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What’s “New” In Pelvic Congestion?

• New description – PeVD

What’s “New” In PeVD?

• New Name
• Treatment of pelvic reservoir

• Left common iliac vein stenosis 
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Left  Ovarian Vein Embolization

Lt renal vein injection
Ovarian vein  reflux

LOV injection                 LOV embolization
      reflux and  varices          Gelfoam lipiodol slurry

Left  Ovarian Vein Embolization
Normal ROV, Both IIV’s

Lt renal vein injection
Ovarian vein  reflux

LOV injection                 LOV embolization               LOV  coils
      reflux and  varices          Gelfoam lipiodol slurry

• No data favoring 
• Sclerosis with 
• TDS alone
• Foam
• Gelfoam slurry

• Coil packing
• Tight
• Loose

Pelvic Reservoir Via Left Internal Iliac Vein Internal Iliac Vein Embolization

Infuse 3% TDS each 2 cc / 
0.5 ml contrast until stasis 
(or gelfoam/ lipiodol)

Coil

Tech Vasc Interventional Rad 2023. 26:100899

New Terminology In PeVD

• Treatment of pelvic reservoir
• SVP Classification to make treatment assessment reproducible
• Left common iliac vein stenosis 
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SVP Classification

vein, (2) the gonadal and internal iliac veins and associ-
ated pelvic venous plexuses, and (3) the pelvic origin
extrapelvic transitional veins arising from reflux exiting
the pelvis through recognized escape pointsdare
included in the SVP classification. Although often
communicating with zone 3, the fourth zone, the super-
ficial and deep veins of the lower extremity and their trib-
utaries, is optimally classified with CEAP and is not
included in the SVP instrument.
Each of the three primary domainsdsymptoms (S), vari-

ces (V), and pathophysiology (P) with its 3 subdomainsd
is discussed in this section.

Symptoms (S). Pelvic venous classification begins with
the patient’s clinical symptoms (S) designated by

subscripts from 0 through 3 (Table II). As discussed
elsewhere in this article, responses are arranged in
descending anatomic zones from the renal veins to the
lower extremities. Although some complaints may occur
in either sex, others such as pelvic pain and varicocele
occur predominantly or exclusively in one sex. Venous
origin extrapelvic symptoms (S3) are further subdivided
into those involving the external genitalia, those related
to pelvic origin nonsaphenous varicosities of the leg
(posteromedial thigh and sciatic/tibial nerve), and those
of venous claudication.
The pelvic origin extrapelvic veins of the thigh may

communicate with the superficial and deep veins of
the lower extremity and be associated with any of the
manifestations of C2 through C6 disease. Although

Fig 1. The symptoms, signs (varices), and pathophysiologic manifestations of pelvis venous disorders (PeVD) occur
in four anatomic zones of the abdomen and pelvis. These are arranged in descending order from the renal veins
to the lower extremities and include symptoms and varices associated with (1) the left renal vein, (2) the gonadal,
internal iliac, and pelvic veins, (3) the pelvic origin extrapelvic veins arising in the pelvis and refluxing through the
pelvic escape points to the genitalia and lower extremity veins, and (4) the lower extremity veins. The first three
zones are included in the Symptoms-Varices-Pathophysiology (SVP) classification while the fourth zone, associ-
ated with the superficial and deep veins of the lower extremity and their tributaries, is optimally classified with
CEAP and is not included. L, left; R, right.
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and have clinical relevance to the patient. Efforts were
made to ensure the definitions were evidence based
and as precise as possible, recognizing that there are de-
ficiencies in the current literature. The underlying patho-
physiology and involved anatomic segments are similarly
precisely described.
The SVP instrument does have some limitations.

Although members of the multidisciplinary panel were
all experts in their respective fields, patient representa-
tives were not included and may have identified other
factors of importance to patients. Additionally, the
knowledge base with respect to PeVD is rapidly
advancing and it is fully recognized that future revisions
with be required. For example, there are no consistent
and widely accepted diagnostic criteria for most
PeVD.46 Because many definitions are based on noninva-
sive imaging studies with variable diagnostic criteria, def-
initions were occasionally problematic and it is
anticipated that these will be refined as the field ad-
vances. Although every effort was made to ensure that
definitions were precise and that reproducibility was
acceptable in simulated classification exercises, the in-
strument awaits clinical validation.

