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A Case of Pelvic Congestion Syndrome With Chronic
Lower Abdominal Pain and Vaginal Spotting in
a Woman of Childbearing Age

Junsik Park?, Tae-Hee Kim*®°, Hae-Hyeog Lee?, Soo-Ho Chung?,
Dong-Su Jeon?, Seyeon Jang®

Abstract

Pelvic congestion syndrome (PCS), which is said to occur due to
ovarian vein incompetence, is a recognized cause of chronic pelvic
pain. The association of pelvic congestion with ovarian varicosities
is known. Recently, transcatheter embolo-therapy has been shown
to be both safe and effective. Here we report a case of PCS that was
diagnosed by venography and treated by transcatheter emboliza-
tion.
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Introduction

Pelvic congestion syndrome (PCS) first introduced by Taylor
[1]in 1949 is known to cause different levels of spontaneous
chronic pelvic pain for period longer than 6 months. This
disease incurs vasodilatation in ovarian vein accompanied
by blood regurgitation due to malfunction of ovarian venous
valve. And, pelvic congestion of venous plexus and vari-
cose veins are found to trigger pelvic pain that are verified
by postmortem or pelviscopy [2]. Although it has not been
clearly revealed yet, factors that bring anatomical changes
are assumed to be influenced by pregnancy, hormone change,
innate valve deficiency and stress.

Among various diagnostic image tools that can detect
PCS, selective venography is the best choice [3].
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PCS has been treated by as medication and hormone
therapy with surgical procedures that remove dilated vein.
Recently, less invasive and safe methodologies using em-
bolic materials like ovarian venous embolization are being
conducted in a number of clinic centers. Their treatment re-
sults, safety and efficacy have been introduced in journals
abroad [4-9].

The authors of this paper report extensive nature of its
pathophysiology, diagnosis, treatment after experiencing the
first case of PCS in our university hospital.

Case Report

A 40-year-old woman has experienced an aggravation of
menstrual pain and lower abdominal pain at every menstrual
period for last 10 years. Since afternoon in the day before
the clinical visit, she had lower abdominal pain like that of
supra-pubic tenderness and vaginal spotting with amount of
one pad. Her menarche was at age of 15 and menstrual pe-
riod was 3 days long, regular at 28 days. Menstrual amount
was use of 2 - 3 pads a day at the maximum, and there was
aggravation of menstrual pain and lower abdominal pain
at every period. She was divorced 10 years ago. She had 2
times of vaginal delivery and had an artificial abortion with
dilatation and curettage 8 days before the clinical visit. She
had received subtotal thyroidectomy. The 40-year-old wom-
an’s aggravated menstrual pain and lower abdominal pain
appeared after her divorce and had several hospitalized expe-
riences. Before 8 days of the clinical visit, after having D&C
at nearby hospital, she had supra-pubic tenderness and vagi-
nal spotting with amount of one pad from the afternoon for
which she got hospitalized after visiting emergency room.
At the clinical visit, she had blood pressure of 140/80
mmHg with pulse rate of 72times/minute, breathing rate
of 20 times/minute, body temperature at 36.8 °C. In chest
examination, breathing sound was clear, heart beating was
regular, and no heart murmur was detected. In abdominal ex-
amination, there was tenderness at left side and supra-pubic
area. In obstetrics examination, no peculiarity was found in
vulva, vaginal spotting was observed, and cervix was hard in
which motion tenderness was detected. There was no other
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Figure 1. Abdominal computed tomography. Congested
varicose vein and dilated left ovarian vein (arrow) were ob-
served.

particular opinion.

At examination, hemoglobin was 12.3 g/dL and hema-
tocrit was at 36%, indicating a normal condition. Also, no
variation was shown in white blood cell, platelet and blood

coagulation. There was no peculiarity in liver function test
and renal function. In hepatitis antibody test, HBsAg, HB-
cAb were positive and syphilis test was negative. No abnor-
mality was shown in urinalysis.

In both adnexas, congested varicose vein and dilated
left ovarian vein were observed to indicate PCS (Fig. 1). For
more accurate examination and treatment, transcatheter em-
bolization (TCE) was performed.

Under USG, 9F sheath through right internal jugular
vein was inserted until it reached inferior vena cava. Then,
SF DAV’s catheter was use to select left renal vein and per-
formed venography. In venography, makely dilated vein with
flow toward the uterine venous plexus in left ovarian vein.
TCE using coil was performed on left ovarian vein (Fig. 2).
After confirming the regurgitation of blood from left renal
vein to left ovarian vein, we selected left ovarian vein with
SF catheter and conducted embolization on left ovarian vein
with four 12mm and two 10mm coils. After 5 days of hospi-
talization, there was a relief of pain.

Figure 2. In venography, makely dilated vein with flow toward the uterine venous plexus in left ovarian
vein (A-F). Transcatheter embolization using coil was performed on left ovarian vein (G).
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Discussion

As 10-30% of outpatients to obstetrics and gynecology de-
partment complain of chronic pelvic pain that lasts for longer
than 6 months at consistent or spontaneous basis, it has clini-
cal importance [3].

When there is continuation of pelvic pain without a
source, PCS can be considered as one of the possibilities [4].
Despite great variance in level and length of pain, the pain
gets aggravated at premenstrual period with increased ab-
dominal pressure. PCS is often accompanied by vulvar, peri-
neal and varicose veins. Sometimes, patients complain of
bladder urgency, dyspareunia, fatigue or constipation [3, 10].

