VENOUS DISEASE

Venous-Origin Chronic Pelvic
Pain: Three Keys to Clearing Up
Multispecialty Communication
and Patient Confusion

Applying standardized nomenclature, ensuring accurate diagnosis, and using patient-centered

outcomes to measure treatment success can lead to improved care and outcomes in venous-

origin chronic pelvic pain.

By Claire S. Kaufman, MD; Zoe VanderHoek, BS; and Teodora Bochnakova, MD

hronic pelvic pain (CPP) affects approxi-

mately 26% of women and is defined as

persistent pelvic pain lasting longer than

6 months. CPP has a broad range of potential
etiologies, many of which are nongynecologic.! Despite
this, CPP accounts for a substantial proportion of
gynecologic surgical procedures in the United States,
with approximately 40% of laparoscopies and 12% of
hysterectomies performed annually for this indica-
tion.? Furthermore, the diagnosis of CPP is often chal-
lenging because it is frequently multifactorial and lacks
a single identifiable cause. As a result, patients com-
monly experience delays in diagnosis and appropriate
treatment, while providers and payors face uncertainty
regarding evaluation and management of this complex
and often debilitating condition.

Venous-origin CPP (VO-CPP) is a subtype of CPP
caused by pelvic venous hypertension. It is one manifes-
tation of pelvic venous disorder (PeVD), a broader spec-
trum of conditions resulting from abnormalities of the
pelvic venous system. Patients with pelvic pain are often
evaluated by multiple specialists, each with different
areas of expertise, diagnostic approaches, and treatment
algorithmes. Effective multidisciplinary care for VO-CPP
requires consistent terminology and nomenclature, accu-
rate integration of clinical and imaging diagnoses, a clear
understanding of underlying disease mechanisms, and a
patient-centered approach to management. This article
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highlights three key ways to address the ongoing confu-
sion and variability in the evaluation and treatment of
VO-CPP.

1 CONSISTENT NOMENCLATURE

A recognized, widely adopted nomenclature is key to
accurately describing pelvic pain. PeVD is a broad term
that encompasses a spectrum of clinical manifesta-
tions resulting from abnormalities of the pelvic venous
system. These manifestations include VO-CPP, lower
extremity pain and swelling, vulvar varicosities, flank
pain, and hematuria.? Historically, interventional radi-
ologists, gynecologists, vascular surgeons, pain physi-
cians, and other specialists have utilized overlapping or
generic terms to describe these complex pelvic venous
pathologies. This has resulted in the use of vague, catch-
all terms such as pelvic congestion syndrome (PCS), as
well as terms based on underlying pathology or hemo-
dynamics, such as pelvic venous insufficiency, ovarian
vein reflux, and iliac vein obstruction or compression.*
Additionally, reliance on eponyms or descriptions such
as May-Thurner (left common iliac vein compression),
PCS, and nutcracker syndrome (left renal vein compres-
sion) provides little context or systematic description.
It fails to account for the complex interplay between
clinical symptoms and physiology.>>® This chronic mis-



classification obscures the true clinical picture and can
confuse providers, increase patient anxiety, delay treat-
ment, and lead to systematic insurance denials.>”#

Standardized Nomenclature

These communication challenges parallel those pre-
viously observed in the treatment of lower extremity
venous insufficiency, where similar fragmented commu-
nication necessitated the creation of the CEAP (clini-
cal, etiology, anatomy, pathophysiology) classification
system in 1996. The CEAP classification is now an inter-
nationally used standardized reporting tool for both
clinical care and research.> PeVD is inherently more
complex than lower extremity venous insufficiency due
to its pathophysiology and symptoms. A multispecialty
work group developed and introduced the Symptoms,
Varices, and Pathophysiology (SVP) classification using
CEAP as a framework but specific for PeVD.> This pelvic-
specific system mirrors the CEAP model’s function,
replacing vague nomenclature with a systematic grad-
ing grid and providing details on patients’ symptoms,
the location of varices, and the pathophysiology under-
lying their complaints.

Controversial Terms

In the past, the precise anatomic location of pelvic
pain has been omitted from standard diagnostic coding.
For example, while the eponym “nutcracker syndrome”
describes symptomatic compression of the left renal
vein, the exact etiology and location of this venous
compression are frequently left undefined. Multiple
anatomic variants of PeVD exist that have not been
accurately captured by medical coding3* Transitioning
from these eponyms and historic terms to standardized
SVP nomenclature supports efforts to reduce diagnostic
imprecision.

Clinical Utility

Specifying these details through the SVP during the
clinical workup, referral process, and insurance autho-
rization is critical to establishing a standard language,
comprehensive understanding of treatment pathways,
expected outcomes, and resource utilization. Because
symptoms frequently overlap across distinct patholo-
gies yet require vastly different therapeutic strategies,
precise differentiation is essential. Accurate anatomic
classification of nomenclature directly enhances patient
safety, ensures appropriate billing stewardship, and fos-
ters rigorous, reproducible clinical research.>>?

By objectively documenting the severity of clinical
symptoms, the precise distribution of varices, and the
underlying hemodynamic pathophysiology (eg, reflux
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vs obstruction), the SVP framework provides this neces-
sary, unified language. Transitioning to this structured,
pelvic-specific nomenclature allows all stakeholders to
isolate true disease etiology, guide targeted endovas-
cular interventions, and streamline payor approvals by
translating complex clinical findings into clear evidence
of medical necessity.