It is also anticipated that there will be resistance to
abandoning the historic nomenclature for PeVD and
that the SVP classification will be criticized as being
overly complex for clinical use. Despite bringing
much-needed clarity to lower extremity venous disor-
ders, the CEAP classification has been similarly criti-
cized. However, with increasing familiarity, CEAP has
been successfully adopted by most clinicians and inves-
tigators and has become the international standard for
the classification of lower extremity venous disorders.
Despite efforts to make the classification of PeVDs as
simple as possible, it must be appreciated that PeVD
are quite complex with variable, but interrelated hemo-
dynamic and clinical features that cannot be
adequately described by the current nomenclature. As
with CEAP, the nuances of the SVP classification cannot
be appreciated from simply reading this manuscript.
Comfort and familiarity with the classification, as well
as identification of additional limitations, can only
come with routine use. It is hopeful that use of
Table VII, as well as an electronic version that is avail-
able through https://myavls.org/svp, will aid in initial
adoption of the SVP classification.

Table VII. Symptoms-Varices-Pathophysiology (SVP) classification scoring sheet

Symptoms (S) Varices (V)

Anatomy/pathophysiology (P)

A H E

No pelvic symptoms 0 No pelvic varices 0 IVC O T

Renal 1 Renal 1 NT

Pelvic 2 Pelvic 2 C

Extrapelvic 3 Extrapelvic 3 L RV O T

Genital 3a Genital 3a NT

Leg symptoms 3b Leg varices 3b C

Venous claudication 3c R GV O T

L R NT

B C

R CIV O T

L R NT

B C

R IIV O T

L R NT

B C

R EIV O T

L R NT

B C

R PELV O T

L R NT

B C

S V Psegment1,H,E;segment 2,H,E

A, Anatomic; H, hemodynamic; C, congenital; CIV, common iliac veins; E, etiologic; EIV, external iliac veins; GV, gonadal (testicular, ovarian) veins; IIV,
internal iliac veins; IVC, inferior vena cava; L, left; NT, nonthrombotic; O, obstruction; PELV, pelvic escape veins22 (“escape points”); inguinal, obturator,
pudendal, and/or gluteal; R, reflux; RV, renal vein; S, symptoms; T, thrombotic; V, varices.

582 Meissner et al Journal of Vascular Surgery: Venous and Lymphatic Disorders
May 2021

and have clinical relevance to the patient. Efforts were
made to ensure the definitions were evidence based
and as precise as possible, recognizing that there are de-
ficiencies in the current literature. The underlying patho-
physiology and involved anatomic segments are similarly
precisely described.
The SVP instrument does have some limitations.

Although members of the multidisciplinary panel were
all experts in their respective fields, patient representa-
tives were not included and may have identified other
factors of importance to patients. Additionally, the
knowledge base with respect to PeVD is rapidly
advancing and it is fully recognized that future revisions
with be required. For example, there are no consistent
and widely accepted diagnostic criteria for most
PeVD.46 Because many definitions are based on noninva-
sive imaging studies with variable diagnostic criteria, def-
initions were occasionally problematic and it is
anticipated that these will be refined as the field ad-
vances. Although every effort was made to ensure that
definitions were precise and that reproducibility was
acceptable in simulated classification exercises, the in-
strument awaits clinical validation.

It is also anticipated that there will be resistance to
abandoning the historic nomenclature for PeVD and
that the SVP classification will be criticized as being
overly complex for clinical use. Despite bringing
much-needed clarity to lower extremity venous disor-
ders, the CEAP classification has been similarly criti-
cized. However, with increasing familiarity, CEAP has
been successfully adopted by most clinicians and inves-
tigators and has become the international standard for
the classification of lower extremity venous disorders.
Despite efforts to make the classification of PeVDs as
simple as possible, it must be appreciated that PeVD
are quite complex with variable, but interrelated hemo-
dynamic and clinical features that cannot be
adequately described by the current nomenclature. As
with CEAP, the nuances of the SVP classification cannot
be appreciated from simply reading this manuscript.
Comfort and familiarity with the classification, as well
as identification of additional limitations, can only
come with routine use. It is hopeful that use of
Table VII, as well as an electronic version that is avail-
able through https://myavls.org/svp, will aid in initial
adoption of the SVP classification.

