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Abstract: The objective of this review is to describe the effectiveness of laparoscopy in the diagnosis
and treatment of pelvic congestion syndrome (PCS). PCS is a cause of chronic pelvic pain (CPP)
and is associated with dysfunction of the pelvic venous system. PCS is more common in women
of reproductive age, and hormonal changes are associated with its development along with other
reasons (e.g., working and living habits). There is an urgent need to establish an effective algorithm
for the diagnosis and treatment of CPP, which could have a dramatic effect in patients’ everyday
life. This algorithm should be able to overcome known issues that lead to the underdiagnosis of
PCS, such as the overlap of its symptoms with other diseases. Here, we present our findings from
literature articles about the methods used in practice today for the diagnosis of this syndrome. We
also compare the methods to propose the most promising technique for providing a diagnosis with
high accuracy. In our understanding, laparoscopy is superior when compared to other methods. It
can provide a diagnosis of PCS while excluding or identifying other comorbidities and can also lead
toward the next steps for the treatment of PCS.

Keywords: chronic pelvic pain; pelvic congestion syndrome; laparoscopy

1. Introduction
Pelvic Congestion Syndrome

Pelvic congestion syndrome (PCS) is a condition that refers to dysfunction of the
pelvic venous system. The cause of this condition is pelvic vein insufficiency, which results
in the abnormal dilation of the interlinked venous channels of the ovarian veins and the
internal iliac veins. Both the internal iliac and ovarian veins systems run through the broad
ligament. Pelvic varices occur in the ovarian veins in most of the cases and 60% of these
are diagnosed with PCS. In these cases, incompetency of the internal pudendal and broad
ligament parametrial branches has been reported [1].

This incompetency mentioned has two primary causes. First, it may arise due to the
absence of the venous valves or the incompetency of the valves. This may be associated
with the alteration of any characteristic of the valvular system that causes its failure
(e.g., elasticity of the vein wall, valvular dilation, venous valves). This dysfunction results
in retrograde flow, slow blood flow (congestion), and reflux [2]. Second, the external
compression of the vein that causes venous outflow obstruction may contribute to the
development of the incompetency. Syndromes that promote the external compression are
May–Thurner syndrome (associates with left common iliac vein) and nutcracker syndrome
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(associates with the left renal vein), which may have similar symptoms. Usually, PCS refers
to ovarian veins and lower extremity pelvic pain.

The occurrence of PCS is more common in women of reproductive age (20–45 years)
and no evidence of the condition has been observed in menopausal women. Epidemiology
data of the syndrome are limited, as its primary symptom is chronic pelvic pain (CPP) and
PCS is usually underestimated. So far, we know that 30% of the patients with CPP suffer
from PCS [3].

The likelihood of PCS is increased with the number of pregnancies, and this may
be explained by the hormonal changes occurring during pregnancy, which effect ovarian
venous dilation. In addition, the capacity of the pelvic veins is increased (60%) during
pregnancy, and it is likely that they do not fully return to their initial size afterwards,
contributing to the formation of PCS [4,5]. It is also possible that pathological conditions
such as phlebitis, history of pelvic surgery, and obesity are involved in PCS genesis.

The change of vein characteristics does not necessarily lead to pelvic pain. It is the
stretching and stagnant flow of the increased volume of blood that may activate receptors
in the vessel walls, which further initiate the pain signal. Therefore, not all women with
these anatomic findings will develop PCS [6,7]. According to recent statistics, 60% of the
population with ovarian varices may develop PCS [8,9].

One of the reasons that the diagnosis of PCS is overlooked is that no standard di-
agnostic criteria have been established. Some of its symptoms are common with other
pathologies, and this contributes to its misdiagnosis. For example, patients may complain
of dyspareunia and dysmenorrhea, which are common symptoms in endometriosis and
therefore misleading for the clinical evaluation. Additionally, lower back pain, hemor-
rhoids, vaginal discharge, dysuria or urinary frequency and urgency along with anxiety
and depression have been reported [10,11].

