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Venous Stenting of Iliocaval Thrombosis in the Treatment of Chronic Pelvic Pain 

 
Introduction: 
Chronic pelvic pain is a prevalent issue that affects roughly 15% of women in the US and is characterized 
as chronic noncyclical pelvic pain that lasts longer than 6 months. Pelvic congestion syndrome (PCS) is 
secondary to ovarian or parauterine vein incompetence causing dilation. Dilation can also be caused by 
external compression, May-Thurner syndrome, and Nutcracker syndrome. The diminished venous return 
presents as chronic dull pelvic pain/heaviness that is exacerbated by walking or upright posture. The 
most definitive imaging modality for diagnosis is venography, outlined as ovarian vein diameter >5 mm, 
free reflux in the gonadal vein, congested ovarian venous plexus with stagnation of contrast, filling of 
pelvic veins across midline and filling of thigh/vulvovaginal varicosities. Typically, this condition is 
treated endovascularly with ovarian vein embolization, however, the following unconventional case 
underscores the importance of understanding chronic pelvic pain and its possible etiologies. 
 
 
Case Presentation: 
50-year-old female with a history of Factor V Leiden and Protein S deficiency presents with severe pelvic 
pain and heaviness after prolonged standing. She rates the discomfort in her back, pelvis, and legs as a 
10/10. A CT scan was obtained for further characterization which demonstrated a diminutive IVC with 
compensatory dilation of the left ovarian vein measuring 1.5 cm (Figure A) and multiple pelvic venous 
collaterals suggestive of pelvic congestion syndrome. The patient was taken to the angiography suite for 
possible intervention. Venogram after access of the right common femoral vein revealed stenosis and 
irregularity extending into the infrarenal IVC with extensive pelvic collaterals (Figure B).  A Cobra C2 
catheter was used to select the left renal vein and venogram of the ovarian vein showed antegrade flow 
of contrast without reflux (Figure C). Given that the enlarged left ovarian vein and was serving as a 
venous conduit to drain the lower extremities and there was no evidence of reflux, the ovarian vein was 
not embolized. Alternatively, attention was turned to reestablishing outflow through the inferior vena 
cava (IVC) and indirectly decompressing the ovarian vein and pelvic collaterals. The patient underwent 
IVC and right iliac vein serial balloon dilation up to 10 mm x 40 mm with right external iliac vein stent 
(12x60 mm Venovo) placement (Figure D) for residual stenosis. The decision was made to bring the 
patient back at a later date for further intervention. During the second procedure an intravenous 
ultrasound catheter (IVUS) was used demonstrating multiple areas of stenosis in the right iliac veins/IVC 
and segments of greater than 80% stenosis of the left iliac veins. Two Z stents (20 mm x 50 mm) were 
placed in the infrarenal IVC with overlapping kissing Venovo stents extending into the left external iliac 
vein (14 mm x 140 mm) and in the right (14 mm x 80 mm), overlapping the previously placed stent. 
Repeat venogram (Figure E) showed absent opacification of the pelvic venous collaterals and left ovarian 
vein with antegrade flow through the stent. The patient recovered without complication and was 
subsequently discharged. The patient was instructed to continue taking her prescribed 5mg of Eliquis 
daily and was started on 81mg Aspirin daily for antiplatelet therapy indefinitely. On subsequent follow 
up the patient had significantly reduced pelvic and leg pain and her discomfort decreased to a 5/10. She 
states her quality of life has tremendously improved.  
 
 
Conclusion: 
 
Pelvic congestion syndrome is a complex, underdiagnosed condition that needs more consideration 
when treating chronic pelvic pain. Although this patient had dilated gonadal and pelvic veins and 
symptoms of pelvic pain, this not considered typical PCS secondary to the absence of reflux. The dilated 
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veins act as a conduit for drainage and are more likely to become congested secondary to incompetent 
valves. This patient benefited from iliocaval reconstruction to decompress the ovarian and pelvic veins 
and resolve the patient’s discomfort. Ovarian vein embolization in this setting would have worsened the 
patient’s symptoms and removed her only outlet for decompression. Therefore, it is imperative to 
delineate the underlying cause of chronic pelvic pain before intervening.   
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