Table VII. Symptoms-Varices-Pathophysiology (SVP) classification scoring sheet

Symptoms (S) Varices (V)

Anatomy/pathophysiology (P)

A H E

No pelvic symptoms 0 No pelvic varices 0 IVC O T

Renal 1 Renal 1 NT

Pelvic 2 Pelvic 2 C

Extrapelvic 3 Extrapelvic 3 L RV O T

Genital 3a Genital 3a NT

Leg symptoms 3b Leg varices 3b C

Venous claudication 3c R GV O T

L R NT

B C

R CIV O T

L R NT

B C

R IIV O T

L R NT

B C

R EIV O T

L R NT

B C

R PELV O T

L R NT

B C

S V Psegment1,H,E;segment 2,H,E

A, Anatomic; H, hemodynamic; C, congenital; CIV, common iliac veins; E, etiologic; EIV, external iliac veins; GV, gonadal (testicular, ovarian) veins; IIV,
internal iliac veins; IVC, inferior vena cava; L, left; NT, nonthrombotic; O, obstruction; PELV, pelvic escape veins22 (“escape points”); inguinal, obturator,
pudendal, and/or gluteal; R, reflux; RV, renal vein; S, symptoms; T, thrombotic; V, varices.

582 Meissner et al Journal of Vascular Surgery: Venous and Lymphatic Disorders
May 2021

Symptoms and Anatomical regions  

vein, (2) the gonadal and internal iliac veins and associ-
ated pelvic venous plexuses, and (3) the pelvic origin
extrapelvic transitional veins arising from reflux exiting
the pelvis through recognized escape pointsdare
included in the SVP classification. Although often
communicating with zone 3, the fourth zone, the super-
ficial and deep veins of the lower extremity and their trib-
utaries, is optimally classified with CEAP and is not
included in the SVP instrument.
Each of the three primary domainsdsymptoms (S), vari-

ces (V), and pathophysiology (P) with its 3 subdomainsd
is discussed in this section.

Symptoms (S). Pelvic venous classification begins with
the patient’s clinical symptoms (S) designated by

subscripts from 0 through 3 (Table II). As discussed
elsewhere in this article, responses are arranged in
descending anatomic zones from the renal veins to the
lower extremities. Although some complaints may occur
in either sex, others such as pelvic pain and varicocele
occur predominantly or exclusively in one sex. Venous
origin extrapelvic symptoms (S3) are further subdivided
into those involving the external genitalia, those related
to pelvic origin nonsaphenous varicosities of the leg
(posteromedial thigh and sciatic/tibial nerve), and those
of venous claudication.
The pelvic origin extrapelvic veins of the thigh may

communicate with the superficial and deep veins of
the lower extremity and be associated with any of the
manifestations of C2 through C6 disease. Although

Fig 1. The symptoms, signs (varices), and pathophysiologic manifestations of pelvis venous disorders (PeVD) occur
in four anatomic zones of the abdomen and pelvis. These are arranged in descending order from the renal veins
to the lower extremities and include symptoms and varices associated with (1) the left renal vein, (2) the gonadal,
internal iliac, and pelvic veins, (3) the pelvic origin extrapelvic veins arising in the pelvis and refluxing through the
pelvic escape points to the genitalia and lower extremity veins, and (4) the lower extremity veins. The first three
zones are included in the Symptoms-Varices-Pathophysiology (SVP) classification while the fourth zone, associ-
ated with the superficial and deep veins of the lower extremity and their tributaries, is optimally classified with
CEAP and is not included. L, left; R, right.
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ces (V), and pathophysiology (P) with its 3 subdomainsd
is discussed in this section.