Underdiagnosis of PCS occurs in patients with CPP, with or without other pathological
findings. In recent research, out of 293 abdomen-pelvis computed tomography (CT) scans
with dilated veins, 18% were diagnosed with CPP of unclear etiology prior to the CT
scan [12]. The rate of diagnosis of PCS in patients with CPP and no detectable pathologies
is 10–30% [13].

CPP is a pathological condition in women, usually underestimated due to several
reasons, which include the duration of pain, which should persist for at least three months
until its diagnosis as chronic, and its occurrence, which could be cyclical or occasionally
during certain functions (e.g., urination, menstruation). These characteristics may prevent
women from asking for medical advice and prolong their period of suffering. It is well
established that CPP relates to many pathological conditions, and usually the approach that
the clinicians adopt for the identification of the cause is by exclusion of pelvic pathologies.
This may lead to further delays in diagnosis and probably to insufficient treatment. The
choice of examination (invasive/non-invasive), accompanied by physical examination,
is critical.

CPP affects a patient’s life not only physically but also socially and psychologically.
Generally, women will only seek professional help once the pain affects parts of their social
life (e.g., work, relationships) or once they find themselves in a position that they cannot
conduct regular activities without assistance (e.g., housekeeping, shopping). Under these
circumstances, anxiety and depression may also form a pathological condition, requiring
medical treatment. In addition, the intensity of chronic pain may change due to the pain
mechanism. For example, in endometriosis, the inflammatory response activates the sen-
sory neurons, resulting in a low threshold of pain. However, under chronic inflammatory
stimulus, the sensitivity to noxious stimuli, hyperalgesia, will alter, and, consequently,
any future pain will be magnified. This pain will form a memory of the unpleasant event
in the cerebral cortex, which will affect the intensity of any future pain even when the
pathological findings are not enough to document it [14–16].

Therefore, the co-existence of more than one condition related to pain in CPP is
not a rare phenomenon. Other pains, pathological—either in the pelvis or outside—and
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psychological, may increase the threshold of pain intensity that the patient feels. This fact
has promoted the belief that treating pains in total, and avoiding the neglect of any, could
lead to the adequate relief of a patient’s pain [4]. This requires for a holistic approach
of a patient’s experience by a multidisciplinary team of professionals. According to the
National Health Service (NHS), the estimated annual cost for the treatment of CPP in
2004 was £326 million [17]. In a more recent study, the average annual total cost for
the treatment of endometriosis, which is one cause of CPP, was €9579 per woman in
Europe. These costs include physician visits, monitoring tests, and, in some cases, surgery
and hospitalization [18].

Based on the above facts, medical management of PCS is crucial, yet it has not been
proven to be effective up to an efficient level. Medical treatment targets hormonal and me-
chanical mechanisms [19], using nonsteroidal anti-inflammatory drugs and gonadotropin-
releasing hormone (GnRH) agonists as well as medroxyprogesterone with psychotherapy.
As such, first line treatment includes the use of danazol, goserelin for 1 year maximum,
progestins, and oral contraceptives in combination with phlebotonics [20–22].

In addition, the surgical management of PCS can be based on the cause. For example,
bilateral ovarian vein embolization is an option for PCS caused by gonadal and pelvic vein
incompetence, and the success rate of the method could be up to 75% with low recurrence
(5%) [23]. In addition, transperitoneal ligation of the ovarian vein has been shown to result
in a decrease in pain [24]. This method, although it can only be applied in a limited number
of refluxing veins, allows for the detection of comorbidities such as endometriosis.

2. Methods

A non-systematic literature review was performed using Scopus online database and
Google. The combination of key words used for the research were ‘chronic pelvic pain’,
‘pelvic congestion syndrome’, and ‘laparoscopy chronic pelvic pain’. This research was
conducted in order to extract information from the available documents about the success
rate of laparoscopy in the diagnosis of CPP causes, especially of PCS, in comparison to
other non-invasive techniques.

3. Results and Discussion
3.1. Diagnostic Tools for PCS

Non-invasive and invasive imaging techniques are the primary tool for the diag-
nosis of PCS, which include ultrasound (US) assessment, transabdominal duplex ultra-
sound, transvaginal duplex ultrasound and duplex ultrasonography, catheter-directed
selective venography and intravascular ultrasound-cross-sectional CT, magnetic resonance
venography (MRV), and laparoscopy [25]. Lately, venography, US, and MRI have shown
improvements in the diagnosis of PCS [26].