Ovarian varix was found during autopsy of young wom-
en deceased of massive hemorrhage by Richet in 1854. Lat-
er, in 1928, Cotte had proposed correlation between pelvic
pain and ovarian varicose vein, and Talyor came up with the
name of ‘pelvic congestion syndrome’ in 1949 [11].

According to research by pelvic venography on patients
with complaints of chronic pelvic pain without a definite
cause, in surgical opinion, only congestion in pelvic vein
was found in 91% of the patients without any other pecu-
liarities while serious congestion in pelvic vein was reported
in venography. This purports that pelvic varicose vein may
be the major cause of pelvic pain.

Although there is no definite cause for PCS, it is believed
that several factors work together in a complex mechanism.
Mostly, hormone change is responsible for PCS in that PCS
occurs mostly in multiparous women while almost absent in
post-menopause period. Also, symptoms of PCS are amelio-
rated when medical ovarian suppression is conducted [12].
In particular, due to hormone changes and pregnant uterus
during pregnancy, ovarian vein becomes suppressed and di-
lated during which increase blood flow damages valve, and
thus result in regurgitation of ovarian vein [13].

The fact that PCS mostly occurs in pre-menopause
women indicates that PCS is highly related to ovarian func-
tion. Pelvic vein torsion due to abnormal location of uterus
and ovarian vein’s valve defect are also the factors that incur
varicose vein in pelvis [6, 11]. Reviewing several research,
ovarian varicose vein occurs from a variety of physical and
hormone factors [7]. In most cases of PCS, left ovarian vein
is often damaged and this is because renal vein joins from
right side of left ovarian vein. On the other hand, right ovar-
ian vein is almost untouched [13].

PCS can be considered only when there is no other dis-
ease to explain the pelvic pain with patient’s symptoms, physi-
cal examination from obstetrics and gynecology department,
examination center’s opinion, imagery opinion. Unlike other
patients, PCS patients are relatively more multiparous and
their symptoms may differ with their posture and walking
steps. And as for scientific examination, PCS patients tend to
have ovarian pressure and pain after sexual intercourse [12].

For methods to detect pelvic congestion and dilation in
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ovarian veins, there are USG, Computed Tomography (CT),
Magnetic Resonance Imaging (MRI), and retrograde venog-
raphy. In most cases, ultrasonography is conducted first to
exclude other pelvic diseases [3]. In USG, one can observe
dilated left ovarian vein, regurgitation of vein blood, ex-
istence of varicose vein, dilation of spiral vein that passes
through uterine myometrium and ovarian polycystic change
[14]. In CT examination, regurgitated blood flow of vein
can be observed during arterial phase. Also, ovarian vein of
which its density increases in the beginning and renal vein
can be found using CT [10].

Retrograde venography is often used for PCS diagno-
sis [7, 10]. Clinically speaking, when there are over 10mm
diameter of ovarian vein, congestion in uterine veins and
ovarian plexus, pelvic vein at opposite side, pudendal vein,
contrast enhance shown in femoral varicose vein, PCS is
suspected.3 To increase pressure in patients’ abdomens, ret-
rograde venography is performed under half-standing up
posture or valsalva maneuver [7, 10].

Treatments are divided into medical treatment and sur-
gical treatment. Non steroid anti-inflammatory drugs can be
used for short time period to reduce patients’ pain. However,
pain may revive after halt of intake and may cause gastro-
intestinal complication such as heartburn in the long term.
Medroxyprogesterone that suppresses ovarian function and
Gonadotrophin Releasing Hormone Agonist (GnRHa), are
also very effective in pain relief in the short term. Medroxy-
progesterone shows amelioration of symptoms in 40% of
the patients, and combined with phycotheraphy, it showed
increased in effectiveness to 60%. Such kind of hormone
therapy can be applied to relatively young women who want
to preserve uterus and its adnexa. However, the long term
effectiveness has not been found yet. It may cause complica-
tions related to fertility and bone metabolism when used for
a long period of time [15, 16]. In case of hysterectomy and
bilateral oophorectomy, about 2/3 of patients had displayed
alleviation in symptoms or were cured [12]. On the other
hand, ovarian vein ligation demonstrates 73% of cure, and
78% experienced amelioration of symptoms [17]. However,
disadvantages of vein clipping are longer recovery period,
unaesthetic view, post-surgical pain. Moreover, as this cuts
nerve that flows to pelvic, symptoms may reappear when
collateral channel is formed.

With adoption of more efficient and non-invasive intra-
vascular therapy, aforementioned surgical procedures are
nearly not performed. TCE to ovarian vein was adopted by
Edward in 1993 [5]. This is mostly performed at diagnostic
venography. During the TCE, sclerosant and coil are used
to form an embolus within vein for angio-infarction. About
73-78% of patients were cured or relieved of pain after the
procedure [15]. Although embolization therapy has low oc-
currence of complications (less than 4%), still there are ovar-
ian thrombo-vasculitis, varix recur, transfer of embolic ma-
terial, radiation exposure of ovary. According to long-term
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monitoring, there was no negative influence on menstrual
period or fertility [18].

Authors of this research are presenting this report with

literature review as we have experienced the first PCS in a
woman with chronic pelvic pain at the fertile age.
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