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LǘΩǎ ƴƻǘ ƎƻƛƴƎ ŀǿŀȅΧ
•CPP—Prevalence of 3.8%

•Recent Gallop poll: 16% of all women have 

pelvic pain

•10% of all referrals to gynecologists

•Reason for 12% of all hysterectomies, 40% of 

diagnostic laparoscopies

•Annual US health care costs: $880 million/yr

•Direct/indirect costs: > $2 billion/yr



Objectives

•At the end of this lecture, the participant will be 

able to:

–Describe the pain-focused history and physical 

exam

–List the most common pelvic pain syndromes.

–Describe the diagnostic and treatment pathways 

appropriate to these syndromes.



Historical perspectives

•1950’s: psychosomatic, Freudian theory

•1960’s: prostaglandins

•1970/80’s: laparoscopy +/-

•1990’s: operative laparoscopy, sexual/physical 

abuse

•2000’s: neuroplasticity, visceral hyperalgesia, 

myofascial pain, oxidative stress



History, history, history

•You have 2 ears and one mouth…

•Let the patient talk

–Chronology

–Pattern

–Associated events/symptoms

–What makes better/worse?

–Previous treatments—results

–Does the pain wake her up at night?

–What does she think is going on?



Helpful clues
•Deep/sharp pain, worse with menses, 

dyschezia, improved with OCP’s/Lupron

–Endometriosis

•―Pulling‖ pain, focal, associated with bowel sx, 

onset after surgery or infection

–Adhesions

•Sensation of things ―falling out,‖ worse at end of 

day, worse with sitting/driving, dyspareunia

–Muscle problems (levator ani, obturator internus, 

piriformis)



Helpful clues
•Central pain, crampy, worse with menses, dull, 

heavy, mild dyspareunia

–Uterine (pelvic congestion, adenomyosis)

•Constipation, diarrhea, bloating, painful BM, 
pain relieved with BM, crampy pain

–Bowel problems (IBS)

•Dysuria, nocturia, frequency, urgency, small 
voids, discomfort relieved with voiding

–Bladder problems (IC)

•Sharp, electric, worse with tight clothing, 
radiates in a pattern

–Neuropathic pain



Exam
•Not your mama’s pelvic exam

•Helps confirm diagnosis from history/narrow 

your differential

•Begins when patient walks in the door

•Note:

–Dress/Make-up

–Speech

–Who’s with the patient

–Gait

–Posture



Exam
•One hand at a time (and one finger) 

•Goal: reproduction of pain

•Patient should understand background 

discomfort



ExamτBack
•Palpate back first

–Establishes trust

–Begins understanding that pelvic pain can result 

from a multitude of causes may/may not be GYN

•Paraspinous muscles

–Asymmetry and tenderness

•Sacro-iliac (SI) joints

–Refer anteriorly? 



ExamτBack



ExamτAbdomen
•Have patient direct you to abdominal location of 

greatest pain and palpate elsewhere first

•Have patient do the exam without you

–They will generally push harder

•Palpate non-painful areas first

–Assess for mass, distention, guarding, referred pain

•At location of greatest pain, press hard and 

perform Carnett test

–Identifies myofascial vs. visceral component of pain



Exam-Abd



ExamτPelvic
•Single-digit pelvic exam

•May begin or end with speculum exam

•Begin at least suspicious area

•Q-tip for introital pain

•Palpate separately: perineal body, levators, 

obturators, piriformis, cervix, urethra, bladder, 

coccyx, vaginal fornices/ovaries—then add 

second hand to complete ovary/uterus 

palpation



Exam-Levator ani

http://upload.wikimedia.org/wikipedia/commons/7/7d/Levator_ani.png


Exam-Levator ani



Exam-Obturator internus



Exam-Piriformis



Exam-urethra and bladder



ExamτCoccyx
•Vaginal index finger on either side of rectum

•Other hand presses externally on coccyx

–30 degree range of motion without pain is normal

–Coccyx may be sensitive to touch in some women 

with levator syndrome



ExamτGYN organs
•Still just one finger (without abdominal hand)

–Area of each ovary

–Cervical motion tenderness

•With abdominal hand

–Worsen pain?

–Try to delineate uterine fundus vs. cervical pain vs. 

cornual

–Mass?



ExamτInguinal region
•Hernias

–If suspect, examine supine and standing

•Nerve pain

–Genitofemoral

–Lateral femoral cutaneous



ExamτInguinal region

Genitofemoral nerve Lateral femoral cutaneous nerve



The differential
•Make a list of contributing factors

–Pain usually multi-factorial, especially if chronic

•Action item for each factor: package deal!

•Decide upon further tests, imaging, 

consultation, etc.

•Supportive care, rehab model

–Usually takes multiple visits, and patient should 

understand this before they leave! 