CT scans and MRV are usually used in combination to determine the underlying cause
of pelvic pain. The drawbacks of these two techniques are known and include the use of
radiation and the cost. In PCS, CT scans and MRV have several issues that limit the clear
visualization of pelvic veins and fail to produce an accurate imaging that will allow for
the diagnosis of PCS [27]. An MRI-based technique is the use of phase-contrast velocity
mapping, which can provide information on the direction and velocity of flow in different
vascular channels. This method can reveal PCS after the evaluation of pelvic veins [28].

Sonography is a non-invasive method, which is usually the primary method used
compared to any other screening, to exclude comorbidities [29]. Although endometriomas
can be identified via an ultrasound, those of peritoneal disease may not be detected,
and specialized ultrasound approaches for the detection of endometriosis have been
described recently [30].

Ultrasound is used to exclude the presence of pelvic masses or uterine problems in
cases of pelvic pain. The method can also reveal any anatomic elements of interest in pelvis,
ovarian, and uterine changes and polycystic changes of the ovary, which are characteristics
of pelvic congestion syndrome. Color Doppler and conventional B-mode may be used to
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monitor the retrograde flow of blood and changes in its velocity as well as any enlargement
of pelvic venous channels, which can lead to the diagnosis of vein incompetence [20].

Venography is used to picture the distension of the venous channels. Patients with
PCS may have congestion of flow in venous channels of ovarian, pelvic, vulvovaginal, and
also thigh veins. In addition, any pelvic veins with a diameter more than 5–10 mm may
also point to PCS.

3.2. Diagnostic Laparoscopy in the Diagnosis of PCS

Pathological findings of PCS can be identified on laparoscopies. In general, the
common findings observed in women with pelvic pain via laparoscopy include pelvic
inflammatory disease, ovarian cysts, pelvic adhesions, and endometriosis for which la-
paroscopy is the ‘gold standard’. The advantages of laparoscopy in the identification of
CPP causes has been documented in cohort studies. In a sample of 487 women, almost half
were diagnosed with a pathological condition (endometriosis 31%, adhesions 17%, pelvic
inflammatory disease 5%) [31].

Several studies have shown that laparoscopy is able to better/accurately identify
the causes of CPP in patients, including PCS, in comparison to clinical and imaging
examinations [32–34]. In one study [34], laparoscopy was determined to be superior in up
to 98% of the cases.

A recent study [35], the MEDAL study, showed that MRI scans did not provide
any additional evidence of an underlying cause of the idiopathic chronic pain, and it
was not proven to be cost-effective when compared with laparoscopy. More specifically,
the MEDAL study included 26 hospitals in the UK, and researchers attempted to base
their decision on the need to perform laparoscopy in CPP patients on imaging data. In
summary, information collected on patient history, via examination and ultrasound, was
enough to lead to primary estimation. In addition, the pathological conditions that were
identified during laparoscopy included endometriosis, adhesions, adenomyosis, ovarian
cysts, fibroids, pelvic inflammatory disease, and PCS.

Another study points out the advantages that laparoscopy may have when compare
to ultrasound. According to this recent study, ultrasound screening of 150 women suffering
from CPP failed to show any pelvic pathology [36]. More specifically, laparoscopy was
employed after normal findings during a clinical examination and pelvic ultrasound scan.
Endometriosis was found in 20% of these patients and adhesions were found in 6.7%, while,
according to the authors, no pelvic disease was documented in the rest of the participants.
Although the authors concluded that laparoscopy did not provide an additional benefit
in regard to CPP, there are several points to consider. It is important to highlight that
endometriosis was detected only by laparoscopy in a percentage that it is not small (20%).
Due to this, the diagnosis of the stage of disease was possible and immediate treatment
was available. These are two advantages of laparoscopy compared to imaging methods
when it comes to the investigation of CPP.

