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The New Vocabulary of
Pelvic Venous Disorders

Understanding the terminology of pelvic venous disorders and the implications on diagnosis

and treatment.

By Ronald S. Winokur, MD, FSIR, RPVI

elvic venous disorder (PeVD) has become the

terminology to describe women with chronic

pelvic pain (CPP) of venous origin, combining

many syndromic conditions such as May-Thurner
syndrome, nutcracker syndrome, pelvic congestion syn-
drome (PCS), and pelvic dumping syndrome to improve
diagnostic clarity accounting for specific pathophysiol-
ogy. This new terminology is critical for the multisociety
efforts to improve care for the large number of women
living with CPP, which can account for up to $2.8 billion
in health care costs and, ultimately, an incomplete defini-
tive diagnosis and lack of curative treatment.!

CHALLENGES IN A NAME

PCS has been plagued by poor acceptance by the
gynecologic community due to an unclear cause and
effect relationship and an “intuitive [link] rather than
proven [link]” based on small series of data show-
ing improvements in subjective rating scales such as
visual analog scale (VAS) pain scores and patient ques-
tionnaires.? In addition to lack of acceptance by the
clinicians who are often encountering patients with
CPP, many United States medical insurance carriers
have medical policies stating that ovarian and inter-
nal iliac vein embolization as treatments of PCS are
investigational.

In addition to the acceptance challenges, the previous
syndromic names also overlook the complex intercon-
nected network of pelvic venous physiology that can
allow for similar symptoms to arise from differing patho-
physiology. The pelvis is primarily drained by the inter-
nal iliac veins and the ovarian veins in women, which
subsequently feed into the common iliac vein and left
renal vein, respectively. Primary reflux and/or secondary
reflux due to central/downstream obstruction can lead
to hypertension and dilation of the pelvic venous plexus,
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which is hypothesized to be responsible for nociceptor
depolarization leading to pain sensitization.

PEVD PATHOPHYSIOLOGY AND
PRESENTATION

PeVD can be broken down into the pathophysiologic
entities of ovarian vein reflux, iliac vein reflux, iliac vein
compression, and renal vein compression as well as the
resultant clinical presentations of CPP, lower extremity/
genital varicosities, lower limb pain/swelling, and flank
pain/hematuria. Use of PeVD as an overarching diagnos-
tic structure broken into specific patient components
will more clearly demonstrate the appropriate manage-
ment in this complex patient population.

In an effort to clarify this diagnostic element, the SVP
(symptoms, varices, pathophysiology) classification has
been created by an international and multisociety work-
ing group.? Pelvic pain of venous origin is often described
as dull pain with occasional sharp flares predominantly
occurring after prolonged standing, walking, and deep
dyspareunia with prolonged postcoital aching. Although
CPP is a common presentation for patients with PeVD,
it is important to analyze the various territories or zones
of symptoms, which are broken down using the SVP tool
into SO (no renal or extrapelvic symptoms), S1 (renal
symptoms of venous origin), S2 (CPP of venous origin),
and S3 (extrapelvic symptoms of venous origin). The
varices component of the SVP classification tool dif-
ferentiates the anatomic reservoirs where varices can be
identified using imaging, including VO (no abdominal,
pelvic, or pelvic origin extrapelvic varices), V1 (renal hilar
varices), V2 (pelvic varices), and V3 (pelvic origin extra-
pelvic varices). Finally, the pathophysiology component is
divided based on anatomic, hemodynamic, and etiologic
subdomains. The anatomic subdomain identifies the ves-
sel of interest or abnormality—the left gonadal vein, for
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Figure 1. Ultrasound (A) and CT (B) images demonstrate left adnexal and pelvic varices (arrow)

measuring up to 7 mm in diameter.

example. This is further categorized based on the pres-
ence or absence of obstruction or reflux (hemodynam-
ics) and the etiology of the process as thrombotic, non-
thrombotic, or congenital.? As an example of using the
SVP tool, a 48-year-old woman presented with worsening
pelvic pain for 4 years. She described pelvic heaviness, dis-
comfort, and bloating rated eight out of 10 on the VAS
pain scale that is worse with standing, running, and inter-
course. Based on the presence of pelvic varices as shown
by pelvic ultrasound and CT images (Figure 1) and a
pathophysiology of left ovarian vein reflux as shown in
Figure 2, she would be classified as S,V,Picvrc.

