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A 47-year-old multiparous woman who had conceived 4 

times; had been admitted many times over the past one 

year suffering from sever right renal colic, listlessness, 

fatigue, and gross haematuria. 

The patient had a long history of multiple medical visits 

to ER, and urology clinics and lastly had been undergone 

a cystoscopy and retrograde pyelogram for a possible 

diagnosis of right sided mid ureter stricture.
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She was diagnosed as a case of recurrent UTIs and possible 

passed stones earlier, then as a stricture at the right ureter 

due to external compression or internal mucosal neoplastic 

changes and after a second look carefull revision of her CT 

and MRI images,  Rt ovarian vein dilatation around the right 

ureter was noted.

On ureteroscopy; brush biopsy was obtained and the 

urologist confirm easy passage of his catheter with no 

resistance at the expected stricture.
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Upon setting with the patient and discussing all previous CT, 

MRI, IVU and US thoroughly and the clinical symptoms was 

pointing to a strange increase in pain on lying down and 

around the cycle.

The possibility of Rt OVS/PCS was discussed with the patient 

and urologist along with the options of endovascular 

confirmation and management. Both the patient and the 

urorogist strongly agreed for intervention as she had been 

suffering for a year and tried most of the available 

management options.
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Coronal T2WI, 
Tapered ureter

Coronal CT, 
irregularity at 
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Post GdT!WI
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In and out of Phase MRI

Dilated Rtovarian vein
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Rtovarian vein

Rtureter
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DMSA scan, Decrease 
function of Rtkid.

US shows Hydronephrosis
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Rtovarian venogram, Dilated vein
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Foam sclerotherapy and coil 
embolization of Rtovarian vein
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Post AngioKUB,  
proximal 

hydrouretronephrosis
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Introduction:

ÅOvarian vein syndrome (OVS) is a rare condition caused by 

varicose, dilated ovarian veins inducing chronic ureteral 

obstruction. The OVS was first reported and described by Clark 

in 1964, yet its existence as a true pathophysiological entity 

remains controversial.

Å It may present as an acute or chronic disease, typically 

affecting young, multiparous women and is poorly recognised

cause of ureteric obstruction and pelvic pain. The clinical 

symptoms of OVS include renal colic, uronephrosis, flank pain, 

hematuria, chronic low back pain, and even impaired renal 

function in some cases. But OVS is difficult to diagnose. 
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Ovarian Veins Anatomy:

The ovarian veins originate from the ovaries as 5 6 pampiniform

plexi that travel behind both sides of uterine body, join the 

ovarian vein, and then travel along the ovarian artery. The 2 

ovarian veins travel upward along the psoas muscles. The right 

ovarian vein joins the inferior vena cava, while the left ovarian 

vein joins the left renal vein.
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Pathogenesis:

Å According to Clark, OVS is caused by the compression of the 

ureter by dilated ovarian veins induced by pelvic congestion or 

an enlarged uterus during pregnancy.

ÅBut in 1951, Hodgkinson reported that while ovarian vein flow 

can increase 60-fold and that the diameter of the ovarian vein 

can increase 3-fold, this did not result in compression of the 

ureter. 

ÅIn addition, a more recent study conducted by Southwell and 

Bourne in 1971 showed that when the ovarian vein was fixed 

and manually dilated, no ureteral obstruction was found.
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Pathogenesis:

ÅTogether, the earlier report by Hodgkinson and the later study 

by Southwell and Bourne suggest that substantially increased 

venous pressure causes dilation of the ovarian veins and 

compresses the ureter thus resulting in OVS. 

ÅTherefore, these reports explained that although the pregnant 

women have different levels of ovarian vein dilation, but OVS 

incidence is not high. This might be because of the threshold 

pressure that most pregnant women do not reach to cause 

OVS.


