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PELVIC CONGESTION SYNDROME 

 

Pelvic Congestion Syndrome is almost invariably found in women who have had children and 

are still premenopausal.  It is described as one sided and throbbing pelvic pain that worsens 

through the day when there has been excessive standing or straining.  Alternatively, it can be 

triggered by deep penetration during vaginal coitus.   

Although Pelvic Congestion Syndrome is not by itself a cause of many cases of pelvic pain, it is 

a significant cause of pelvic pain when other common causes have been excluded.
1-2

   In a multi-

specialty evaluation of chronic pelvic pain, Pelvic Congestion comes into consideration when the 

initial work-up is negative or when dilated pelvic vessels are noted at the initial laparoscopy.  

Dilated pelvic vessels, usually on one side, is the key diagnostic finding in this condition. 

Diagram 1. 

 

 

Causation— 

The association between prior pregnancy and Pelvic Congestion Syndrome suggests some aspect 

of pregnancy is related to its cause.  Gross dilation of the pelvic vessels accompanies pregnancy.  

Many investigators believe in some cases either the gross dilation of the vessels during 

pregnancy or hormonal factors predispose to incompetence of the veins and venous reflux.
3
  

Venous insufficiency of the major pelvic veins (internal iliac or ovarian veins) results in pelvic 

and peri-ovarian varoicosities.
4
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The higher prevalence of PCS in multiparous women may be related to the 50 percent increase in 

pelvic vein capacity during pregnancy, which may lead to venous incompetence and reflux after 

pregnancy is over.  Most cases of pelvic congestion present with left sided pain.  This may be 

due to extrinsic compression of the left renal vein between the aorta and superior mesenteric 

artery.
5
   It may also result from valvular incompetence of the ovarian vein due to absent ovarian 

vein valves is more common on the left side.
6
  

The mere presence of dilated pelvic veins does not always correlate with complaints of pain.   

Anatomic studies in asymptomatic women show ovarian vein valves are missing in 15 percent of 

women on the left side and 6 percent of women on the right and nearly one-half of these women 

have valvular incompetence on at least one side.  In fact, Ovarian vein dilatation, stasis and 

reflux on pelvic venography are common findings in multiparous premenopausal women, and 

most of these women are asymptomatic.
7-8

  

Why these findings are associated with chronic pelvic pain in some women, but not in others, 

remains uncertain. A causal relationship has not been proven, but is supported by limited data 

showing pain relief upon administration of venoconstrictors or direct treatment of the ovarian 

either with ligation or embolization. For example, a trial that randomly assigned 12 women with 

PCS to treatment with dihydroergotamine (a selective venoconstrictor) or saline placebo during 

an acute attack of pain noted that narrowing of dilated pelvic veins and reduction of venous 

congestion on venography was associated with diminution in pain.
9
   Other small studies of 

women with chronic pelvic pain, venous congestion, and reflux by either Doppler ultrasound 

and/or venography and no evidence of pelvic pathology at laparoscopy have reported 

improvement in pain after embolization or venous ligation.
10-11

   

Pelvic Congestion Syndrome is never found in post-menopausal women.  This is believed to be 

due to the marked decline in estrogen, which acts as a venous dilator. This hypothesis is 

supported by observations that pharmacologic or surgical induction of a hypoestrogenic state 

may result in improvement or resolution of symptoms.
12-13

  

 

DIAGNOSIS— 

There are no agreed upon criteria for making the diagnosis of Pelvic Congestion Syndrome.  In 

general, the diagnosis is based on a combination of characteristic symptoms, tenderness on 

physical examination, and documentation of pelvic vein dilatation or incompetence, after 

exclusion of other causes for these nonspecific findings. 

Patient history and physical examination begin the process.  Chronic pelvic pain and tenderness 

on physical examination are essential findings.   It often begins during or after a pregnancy, and 

worsens with subsequent pregnancies. 
14-15

   The pain varies in severity, but is usually described 

as a dull ache or heaviness that increases premenstrually.  Pain is increased with prolonged 

standing or walking, abdominal straining and exercise. Pain is usually unilateral, but can be 

bilateral or shift from one side to the other.  Pelvic Congestion Syndrome is also associated with 

http://www.uptodate.com/contents/dihydroergotamine-drug-information?source=see_link
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menstrual cycles (dysmenorrhea), vaginal intercourse (deep dyspareunia), and urinary urgency.  

Varicosities of the vulva or thigh are the principal findings on physical examination. 
14,16

   

In the context of our multi-disciplinary pelvic pain program, consideration of Pelvic Congestion 

Syndrome as the cause of chronic pelvic pain is strengthened with the following possible 

observations: first, dilated pelvic veins observed during ultrasound; second, dilated pelvic veins 

on the CT Urogram; third, dilated pelvic veins on the MRI of the pelvis; or, fourth, on direct 

observation during laparoscopy. 

 

Imaging: 

In addition, although dilatation of the ovarian vein is necessary but not sufficient for diagnosis, 

there is no consensus on the optimum cut-off for ovarian vein diameter in PCS, and no validated 

measure for venous congestion or tortuosity.
17

   

Ultrasound —  Dilated pelvic veins in the adnexal regions or in the outer one-third of the uterine 

myometrium are common findings suggesting pelvic congestion syndrome. Dilated arcuate veins 

have no clinical significance, unless associated with other dilated pelvic veins in women with 

chronic pelvic pain. Focal dilation of these veins could be due to prior instrumentation, trauma, 

or complications of pregnancy. 

