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Commentary
Chronic pelvic pain (CPP) is a common condition in women of
reproductive age, but the underlying patho-physiology remains poorly
understood. CPP is defined as intermittent or constant pain of six or
more month duration that localizes to the anatomic pelvis, anterior
abdominal wall at or below the umbilicus, the lumbo-sacral back or the
buttocks that is severe enough to cause functional disability or
requiring medical or surgical treatment [1].
Prevalence of chronic pelvic pain is estimated to be 38 per 1000 in
women aged 15–73 years [2].
Gynaecologic pathology responsible for CPP can be endometriosis,
adenomyosis, fibroids, ovarian remnant syndrome, chronic PID or
cervical stenosis. Other pelvic organs like gastro-intestinal tract or
urinary tract can be a source of pelvic pain. Musculo-skeletal,
neurological and psycho-social factors are also found to be involved in
some cases [3]. Thus, CPP is a symptom, not a diagnosis and
dysmenorrhea, deep dyspareunia, and non-cyclic pelvic pain are its
main constituents [4].
The common presentation of CPP is acyclic lower abdominal pain
in about 80% of women, congestive dysmenorrhea in around 26 % and
pelvic tenderness in 20% of cases [5]. CPP is also associated with
symptoms of depression, anxiety, low quality of life, low productivity,
decreased energy, sexual dysfunction and relationship problems [6,7].
The work-up of a patient with CPP begins with a good history and a
thorough physical examination. It is useful to begin by trying to
understand the nature of the pain itself and then trying to find a cause
[8]. Lundberg et al., found that 51% of women presenting with a
normal pelvic examination had some organic pathology [9]. Hence
there arises a need for imaging the pelvis by sonography and direct
visualization of pelvis by laparoscopy. However, laparoscopy fails to
identify underlying pathology in upto 40% of women [1,10]. In a US
population based study, 61% women with pelvic pain symptoms did
not have a clear diagnosis [7]. Thus in this particular group of women
without any identifiable pathology, treatment remains an enigma and
role of laparoscopy is still a dilemma.
Treatment of CPP may consist of two approaches. One is to treat
chronic pain itself as a diagnosis, and the other is to treat diseases or
disorders that might be a cause of or a contributor to CPP. These two
modes of treatment are not mutually exclusive, and in most of the
cases effective treatment is best achieved by using both of them.

Different Modes of Treatment
•

Hormonal therapy is thought to act in a non-specific manner by
suppressing ovarian activity; this is known to relieve dysmenorrhea
and oral contraceptive pills (OCPs) that contain estrogen and

Reprod Syst Sex Disord, an open access journal
ISSN:2161-038X

•

•

progestin can be used for the purpose [11]. OCPs suppress
ovulation and reduce growth of endometrial tissue, thus decreasing
both menstrual flow and prostaglandin production [12]. OCPs
have also shown down-regulation of cell proliferation and
acceleration of apoptosis in the eutopic endometrium of women
with endometriosis [13]. Hormonal therapy has shown efficacy in
treatment of functional bowel disease and chronic, cyclic, painful
bladder symptoms in women, even when standard therapies have
failed [14,15].
Diagnostic/Operative Laparoscopy - The initial role of diagnostic
laparoscopy in CPP is not well proven [1] and the role of operative
laparoscopy like laparoscopic uterine nerve ablation, presacral
neurectomy, excision or ablation of endometriotic lesions plus
adhesiolysis is mainly in the treatment of endometriosis [16,17].
Non-conservative surgical procedures, such as hysterectomy,
although effective in terms of pain relief, are not acceptable by
women who desire to preserve their reproductive potential and can
lead to a decrease in quality of life [18].

Previous studies have found considerable improvement in
symptoms using hormonal methods like medroxy-progesterone
acetate, goserelin, oral hormonal pill, gestrinone and leuprolide depot,
LNG-IUS in treatment of endometriosis associated pelvic pain and
dysmenorrhea [19-24].
Few studies have been done which have shown the results of
hormonal methods in treatment of chronic pelvic pain not associated
with endometriosis.
The value of medroxyprogesterone acetate (MPA) and of
psychotherapy in the treatment of lower abdominal pain due to pelvic
congestion was assessed in a randomized controlled trial done by
Farquhar et al (1989). During treatment, MPA showed a significant
benefit in terms of a reduction in visual analogue scale pain score [25].
Lentz et al., (2002) used leuprolide acetate and OCPs in chronic
painful bladder symptoms and pelvic pain related to menstrual cycle,
reported improvement even when endometriosis was not identified by
laparoscopy [15].
Vercellini et al., in 2003 reported that avoidance or delaying of
menstruation by continuous OCP administration for two years
significantly reduced the severity of dysmenorrhea in women who
experienced recurrent dysmenorrhea despite cyclic OCP use [26].
Ling et al., proved that depot leuprolide was effective and safe for
treating women with chronic pelvic pain and clinically suspected
endometriosis, confirming the potential of its empiric use in these
patients [27].
ACOG states that therapy with GnRH agonist is an appropriate
approach to the management of women with CPP, even in the absence
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of surgical confirmation and when detailed initial evaluation fails to
demonstrate some other cause of pelvic pain [28].
However, there is a paucity of randomized controlled trials
comparing therapeutic options for optimal management of chronic
pelvic pain as a symptom, whereas stronger evidences are available for
endometriosis related pelvic pain. Furthermore, we need an empirical

approach to treat chronic pelvic pain where no etiology can be
identified by history, physical examination, routine biochemistry and
ultrasonography. Laparoscopy and other surgical methods can be
considered if the empirical treatment fails to relieve the symptoms
(Figure 1). However, this concept needs large randomized trials for its
validity.

Figure 1: Approach to women with chronic pelvic pain.
Oral hormonal pills, injections, implants and hormone releasing
intrauterine devices have been reported to relieve symptoms in chronic
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pelvic pain, however, long term daily oral drug treatment is restricted
by poor compliance and unacceptable side effects [29,30]. Newer
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methods like injections, implants and intrauterine devices require
administration by trained personnel with side effects like unpredictable
bleeding patterns and loss of bone density.
Recently the vaginal ring has been developed, for contraceptive use,
and it releases 15 mcg of ethinylestradiol and 120 mcg of etonogestrel
per day. Vaginal administration has the advantage of once-a-month
administration, avoidance of hepatic first pass metabolism and
gastrointestinal side effects [31,32]. In addition, estrogen and
progestogen are administered at a lower dosage compared to oral
therapy.
Vercellini et al., (2010) did a study to evaluate the efficacy and
tolerability of a contraceptive vaginal ring and transdermal patch in
the treatment of endometriosis-associated pain. Pain symptoms were
reduced by both treatments, with the ring being more effective than
the patch in women with rectovaginal lesions [33].
The present study discovered that vaginal hormonal administration
is comparable in efficacy to low dose combined oral hormonal pill and
can be considered an option in women with idiopathic chronic pelvic
pain without subjecting each woman to diagnostic laparoscopy [34].
Thus it is proposed that in women with chronic pelvic pain with no
obvious etiology, hormones may be a first line of management and
vaginal hormonal administration can be better option due to fewer
side effects and better satisfaction [29-34].
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