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Dr. Stewart: Awareness, diagnosis, and access
to care for pelvic venous disease (PeVD)
remain highly variable across regions and spe-
cialties. What do you see as the key barriers
contributing to this gap, and what systemic or
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structural changes could most improve early
recognition and equitable access to appropri-
ate evaluation and treatment?

Dr. Khilnani: There is increasing emphasis on using
more clinically precise nomenclature when discussing
pelvic conditions related to venous disorders. PeVD is
best understood as an umbrella term encompassing sev-
eral venous clinical syndromes arising from pelvic venous
pathology, including venous-origin chronic pelvic pain
(VO-CPP), vulvar and lower extremity varicose veins,
pelvic-related lower extremity swelling or venous claudi-
cation, and, in some patients, left flank pain and hematu-
ria." In this context, the discussion in this article focuses
specifically on VO-CPP, which remains the most diagnos-
tically and therapeutically contested manifestation.

The most significant barrier to awareness, diagnosis,
and access to care for VO-CPP is the lack of high-qual-
ity, comparative-effectiveness clinical trial data dem-
onstrating that interventions such as embolization and
iliac vein stent insertion lead to meaningful improve-
ments in pain and quality of life. In the absence of such
evidence, VO-CPP remains inconsistently recognized
and variably reimbursed, limiting access to appropriate
evaluation and treatment.

The most impactful systemic change would be the
generation of rigorous, multicenter evidence using
standardized diagnostic criteria and validated patient-
reported outcome measures, followed by active dis-
semination of these data to gynecology and CPP
communities where most patients are first evaluated.
This approach could promote routine consideration of
venous etiologies, improve referral pathways, and ulti-
mately support more equitable access to care.
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Dr. Salazar: Barriers include low awareness among
nonvenous specialists, symptom overlap with gyneco-
logic/urologic disorders, and lack of standardized refer-
ral pathways. Solutions involve shared care protocols,
venous prompts in CPP workflows, and expanded con-
tinued medical education training on PeVD.

Dr. Stewart: Given that symptoms of VO-CPP
often overlap with other pelvic disorders, what
strategies have you found most effective for
educating and partnering with nonvenous spe-
cialists—such as gynecology, urology, primary
care, and physical therapy? How should mul-
tidisciplinary collaboration be structured to
ensure coordinated, appropriate care and opti-
mize patient outcomes?

Dr. Salazar: Effective strategies include targeted
education on diagnostic criteria and imaging, as well as
multidisciplinary clinics—either co-located or virtual—
with vascular, gynecology, pain specialists, and physical
therapists for joint decision-making.

Dr. Khilnani: A major challenge is the limited appre-
ciation that CPP frequently evolves into a chronic over-
lapping pain condition, in which an initial primary pain
generator is accompanied by secondary musculoskeletal,
visceral, neuropathic, and affective contributors. This
overlap can obscure the original etiology and explains why
treatment of a correctly identified venous pain generator
may yield less improvement than expected if coexisting
pain generators and affective disorders are not addressed.

Effective partnership begins with framing VO-CPP
as one component of a broader pain condition rather
than a competing diagnosis. Multidisciplinary care
should therefore be structured around parallel, rather
than sequential, management of pain contributors.
Venous specialists should collaborate closely with gyne-
cology, pelvic floor physical therapy, pain medicine, and
behavioral health and proactively refer patients with
persistent symptoms, central sensitization, or affec-
tive comorbidities after a successful venous treatment.
Such coordinated, multidisciplinary care offers the best
opportunity to optimize outcomes and helps set realis-
tic expectations for patients with complex CPP.

Dr. Stewart: What clinical patterns or red flags
should prompt gynecologists or primary care
physicians to consider a venous origin for pel-
vic pain and trigger timely referral for vascular
evaluation?

Dr. Khilnani: Clinical features that should prompt
consideration of VO-CPP include symptoms that are
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gravity-dependent, worsening with prolonged stand-
ing or sitting, progressing over the course of the day,
and improving with recumbency. Pain is often present
throughout the menstrual cycle and may worsen dur-
ing menses, but it typically lacks the pain-free intervals
between cycles that are more characteristic of endome-
triosis. Prolonged postcoital pelvic aching is also rela-
tively common.

The most important clinical overlap is with pelvic floor
tension myalgia, as symptom descriptions can be nearly
identical. Careful pelvic examination is therefore criti-
cal; focal trigger points on pelvic floor palpation favor
myofascial pain, whereas tenderness over dilated pelvic
venous plexuses in the adnexal or uterine regions and the
lack of pelvic floor trigger points suggest a venous pain
generator. When clinical suspicion is supported by imag-
ing demonstrating pelvic venous pathology, timely refer-
ral for vascular evaluation is appropriate.