Ovarian veins are examined as part of the examination. The diagnosis is supported by 

visualization of dilatation of the left ovarian vein with reversed caudal flow, presence of tortuous 

and dilated pelvic venous plexuses , dilated arcuate veins crossing the uterine myometrium, and 

variable duplex waveform in varicoceles during the Valsalva's maneuver.   In one study, the 

mean diameters of the left ovarian vein in 32 patients with presumed PCS and 32 control subjects 

were 7.9 and 4.9 mm, respectively; the difference was statistically significant.
18

    

Ultrasound does not always detect venous changes in affected women because imaging is 

performed with the patient in the supine position when the veins are flaccid. Sensitivity for 

detection is higher if changes are noted during valsalva.  Despite these maneuvers, there is still a 

poor correlation between ultrasound findings and venography for the presence or absence of 

pelvic varices.
14

   This is why the absence of findings on ultrasound does not exclude Pelvic 

Congesstion Syndrome from the differential diagnosis. 

CT or MRI — Identification of tortuous, dilated pelvic and ovarian veins, broad ligament 

vascular congestion, and ovarian varicoceles are associated with Pelvic Congestion Syndrome.  

Such observations during these routinely obtained studies strengthens the supposition of the 

diagnosis.   

Laparoscopy — Visualization of thickened vessels of the pelvic sidewall during laparoscopy are 

also suggestive of the diagnosis.  Some centers offer fluoroscopic venography and direct clipping 

of  ovarian veins at the time of laparoscopy. 
10,19-20
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TREATMENT— 

In the context of our pelvic pain program, if suspicion of Pelvic Congestion Syndrome is 

sufficiently high after the initial evaluation, we proceed to Venography.  In a single appointment 

a diagnosis can be confirmed and treatment performed.  The procedure should include selective 

ovarian and internal iliac venography.  This requires catheterization of the right and left ovarian 

veins via a percutaneous femoral or jugular approach. Ovarian venograms in patients with PCS 

usually demonstrate abnormally dilated ovarian veins (>10 mm in diameter), sluggish blood 

flow, reflux causing retrograde fill and congestion of the ovarian venous plexus, tortuosity of 

venous plexuses, uterine venous engorgement, and filling of pelvic veins across the midline.    

Venography is more sensitive than ultrasonography since it can be performed in the upright or 

semi-upright position with a tilting table. The Society for Vascular Surgery (SVS) and the 

American Venous Forum (AVF) clinical practice guidelines recommend retrograde ovarian and 

internal iliac venography as the test of choice for the diagnosis of pelvic venous disorders. In 

addition to making the diagnosis, it provides an opportunity for concurrent therapeutic 

transcatheter embolization or sclerotherapy.
21

     

 

Diagram 2. 

 

The effectiveness of invasive therapy for Pelvic Congestion Syndrome is supported by 

observational data and case series. The reported technical success rates of embolization for 



Clinical Opinion 

Prepared by Richard H. Demir, MD                                                                                                                          ©2014 all rights reserved 

treatment of PCS range from 89 to 100 percent with clinical success rates of 58 to 100 percent 

over a follow-up period of up to five years.
13,17,22-23

   Pain relief occurs immediately.   

Some centers perform fluoroscopic venography with direct clipping of dilated vessels at the time 

of laparoscopy.
10

   Surgical ligation of the ovarian vein has been associated with improvement in 

pain in about 75 percent of patients.
17

 

Medical Treatments— 

Medical management of patient with Pelvic Congestion Syndrome has been shown to be 

effective and is supported by some authorities as first-line therapy.  Progestins and 

Gonadotropin-releasing hormone (GnRH) agonists have both been shown to effectively decrease 

pain in these patients. 

In one study Farquhar and colleagues randomized 84 patients to one of four different treatment 

arms: (1) medroxyprogesterone acetate, 50 mg per day; (2) medroxyprogesterone acetate, 50 mg 

per day, plus psychotherapy; (3) psychotherapy plus placebo; or (4) placebo.
12

   Women in the 

'medroxyprogesterone acetate' and 'psychotherapy plus medroxyprogesterone acetate' groups 

were more likely to report significant pain relief than women not receiving any hormonal 

therapy. When treatment was stopped after four months, the pain recurred in both groups, but 

returned more rapidly in the medroxyprogesterone acetate group than in the 

medroxyprogesterone acetate plus psychotherapy group. 

In another study Soysal and associates randomized 47 women with venographically documented 

pelvic congestion to six months of treatment with oral medroxyprogesterone acetate (30 mg per 

day) or depot goserelin (3.6 mg per month).
2
   Both groups showed improvement in venography 

scores and in pelvic pain symptoms, but goserelin more effectively decreased both measures. 

GnRH agonists cannot be used long-term (ie, more than 6 to 12 months).  

In the third study Shokeir  and Abdelshaheed, randomized 23 patients with PCS to treatment 

with a subcutaneous etonogestrel insert or no treatment.
24

   After 12 months, pain scores and 

venography findings significantly improved in the treatment group, but not in controls. 

Patients who do not respond to medical therapy or those who have recurrence of symptoms 

following cessation of therapy, can then consider embolization or sclerotherapy of the ovarian 

veins with or without the internal iliac veins,  which can be performed at venography.  Pain relief 

is immediate.
22
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