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Chronic pelvic pain (CPP) affects approximately 15% of
women in the United States.1 It is broadly defined as pain
perceived from the pelvis, lasting more than 6 months,
noncyclic or cyclic (related to menstruation), and/or pain
with intercourse (dyspareunia).2 Despite frequently as-
sumed to be gynecologic in nature, 80% of the origins of
CPP are not primarily caused by a gynecologic condition and,
similarly, symptoms should not be presumed to be caused by
a singular disease (►Table 1). The underlying mechanisms
required for the initiation and persistence of CPP are complex
and difficult to treat. Additionally, several chronic overlap-
ping pain conditions (COPCs)3 frequently coexist in the same
patient (►Fig. 1), and an optimal treatment planmay benefit
several cooccurring conditions and symptoms.

The financial impact of CPP in the United States is signifi-
cant, responsible for up to 10% of gynecologic office visits
annually.4Womenwith CPP are also four timesmore likely to
undergo gynecologic surgery and five times more likely to
have a hysterectomy thanwomenwithout CPP.1 In 1996, CPP
was conservatively estimated to cost $2.8 billion annually,1

and when adjusted to 2020 dollars, costs were estimated at
$5.8 billion.5 As CPP is often shared with other commonly

overlapping pain disorders, the total estimated annual U.S.
costs for pain management surpassed $289 billion.3

Pathophysiology of Chronic Pelvic Pain

Patients with CPPmay additionally report symptoms consis-
tent with bladder pain syndrome or functional bowel
pain secondary to the neural cross-signaling between dis-
tinctive pelvic viscera. Known as viscero-viscero cross-sen-
sitization, a pain activity in one organ or site sensitizes
another organ to pain, in the absence of a separate pain
stimulus. Distinctive characteristics of visceral pain includes
its referral to distant sites secondary to the merging of
visceral and somatic afferent pathways at the level of the
spinal cord and higher centers within the central nervous
system. This “neural convergence” in the pelvis results in
visceral structures (reproductive organs, bladder, bowel)
sharing neural pathways with somatic structures (skin,
muscles, fascia, and bones). Uniquely, the parietal peritone-
um is innervated by both somatic and visceral afferent
nerves. Secondary to this, a persistent nociceptive visceral
stimulus (i.e. uterine pain from adenomyosis or
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Abstract Chronic pelvic pain (CPP) is a challenging condition affecting an estimated 15% of
females in the United States. Multiorgan system dysfunction results in the complex
clinical pain presentation. Similar to other chronic pain syndromes, CPP is influenced by
biopsychosocial factors and requires a multimodal approach for optimal pain manage-
ment. This review summarizes the clinical evaluation and medical management of CPP
with a comprehensive approach.
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endometriosis) can trigger abdominopelvic myofascial pain
through the viscero-somatic sensitization mechanism
(►Fig. 2).

Clinical Assessment: The History and
Physical Exam

Chronic pelvic pain conditions present with overlapping
system symptoms and as such, the clinical evaluation may
be a challenge. Patient assessment includes a detailed patient
history and focused physical exam, both of which can better
support clinicians in the primary diagnosis. The identifica-
tion of coexisting pain conditions should also be considered
during the evaluation, as this information completes the
clinical picture and directs the initiation of timely and
efficacious multimodal treatment.

Gathering the necessary information to guide care in a
time-limited visit can be arduous. Apportioning adequateTa

