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DISCLOSURES



Presentation of Pelvic Venous 
Disorders:

Leg veins

Pelvic 
symptoms

Vulvar 
veins



Not a new disease-why do we 
know so little?



“The writer sees no reason why 
vulvar varices should longer be 
classified in the contraindicated 
group. They are among the most 
painful varices we find, and yet with 
a proper technic for the case they 
respond very well to treatment” 

– H.O. McPheeters, 1938



Pathophysiology/Etiology

 Incompetence of the ovarian or internal iliac veins (PCS 
with or without labial/vulvar varices)

 Nutcracker syndrome: compression of the left renal vein 
by the superior mesenteric artery leading to 
incompetence of the left ovarian/pelvic/perirenal veins

 In almost all cases (nutcracker being the exception), 
syndrome occurs during/after pregnancy



Anatomic Clinical Presentation-leg veins with 
pelvic source

Anterior

Medial

Posterior



Characteristics of Patients in our 
Practice-Perineal veins

 72 symptomatic patients seen over 18 mos (7/2012-
12/2013), compared to 1164 women seen in same time 
period without pelvic source varicose veins

 Mean age 44.15 (compared to mean age of 51.8 in 1163 
women seen in our clinic with vvs during same period, 
p<0.0001)

 Median births 3, mean birth weight 3538 g (7 lb 12 oz), 
mean largest baby 3770 g (8 lb 5 oz)

 Mean BMI 21.9 (compared to 25.8 for “vv all” 
population, p<0.0001)

Gibson K, Meissner M, et al, J Vasc Surg Venous Lymphat Disord. in press



Patient reported symptoms

Symptoms % (N)

Aching 68% (49)

Throbbing 47% (34)

Heavy 35% (25)

Pressure 33% (24)

Fullness 18% (13)

Painful 12% (9)

Swollen 11% (8)

Other (stabbing, burning,
inflammed, bursting)

17% (12)



Activity/Temporal relationships

Symptoms % (N)

Menses 65% all, 73% 
premenopausal (47)

Exercise 38% (27)

Standing 36% (26)

Dyspareunia 25% (18)

Sitting 17% (12)



Duplex and Medical Hx

N (%)

GSV incompetence 39 (54.1%)

Terminal valve incompetence 22 (30.6%)

Leg pain 60 (83.3%)

Pelvic pain 5 (6.9%)

Hx of hemorrhoids 38 (52.8%)



Conclusions from our study
 Primary symptoms are throbbing and aching, worse 

during menstrual cycle

 Patients with perineal/pelvic source varicose veins are 
younger, and thinner than the “general” population of 
patients with varicose veins

 Symptomatic perineal veins occur in women who have 
been pregnant, and data suggests they may have infants 
with higher birth weights than the general population

 Pain scales show inverse correlation with age, no 
correlation with BMI or GSV involvement

 The majority of these patients did not have symptoms 
of classically described “pelvic congestion syndrome”



Current controversies
 No consensus on best mode of diagnosis or treatment

 No long term outcome papers

 No scale to describe, rate severity or quality of life

 Recurrence rates are not well established

 Treat the “reservoir” v. what is bothering the patient: 
“bottom up v. top down”.

 How to measure success?

 Options: coil embolization/sclerotherapy of pelvic veins 
v. sclerotherapy v. microphlebectomy



Improving Diagnosis

 Clinical suspicion: pattern recognition, symptoms worse 
with menses, symptoms during pregnancy

 Duplex ultrasound: follow to highest proximal point

 Transabdominal ultrasound

 Transvaginal ultrasound

 Cross-sectional imaging

 Venography (with intent to treat)



Transabdominal Ultrasound

Uterus

ovarian vein
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Transvaginal ultrasound

Courtesy of Mark Meissner, MD



Cross-Sectional Imaging



Considerations

 Investigate/rule out compression (May-Thurner or 
Nutcracker) appearing as reflux

 How old is the patient?

 How severe are the symptoms? Where are they?

 Treat the patient, not the diagnostic image

 Careful history-what is bothering your patient, why 
did they come to see you?

 Considerations: expense, recovery, insurance 
coverage, radiation exposure



Before and After-”Bottom Up”



When to treat the pelvic source 
(“top down”)?

 When the primary symptom complex is pelvic: low back 
pain, heaviness in the pelvis, pain with intercourse, 
worse with menses

 Failure of treatment/frequent or early recurrence of 
vulvar and leg veins treated from the “bottom up” 
approach



Treatment approaches

 Via Jugular (my favorite) v. femoral vein approach. 

 Select both ovarian veins, both internal iliac veins

 Coil/sclerotherapy “sandwich” technique v. coils alone 
for the ovarian veins

 Balloon occlusion sclerotherapy for the internal iliac 
branches



Ovarian vein-sclerotherapy/coil 
embolization



A tale of two patients

 Patient One: 35 year old female G6P6. Youngest child is 
two years old

 Significant leg, and vulva discomfort, worse with 
menses

 Pelvic pain, heaviness, dyspareunia

 Previous bilateral GSV EVLT (other clinic) plus multiple 
sessions of leg sclerotherapy

 Symptoms persist



Venography



Post-procedure course

 2 hour procedure

 Home same day (although significant discomfort, could 
have spent night)

 Symptoms much better but not completely gone with 
menses



Costs-Left Ovarian Vein Coil 
Embolization with Sclerotherapy

Charges Collected

Hospital* $50000 $5000

Anesthesia $3000 $1100

Surgeon $4200 $1300

Total $57200 $7400

*Hospital reports cost of coils/drugs/IVUS catheters recouped, but not 
Overhead or other supplies



Patient Two

 42 year old pediatrician G2P2

 Vulvar and medial thigh veins developed in second 
pregnancy

 Primary complaint is extreme vulvar itching, worse with 
menses, and throbbing of upper inner thigh veins

 No edema, no activity limitations

 Topical meds prescribed by OB GYN have not helped



Physical Exam



Duplex-Leg



Duplex-pelvis/Abdomen



Treatment options

 Hormonal therapy?

 Venography: stenting iliacs? Embolize left ovarian vein? 
Pt declined this approach

 Sclerotherapy from below?



Post-procedure course

 Done in office-no sedation

 Two weeks of Spanx

 Went back to work same day

 Ibuprofen x 1 dose

 Currently 15 months post procedure (no recurrence as 
of yet)



Costs/charges

 Procedure pre-authorization failed: “experimental”

 Patient decided not to appeal

 Charge to patient $650 plus the cost of Spanx ($35)



Appearance at three months



Pelvic Venous Insufficiency (my 
protocol):

Asymptomatic
Minimally Symptomatic

Symptomatic

Don’t treat

Pelvic 
symptoms

No Pelvic 
symptoms

Coils &
Sclerotherapy

Sclerotherapy
From below



Conclusions
 Pelvic source veins of the  pelvis, vulva, perineum, and thigh 

share a common anatomic source with pelvic congestion 
syndrome, but patient presentation can differ

 No standardized diagnostic modality

 Treatment methods vary, no data to tell us what is best

 Disease specific assessment tools needed 

 Costs must be considered: we must be responsible with our 
health care dollars

 We need to learn more! We don’t have much more 
information that H.O. McPheeters did!



Thank you!
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