Although not all conditions that cause CPP may be identified with laparoscopy or be
subjected to effective treatment, for those where laparoscopy is the standard method for
diagnosis, it can also offer treatment. Therefore, the use of laparoscopy is preferred for the
examination of patients with CPP and no history of pelvic pathology. Laparoscopy is used
for the diagnosis of CPP causes in up to 40% of cases [37]. In addition to the MEDAL study
mentioned above, the history of the patient as well as physical examination and ultrasound
scans should be completed in order to assist in the decision making about the need for
performing laparoscopy.

Laparoscopy remains the most trusted technique for the diagnosis of endometriosis
and adhesions. Moreover, laparoscopy has a sensitivity of 40% in the detection of patholo-
gies that associate with PCS [8], and this rate is higher than US (20%) and CT scans (13%).
Prominent enlarged broad ligament veins, as well as pelvic varices, can be viewed via
laparoscopy [38]. It has been noted that due to the CO2 gas used in the method, varices
maybe overlooked [39], and this is one of the reasons that laparoscopy appears to be
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80%–90% negative in patients with PCS [40]. Apart from the limitations of laparoscopy, an
additional limitation may also be the inexperience of the clinician in making a diagnosis of
PCS. Therefore, more effort should be placed in improving the sensitivity of laparoscopy
for CPP, especially towards PCS diagnosis.

Additionally, it has been mentioned elsewhere that the use of laparoscopic conscious
pain mapping could potentially improve the accuracy of the method towards the diagnosis
of CPP causes [41]. Unfortunately, to the best of our knowledge, there has been no recent
study investigating the use of laparoscopic conscious pain mapping for the diagnosis
of PCS.

The use of computational methods for image analysis in order to extract information
and assist in the clinical diagnosis of pathological conditions is well known. Especially
nowadays, the improvement of computational algorithms (machine learning) towards
artificial intelligence has facilitated the analysis of large numbers of endoscopic images.
This allows human limitations to be overcome and helps prevent human errors, resulting
in high diagnostic accuracy. There are several ways in which machine learning is used
for this purpose, such as the detection of various gastrointestinal abnormalities [42]. In
gynecology, the use of such techniques for processing data obtained from laparoscopy is
limited to image-based detection for the presence or absence of an anatomical structure.
Therefore, taking advantage of machine learning for the analysis of endoscopic imaging
for the diagnosis of pelvic pathologies such as endometriosis and PCS is crucial. Doing so
will improve the diagnostic accuracy of laparoscopy and will hopefully reduce the time
needed for the identification of CPP causes.

Lately, quite a few attempts to establish an algorithm for the diagnosis and manage-
ment of PCS have been published [43,44]. However, the primary suspicion of PCS seems to
depend on the clinician’s expertise, while the non-invasive imaging methods used have
known limitations.

4. Conclusions

Based on the above, the superiority of laparoscopy in the diagnosis of PCS, for which
the identification of CPP causes is usually a first approach, should be taken into considera-
tion. Now that we, as a medical/scientific community, are looking to establish an algorithm
for the diagnosis and treatment of patients with PCS, alternatives to improving laparoscopy
should be considered and invested in to maximize its potential.

Laparoscopy has certain limitations, and its accuracy has been investigated. Histologi-
cal examination may fail to confirm findings in laparoscopy, but the accuracy of the method
is improved for a ‘negative’ finding for endometriosis. However, imaging techniques lack
standardized protocols for scanning the pelvis and evaluating pelvic pain. In the case of
MRI, the applied protocol depends on the clinical information and the suspected pathology,
while the experience and the opinion of the radiologist has a major impact on the final
diagnosis. Currently, no guidelines recommend the use of MRI as a routine procedure for
the investigation of CPP.

Although there are limitations of laparoscopy, its advantages should be considered.
Laparoscopy is able to overcome issues that imaging techniques have in making an accurate
diagnosis. Symptoms of PCS overlap with those of other known pathological conditions of
the pelvis. Even in cases where the patient’s medical history does not indicate endometrio-
sis or other medical conditions, laparoscopy should be used as the gold standard. This
will allow for the exclusion or identification of any pathology of the pelvis that relates to
CPP and will help in identifying any anatomical characteristics that could suggest PCS.
Subsequently, further examination with ultrasound techniques guided by laparoscopic
findings should be followed. Moreover, laparoscopy has the advantage of facilitating an
immediate surgical treatment as soon as a pathology of the pelvis is identified during the
process. For example, in superficial peritoneal endometriosis, any imaging method would
add no benefit.
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More effort should be put toward developing the options available for improving the
accuracy of laparoscopy in the diagnosis of pelvic pathologies. We appreciate that machine
learning could make a huge impact in this regard, and we strongly advise research in
this field.