FUTURE VALIDATION EFFORTS

The optimal treatment modality for patients with
PeVD is lacking, in part due to previous nonrandom-
ized cohort studies with varying treatment modali-
ties in mixed populations of symptoms, varices, and
pathophysiology. The majority of studies evaluating the
treatment of PeVD focused on coil embolization of the
ovarian veins and/or the internal iliac veins, with signifi-
cant reduction in VAS pain scores in approximately 75%

Figure 2. Axial CT image shows contrast within a dilated left
ovarian vein without contrast in the inferior vena cava,
suggesting reflux from the left renal vein.
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of women treated
despite varying tech-
niques.® In addition
to positive results
from several system-
atic reviews including
up to 828 patients,
a recent large study
of 520 patients at a
single center treated
with bilateral ovar-
ian and internal iliac
vein coil emboliza-
tion demonstrated
success in 85% of patients with a reduction in VAS
score from 7.63 £ 0.9 to 0.91 £ 1.5 at 5 years.® Although
these studies show benefit from ovarian vein emboliza-
tion (OVE) procedures, questions continue to persist
regarding the validity of these treatments and whether
left common iliac vein stenting for nonthrombotic iliac
vein lesions should be the preferred treatment modality.
One publication demonstrated significant and possibly
greater improvements in VAS pain scores after non-
thrombotic iliac vein compression stenting compared
with OVE alone or staged stenting after OVE.”

A multidisciplinary research consensus panel that con-
vened in 2017 determined that the future management
and treatment of PeVD requires delineation of diagnostic
criteria, development of a discriminative tool to cat-
egorize patients with PeVD, development of a disease-
specific quality-of-life (QOL) tool to measure the disease
health burden and impact of treatment, and finally, ran-
domized controlled data collection to prove efficacy of
intervention.> The SVP tool fulfills the discriminative tool
component and needs to be used widely to continue
to acquire knowledge and clarity on the patients within
each category. A disease-specific QOL tool is in early
development, and it will add significant information on
the differentiating symptoms of patients with venous-
origin CPP. Diagnostic criteria for those with venous-
origin CPP are presumed based on previous publications.
Broadly, the criteria are the presence of pelvic varices
measuring at least 5 mm in diameter and the presence of
pelvic pain. When the discriminative and evaluative QOL
instruments have been validated, reevaluation of appro-
priate diagnostic symptomatology and imaging criteria
can be performed. Once all of these tools are finalized,
randomized controlled trials evaluating the performance
of OVE and iliac vein stenting will need to be performed
to define the outcomes based on proper patient delinea-
tion/classification as well as using disease-specific and/or
validated QOL instruments.

VOL.20, NO.4 APRIL 2021 ENDOVASCULAR TODAY 55



EMBOLIZATION

CONCLUSION

PCS, May-Thurner syndrome, nutcracker syndrome,
and pelvic dumping syndrome should be replaced in
the clinical and research communities to specifically
discuss the pathophysiology leading to CPP resulting
from PeVDs. Optimal understanding of the disease pro-
cesses that lead to venous-origin pelvic pain will lead to
more accurate identification of patients who can ben-
efit from intervention and optimization of treatment
strategies. The SVP classification scheme is a critical
thesaurus to understand patients with CPP of venous
origin or pelvic-derived lower extremity varicose veins.
Application of this tool will allow important future
steps to validate interventional strategies and optimize
patient evaluation. ®
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