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INTRODUCTION
Lipodermatosclerosis (LDS) is a sclerosing pan-

niculitis that commonly occurs on the legs in middle-
aged women and is associated with chronic venous
insufficiency. The spectrum of clinical presentations
includes an acute inflammatory phase and a chronic
fibrotic phase.1 Acute inflammation in LDS can
mimic cellulitis and may be very painful; the chronic
phase is characterized by hyperpigmentation and
hardening of the skin and subcutaneous tissue. The
pathogenesis is thought to be associated with super-
ficial venous hypertension, resulting in fibrin depo-
sition and tissue hypoxia, leading to increased levels
of transforming growth factor b with subsequent
type 1 collagen deposition.2 Management of LDS is
similar to that of chronic venous insufficiency and
involves compression therapy and leg elevation.
Oral agents such as pentoxifylline, hydroxychloro-
quine, and others are also found to be helpful in
some cases.3

May-Thurner syndrome (MTS) is a common but
underdiagnosed condition in which the left common
iliac vein is compressed between the overlying right
common iliac artery and the lumbar vertebrae.
Although there are other locations in the body in
which an artery apposes a vein, the unique posi-
tioning of the iliac vein between the iliac artery and
lumbar vertebral body leads to compression.
Chronic compression may lead to endovascular
intimal proliferation and venous spur formation,
leading to irreversible luminal narrowing. Patients
with venous spurs may remain asymptomatic for an
extended period; however, endoluminal narrowing
may eventually lead to iliac venous obstruction and
contribute to severe symptoms of chronic venous
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disease of the left lower extremity. Rare cases of MTS
affecting the right iliac vein have also been reported
in the literature.4 We present a case of a 63-year-old
woman with severe LDS refractory to conventional
therapy, found to have MTS, and treated with an
endovascular intervention that led to dramatic
improvement of her symptoms.
CASE REPORT
A 63-year-old woman with a history of hyperten-

sion and diabetes was evaluated by the inpatient
dermatology service for a 3-week history of severe
left lower extremity swelling, tenderness, and
evolving erythema and hyperpigmentation. The pa-
tient had a 10-year history of venous insufficiency,
left lower extremity swelling, and discomfort. She
had undergone endovenous ablation of the left great
saphenous vein several years before with some
symptom improvement at the time; however, her
symptoms had recently worsened. On admission,
physical examination of the left leg found significant
hyperpigmentation, erythema, tenderness, and
edema (Fig 1) along with intact strength and sensa-
tion and strong distal pulses. Venous duplex studies
found no deep venous thromboses, minimal deep
venous reflux, and some superficial varicose veins.
The patient was treated for acute LDS with a
prednisone taper and completed a course of
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Fig 1. A, Initial clinical appearance of the left lower extremity. B, Clinical appearance of the left
lower extremity 1 year after left iliac vein venoplasty and stenting.
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antibiotics for possible cellulitis, with improvement
during her hospital stay.

At outpatient follow-up, the patient reported
continued severe left lower extremity pain and
swelling and poor ambulatory function. She did not
tolerate compression therapy because of pain. She
completed her prednisone course and was started on
pentoxifylline. She was referred to a vascular surgeon
who recommended a venogram study be performed
by the interventional radiology department to assess
the venous drainage of her left lower extremity.

She subsequently required another hospitaliza-
tion for severe left lower extremity pain, swelling,
and erythema greatly affecting her ability to ambu-
late. She improved with leg elevation, antibiotics,
and prednisone. Hydroxychloroquine was added to
her regimen of pentoxifylline, 400 mg 3 times a day.
Notably, during both of her admissions, she had no
fevers, normal white blood cell counts, and negative
blood cultures. Magnetic resonance imaging of the
left lower extremity found diffuse mild subcutaneous
edema and fluid and skin thickening predominantly
in the mid to lower calf, both concerning for possible
cellulitis.

Lower extremity and inferior vena cava venog-
raphy and intravascular ultrasound scan by the
interventional radiology department found left iliac
vein compression consistent with MTS. The patient
underwent left common and external iliac vein
angioplasty and stenting (Fig 2). Subsequently, the
patient reported significant improvement in her left
lower extremity swelling and pain and was able to
ambulate farther without the assistance of her
walker. In the year and a half since her intervention,
she has not suffered any further acute inflammatory
episodes requiring antibiotics or systemic steroids.
She continues to have mild swelling of her left leg
with improved hyperpigmentation and chronic
sclerotic changes.

DISCUSSION
This is a case of LDS with recurrent severe acute

episodes, found to be associated with MTS with
significant improvement from an endovascular inter-
vention. Patients with MTS may have a variety of
clinical presentations, ranging from asymptomatic to
recurrent deep vein thrombosis.5 Patients with acute
symptoms of MTS may present with lower extremity
venous thrombosis, whereas chronic symptoms such
as swelling and pain may follow a more insidious
course. Patients with chronic symptoms may present
as in chronic venous insufficiency, with leg swelling,
pain, LDS, varicose veins, or superficial thrombo-
phlebitis. This patient presented with severe, recur-
rent, unilateral inflammatory symptoms mimicking
recurrent cellulitis. Interestingly, she showed mini-
mal signs of venous hypertension on duplex ultra-
sound scan. A proximal outflow obstruction thus
cannot be ruled out by a normal venous duplex
ultrasound study.

It has been reported that patients with severe
symptoms of chronic venous disease have a higher



Fig 2. A, Prone left iliac and inferior vena cava digital subtraction venography shows
anteroposterior compression of left common iliac vein. B, Contralateral right iliac digital
subtraction venography shows normal caliber. C, Native left iliac venography after venoplasty
and stenting. D, Preintervention intravascular ultrasound scan shows May-Thurner compres-
sion of left common iliac vein by overlying right common iliac artery. E, Poststenting
intravascular ultrasound scan shows improved left common iliac vein caliber.
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incidence of compression of the iliocaval system
when studied with intravascular ultrasound scan6;
patients may more commonly present with non-
thrombotic iliac vein lesions (including venous webs
and spurs). A single-center prospective observa-
tional study found that limbs with LDS or with healed
or active venous ulceration, especially in the left
limb, had a high prevalence of iliocaval venous
obstruction.7 The population prevalence of MTS
has yet to be defined, although one study of
asymptomatic patients found a prevalence of com-
mon iliac vein compression in up to 24%, most
commonly caused by compression between
the common iliac artery and lumbar vertebral
body.8 This finding has implications for patients
suffering from either LDS or chronic venous insuffi-
ciency, particularly when disease is limited unilater-
ally to the left lower extremity. In the case of a patient
with severe and refractory left-sided LDS, it is
important to consider the possibility of the presence
of MTS.
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