Dr. Salazar: Clinical indicators suggestive of a venous
etiology for pelvic pain include persistent, noncyclical
pelvic discomfort lasting longer than 6 months and pain
exacerbated by prolonged standing or sexual activity,
particularly postcoital pain that may persist for hours
to days. Additional findings may encompass vulvar or
thigh varicosities and menorrhagia. Importantly, these
symptoms should prompt consideration of vascular
evaluation when conventional gynecologic and urologic
assessments yield negative results.

Dr. Stewart: Are there any blind spots you see
among venous providers themselves when it
comes to diagnosing or managing VO-CPP?
How can specialists better educate themselves
and their teams?

Dr. Salazar: Blind spots include underuse of patient-
reported outcomes, limited attention to anatomic vari-
ants, and overreliance on embolization without adjunc-
tive therapies. Education should focus on imaging pro-
tocols, anatomy, and comprehensive care approaches.

Dr. Khilnani: One important blind spot among
venous specialists is the tendency to overestimate the
strength of the existing evidence base. Although obser-
vational data and clinical experience suggest benefit,
we must acknowledge that high-quality, randomized,
sham-controlled trials evaluating embolization and iliac
vein stenting for VO-CPP are needed to unequivocally
demonstrate their efficacy. Meaningful progress will
require active engagement in ongoing trials such as
EMBOLIZE (NCT06168058; see Sidebar)? and the devel-
opment of similarly rigorous studies for iliac vein stent
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Understanding Pelvic Venous Disorders

What is Chronic Pelvic Pain?' What are the Symptoms?’
Chronic Pelvic Pain (CPP) is related to pelvic venous disorders * The primary symptom is pelvic pain and/or pressure around the
(historically known as pelvic congestion syndrome) and typically uterus and/or ovaries

manifests below the belly button in the pelvic region. This pain stems
from multiple factors that can include enlarged veins around the
ovaries and uterus. Blood from pelvic veins empties into veins with * Worsening pelvic pain with gravity that can occur during walking,
valves that facilitate blood flow towards the heart and prevent vein standing, and/or lifting

dilation, which can result in reversed blood flow back to the pelvis.
Vein dilation can cause dilated veins to form near the uterus and
ovaries. Blood pooling in the pelvic veins can lead to vein swelling/
dilation, increased vein number, and pelvic pain. When this occurs, the - - .y
diagnosis becomes Pelvic Venous Disease (PeVD). Women affected Causes of Chronic Pelvic Pain
by this condition frequently have worse pain while standing, due to
prolonged sitting, or during/after sexual intercourse. Pelvic venous
disorders predominantly affect women who have had one or more

* Heaviness in the pelvis with extension to the vagina

* Worsening pain after intercourse and/or menstrual cycle/period

Diagnosing the source of pelvic pain can be challenging due to
numerous potential causes, such as:

pregnancies due to vein stretching from increased blood flow to the o Pelvic Venous Disease (Pelvic Congestion Syndrome)
uterus and the absence of the veins shrinking back down in size o
after delivery. e Uterine fibroids

* Ectopic pregnancy

* Endometriosis
women in the United States e Ovarian cysts
1 out of suffers from pelvic pain at
every some point in their lives® . . . . .
Diagnosing Chronic Pelvic Pain

To identify whether chronic pelvic pain is associated with pelvic
varicose veins, minimally invasive diagnostic tests can be
conducted, including:
* Pelvic and transvaginal ultrasound
* Pelvic venogram
e Computed Tomography (CT) scan
* Magnetic Resonance Imaging (MRI) scan

Pelvic Vein Embolization

Embolization is the use of metal coils or other embolic
agents to stop the flow of blood to a vessel. Pelvic vein
embolization involves occluding (blocking) enlarged veins
such as the ovarian veins that typically empty the pelvic
veins to relieve painful pressure.

Typically performed as an outpatient procedure, a
physician inserts a small catheter (tube) via a small needle
stick into the appropriate vein near the groin or the neck.
The physician uses the catheter to deliver small coils

to damaged or leaking veins, thus blocking blood flow
through the abnormally dilated pelvic veins.