Symptoms (S). Pelvic venous classification begins with
the patient’s clinical symptoms (S) designated by

subscripts from 0 through 3 (Table II). As discussed
elsewhere in this article, responses are arranged in
descending anatomic zones from the renal veins to the
lower extremities. Although some complaints may occur
in either sex, others such as pelvic pain and varicocele
occur predominantly or exclusively in one sex. Venous
origin extrapelvic symptoms (S3) are further subdivided
into those involving the external genitalia, those related
to pelvic origin nonsaphenous varicosities of the leg
(posteromedial thigh and sciatic/tibial nerve), and those
of venous claudication.
The pelvic origin extrapelvic veins of the thigh may

communicate with the superficial and deep veins of
the lower extremity and be associated with any of the
manifestations of C2 through C6 disease. Although

Fig 1. The symptoms, signs (varices), and pathophysiologic manifestations of pelvis venous disorders (PeVD) occur
in four anatomic zones of the abdomen and pelvis. These are arranged in descending order from the renal veins
to the lower extremities and include symptoms and varices associated with (1) the left renal vein, (2) the gonadal,
internal iliac, and pelvic veins, (3) the pelvic origin extrapelvic veins arising in the pelvis and refluxing through the
pelvic escape points to the genitalia and lower extremity veins, and (4) the lower extremity veins. The first three
zones are included in the Symptoms-Varices-Pathophysiology (SVP) classification while the fourth zone, associ-
ated with the superficial and deep veins of the lower extremity and their tributaries, is optimally classified with
CEAP and is not included. L, left; R, right.
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Fig 1. The symptoms, signs (varices), and pathophysiologic manifestations of pelvis venous disorders (PeVD) occur
in four anatomic zones of the abdomen and pelvis. These are arranged in descending order from the renal veins
to the lower extremities and include symptoms and varices associated with (1) the left renal vein, (2) the gonadal,
internal iliac, and pelvic veins, (3) the pelvic origin extrapelvic veins arising in the pelvis and refluxing through the
pelvic escape points to the genitalia and lower extremity veins, and (4) the lower extremity veins. The first three
zones are included in the Symptoms-Varices-Pathophysiology (SVP) classification while the fourth zone, associ-
ated with the superficial and deep veins of the lower extremity and their tributaries, is optimally classified with
CEAP and is not included. L, left; R, right.
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ated pelvic venous plexuses, and (3) the pelvic origin
extrapelvic transitional veins arising from reflux exiting
the pelvis through recognized escape pointsdare
included in the SVP classification. Although often
communicating with zone 3, the fourth zone, the super-
ficial and deep veins of the lower extremity and their trib-
utaries, is optimally classified with CEAP and is not
included in the SVP instrument.
Each of the three primary domainsdsymptoms (S), vari-

ces (V), and pathophysiology (P) with its 3 subdomainsd
is discussed in this section.

Symptoms (S). Pelvic venous classification begins with
the patient’s clinical symptoms (S) designated by

subscripts from 0 through 3 (Table II). As discussed
elsewhere in this article, responses are arranged in
descending anatomic zones from the renal veins to the
lower extremities. Although some complaints may occur
in either sex, others such as pelvic pain and varicocele
occur predominantly or exclusively in one sex. Venous
origin extrapelvic symptoms (S3) are further subdivided
into those involving the external genitalia, those related
to pelvic origin nonsaphenous varicosities of the leg
(posteromedial thigh and sciatic/tibial nerve), and those
of venous claudication.
The pelvic origin extrapelvic veins of the thigh may
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Fig 1. The symptoms, signs (varices), and pathophysiologic manifestations of pelvis venous disorders (PeVD) occur
in four anatomic zones of the abdomen and pelvis. These are arranged in descending order from the renal veins
to the lower extremities and include symptoms and varices associated with (1) the left renal vein, (2) the gonadal,
internal iliac, and pelvic veins, (3) the pelvic origin extrapelvic veins arising in the pelvis and refluxing through the
pelvic escape points to the genitalia and lower extremity veins, and (4) the lower extremity veins. The first three
zones are included in the Symptoms-Varices-Pathophysiology (SVP) classification while the fourth zone, associ-
ated with the superficial and deep veins of the lower extremity and their tributaries, is optimally classified with
CEAP and is not included. L, left; R, right.
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and have clinical relevance to the patient. Efforts were
made to ensure the definitions were evidence based
and as precise as possible, recognizing that there are de-
ficiencies in the current literature. The underlying patho-
physiology and involved anatomic segments are similarly
precisely described.
The SVP instrument does have some limitations.

