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Embolization for VO-CPP
De Gregorio MA, JVIR  2020

• Retrospective review - 510 women with ”clinical PeVD symptoms > 6 mo”
• 84.8% treated with 4 vein embolization (Bilateral Ov & II veins)
• 26 (5%) recurrences

The Role of Conservative Management
Venous-Origin Chronic Pelvic Pain

• Insurance prohibitions (“Investigational Therapy”)

• Anatomic limitations to complete treatment

• Difficult anatomy

• Duplicated ovarian veins

• Residual symptoms after treatment

• Untreated venous disease

• Concurrent pelvic pathology

• “Central sensitization” & chronic pain

Hormonal Management of Chronic Pelvic Pain
Jarrell JJ, Journal of Gynecology & Obstetrics 2018

• Medical management with ovarian suppression
• First line – low dose oral contraceptives
• Second line

Progestin (medroxyprogesterone acetate)
Danazol (synthetic androgen)
Gonadotropin releasing hormone (GnRH) agonists (goserelin, leuprolide, 

buserelin, nafarelin) with “add back” therapy
• GnRH analogs also efficacious in other pelvic pain syndromes
• Irritable bowel syndrome (IBS) (Mathias JR, Dig Dis Sci 1998)
• Interstitial cystitis (IC) (Jones CA, Urology 1997)
• Venous-origin pelvic pain (Soysal ME, Human Reproduction 2001)

Hormonal Therapy & Venous-Origin Pelvic Pain
Soysal ME, Human Reproduction 2001

• 47 women with chronic pelvic pain, venographically documented 
varices and no other pelvic pathology randomized to
• Goserelin q month X 6 months
• Medroxyprogesterone acetate (MPA) 30 mg/day X 6 months

• Follow-up at 6 and 12 months
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Venous Pain & Inflammation

From Bush R, Phlebology 2017

MPFF & Chronic Pelvic Pain
Simsek M, Clin Exp Obstet & Gynecol 2007 

• 20 patients with laparoscopically confirmed venous-origin CPP (S2V2)
• Randomized to 
• 500 mg micronized purified flavonoid fraction (MPFF) bid
• Placebo (multivitamin)

• Cross-over at 6 months

Myofascial Pelvic Pain

• Hypertonus of the pelvic floor
• Response to gynecologic pain
• Faulty body mechanics• Treatment
• Trigger point injection
• Pelvic floor physical therapy

Conclusions
• Interventions for venous-origin CPP – Effective but imperfect
• Indications for medical management
• Insurance limitations
• Inadequate response to intervention

•Medical management of venous-origin chronic pelvic pain
• Hormonal therapy
• Phlebotonic agents (e.g. MPFF)
• Pelvic floor physical therapy

• But often a chronic pain syndrome best treated with a multidisciplinary approach


