(NCTICE ¢
< v,

CPG

o o
Ty o
Vitryenos®

(s
K3
S

NS

o0 Cliy,
Gy gaN

“,

STANDARDS OF PRACTICE

q Research Priorities in Pelvic Venous

Check for
updates

Disorders in Women: Recommendations

from a Multidisciplinary Research

Consensus Panel

Neil M. Khilnani, MD, Mark H. Meissner, MD, Lee A. Learman, MD, PhD,
Kathleen D. Gibson, MD, Jane P. Daniels, PhD, Ronald S. Winokur, MD, Richard P. Marvel, MD,
Lindsay Machan, MD, Anthony C. Venbrux, MD, Frank F. Tu, MD, MPH,
Waly M. Pabon-Ramos, MD, MPH, Susan M. Nedza, MD, MBA, Sarah B. White, MD, MS, and

ABSTRACT

Mel Rosenblatt, MD

Pelvic venous disorders (PeVDs) in women can present with chronic pelvic pain, lower-extremity and vulvar varicosities, lower-
extremity swelling and pain, and left-flank pain and hematuria. Multiple evidence gaps exist related to PeVDs with the consequence
that nonvascular specialists rarely consider the diagnosis. Recognizing this, the Society of Interventional Radiology Foundation funded a
Research Consensus Panel to prioritize a research agenda to address these gaps. This paper presents the proceedings and recommen-

dations from that Panel.

ABBREVIATIONS

CPP = chronic pelvic pain, PeVD = pelvic venous disorder

Pelvic venous disorders (PeVDs) in women can present with a spectrum of
interrelated symptoms and signs that include chronic pelvic pain (CPP) as well
as lower-extremity and vulvar varicose veins, lower-extremity swelling and
pain, and left-flank pain and hematuria. Historically, these different clinical
presentations have been independently described as an unrelated group of
“syndromes” (pelvic congestion, May-Thurner, and nutcracker) that refer to
specific anatomic aberrations but fail to completely account for the underlying
pathophysiology and overlapping spectrum of symptoms and signs.

A variety of imaging techniques are used to document pelvic venous
reflux; however, variable and poorly validated diagnostic criteria are used
(1-3). Although case series and 1 randomized trial suggest that women with
CPP caused by ovarian and or internal iliac reflux benefit from

embolization, the overall quality of the evidence is low (4-6). In addition,
the recent appreciation that venous obstruction can cause PeVD has
exposed additional gaps in our understanding of the relative importance of
reflux and obstruction and their optimal management (7-9).

Although some gynecologists will consider PeVD in selected situa-
tions, skepticism about its relationship to CPP is prevalent (1,10). Conse-
quently, only a minority of potentially affected patients are evaluated for
venous disease (1). Treatment exclusions in insurance policies in the United
States frequently limit access to reimbursed care in women with documented
PeVD. Given the lack of broadly accepted methods to evaluate and diagnose
women, the potential that some women are being treated inappropriately
with the use of pelvic venous interventions is also concerning.
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