Case Report

Pelvic Congestion Syndrome Presenting
with Massive Pulmonary Embolism
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Pelvic Congestion Syndrome (PCS) causes chronic pelvic pain due to incompetent, dilated pelvic veins. Inferior Vena Cava (IVC)
thrombosis can either be a cause or effect of PCS. Pulmonary embolism in such a setting is rare with only a few reported cases
till date. A heightened awareness and clinical suspicion for the specific symptomatology and associated findings are necessary
to prevent catastrophe. This report is about a rare case in a young multiparous female with overlooked chronic pelvic pain, due to
PCS presenting with breathlessness and hypotension. On evaluation, her echocardiogram revealed dilated right sided chambers,
large thrombus in IVC and right pulmonary artery. Troponin was elevated. Computed Tomography (CT) scan confirmed massive
pulmonary embolism along with presence of dilated pelvic plexus and dilated right ovarian vein. Patient was successfully treated

with systemic thrombolysis followed by oral anticoagulation.
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CASE REPORT

A 23-year-old female patient presented with history of non-cyclic low
back/pelvic pain for last 6 months, low grade fever and intermittent
vaginal discharge for last 1 month and dyspnea of New York Heart
Association (NYHA) class IV for last 10 days [1]. There was no
history of syncope or haemoptysis. There was no history of leg
swelling suggestive of Deep Vein Thrombosis (DVT). She is G2P2L.2
with last delivery 3 year back, not on oral contraceptives. She had
multiple hospital visits elsewhere for last 6 months for low back/
pelvic pain, with an ultrasound report done a month back revealing
only an increased endometrial thickness.

On examination, her pulse rate was 126/min, blood pressure
90/60 mmHg, tachypneic with respiratory rate of 28/min and
room air oxygen saturation of 94%. There was an ejection systolic
murmur in pulmonary area and loud P2; decreased breath sounds
on right side and mild lower abdomen tenderness and cervical
tenderness with no external varices. Echocardiography (ECG)
was unremarkable except for sinus tachycardia and T inversion
in V1-V4. Echocardiogram (Echo) revealed dilated right atrium
and right ventricle, with right ventricular free wall hypokinesia
and Right Ventricular Systolic Pressure (RVSP) of 64 mmHg.
There was also a large thrombus in Inferior Vena Cava (IVC) and
right pulmonary artery [Table/Fig-1A-D]. Her haemogram, Renal

[Table/Fig-1]: Echocardiogram: A and B Free Floating Inferior Vena Cava (IVC)
thrombus; C: Dilated right atrium and right ventricle suggesting massive pulmonary
embolism; D: Thrombus in right pulmonary artery.

Function Test, Liver Function Test, thyroid profile and blood
sugar were normal. Antinuclear Antibody was negative. Troponin
was elevated.

CT scan confirmed IVC thrombosis and Pulmonary Embolism
occluding right pulmonary artery and peripheral thrombus in
left pulmonary artery. Also, the right ovarian vein was dilated
measuring 22 mm and adnexal veins were dilated, suggestive of
PCS [Table/Fig 2A-D]. There was no evidence of lower extremity
DVT on doppler study.

[Table/Fig-2]: CT Scan: A-Dilated right ovarian vein and pelvic plexus; B: Pulmonary
infarct; C: IVC thrombosis with left renal vein thrombosis; D: Right pulmonary artery
thrombus

Patient was systemically thrombolysed with Streptokinase with
250,000 IU as a loading dose over 30 minutes, followed by 100,000
U/hr over 24 hours. Tachypnoea settled next day. Patient was
anticoagulated with low molecular weight heparin with warfarin
overlap to therapeutic International Normalised Ratio (INR). Follow-
up ECHO on day 3 revealed no thrombus in IVC and in pulmonary
artery with RVSP of 43 mmHg. A pro-coagulation assay did not
reveal any abnormality.

At 3 months, patient was asymptomatic in NYHA class | [1] with
INR of 2.6, echocardiogram showed normal size right atrium and
right ventricle and a RVSP of 24 mmHg.
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DISCUSSION

PCS remains less diagnosed explanation for chronic pelvic pain
usually in multiparous females. Symptoms include non-cyclical,
lower back, pelvic and inner thigh pain, dyspareunia, and prolonged
post-sexual discomfort [2]. There are only few reported cases of IVC
thrombosis with pulmonary embolism in PCS. Tadlock MD et al., in
post-mortem analysis of 500 deaths due to pulmonary embolism,
showed pelvic plexus as source of pulmonary embolism in 4.2%
[3]. Markovits MA et al., reported a case of recurrent pulmonary
embolism from pelvic varices [4]. Isolated IVC thrombosis without
lower limb DVT is rare, mostly attributed to IVC anomalies,
malignancy or intra-abdominal pathologies [5]. Often it is difficult to
distinguish PCS causing IVC thrombosis or vice-versa.

In the present case, lower abdominal symptoms were present for
last 6 months with presence of hugely dilated right ovarian vein and
pelvic varices with fresh mobile thrombus causing partial obstruction
of IVC without affecting lower limb veins, PCS likely occurred first.
Either ways, it can be fatal and an early diagnosis could prevent
catastrophe of pulmonary embolism. PCS being an unusual diagnosis
of exclusion in chronic pelvic pain, pelvic ultrasound and/or computed
tomography scan are usually the first imaging modalities [6]. Often
ultrasound being done by treating gynaecologist, it is important to
look in particular venous anatomy with doppler study.

The present patient merited systemic thrombolysis in view of
massive pulmonary embolism. The management dilemma was
with IVC filter. In this patient with thrombus extending to right renal
vein, an IVC filter if considered to be suprarenal with a Class llb
recommendation with Level of evidence C [7]. British Committee
for Standards in Haematology state that vena cava filters have not
been shown to reduce the incidence of fatal pulmonary embolism
during thrombolysis (systemic or catheter-directed) and hence are
not mandatory with such thrombolysis [8]. The present patient
was administered systemic thrombolysis with streptokinase as per
recommendation of ESC guidelines [9]. Patient was anti-coagulated
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with low molecular weight heparin, with overlap of vitamin K
antagonist to attain therapeutic INR. Patient was followed up after 3
month which revealed normal pulmonary arterial pressures in NYHA
Class 1 [1].

CONCLUSION(S)

Pelvic congestion syndrome is rare cause of pulmonary embolism
and should be particularly looked for in multiparous female
presenting with pulmonary embolism without extremity deep vein
thrombosis.
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