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IMPORTANT REMINDER 

Medical Policies are developed to provide guidance for members and providers regarding coverage in 
accordance with contract terms. Benefit determinations are based in all cases on the applicable contract 
language. To the extent there may be any conflict between the Medical Policy and contract language, the 
contract language takes precedence. 

PLEASE NOTE: Contracts exclude from coverage, among other things, services or procedures that are 
considered investigational or cosmetic. Providers may bill members for services or procedures that are 
considered investigational or cosmetic. Providers are encouraged to inform members before rendering 
such services that the members are likely to be financially responsible for the cost of these services. 
 
DESCRIPTION 
 
Pelvic congestion syndrome, also called pelvic venous incompetence, is a condition characterized by 
chronic pelvic pain, which is often aggravated by standing. The syndrome is thought to be associated 
with vascular engorgement of the uterus and the vessels of the broad ligament and lateral pelvic walls.  
 
Embolization has been proposed as an alternative to surgical treatment for patients who fail medical 
therapy with analgesics. Embolization therapy involves the occlusion of blood flow through the ovarian 
and internal iliac veins with coils, glue, or chemical sclerosants. The internal iliac veins may be treated 
at the same time or a later date to prevent recurrence. 
 
 

MEDICAL POLICY CRITERIA 

Embolization of ovarian veins and internal iliac veins is considered investigational as a treatment of 
pelvic congestion syndrome. 

 
 
SCIENTIFIC EVIDENCE 
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The primary beneficial outcomes of interest for treatments of pelvic pain are symptom reduction and 
improvement in the ability to function. These are subjective outcomes that are typically associated with 
a placebo effect. Therefore, data from adequately powered, randomized controlled trials (RCTs) with 
sufficient long-term follow-up are required to control for the placebo effect, determine its magnitude, 
and to determine whether any treatment effect from ovarian and internal iliac vein embolization provides 
a significant advantage over placebo or other treatment options.  
 
Literature Appraisal 
 
Systematic Reviews  
 
In 2010, Tu and colleagues published a systematic review of literature on the diagnosis and management 
of pelvic congestion syndrome (PCS).[1] The authors commented that optimal diagnostic and treatment 
methodologies remain controversial and vary widely across institutions. They also found that studies 
rarely specified explicit diagnostic criteria for PCS and that the definitions of pelvic pain varied widely 
among studies. Moreover, most studies did not use objective outcome measures or have consistent 
follow-up of outcomes. Studies on embolization for treatment of PCS were rated as poor due to lack of 
randomization and control groups, unclear patient selection criteria, and heterogeneous outcome 
measures that did not permit between-study comparison or estimates of overall treatment effects. There 
was 1 RCT, described below, in which embolization resulted in significantly better pain reduction than 
hysterectomy, but the randomization protocol was not described, and the hysterectomy patients (bilateral 
compared to unilateral salpingo-oophorectomy) were not blinded to their treatment allocation. Since 
some longer studies reported durable symptom improvement in some women, the authors recommended 
further studies with high quality design, comparing embolization, not just with surgical treatments, but 
also with hormonal therapy and other noninvasive treatments.  
 
Randomized Controlled Trials 
 
One RCT was found in which Chung et al. randomized 106 women with symptomatic PCS refractory to 
4-6 months of medroxyprogesterone acetate to 1 of 3 groups.[2] Group A (n=52) received ovarian vein 
coil embolization; Group B (n=32) underwent hysterectomy with bilateral salpingo-oophorectomy 
(BSO) and hormone replacement therapy; Group C (n=34) underwent hysterectomy with unilateral 
salpingo-oophorectomy (USO) of the affected ovary. The measured outcome was pain using the visual 
analog scale (VAS). Patients within each group were also classified into 3 subgroups based on stress 
scores from the revised social readjustment rating scale (SRRS). There was no significant difference 
between groups in VAS and SRRS scores at baseline. Patients were followed for 12 months after the 
procedure. The embolization group reported significant reduction in pain compared to baseline.  The 
hysterectomy groups also reported pain reduction, but the changes were not statistically significant.   
 
This preliminary RCT does not permit conclusions due to the following methodological limitations: 
 
• It is unknown whether the randomization scheme was adequate as the randomization protocol was 

not reported. 
• It is also unknown whether the randomization scheme was preserved since 12 women were excluded 

from the operative groups following randomization, 9 due to pathologic results [myoma (n=4) and 
adenomyosis (n=5)] and 3 in the hysterectomy with USO group because they had bilateral ovarian 
involvement but only received unilateral treatment.  
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• The small sample size limits the ability to rule out the role of chance as an explanation of study 
findings.  