Author Contributions: Conceptualization, N.M., C.A. and R.S.V.; methodology, N.M., C.A.; software,
P.Z.; validation, N.M., C.A., R.S.V., A.I. and P.Z.; formal analysis, N.M. and C.A.; investigation, P.Z.;
resources, N.M. and R.S.V.; data curation, N.M., C.A., R.S.V., A.I. and P.Z.; writing—original draft
preparation, N.M., C.A., R.S.V., A.I. and P.Z.; writing—review and editing, C.A., N.M.; visualization,
P.Z.; supervision, P.Z.; project administration, P.Z.; funding acquisition, N.M., C.A., R.S.V., A.I. and
P.Z. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Lopez, A.J. Female pelvic vein embolization: Indications, techniques, and outcomes. Cardiovasc. Interv. Radiol. 2015, 38, 806–820.

[CrossRef] [PubMed]
2. Champaneria, R.; Shah, L.; Moss, J.; Gupta, J.K.; Birch, J.; Middleton, L.J.; Daniels, J.P. The relationship between pelvic vein

incompetence and chronic pelvic pain in women: Systematic reviews of diagnosis and treatment effectiveness. Health Technol.
Assess. 2016, 20, 1–108. [CrossRef] [PubMed]

3. O’Brien, M.T.; Gillespie, D.L. Diagnosis and treatment of the pelvic congestion syndrome. J. Vasc. Surg. Venous Lymphat. Disord.
2015, 3, 96–106. [CrossRef] [PubMed]

4. Gloviczki, P. Handbook of Venous and Lymphatic Disorders: Guidelines of the American Venous Forum; CRC Press: Boca Raton, FL, USA, 2017.
5. Perry, C.P. Current concepts of pelvic congestion and chronic pelvic pain. J. Soc. Laparoen Doscopic Surg. 2001, 5, 105.
6. Karcaaltincaba, M.; Karcaaltincaba, D.; Dogra, V.S. Pelvic congestion syndrome. Ultrasound Clin. 2008, 3, 415–425. [CrossRef]
7. Rozenblit, A.M.; Ricci, Z.J.; Tuvia, J.; Amis, E.S., Jr. Incompetent and dilated ovarian veins: A common CT finding in asymptomatic

parous women. Am. J. Roentgenol. 2001, 176, 119–122. [CrossRef]
8. Belenky, A.; Bartal, G.; Atar, E.; Cohen, M.; Bachar, G.N. Ovarian varices in healthy female kidney donors: Incidence, morbidity,

and clinical outcome. Am. J. Roentgenol. 2002, 179, 625–627. [CrossRef]
9. Meneses, L.; Uribe, S.; Tejos, C.; Andia, M.; Fava, M.; Irarrazaval, P. Using magnetic resonance phase-contrast velocity mapping

for diagnosing pelvic congestion syndrome. Phlebology 2011, 26, 157–161. [CrossRef]
10. Ganeshan, A.; Upponi, S.; Hon, L.-Q.; Uthappa, M.; Warakaulle, D.R.; Uberoi, R. Chronic pelvic pain due to pelvic congestion

syndrome: The role of diagnostic and interventional radiology. Cardiovasc. Interv. Radiol. 2007, 30, 1105–1111. [CrossRef]
11. Liddle, A.; Davies, A. Pelvic congestion syndrome: Chronic pelvic pain caused by ovarian and internal iliac varices. Phlebology

2007, 22, 100–104. [CrossRef]
12. Jurga-Karwacka, A.; Karwacki, G.M.; Schoetzau, A.; Zech, C.J.; Heinzelmann-Schwarz, V.; Schwab, F.D. A forgotten disease:

Pelvic congestion syndrome as a cause of chronic lower abdominal pain. PLoS ONE 2019, 14, e0213834. [CrossRef] [PubMed]
13. Fassiadis, N. Treatment for pelvic congestion syndrome causing pelvic and vulvar varices. Int. Angiol. 2006, 25, 1. [PubMed]
14. McKinnon, B.D.; Bertschi, D.; Bersinger, N.A.; Mueller, M.D. Inflammation and nerve fiber interaction in endometriotic pain.