•Multi-modal treatment is best coordinated by 

one person/group, rather than clusters of organ-

specific specialists



How to treatτEndometriosis
•Assumed endo

–Cyclic pain only

•NSAIDS (starting 3-5 days prior to menses)

•OCPs (continuous or cyclic)

•Mirena IUD

–Daily pain

•Consider L/S excision

•Treat other contributors



How to treatτEndometriosis
•Documented endo

–Mirena IUD

–Norethindrone 2.5-5mg qday

–Aromatase inhibitors

•Letrozole 2.5 mg qd, usually with norethindrone 5 mg qd

–Monitor bone density

–Immune modulators

•Thalidomide currently in study

–Analgesia

–Surgical excision



Surgical treatmentτendometriosis
•Diagnostic laparoscopy should be done before 

embarking on intensive medical therapy

•Surgical treatment of endometriosis has therapeutic 

value, in terms of fertility and pain relief

–Increased cycle fecundity rate for first 6 months

–63% vs 23% relief of pain at 6 mos in RCT

•Excision should be done for more advanced disease

•All stages of endometriosis are treatable 

laparoscopically 

–>30 cases of rectosigmoid colon resection and 

reanastomosis at UNC



Endometriosis post-op
•Many options: cyclic/continuous OC’s, depo-

Provera, Mirena, Norethindrone

•Medical therapy is better than no treatment

•No clear superiority of GnRH agonist vs other 

therapies (OC’s, progestins)

–Depo-medroxyprogesterone = GnRH agonist

•Schlaff WD, et al, Fertil Steril 2005;85:314-25

–Levonorgestrel-releasing IUD = GnRH agonist

•Petta CA, et al, Hum Reprod 2005;20(7):1993-8

•Don’t be afraid to be wrong



How to treatτpelvic floor problems
•PT

–www.apta.org

•Adjust sexual position

•Dilator/vibrator therapy

–Muscle relaxers rarely work

–Analgesics prn

•Levator ani spasm
•―Reverse Kegel’s‖—let it fall out

•Hot baths



How to treatτBladder problems
•Before a diagnosis of IC…

•Assess for infection

•For urethritis

–Nitrofurantoin daily x 3 months

•Treat associated vaginismus

•Bladder diet

–Decrease caffeine, acids, carbonation

•Posterior tibial nerve stimulation

–FDA approved for rx of bladder sx

•Consider the value of a cysto



How to treatτIC/BPS
•Consult your local urogyn or urologist

•Remember: IC is a visceral pain syndrome

–Local inflammation

•Bladder instillations: heparin/lidocaine/bicarb

•Elmiron 100 mg tid

–Neural upregulation

•TCA’s (amytriptyline) 25-75 mg qhs

•Gabapentin 100-600 mg tid

–Mast cell activity

•Bladder diet, hydroxyline 25-50 mg qhs

–Pelvic floor dysfunction

•PT



How to treatτneuropathic pain
•Occult/Post-op

–Limit triggers

•Tight clothing, pannus, traumatic activity

–Topical agents

•Lidoderm patch, Lidocaine gel

–Anti-eleptics

•Gabapentin 300 mg qd, titrate up slowly to 1800-3600 

mg/day

•Lamotrigine Taper up: 25 to 400 mg over 8 weeks



How to treatτneuropathic pain
–Trigger point injections

•Lidocaine/bicarb 9:1 +/- steroid (q2 wks x3-4)

–Tricyclic antidepressants

•Nortriptyline 10mg qhs, increase by 10mg weekly until 

between 30-70mg qhs

–Pregabalin 75mg bid, may increase to 300-600 

mg/day

–Alcohol neurolytic block

–Surgical revision

•High frequency of recurrence over 3 years

–Low dose naltrexone (1.5-4.5 mg qhs)



How to treatτadhesion pain
•Treat all other pain first

•Avoid surgery if possible

–No significant improvement in pain scores

•Prefer Laparoscopy

–Definitely discourage laparotomy

•Pre-treat for post-op neuropathic/centralization 

of pain

–2 week course of Gabapentin or other

–Epidural

–Adequate use of local anesthetic



How to treatτuterine sources
•Fibroids/adenomyosis/pelvic congestion

–Surgery is definitive

–Myomectomy for conservation
•Best for patients with pain due to mass effect

–Presacral neurectomy
•Two RCT’s suggest best for treatment of midline 

dysmenorrhea

–LUNA
•JAMA 2009, no longer considered effect tx for pelvic pain

–UAE
•Best for large, few myomas (decrease 30-50%)

•No future fertility; Can increase pain

•Usually temporary relief
–20-25% of patients require additional surgery or repeat UAE 

within 1-2 years



How to treatτuterine sources
–Medical therapies

•Mirena IUD

•Continuous OCP’s

•Norethindrone

•6 month limit of leuprolide, give add back 

estrogen/progestagen

•Post-tubal/post-ablation syndrome

–Stop menses

–Salpingectomy/uterine evacuation

–Avoid iatrogenic cause



How to treatτbowel pain
•Before referral….

–Aggressively treat constipation
•AGA guidelines

–Consider all other sources, especially pelvic floor

–Anti-spasmodics
•Dicyclomine, Hyoscyamine

–Anti-bloating agents
•Beano, Simethicone

–Anti-diarreals
•Loperamide

–Probiotics

–Peppermint oil

–Psychotherapy



Surgeryτthe placebo effect
•Yes, there is one

•No, it’s not an appropriate therapy

•Pain comes back

–Effect lasts 3-6 months

•Tissue damage is cumulative



Iatrogenic pain
•Don’t be the cause

–Multiple surgeries

–Ignored post-op pain

–Mesh, mesh, mesh

–Poor surgical technique

–Overuse of leuprolide without clear diagnosis



Pain mapping
•A helpful friend when your history and exam 

don’t help you much, but the pain is consistent

•Not for every patient

•Not for every surgeon

•3 likely outcomes

–No obvious specific source

–One obvious source

–Everything hurts

•Goal: direct your surgery (or prevent it), 

educate patient
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