• Short-term follow-up does not permit conclusions on the durability of any beneficial effects. 
• There is a discrepancy between reported outcomes in text and data tables. The text reported a 

significant decrease in pain scores at each follow-up visit compared with baseline in Groups A and 
B, but not in Group C.  However, the data tables indicated significantly decreased pain only in 
Group A. This discrepancy could not be clarified because the p-values for each measurement were 
not reported. 

 
Nonrandomized Trials 
 
The remainder of the published literature regarding the clinical outcomes of embolization therapy 
consists of case series and retrospective reviews.[3-22] Collectively, conclusions concerning safety and 
effectiveness cannot be reached from these studies due to significant limitations in the data, including: 
 
• Lack of established diagnostic criteria for pelvic congestion syndrome 

Without consistent criteria for patient selection, it is unknown which patients are most likely to 
benefit — or not — from treatment. It is unknown how results from the various case series can be 
applied to the overall population of patients with this condition. 

• Lack of randomization and comparison groups 
Failure to randomize patients to different treatment groups may introduce bias on the part of both the 
study participant and researchers in favor of the new technology. As noted above, for pain 
treatments, a comparator (preferably sham treatment) is necessary, in order to guard against this bias 
and to distinguish treatment from placebo effects. 

• Retrospective design and failure to control for other treatments  
Retrospective study designs do not allow for control of co-treatments or confounding factors that 
may influence results. This design may also introduce bias to interpretation of results. Control for 
additional factors, such as other medical therapies, is necessary to isolate treatment response to 
embolization therapy. 

• Failure to define relevant study endpoints 
Bias may also be introduced by failure to define study endpoints and treatment success prior to 
commencement of the study. 

 
Adverse Effects 
 
The following adverse effects associated with embolization of the uterine and internal iliac veins, though 
uncommon, have been reported in the literature.[3,11] 
 
• Embolization of coils to the pulmonary circulation 

• Embolization of coils to the renal circulation 

• Accidental embolization of glue fragments 

• Perforations of the ovarian vein with extravasation of contrast 

• Transient cardiac arrhythmia 
 
Clinical Practice Guidelines 
 
American Congress of Obstetricians and Gynecologists (ACOG) 
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No relevant policy positions on embolization for treating pelvic congestion syndrome were identified on 
the organization’s website. 
 
Society for Vascular Surgery (SVS) and the American Venous Forum (AVF) 
 
The SVS/AVS guidelines for the care of patients with varicose veins and associated chronic venous 
diseases provided a Grade 2B recommendation in favor of coil embolization, plugs, or transcatheter 
sclerotherapy for treatment of PCS. A Grade 2B recommendation is defined as a weak recommendation 
based on medium quality evidence.[23]  
 
Summary 
 
The current evidence does not permit conclusions concerning the effect of ovarian and internal iliac vein 
embolization on pelvic congestion syndrome; therefore the use of this intervention is considered 
investigational in this patient population. Additional randomized controlled studies using well-defined 
diagnostic criteria are required to establish the efficacy and safety of this procedure. 
[24] 
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CROSS REFERENCES 
 
Varicose Vein Treatment, Surgery, Policy No. 104 
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http://blue.regence.com/trgmedpol/surgery/sur104.pdf


CODES NUMBER DESCRIPTION 

There are no specific codes for ovarian and internal iliac vein embolization; however, the following 
codes may be used:  

CPT 36012 Selective catheter placement, venous system: second order or more selective, 
branch (eg, left adrenal vein, petrosal sinus) 

 37204 Transcatheter occlusion or embolization (eg, for tumor destruction, to achieve 
hemostasis, to occlude a vascular malformation), percutaneous, any method, 
non-central nervous system, non-head or neck (Deleted 1/1/14) 

 37241 Vascular embolization or occlusion, inclusive of all radiological supervision 
and interpretation, intraprocedural roadmapping, and imaging guidance 
necessary to complete the intervention; venous, other than hemorrhage (eg, 
congenital or acquired venous malformations, venous and capillary 
hemangiomas, varices, varicoceles) 

 75894 Transcatheter therapy, embolization, any method, radiological supervision and 
interpretation 

HCPCS None  
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