Trends Endocrinol. Metab. 2015, 26, 1–10. [CrossRef] [PubMed]
15. Pongratz, G.; Straub, R.H. The sympathetic nervous response in inflammation. Arthritis Res. Ther. 2014, 16, 1–12. [CrossRef]
16. Wesselmann, U.; Bonham, A.; Foster, D. Vulvodynia: Current state of the biological science. Pain 2014, 155, 1696. [CrossRef]
17. Browning, K.S.; Gallie, D.R.; Hershey, J.W.; Hinnebusch, A.G.; Maitra, U.; Merrick, W.C.; Norbury, C. Unified nomenclature for

the subunits of eukaryotic initiation factor 31. Trends Biochem. Sci. 2001, 26, 284. [CrossRef]
18. Curtis, L. Unit Costs for Health and Social Care University of Kent; Canterbury Personal Social Services Research Unit:

Canterbury, UK, 2014.
19. Brown, C.L.; Rizer, M.; Alexander, R.; Sharpe, E.E., III; Rochon, P.J. Women’s Health: Pelvic Congestion Syndrome: Systematic Review of

Treatment Success; Seminars in Interventional Radiology; Thieme Medical Publishers: New York, NY, USA, 2018; Volume 35, p. 35.
20. Soysal, M.E.; Soysal, S.; Vιcdan, K.; Ozer, S. A randomized controlled trial of goserelin and medroxyprogesterone acetate in the

treatment of pelvic congestion. Hum. Prod. 2001, 16, 931–939. [CrossRef]
21. Cheong, Y.C.; Smotra, G.; de C Williams, A.C. Non-Surgical Interventions for the Management of Chronic Pelvic Pain; Cochrane

Database Systematic Reviews: Thessaloniki, Greece, 2014.
22. Farquhar, C.; Rogers, V.; Franks, S.; Beard, R.; Wadsworth, J.; Pearce, S. A randomized controlled trial of medroxyprogesterone

acetate and psychotherapy for the treatment of pelvic congestion. BJOG Int. J. Obstet. Gynaecol. 1989, 96, 1153–1162. [CrossRef]

http://doi.org/10.1007/s00270-015-1074-7
http://www.ncbi.nlm.nih.gov/pubmed/25804635
http://doi.org/10.3310/hta20050
http://www.ncbi.nlm.nih.gov/pubmed/26789334
http://doi.org/10.1016/j.jvsv.2014.05.007
http://www.ncbi.nlm.nih.gov/pubmed/26993690
http://doi.org/10.1016/j.cult.2008.08.002
http://doi.org/10.2214/ajr.176.1.1760119
http://doi.org/10.2214/ajr.179.3.1790625
http://doi.org/10.1258/phleb.2010.010049
http://doi.org/10.1007/s00270-007-9160-0
http://doi.org/10.1258/026835507780807248
http://doi.org/10.1371/journal.pone.0213834
http://www.ncbi.nlm.nih.gov/pubmed/30939134
http://www.ncbi.nlm.nih.gov/pubmed/16520716
http://doi.org/10.1016/j.tem.2014.10.003
http://www.ncbi.nlm.nih.gov/pubmed/25465987
http://doi.org/10.1186/s13075-014-0504-2
http://doi.org/10.1016/j.pain.2014.05.010
http://doi.org/10.1016/S0968-0004(01)01825-4
http://doi.org/10.1093/humrep/16.5.931
http://doi.org/10.1111/j.1471-0528.1989.tb03190.x