BEFORE PROCEDURE AFTER PROCEDURE
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l@\ EMBOLIZE STUDY

Prospective 40 Upto5
Randomized Patients Sites
Objective

To compare the effect of bilateral ovarian vein and pelvic vein
embolization vs. placebo (venography alone) in women with symptoms
and signs suggesting venous-origin Chronic Pelvic Pain (CPP):

* At least one dilated and incompetent ovarian vein (=6 mm with
reflux on any imaging modality)

¢ Pelvic varices (=1 veins, >5 mm diameter)

Key Inclusion Criteria

¢ Presence of venous origin Chronic Pelvic Pain for greater
than 6 months as determined by 4 consecutive weeks of
baseline self-assessments despite non-vascular therapy
as delineated by the following criteria:

¢ Pain exacerbated by walking, standing or lifting
e Symptoms are at least partially alleviated by lying down
* Prolonged post-coital ache

e Absence of non-venous origin CPP as determined by
gynecology examination

Key Exclusion Criteria

* Female <18 years of age

e Female subject who plans to become pregnant during study
period

¢ Female subject who is pregnant (positive pregnancy test) or
actively breastfeeding

e Patient who is post-menopausal or anovulatory with hormone
suppression

e Prior hysterectomy, ovarian vein embolization or ovarian vein
ligation

¢ Inability to tolerate endovascular procedure due to acute illness
or general health

Planned simultaneous treatment with nerve blocks, laparoscopy,
or surgical intervention during the duration of the study

Scan QR Code
to Learn More
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Primary Endpoint

Reduction in pain symptoms as measured by difference in
Visual Analog Scale (VAS) pain score at 6 months in treatment group
vs. control group

Secondary Endpoint

Changes in patient reported outcomes from baseline (PROMIS 3A,
PROMIS 10, Patient Global Impression of Change and EQ5D) to 1, 3,
and 6 months post-treatment vs. initial 6 months of conservative care.

Follow-Up Schedule

e 1, 3, 6 months post-procedure
* Weekly self-assessments remotely or via mobile device

* At 6 months, patients who were assigned to venogram only
will be offered embolization as part of study participation

* Symptoms-Varices-Pathophysiology Classification of one
of the following:

* S VoPoeuantr S VoPravant: S2VoPiayanr» With or without
S,V,P, S,V,P, S,V,P,

272 BIVRNT? 272" LIVRNT? =272" RIIV,RNT
e CT, TAUS and diagnostic venography (if needed) imaging review
for pelvic venous imaging factors

e Left or right ovarian vein diameter greater than or equal
to 6 mm as documented by TAUS or CT

* Presence of intrabdominal/pelvic varices as documented
by TAUS or CT (=1 veins, >5 mm diameter)

* Presence of venous reflux in ovarian/pelvic veins with
or without internal iliac vein reflux without evidence of
hemodynamically significant stenosis

e Known allergy to sclerosant, coil, stent or catheter components
including nickel allergy

* Any iliac vein stenosis identified by the investigator on pelvic
DUS, CT venogram, and/or Catheter Venography and deemed
significant for exclusion by study patient review committee

* Any renal vein stenosis with resultant renal hilar varices/
collaterals and lumbar collaterals identified by the investigator
on pelvic DUS, CT venogram, and/or Diagnostic Venography
and deemed significant for exclusion by study patient review
committee

e Serious medical condition that might preclude full participation
in the study to the desired endpoint (e.g., uncontrolled diabetes,
malignancy, COPD, MI, CHF, etc.)

e Severe allergy to iodinated or gadolinium-based contrast
refractory to steroid premedication

e Severe renal impairment (on chronic dialysis or estimated GFR
<30 mL/min)

* Hemoglobin <8.0 g/dL, uncorrectable INR >3.0 or platelet count
<75,000/microliter

* Post thrombotic IVC, iliac or ovarian vein changes
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insertion in well-phenotyped, homogeneous patient
populations.

A second blind spot is insufficient recognition of
chronic overlapping pain conditions and their impact
on treatment response. In some patients, addressing
a venous pain generator leads to substantial improve-
ment in the primary and secondary pain generators;
in others, coexisting pain mechanisms and affective
comorbidities limit perceived benefit despite techni-
cally successful intervention. Venous specialists can bet-
ter serve patients by educating themselves about pain
overlap, setting realistic expectations for patients and
those who refer them, and integrating multidisciplinary
referral pathways alongside procedural care.

Dr. Stewart: How might telehealth or novel
care models like multidisciplinary "venous pel-
vic pain” clinics improve access to treatment
for VO-CPP, especially for rural, underserved,
or historically marginalized populations?

Dr. Salazar: Telehealth can improve access by
enabling remote triage and imaging review. Virtual mul-
tidisciplinary clinics streamline referrals and care coor-
dination for underserved populations.

