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ABSTRACT

Background: Pelvic Congestion Syndrome (PCS) is a chronic pelvic venous dis-
order commonly associated with chronic pelvic pain, dysmenorrhea, and
dyspareunia. Presentation with abnormal uterine bleeding (AUB) is uncommon,
particularly when accompanied by enhanced myometrial vascularity (EMV).

Case Presentation: Here, we report a rare case of Pelvic Congestion Syndrome
with Enhanced Myometrial Vascularity in a young nulliparous woman presenting
with prolonged AUB following misoprostol-induced expulsion of a nonviable twin
pregnancy.

Conclusion: This case highlights an unusual presentation of PCS with concomi-
tant enhanced myometrial vascularity, manifesting as prolonged abnormal uter-
ine bleeding after pregnancy loss. Comprehensive evaluation using Doppler ul-
trasonography, MRI, and laparoscopy can facilitate accurate diagnosis, while
progestin therapy may provide effective symptom control in selected cases.
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INTRODUCTION

Pelvic congestion syndrome, also known as pelvic ve-
nous insufficiency, results from the incompetence of the
internal iliac vein, ovarian vein, or a combination of pel-
vic venous structures.[1] Pelvic congestion syndrome
can manifest in various forms, most commonly as
chronic pelvic pain, dysmenorrhea, and dyspareunia,
with some cases presenting as menstrual irregularities.
The criteria for varices include an ovarian vein diameter
of =6 mm, slow blood flow of <3 cm/s, and retrograde
venous blood flow in the left ovarian vein combined with
clinical vulval varicosities with the 3 Ds (dysmenorrhea,
dysuria, and dyspareunia). The criteria for pelvic ultra-
sound diagnosis of varices include the visualization of
dilated ovarian veins >6 mm, although 7 mm has been
suggested as a cutoff. A previous study reported a posi-
tive predictive value of 83.3% for an ovarian vein diame-
ter of 6 mm in diagnosing pelvic congestion syn-
drome.[2] Pelvic congestion syndrome mainly affects
premenopausal multiparous women, but its incidence
has also been reported in nulliparous women. To date,
no cases of this syndrome have been reported in meno-
pausal women.[3,4] In patients with chronic pelvic pain,
the prevalence of the disease is nearly 30%.[5] Nearly
10% of women have isolated ovarian varices, and of this
group, about 60% have pelvic congestion syndrome.[6]
The overall prevalence of pelvic congestion syndrome
ranges from 6% to 27% worldwide and remains a signifi-
cant challenge for women's healthcare providers.[3,5]
Recently, pelvic congestion syndrome was estimated to
be present in up to 75.5% of patients with pelvic vari-
cose veins, as reported in a 10-year retrospective analy-
sis of a 600-female patient cohort conducted by Gavrilov
et al. [7]

The exact etiology of pelvic congestion syndrome is un-
clear and is most likely dependent on multiple factors.
Pelvic vein congestion can result from hormonal influ-
ences, venous valve insufficiency, venous obstruction,
or secondary to concurrent medical conditions such as
peripheral artery disease. The release of pain-inducing
substances due to increased venous dilatation and stasis
is a likely cause of pain in pelvic congestion syn-
drome.[8] There are various treatment options for pelvic
congestion syndrome, including medical, surgical, and
endovascular therapies.[9] This study aims to report an
unusual case of Pelvic Congestion Syndrome with con-
comitant enhanced myometrial vascularity presenting as
abnormal uterine bleeding in a young nulliparous woman
after pregnancy loss, emphasizing the importance of
considering pelvic congestion in the differential diagno-
sis of unexplained uterine bleeding and the role of mul-
timodal imaging in diagnosis. The presentation of our
case as isolated abnormal uterine bleeding (AUB), par-
ticularly in a young nulliparous woman following the
medical expulsion of a nonviable pregnancy, is exceed-
ingly rare. Furthermore, the coexistence of PCS with en-
hanced myometrial vascularity (EMV) poses a diagnostic
challenge, as it may mimic retained products of concep-
tion, arteriovenous malformations, or other causes of
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abnormal uterine bleeding. This case highlights an atypi-
cal clinical presentation, demonstrates the value of Dop-
pler ultrasonography, MRI, and laparoscopy in establish-
ing the diagnosis, and illustrates successful manage-
ment with progestin therapy. Reporting this case con-
tributes to the limited literature on PCS-associated AUB
and raises awareness among clinicians to consider pel-
vic venous disorders in the differential diagnosis of un-
explained post-pregnancy bleeding.