Medicina 2021, 57, 1041 7 of 7

23. Pyra, K.; Woniak, S.; Drelich-Zbroja, A.; Wolski, A.; Jargiello, T. Evaluation of effectiveness of embolization in pelvic congestion
syndrome with the new vascular occlusion device (ArtVentive EOSTM): Preliminary results. Cardiovasc. Interv. Radiol. 2016, 39,
1122–1127. [CrossRef]

24. Tu, F.F.; Hahn, D.; Steege, J.F. Pelvic congestion syndrome-associated pelvic pain: A systematic review of diagnosis and
management. Obstet. Gynecol. Surv. 2010, 65, 332–340. [CrossRef]

25. Antignani, P.L.; Lazarashvili, Z.; Monedero, J.L.; Ezpeleta, S.Z.; Whiteley, M.S.; Khilnani, N.M.; Meissner, M.H.; Wittens, C.H.;
Kurstjens, R.L.; Belova, L.; et al. Diagnosis and treatment of pelvic congestion syndrome: UIP consensus document. Int. Angiol.
2019, 38, 265–283. [CrossRef] [PubMed]

26. Bookwalter, C.A.; VanBuren, W.M.; Neisen, M.J.; Bjarnason, H. Imaging Appearance and Nonsurgical Management of Pelvic
Venous Congestion Syndrome. Radiographics 2019, 39, 596–608. [CrossRef] [PubMed]

27. Sato, K.; Orihashi, K.; Takahashi, S.; Takasaki, T.; Kurosaki, T.; Imai, K.; Ishifuro, M.; Sueda, T. Three-dimensional CT venography:
A diagnostic modality for the preoperative assessment of patients with varicose veins. Ann. Vasc. Dis. 2011, 4, 229–234. [CrossRef]
[PubMed]

28. Veltman, L.L.; Ostergard, D.R. Thrombosis of vulvar varicosities during pregnancy. Obstet. Gynecol. 1972, 39, 55–56. [PubMed]
29. Ignacio, E.A.; Dua, R.; Sarin, S.; Harper, A.S.; Yim, D.; Mathur, V.; Venbrux, A.C. Pelvic Congestion Syndrome: Diagnosis and

Treatment; Seminars in interventional radiology; Thieme Medical Publishers: New York, NY, USA, 2008; Volume 25, p. 361.
30. Leonardi, M.; Condous, G. How to perform an ultrasound to diagnose endometriosis. Australas. J. Ultrasound Med. 2018, 21,

61–69. [CrossRef]
31. Daniels, J.; Gray, R.; Hills, R.K.; Latthe, P.; Buckley, L.; Gupta, J.; Selman, T.; Adey, E.; Xiong, T.; Champaneria, R.; et al.

Laparoscopic uterosacral nerve ablation for alleviating chronic pelvic pain: A randomized controlled trial. JAMA 2009, 302,
955–961. [CrossRef]

32. Memon, S.R.; Memon, M.R.; Shaikh, A.A.; Memon, N.Y. Role of laparoscopy in the diagnosis of chronic pelvic pain. J. Datta
Meghe Inst. Med. Sci. Univ. 2019, 14, 310.

33. Bhatia, P.; Gupta, P.; Mor, D. Role of diagnostic laproscopy in chronic pelvic pain. Int. J. Reprod. Contracept. Obs. Gynecol. 2016, 5,
1152–1157. [CrossRef]

34. Brichant, G.; Denef, M.; Tebache, L.; Poismans, G.; Pinzauti, S.; Dechenne, V.; Nisolle, M. Chronic pelvic pain and the role of
exploratory laparoscopy as diagnostic and therapeutic tool: A retrospective observational study. Gynecol. Surg. 2018, 15, 1–7.
[CrossRef]

35. Khan, K.S.; Tryposkiadis, K.; Tirlapur, S.A.; Middleton, L.J.; Sutton, A.J.; Priest, L.; Ball, E.; Balogun, M.; Sahdev, A.;
Roberts, T.; et al. MRI Versus Laparoscopy to Diagnose the Main Causes of Chronic Pelvic Pain in Women: A Test-Accuracy Study and
Economic Evaluation; Health technology assessment: Thessaloniki, Greece, 2018.

