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Introduction 

• A personal perspective – cannot represent 
other Gynaecologists 

• No declaration 
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• The variation in geographical distribution may 
be related to study characteristics, study 
quality, age groups included and definitions 
used rather than intrinsic differences between 
the prevalence of CPP between the different 
populations. 

• Other plausible explanations might be 
differences in the prevalence of sexually 
transmitted infections, availability of medical 
and other resources or cultural differences. 

(Latthe P, Latthe M, Say L et al 2006)  



Local incidence 

• 1869 new attendances from Jan to Jun 
2012 to General Gynaecology Clinics 
 



Diagnosis n % 
Abnormal uterine bleeding 627 33.5 
Termination of pregnancy 304 16.3 
Adnexal cyst 151   8.1 
Fibroid 150   8.0 
Genital prolapse   78   4.2 
Abdominal pain   60   3.2 
Incontinence   59   3.2 
Dysmenorrhoea   47   2.5 
…… 
Others  - 1 wound pain after LSCS, 1 low back pain, 1 
dysuria 

  31   1.7 

…… 
Perineal pain/vaginal pain     6   0.3 
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Possible aetiological factors 

• There is frequently more than one 
component to chronic pelvic pain.  
Assessment should aim to identify 
contributory factors rather than assign 
causality to a single pathology. 

• At the initial assessment, it may not be 
possible to identify confidently the cause 
of the pain. 

(RCOG 2012) 



Possible aetiological factors 

• Central and peripheral nervous system 
• Endometriosis and adenomyosis 
• Adhesions 
• IBS and interstitial cystitis 
• Musculoskeletal 
• Nerve entrapment 
• Psychological and social issues 

 
(RCOG 2012) 



Endometriosis and 
adenomyosis 

• Pelvic pain which varies markedly over the 
menstrual cycle is likely to be attributable 
to a hormonally driven condition such as 
endometriosis(D) 
 



Rawson 1991 J Reprod Med 



10th World Congress on Endometriosis 2008 





Adhesions 

• There is no evidence to support the 
division of fine adhesions in women with 
chronic pelvic pain.() 

• Division of dense vascular adhesion 
should be considered as this is associated 
with pain relief.() 

• Residual ovary syndrome, trapped ovary 
syndrome 



Nerve entrapment 

• Nerve entrapment in scar tissue, fascia or 
a narrow foramen may result in pain and 
dysfunction in the distribution of that 
nerve.(D) 



Psychological and social issues 

• Enquiry should be made regarding 
psychological and social issues which 
commonly occur in association with 
chronic pelvic pain;  addressing these 
issues may be important in resolving 
symptoms.(B) 

• Depression and sleep disorders 
• Sexual or physical abuse 
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Initial assessment 

• Adequate time should be allowed for the 
initial assessment of women with chronic 
pelvic pain.  They need to feel that they have 
been able to tell their story and that they have 
been listened to and believed.() 

• Many women present because they want and 
explanation for their pain.  Often they already 
have a theory or a concern about the origin of 
the pain.  These ideas should ideally be 
discussed in the initial consultation .() 



Initial assessment 

• The multifactorial nature of chronic pelvic 
pain should be discussed and explored 
from the start.  The aim should be to 
develop a partnership between the 
clinician and woman to plan a 
management programme.(B) 







• If the history suggests to the woman and 
the doctor that there is a specific non-
gynaecological component to the pain, 
referral to the relevant healthcare 
professional – such as gastroenterologist, 
urologist, genitourinary medicine physician, 
physiotherapist, psychologist or 
psychosexual counsellor – should be 
considered, usually via the GP.() 
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Investigations 

• Suitable samples to screen for infection, 
particularly Chlamydia trachomatis and 
gonorrhoea, should be taken if there is any 
suspicion of pelvic inflammatory disease.() 

• All sexually active women with chronic pelvic 
pain should be offered screening for sexually 
transmitted infections.(D) 

• A positive endocervical sample supports but does not 
prove the diagnosis of PID.  The absence of a result 
positive for Chlamydia trachomatis or gonococcus does 
not rule out the diagnosis of PID. 



Investigations 

• Transvaginal ultrasound scan is an 
appropriate investigation to identify and 
assess adnenal masses.(B) 

• Transvaginal ultrasound scan and MRI are 
useful tests to diagnose adenomyosis.(B) 

• MRI may be useful in the assessment of palpable 
nodules in the pelvis or when symptoms suggest the 
presence of rectovaginal disease.  It may also reveal 
rare pathology. 



Investigations 

• Diagnostic laparoscopy has been 
regarded in the past as ‘gold standard’ in 
the diagnosis of chronic pain.  It may be 
better seen as a second-line investigation 
if other therapeutic interventions fail.(D) 

• Diagnostic laparoscopy may have a role in 
developing the woman’s beliefs about her 
pain.() 



Diagnostic laparoscopy 

• 1/3 to 1/2 will be negative and much of the 
pathology identified is not necessarily the 
cause of pain 

• Perhaps it should be performed only when 
the index of suspicion of adhesive disease or 
endometriosis requiring surgical intervention 
is high, or when the patient has specific 
concerns which could be addressed by 
diagnostic laparoscopy such as fertility 







CA125 

• Indicated in women with bloating, early 
satiety, pelvic pain or urinary urgency or 
frequency persistently or frequently(>12 
times per month) 
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Therapeutic options 

• Women with cyclical pain should be offered a 
therapeutic trial using hormonal treatment for 
a period of 3-6 months before having a 
diagnostic laparoscopy.(B) 

• Women should be offered appropriate 
analgesia to control their pain even if no other 
therapeutic maneourves are yet to be 
initiated.  If pain is not adequately controlled, 
consideration should be give to referral to a 
pain management team or a specialist pelvic 
pain clinic.() 



Therapeutic options 

• Probably unwise for a general 
gynaecologist to prescribe opiods for 
regular use 

• Nonpharmacological modalities may be 
helpful 

• LUNA is ineffective 



LUNA 

• Laparoscopic uterosacral nerve ablation 
• Interruption of the Lee-Frankenhauser 

sensory nerve plexuses 
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Referral to pain specialist 

• Who should coordinate? 
• ?Ongoing management 





Personal reflections 

• A lot to learn but the basic framework is in 
place 

• ?lack of Practical experience and skill set 
• ?relatively less common 
• ?time factor 
• ?financial return 
• Better coordination 
• Better management of pain to prevent 

persistence 



Thank you 

Dr TC Pun 
Honorary Associate Professor 

Dept of Obstetrics & Gynaecology 
The University of Hong Kong 
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