CASE REPORT

A 25-year-old nulliparous woman with a history of two
previous spontaneous abortions (no history of dilation
and curettage) presented with a history of intermittent
bleeding and abdominal pain for 25 days following miso-
prostol-induced expulsion of twin fetuses, as no cardiac
activity was observed on ultrasound. There was no his-
tory of instrumentation. The post-expulsion period was
unremarkable. Menstruation resumed two weeks after
expulsion and continued for 30 days. The flow was
moderate to heavy for 15 days and mild to moderate for
the next 10 days, which was not relieved by medication.
Her cycles were previously regular, every 28-30 days,
with an average flow and duration of 3-5 days. The pa-
tient was otherwise healthy, with no similar history.
There was no history of trauma, oral contraceptive use,
mechanical symptoms, urinary retention or bladder in-
continence, dysmenorrhea, dyspareunia, hematuria, or
polycystic ovarian disease. There was no family history
of varicosity or thrombo-occlusive disease. Her vital
signs were as follows: blood pressure, 110/74 mmHg;
temperature, 36.8°C; pulse rate, 80 beats/min; respirato-
ry rate, 17 breaths/min; and oxygen saturation, 98% on
room air. The physical examination was unremarkable,
with no signs of superficial venous thrombosis or ad-
nexal tenderness. The cervix and vaginal walls were
normal. Her body mass index (BMI) was 20 kg/m* The
laboratory results showed no evidence of inflammation.

Table 1: Laboratory report

Lab parameters Values Reference range

HB 10 gm/dl 12-15gm/dI

TLC 8000 cells/uL 4500-11000cells/uL
Platelet count 210000 cells/uL  150000-450000 cells/uL
CRP 3 mg/L <3 mg/L

APTT 28 sec 25-35 seconds

INR 1.1 0.8-1.2

S.LDH 150 U/L 135-214 UL

S.TSH 3.1 miu/ml 0.4-4.5 miu/l

S.PRL 10 ng/ml 3-27 ng/ml

Transvaginal ultrasonography revealed an ante-flexed
and anteverted uterus with normal dimensions, no re-
tained products of conception, and endometrial thick-
ness within normal limits (4 mm), although it was heter-
ogeneous in some areas. Both ovaries were within nor-
mal limits.
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Figure1: USG finding showing [A]Jenhanced myometrial vascularity of diameter 6mm,[B] multiple dilated vascular
channels in both adnexa (5 mm diameter) and,[C],[D] increase perimetrial and myometrial vascularity on doppler
and pulsed doppler respectively

Figure 2: MRI report showing a diffusely inhomogeneous myometrial signal and multiple vascular channels with
increased vascularity. Multiple dilated vascular channels with increased vascularity are seen in the bilateral ad-
nexal regions
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Increased peripheral vascularity was observed in the
perimetrium and myometrial areas of the uterus. On
both sides, multiple dilated tortuous veins of maximum
diameter ~6 mm were observed in the adnexa (ovarian
vein diameter>4 mm required for pelvic congestion). On
the left side, venous flow was more prominent than that
in the right adnexa, with reversed venous flow noted on
color Doppler imaging.

The MRI report showed a bulky uterus with a diffusely
inhomogeneous myometrial signal and multiple vascular
channels with increased vascularity. Multiple dilated vas-
cular channels with increased vascularity were observed
in the bilateral adnexal regions (left greater than right),
suggestive of pelvic congestion syndrome.

Because the patient could not afford CT pelvic venogra-
phy, laparoscopy was performed. Laparoscopy revealed
mild-to-moderate dilation of a small number of veins in
the pouch of Douglas. Laparoscopic inspection of the
left and right paracolic spaces revealed no obvious pa-
thologies. No evidence of endometriosis was observed.
The left and right diaphragmatic spaces were normal.
The liver and gallbladder were also examined and found
to be normal. The final diagnosis from the laparoscopy
procedure was pelvic congestion syndrome (PCS). The
patient was administered an intramuscular injection of
depot medroxyprogesterone acetate(150 mg every 3
months for a total of 6 months). At the follow-up ap-
pointment in the gynecology outpatient clinic at 1
month3 month and six months interval, the patient grad-
ually improved, and after 6 months, she was symptom-
free.