36. Tempest, N.; Efstathiou, E.; Petros, Z.; Hapangama, D.K. Laparoscopic Outcomes after Normal Clinical and Ultrasound Findings
in Young Women with Chronic Pelvic Pain: A Cross-Sectional Study. J. Clin. Med. 2020, 9, 2593. [CrossRef]

37. Howard, F.M. The role of laparoscopy as a diagnostic tool in chronic pelvic pain. Best Pract. Res. Clin. Obstet. Gynaecol. 2000, 14,
467–494. [CrossRef] [PubMed]

38. Monedero, J.L. Insuficienca venosa cronica de la Pelvis y de, los Miembros Inferiores. Phlebol. Vassy 1997, 50, 454.
39. Venbrux, A.C.; Chang, A.H.; Kim, H.S.; Montague, B.J.; Hebert, J.B.; Arepally, A.; Rowe, P.C.; Barron, D.F.; Lambert, D.;

Robinson, J.C. Pelvic congestion syndrome (pelvic venous incompetence): Impact of ovarian and internal iliac vein embolotherapy
on menstrual cycle and chronic pelvic pain. J. Vasc. Interv. Radiol. 2002, 13, 171–178. [CrossRef]

40. Kies, D.; Kim, H. Pelvic congestion syndrome: A review of current diagnostic and minimally invasive treatment modalities.
Phlebology 2012, 27, 52–57. [CrossRef]

41. Cricco, C.; Daugenti, A.; Angilecchia, D.; Ceron, D. Differential diagnosis of endometriosis in patient with nonspecific low back
pain: A case report. Bodyw. Mov. Ther. 2021, 2, 227–232. [CrossRef] [PubMed]

42. Vasilakakis, M.; Koulaouzidis, A.; Yung, D.E.; Plevris, J.N.; Toth, E.; Iakovidis, D.K. Follow-up on: Optimizing lesion detection in
small bowel capsule endoscopy and beyond: From present problems to future solutions. Expertreview Gastroenterol. Hepatol. 2019,
13, 129–141. [CrossRef] [PubMed]

43. Farber, L.A.; Kalawur, V.; Bortecen, K.; Rotgans, A.; Hollingsworth, C. Utilizing a Patient-Centric Diagnostic and Treatment
Algorithm for Pelvic Congestion Syndrome (PCS) to Maximize Positive Outcomes and Patient Satisfaction. J. Anesth. Crit. Car.
Open Access 2018, 10, 00349.

44. Greuner, D.A.; DeMarco, D. Current Clinical Management of Pelvic Congestion Syndrome. Vasc. Dis. Manag. 2020, 17, E23–E28.

http://doi.org/10.1007/s00270-016-1380-8
http://doi.org/10.1097/OGX.0b013e3181e0976f
http://doi.org/10.23736/S0392-9590.19.04237-8
http://www.ncbi.nlm.nih.gov/pubmed/31345010
http://doi.org/10.1148/rg.2019180159
http://www.ncbi.nlm.nih.gov/pubmed/30844351
http://doi.org/10.3400/avd.oa.11.00021
http://www.ncbi.nlm.nih.gov/pubmed/23555458
http://www.ncbi.nlm.nih.gov/pubmed/5008285
http://doi.org/10.1002/ajum.12093
http://doi.org/10.1001/jama.2009.1268
http://doi.org/10.18203/2320-1770.ijrcog20160875
http://doi.org/10.1186/s10397-018-1045-5
http://doi.org/10.3390/jcm9082593
http://doi.org/10.1053/beog.1999.0086
http://www.ncbi.nlm.nih.gov/pubmed/10962637
http://doi.org/10.1016/S1051-0443(07)61935-6
http://doi.org/10.1258/phleb.2012.012s27
http://doi.org/10.1016/j.jbmt.2021.02.019
http://www.ncbi.nlm.nih.gov/pubmed/34391238
http://doi.org/10.1080/17474124.2019.1553616
http://www.ncbi.nlm.nih.gov/pubmed/30791780

	Introduction 
	Methods 
	Results and Discussion 
	Diagnostic Tools for PCS 
	Diagnostic Laparoscopy in the Diagnosis of PCS 

	Conclusions 
	References