2 ACCURATE DIAGNOSIS
AND EVALUATION

Correct diagnosis of the etiology or etiologies of
CPP is crucial but often challenging, and helps guide
appropriate treatment. This is best done with a multi-
disciplinary team with expertise in pelvic pain and thor-
ough evaluation of history, patient symptoms, physical
examination, and imaging. Diagnosis of VO-CPP can-
not be made from patient history or imaging alone;
it requires a combination of both. Additionally, it is
important to recognize that the treatment algorithm
for these patients may be complex in order to address
differing etiologies of their symptoms, as treating only
the venous origin may not be sufficient.

Symptoms

Symptoms of VO-CPP are often the main driver for
treatment; however, they can be vague, nonspecific, and
overlap with other causes of CPP. It is important for all
clinicians who treat pelvic pain to be aware of VO-CPP
as a possible etiology for CPP and proceed with appro-
priate workup if suspected.

Workup starts with an initial detailed history and
physical examination, focusing on symptoms sugges-
tive of VO-CPP: pelvic pressure, bloating, dull or throb-
bing pain, pain that is worse with standing or exercise,
prolonged postcoital aching, tenderness at the ovarian
point, dysmenorrhea, and dyspareunia.’® Ovarian point
tenderness, postcoital aching, and worsening symp-
toms with prolonged standing are most indicative of a
diagnosis of VO-CPP." However, clinicians should note
that many symptoms of VO-CPP overlap with those
of other etiologies, including gastrointestinal, urinary,
musculoskeletal, gynecologic, and psychosocial causes.
Additionally, multiple causes of CPP may coexist, fur-
ther complicating the picture.

History and Physical Examination

The clinical history should include a detailed review
of prior treatments for CPP and venous insufficiency,
including the patient’s response to each intervention.
This information may help identify or exclude alterna-
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tive etiologies of CPP and recognize secondary pain
generators that may be contributing to the patient’s
symptoms. The physical examination should include
evaluation for pelvic tenderness, specifically the ovarian
point, and visible varices in the perineum, labia, thighs,
groin, buttock, or lower extremities.'

Imaging

Imaging is important for identifying the anatomic
venous causes of VO-CPP. Modalities can include
ultrasound, MRI and MR venography, or CT. Imaging
should evaluate for varices, venous reflux, and venous
stenosis/occlusion. Ultrasound and time-resolved MRI
can be useful to demonstrate hemodynamic flow and
venous reflux.”

Establishing the Diagnosis

To correctly diagnose VO-CPP, the patient should
have symptoms, physical examination, and imaging
findings consistent with a venous etiology for pelvic
pain. Clinical or imaging diagnosis alone is not sufficient
to diagnose VO-CPP. Having a standardized way to
evaluate and describe patient symptoms and imag-
ing findings, such as the SVP, is key to communication
among multidisciplinary providers, patients, and insur-
ance carriers, and to more rapid implementation of
appropriate treatment algorithms.

USE OF PATIENT-REPORTED
3 OUTCOMES TO EVALUATE
TREATMENT RESPONSE

In order to assess treatment response, patients must
be followed and outcomes evaluated over time. Given
the complex nature and interplay with other etiologies
of pelvic pain, repeat interventions or continued mul-
timodality treatment may be necessary. Physician- and
patient-reported outcomes may differ or encompass
distinct aspects of success or failure after treatment.
Proceduralists and diagnostic imaging often report
success in terms of technical or visual outcomes; how-
ever, this does not capture the patient experience nor
priorities.

Visual Analog Scale

As pain and quality of life (QOL) are often the main
drivers of treatment for VO-CPP, this is central to the
patient experience and outcomes. Pain can be difficult
to quantify and track because it is subjective, patient-
dependent, and may be confounded by other factors.
While there are specific patient-reported outcome
measures for other gynecologic pathology, including
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the Endometriosis Health Profile-30 and the Uterine
Fibroid Symptom and QOL scale, these measures have
not been available for VO-CPP.>'#> Instead, many
clinicians and studies have relied on the visual analog
scale (VAS), a nonspecific, generic measure of pain
severity. However, VAS does not adequately capture
the multidimensional impact of VO-CPP on patients’
lives. It does not assess important aspects such as
symptom characteristics, functional limitations, effects
on personal and professional relationships, emotional
health and well-being, or ability to perform activities of
daily living.'®

Patient-Reported Outcomes

In 2019, the Society of Interventional Radiology (SIR)
Research Consensus Panel recognized the need to
develop a patient-reported outcomes tool specifically
for PeVD, given its complex presentations and patho-
physiology. This tool was developed through funding
from the SIR Foundation, which supported the forma-
tion of a multidisciplinary team to create a disease-spe-
cific, patient-reported outcome measure for VO-CPP.
The instrument is currently being evaluated and vali-
dated in an ongoing clinical trial (NCT06083597).'

Once available, providers should incorporate disease-
specific, patient-reported outcome measures for PeVD
into routine clinical practice. These tools will facilitate
longitudinal assessment of patients before and after
intervention, support evaluation of value-based care,
and promote greater standardization across clinical
research studies.

CONCLUSION

CPP is complex, multifactorial, often underdiagnosed,
and involves physicians from multiple different special-
ties. VO-CPP can result from varied pathophysiology,
leading to a wide range of nonspecific symptoms that
overlap with those of other CPP etiologies. This vari-
ability can lead to confusion, miscommunication, and
delayed or denied diagnosis amongst patients, provid-
ers, and payors. We recommend three key actions
that can help improve patient care, communication,
and reduce confusion: (1) wide adoption of accepted
terminology for PeVD, including use of the SVP clas-
sification; (2) accurate diagnosis, which includes clinical
symptoms and patient history in addition to imag-
ing demonstrating venous pathology; and (3) use of
patient-reported or patient-centered outcomes instead
of imaging or technical success. By following these three
recommendations, confusion regarding patients with
VO-CPP can be mitigated, allowing for improved care
and outcomes. H
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