DISCUSSION

Pelvic Congestion Syndrome (PCS) is a chronic pelvic
venous disorder resulting from venous insufficiency of
the ovarian and/or internal iliac veins. It is classically de-
scribed in multiparous women of reproductive age and
most commonly presents with chronic pelvic pain, dys-
menorrhea, dyspareunia, and postcoital discomfort. Alt-
hough PCS accounts for a significant proportion of
chronic pelvic pain cases, its diagnosis remains chal-
lenging because of its nonspecific symptoms and over-
lap with other gynecological conditions. The present
case is noteworthy because the patient did not present
with the classical presentation of PCS. Unlike most re-
ported cases, she presented primarily with prolonged
abnormal uterine bleeding following misoprostol-induced
expulsion of a nonviable twin pregnancy without chronic
pelvic pain, dyspareunia, or dysmenorrhea. This atypical
presentation contributed to the diagnostic challenge and
initially raised concerns regarding more common causes
of post-pregnancy bleeding, such as retained products
of conception, gestational trophoblastic disease, or uter-
ine vascular malformations. Previous studies by
Batabuszek et al. and Koo and Fan have emphasized
chronic pelvic pain as the hallmark manifestation of PCS,
often associated with multiparity and venous valvular
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incompetence.[8,10]. In contrast, our patient was nullip-
arous and had no prior history suggestive of pelvic or
venous disease. Although pregnancy-related hormonal
and hemodynamic changes are recognized contributors
to pelvic venous dilatation, reports describing the devel-
opment or clinical evident after pregnancy loss are
scarce. The temporal relationship between fetal expul-
sion and symptom onset in our case suggests that
pregnancy-associated venous remodeling and elevated
estrogen levels may have contributed to the develop-
ment or unmasking of venous insufficiency. An addition-
al unusual feature was the coexistence of PCS with en-
hanced myometrial vascularity (EMV). Elagwany de-
scribed the diagnostic confusion that may arise when
EMV is identified on imaging, particularly in differentiat-
ing it from uterine arteriovenous malformations and re-
tained products of conception.[11] Similar to the find-
ings of this report, our patient demonstrated increased
myometrial and perimetrial vascularity on Doppler ultra-
sonography and MRI. However, unlike true arteriovenous
malformations, the vascular channels showed low-
velocity venous flow associated with prominent adnexal
varicosities and reversed venous flow, which is more
consistent with pelvic venous congestion. This observa-
tion supports the hypothesis that venous hypertension
associated with PCS may contribute to secondary my-
ometrial vascular changes and abnormal uterine bleed-
ing. Doppler ultrasonography demonstrated multiple di-
lated adnexal veins greater than 4 mm in diameter with
reversed venous flow, while MRI confirmed extensive
pelvic venous dilatation and increased myometrial vascu-
larity. Although CT or conventional venography is often
considered the diagnostic gold standard, financial con-
straints preclude these investigations. Diagnostic lapa-
roscopy subsequently confirmed pelvic venous conges-
tion and excluded alternative pelvic pathologies, such as
endometriosis, pelvic inflammatory disease, and adnexal
pathology. This highlights the value of combining nonin-
vasive imaging modalities with minimally invasive surgi-
cal assessments when definitive radiological studies are
unavailable. The management of PCS remains contro-
versial, with treatment options including hormonal ther-
apy, ovarian vein embolization, and surgical interven-
tions. Medical management is typically the first-line
treatment for pelvic congestion syndrome because of its
noninvasive nature and lower associated risks. This ap-
proach is often combined with pelvic floor physical and
cognitive behavioral therapy.[12] Up to 70% of pelvic
congestion syndrome-affected females may be ade-
quately managed through these conservative treatment
approaches, although few studies assess long-term effi-
cacy. Pharmacological options for managing pelvic con-
gestion syndrome include gonadotropin-releasing hor-
mone (GnRH) agonists, danazol, combined oral contra-
ceptives, progestins, phlebotonics, and nonsteroidal an-
ti-inflammatory drugs.[13] Symptomatic relief is ob-
served when medroxyprogesterone is combined with
psychotherapy. [15] Goserelin, a GnRH agonist, has bet-
ter results in controlling pain than medroxyprogesterone
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acetate. However, treatment cannot be continued be-
yond 1 year because it is a GnRH agonist.[14]

Most contemporary studies favor endovascular emboli-
zation because of its high success rate and minimally
invasive nature. However, access to interventional radi-
ology may be limited in resource-constrained environ-
ments. In our patient, treatment with medroxyprogester-
one acetate resulted in complete symptom resolution
and sustained clinical improvement at six months. This
favorable outcome supports previous observations that
hormonal suppression may be an effective therapeutic
option in selected patients, particularly when fertility
preservation and non-invasive management are desired.
This case broadens the recognized clinical spectrum of
PCS by demonstrating that the syndrome may present
predominantly as abnormal uterine bleeding rather than
as chronic pelvic pain. Furthermore, it highlights the po-
tential association between PCS and enhanced myome-
trial vascularity following pregnancy loss, a relationship
that has received limited attention in the literature to
date. Increased awareness of this atypical presentation
may facilitate early diagnosis, prevent unnecessary in-
terventions, and improve patient outcomes.

CONCLUSION

This case highlights the importance of a multidisciplinary
approach in managing PCS. Clinicians should maintain a
high level of suspicion for PCS in women with chronic
pelvic pain, conduct thorough evaluations, and utilize
appropriate diagnostic imaging, endoscopic surgery, and
pharmaceutical treatments. PCS typically affects multi-
gravida and premenopausal women; however, it can also
occur in premenopausal nulligravida women, as demon-
strated in this case report. PCS generally presents as
chronic pelvic pain; however, it can also present as an
unusual finding after expulsion of the fetus. One proba-
ble cause of this is excess estrogen during pregnancy.
Due to financial restraints, limited resource settings, un-
availability of CT venography, and sequential follow-up
imaging, the study has some limitations. Therefore, fur-
ther research is necessary to understand the precise
pathological mechanisms involved and establish a gold-
standard treatment method that effectively addresses
this syndrome.
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