Although members of the multidisciplinary panel were
all experts in their respective fields, patient representa-
tives were not included and may have identified other
factors of importance to patients. Additionally, the
knowledge base with respect to PeVD is rapidly
advancing and it is fully recognized that future revisions
with be required. For example, there are no consistent
and widely accepted diagnostic criteria for most
PeVD.46 Because many definitions are based on noninva-
sive imaging studies with variable diagnostic criteria, def-
initions were occasionally problematic and it is
anticipated that these will be refined as the field ad-
vances. Although every effort was made to ensure that
definitions were precise and that reproducibility was
acceptable in simulated classification exercises, the in-
strument awaits clinical validation.

It is also anticipated that there will be resistance to
abandoning the historic nomenclature for PeVD and
that the SVP classification will be criticized as being
overly complex for clinical use. Despite bringing
much-needed clarity to lower extremity venous disor-
ders, the CEAP classification has been similarly criti-
cized. However, with increasing familiarity, CEAP has
been successfully adopted by most clinicians and inves-
tigators and has become the international standard for
the classification of lower extremity venous disorders.
Despite efforts to make the classification of PeVDs as
simple as possible, it must be appreciated that PeVD
are quite complex with variable, but interrelated hemo-
dynamic and clinical features that cannot be
adequately described by the current nomenclature. As
with CEAP, the nuances of the SVP classification cannot
be appreciated from simply reading this manuscript.
Comfort and familiarity with the classification, as well
as identification of additional limitations, can only
come with routine use. It is hopeful that use of
Table VII, as well as an electronic version that is avail-
able through https://myavls.org/svp, will aid in initial
adoption of the SVP classification.

Table VII. Symptoms-Varices-Pathophysiology (SVP) classification scoring sheet

Symptoms (S) Varices (V)

Anatomy/pathophysiology (P)

A H E

No pelvic symptoms 0 No pelvic varices 0 IVC O T

Renal 1 Renal 1 NT

Pelvic 2 Pelvic 2 C

Extrapelvic 3 Extrapelvic 3 L RV O T

Genital 3a Genital 3a NT

Leg symptoms 3b Leg varices 3b C

Venous claudication 3c R GV O T

L R NT

B C

R CIV O T

L R NT

B C

R IIV O T

L R NT

B C

R EIV O T

L R NT

B C

R PELV O T

L R NT

B C

S V Psegment1,H,E;segment 2,H,E

A, Anatomic; H, hemodynamic; C, congenital; CIV, common iliac veins; E, etiologic; EIV, external iliac veins; GV, gonadal (testicular, ovarian) veins; IIV,
internal iliac veins; IVC, inferior vena cava; L, left; NT, nonthrombotic; O, obstruction; PELV, pelvic escape veins22 (“escape points”); inguinal, obturator,
pudendal, and/or gluteal; R, reflux; RV, renal vein; S, symptoms; T, thrombotic; V, varices.
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SVP Classifier App
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What’s “New” In PeVD?

• Treatment of pelvic reservoir
• SVP Classification to make treatment assessment reproducible
• Left common iliac vein stenosis 

Our “standard approach- PeVD
Pre-procedure consult
Ultrasound and procedure explained

• Transvaginal duplex ultrasound

• Dilated pelvic veins

• Abnormal accentuation with Valsalva 

Assess Iliac Venous System

Reversed flow left internal iliac vein                    Compression left common iliac vein

If Clinically Suspect An Obstructive Component – 
Do MRV

• external compression 
• + thrombosis 

Tech Vasc Interventional Rad 24:100731

Still No Level 1 Data
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• 14 studies
• 828 patients, 994 interventions
• Average 40 yrs (range 16–72)
• Mean FU 36.1 months (range 1–288) 

Semin Intervent Radiol 2018;35:35–40 

• 91.5% patients improved
• range 68.3 - 100% (M: 95.1)
• 39% complete resolution

• 7.5% no change
• 0.8% worse 

• Symptom recurrence 0–18.2% 
• 4-12 months 

Semin Intervent Radiol 2018;35:35–40 

Conclusion –PeVD

• SVP classification
• Embolization pelvic reservoir
• Interrogate both ovarian and iiv’s in every case
• Coils alone no longer state of the art

• LCIV compression accepted as important component in PeVD
• Initial presentation
• Persistent or recurrent symptoms 

• Still no level 1 data
• EMBOLIZE trial


