collateral circulation

Puc. 9. Kourposbhas
haeborpacus nauu-
enta M., 39 siet, or
28.03.2017. Onepatus-
HbIH I0CTYI U3 JIeBOM
MOJAKOJICHHOMH BEHBI.
[TosoxkeHne naigEeHTa
Ha »kusote. [Ipoxomu-
MOCTb 06€HX MOJB3/I0LLI -
HbIX BEH M OTCYTCTBHE
KOJIJIATE PAJIbHOTO
KpoBOOOpallleHHs

Postoperative management included anticoagulant
therapy with rivaroxaban 20 mg per day for 6 months
after surgery and ultrasonic angioimaging of the iliac
vessels on day one, at 2 weeks and 1, 3, and 6 months
after surgery. The results of surgical treatment were as-
sessed with the International Index of Erectile Func-
tion (IIEF-5), International Prostate Symptom Score,
and National Institutes of Health Chronic Prostatitis
Symptom Index questionnaires, and also with the use
of TRUS prior to surgery and at 1, 3, 6, and 9 months
after surgery (Fig. 10). In the immediate postoperative
period (within an hour), complaints about pain in the
pelvic region have practically disappeared, and a week

after the surgery, the patient noted restoration of erec-
tion without any specific therapy.

Four months after angioplasty and stenting, the maxi-
mum diameter of prostate veins was reduced by 45% ac-
cording to TRUS data, and the absence of antegrade
blood flow in the color Doppler TRUS of the prostate
at rest and at the Valsalva test was noted. The result was
stable over the next 5 months of follow-up. Thus, there
was a decrease in venous plethora of the prostate, which
was accompanied by a reduction in pain syndrome and
recovery of sexual function. The result was stable for
9 months of follow-up without treatment of pain syn-
drome, chronic prostatitis, and erectile dysfunction.
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30
25
20
15
10 -0......0.00.....
5
28.03.2017  17.04.2017  26.06.2017  27.09.2017  25.12.2017 Fig. 10. Results of IIEF-5 survey re-
no nocne nocne nocne nocne sponses before and after angioplasty
onepauuu/  onepaumu/  onepauumn/  onepauuu / onepauuu / and stenting of the left common iliac
before after after after after and left external iliac veins (patient
surgery surgery surgery surgery surgery M., 39 years old)
........ MU3®d-5/1IEF-5 16 21 21 21 23 Puc. 10. Pesyabrathl aHkeTHpoBaHHs
JI0 U MOCJIe aHTHOTIACTHKH U CTEHTH-
s -I-PSS 21 15 11 1 7 poBaHus JieBOH 0O1Led MOAB3I0LIHON
NIH-GPSI 28 22 16 16 12 1 JIeBOH Hapy»KHOH MOJB3J0LIHbIX BEH
(nauent M., 39 ser)
DISCUSSION

May-Thurner syndrome as a cause of ileofemoral
thrombosis and chronic pain syndrome is well studied
in surgical and gynecological practice. Data on its role
in the development of urological problems in men are
practically absent in the scientific medical literature.
M.D. Bomalaski et al. (1993) described an unusual case
of detection of varicocele in a young man due to com-
pression syndrome of the left common iliac vein [9].
The varicocele was caused by venous collateral veins
and did not disappear after the ligation of the testicular
vein. This example illustrates the need to refrain from
standard surgical techniques in such situations. At the
same time, the modern diagnostic algorithm in pa-
tients with varicocele is not focused on the detection of
May-Thurner syndrome. Until recently, patients with
recurrent varicocele because of ileofemoral compres-
sion because of May-Thurner syndrome were at a dead
end in terms of their further management by urologists
and andrologists. Radiology-guided surgical treatment
of compression syndrome of the left common iliac vein
(May-Thurner syndrome) is mainly performed in gy-
necological and surgical practice. In March 2017, we
performed for the first time a radiology-guided endo-
vascular angioplasty and stenting of the left common
iliac and left external iliac veins in a case of recurrent
bilateral varicocele, pelvic pain, erectile dysfunction,
and varicose veins of the pelvic organs in May-Thurner
syndrome. This was reported at the 12th Congress of
the Professional Association of Andrologists of Russia
in Sochi in May 2017 [10], at the 10th St. Petersburg Ve-
nous Forum in November-December 2017 [11], at the
23rd All-Russian Congress of Cardiovascular Surgeons
in Moscow in November-December 2017 [12], and at
the XVII Congress of the Russian Society of Urologists

in Moscow in November 2017 [13, 14]. Later, in July
2017, J.R. Stern et al. reported stenting of the left com-
mon iliac vein in a 22-year-old patient with a recurrent
left-sided varicocele because of May-Thurner syn-
drome. According to the authors, this was the world’s
first report on the successful treatment of varicocele due
to May-Thurner syndrome that was resistant to con-
ventional surgery [15].

CONCLUSIONS

Approaches to managing patients with bilateral and
recurrent varicocele need to be rethought. In such pa-
tients, the probability of the presence of iliac venous
compression syndrome is extremely high. In these cases,
it is considered expedient to perform MRI of the inferior
vena cava and small pelvic vessels as a non-invasive and
highly informative evaluation method. The procedure
enables verification with a high accuracy of both aorto-
mesenteric compression (the cause of the renospermatic
varicocele) and iliac venous compression (the cause of the
ileospermatic and mixed types of varicocele). The surgi-
cal treatment of varicocele for such patients without rul-
ing out iliac venous compression syndrome is considered
inappropriate because of the high probability of relapse
and the increase in pelvic symptoms. The implementa-
tion of balloon angioplasty and stenting in varicose veins
of the small pelvis in men due to the syndrome of ileal
venous compression is currently an innovative and pro-
mising direction in urological practice at the confluence
with radiology-guided surgery.
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