b
le

1
Sy
st
em

-b
as
ed

et
io
lo
gy

of
ch

ro
ni
c
pe

lv
ic

pa
in

Sy
st
em

s

Ps
yc

ho
lo
g
ic
al

N
eu

ro
lo
g
ic
al

M
u
sc
u
lo
sk
el
et
al

G
as
tr
oi
n
te
st
in
al

G
en

it
ou

ri
n
ar
y

G
yn

ec
o
lo
g
ic

In
te
g
u
m
en

ta
ry

A
nx

ie
ty

D
ep

re
ss
io
n

Tr
au

m
a

So
m
at
iz
at
io
n

C
at
as
tr
op

hi
za
ti
on

V
ul
vo

dy
ni
a

Pu
d
en

da
lN

eu
ra
lg
ia

Pe
ri
ph

er
al

ne
ur
op

at
hy

Sm
al
lfi

be
r
ne

ur
o
pa

th
y

M
yo

fa
sc
ia
lp

ai
n

Te
nd

er
po

in
ts

Fi
b
ro
m
ya
lg
ia

C
hr
on

ic
lo
w

ba
ck

pa
in

Sa
cr
o
ili
ac

jo
in
t
dy

sf
un

ct
io
n

Fa
ce
t
ar
th
ro
pa

th
y

Te
nd

on
it
is

Pi
ri
fo
rm

is
sy
nd

ro
m
e

Ir
ri
ta
bl
e
bo

w
el

sy
nd

ro
m
e

In
fl
am

m
at
or
y
bo

w
el

di
se
as
e

C
hr
o
ni
c
co

ns
ti
pa

ti
on

/o
ut
le
t

co
ns

ti
pa

ti
on

D
ia
rr
he

a
C
hr
o
ni
c
an

al
fi
ss
ur
es

Bl
ad

de
r
pa

in
sy
nd

ro
m
e/

in
te
rs
ti
ti
al

cy
st
it
is

O
ve

ra
ct
iv
e
bl
ad

de
r

Bl
ad

de
rs

sp
as
m
s

Re
cu

rr
en

t
ur
in
ar
y

tr
ac

t
in
fe
ct
io
ns

N
ep

hr
o
lit
hi
as
is

Pr
im

ar
y
dy

sm
en

or
rh
ea

En
do

m
et
ri
o
si
s

O
va

ri
an

cy
st
s

A
d
en

om
yo

si
s

Fi
br
o
id
s

G
en

it
ou

ri
na

ry
sy
nd

ro
m
e
of

m
en

o
pa

us
e

V
ag

in
is
m
us

V
ag

in
it
is

Pe
lv
ic

ve
no

us
di
se
as
e

Pe
lv
ic

in
fl
am

m
at
or
y
di
se
as
e

Li
ch

en
sc
le
ro
si
s

Li
ch

en
pl
an

us
H
er
p
es

si
m
pl
ex

H
er
p
es

zo
st
er

Li
ch

en
si
m
p
le
x

ch
ro
ni
cu

s

Fig. 1 Chronic overlapping pain conditions.

Fig. 2 Viscero-viscero and viscero-somatic neural convergence
pathways.
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timemay be necessary for complex pain patientswith COPCs.
This may be achieved by scheduling a longer clinic visit or
having the patient return for planned follow-up visits at
regular intervals, allowing time to identify a multifactorial
approach needed for complex CPP patients. In addition to the
direct clinical care component of the visits, time should be
allotted for the necessary patient education essential for the
development of a comprehensive patient-centered treat-
ment plan.

Pain History
Routine information in a pain history including the onset,
chronicity, relationship to menses, variations in severity,
aggravating and alleviating factors, quality, and location
are all pertinent. A detailed review of prior medications,
procedures, and surgical interventions may be useful in
evaluating contributing etiologies of pain. Obtaining a social
history provides details on family dynamics, relationship,
and employment status, offering insight into the influence of
psychosocial factors on a patient’s pain experience. A sexual
history including information on dyspareunia if present
(specifically details on discomfort with external touch, in-
sertion, deep penetration, or with arousal/orgasm), onset of
occurrence, and the impact of positional changes are rele-
vant. A trauma-informed approach to gathering sensitive
information is critical.

The information gatheredguides individual care decisions
in the multidisciplinary approach to the patient’s pain. One
may consider utilizing a pain-focused intake form or validat-
ed pain questionnaires for the assessment of complex pain
patients in advance of their scheduled appointment.