Dr. Khilnani: Although telehealth may have a lim-
ited role, most likely for follow-up, the greatest oppor-
tunity to improve access to care for VO-CPP lies in
educating CPP providers and practicing gynecologists
to recognize venous etiologies as legitimate and clini-
cally important pain generators. Venous specialists do
not necessarily need to be embedded within pelvic pain
clinics; rather, they should serve as readily accessible
consultants once appropriate clinical suspicion is estab-
lished. A fundamental barrier is the lack of recognition
that VO-CPP can impose a disease burden comparable
to or, in some domains, greater than endometriosis.

In an accepted abstract for the Society of
Intervention Radiology’s (SIR) 2026 annual scientific
meeting, women with VO-CPP referred by gyneco-
logic pelvic pain specialists demonstrated significantly
worse 36-Item Short Form Health Survey scores across
all domains compared with normative populations.
Moreover, compared with endometriosis cohorts
reported in the literature, these patients had signifi-
cantly worse scores in physical role limitations, pain,
vitality, and the physical component summary, with
similarly poor scores across the remaining domains.
Disseminating these data within the gynecologic CPP
community may be one of the most effective ways to
improve early recognition, referral, and equitable access
to appropriate evaluation and treatment.
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Dr. Stewart: What do you see as the key

gaps or limitations in current interventional
approaches to VO-CPP, and how can data reg-
istries, patient-reported outcomes, and quality
improvement efforts be leveraged to refine
best practices and guide treatment decisions?

Dr. Khilnani: A major limitation of current inter-
ventional approaches is the emphasis on pain reduc-
tion alone, despite the broad, multidimensional
impact of VO-CPP on patients’ lives. Our ongoing SIR
Foundation—funded patient-reported outcome mea-
sure study (NCT06083597) demonstrates that affected
women experience multiple concurrent symptoms and
substantial impairments across physical, emotional,
sexual, occupational, and financial domains—burdens
not captured by pain scores alone.

This disease-specific patient-reported outcome
measure is being developed using concept elicitation,
cognitive interviewing, and psychometric validation,
ensuring that both symptoms and downstream impacts
are measured directly from the patient perspective.
Incorporating this and other QOL tools into registries
and quality-improvement efforts will allow data analysis
that can refine patient selection, improve counseling,
and better align interventional decision-making with
outcomes that matter most to patients.

Dr. Salazar: Current gaps include reliance on obser-
vational studies and lack of randomized trials. Registries
and validated patient-reported outcomes are essential
for benchmarking and refining best practices.

Dr. Stewart: Drs. Salazar and Khilnani, what
can you tell us about the progress in the ongo-
ing EMBOLIZE trial,? as well as what it aims to
determine? How can interventional radiolo-
gists outside of the trial help with EMBOLIZE?
How can they refer patients to their colleagues
enrolling in the trial?

Dr. Salazar: EMBOLIZE compares emboliza-
tion efficacy with conservative or sham treatments.
Interventional radiologists and vascular surgeons can
assist by referring eligible patients and collaborating
with trial sites according to protocol.? Our strict inclu-
sion criteria require identifying premenopausal VO-CPP
patients without significant venous obstruction for
enrollment. If you have a patient that meet criteria,
please contact our principal investigators (Pls).

Dr. Khilnani: EMBOLIZE is a fully funded, random-
ized, sham-controlled trial led by Dr. Salazar and Ronald
Winokur, MD, designed to determine whether pelvic



venous embolization provides clinically meaningful
improvement in pain and QOL for carefully selected
women with VO-CPP due to ovarian vein reflux (with-
out renal or iliac vein obstruction).? Our group at Weill
Cornell Medicine—NewYork-Presbyterian Hospital is
currently enrolling patients.

Interventional radiologists and vascular surgeons
outside the trial can help most by identifying and refer-
ring eligible patients so we can rapidly generate the
high-quality evidence needed for broad gynecologic
acceptance and durable insurance coverage. Referrals
can be made directly to the enrolling site/Pls, or via the
SIR EMBOLIZE referral pathway (see Sidebar).

The study covers 100% of procedure-related care;
patients with insurance denials in clinical practice are
welcome as study patients, but referrals of women
with coverage who are interested in helping advance
the evidence to benefit other women affected by this
issue are also encouraged. Patients randomized to the
control arm are offered study-funded embolization
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after 6-month unblinding, so every eligible patient who
wants embolization will have the opportunity to receive
it without copays or deductibles. m
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