Focused Physical Exam
Trauma may be experienced across a person’s life, from a
remote history to current, ongoing exposure. Patients with
CPP have more than three times the odds of having a history
of childhood abuse or witnessing domestic violence com-
pared with patients without CPP.6 A “routine” pelvic exam
may be invasive and potentially triggering for patientswith a
trauma history. Given the high prevalence of trauma in
patients with CPP, it should be assumed that all patients
have experienced sexual trauma and the physical exam
should be performed systematically, with a trauma-in-
formed approach. The goal of the exam is to provide optimal
support while avoiding trauma exacerbation using gender-
neutral language, with specific attention to historical, cul-
tural, and gender issues. The provider should fully explain
what to expect both before and during the examination and
the patient may choose the timing of exam (at the current
visit or at a future visit). A safe and calm environment should
be created, and the patient must be informed that the exam
can and should be paused or terminated for any reason at
their request. A medical chaperone should be present during
sensitive parts of an exam and the patient may also prefer to
have a support person present.

The comprehensive physical exam begins with an inspec-
tion of the patient’s gait for significant asymmetry, followed
by the back and abdomen. These components of the exam

can be performedwith the patient fully dressed, with careful
draping if clothing is manipulated for skin or scar evaluation.
When a pelvic exam is indicated, providers should leave the
room when patients disrobe and dress. During the pelvic
examination, the patient’s body should be covered, exposing
only those areas that are necessary to expose and for the
shortest time required. For the pelvic exam, the patient is
asked tomove to the edge of the examination table and place
their legs in the stirrups or in a frog-leg position. The
provider should avoid triggering words and phrases such
as “relax” or “take a deep breath.”

Careful visual inspection of the external genitalia is
performed to evaluate for signs of atrophy, lesions, fissures,
or abnormal discharge. For patients presenting with vulvar
complaints, a single lubricated cotton swab is serially applied
to the labia majora, prepuce, clitoris, interlabial sulci, labia
minora, and the vulvar vestibule in a semicircle from lateral
to the urethra to the posterior fourchette.With each pressure
point, the patient is asked to grade their pain response using
the 0 to 10 VAS pain scale. The urethra, bladder neck, and
bladder are gently palpated separately. A single gloved digit
is then inserted into the vagina. The urethra, bladder neck,
and bladder are gently palpated, evaluating for pain or
pressure.

The patient is asked to contract and release their pelvic
floor muscles to assess for asymmetry, limited mobility, or
even paradoxical relaxation. The superficial transverse peri-
neal muscle is palpable at the vaginal opening under the
hymenal remnant, followed by evaluation of the levator ani
muscles (puborectalis and pubococcygeus) at the 5 and 7
o’clock positions approximately 3 to 5 cm inside the vaginal
on the posterolateral vaginal walls. The obturator internus is
also palpable, hooking the digit around the pubic rami and
having the patient abduct their knee against the examiner’s
external hand, engaging themuscle.With eachmanipulation
of the pelvic floor muscles, approximately 2 kg of pressure is
gently applied. Pain or tenderness of the muscles is an
abnormal finding.

A speculum exam may be performed when indicated,
fully visualizing the vagina and cervix and using a cotton
swab to examine for pressure point tenderness. The same
exam is also recommended for vaginal apex pain in the
setting of a prior hysterectomy. The bimanual exam is
appropriate when deeper palpation of the pelvis is required.
The uterine shape, mobility, and presence of tenderness can
be assessed with this exam component, and the parametria
and adnexa can be palpated for tenderness or masses. A
rectovaginal exam may be performed to assess for deep
infiltrating endometriosis and rectovaginal nodules or ute-
rosacral ligament disease.

Initial Diagnostic Testing

Laboratory Evaluation
An initial laboratory evaluationmay include a pregnancy test
(if patient is of reproductive age), screenings for abnormal
vaginal discharge to rule out vaginitis or a sexually transmit-
ted infection, and urinalysis for urinary symptoms. An
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endometrial biopsy may be considered for chronic abnormal
uterine bleeding (especially if aged >45 years).

Imaging
Imaging is often used in the initial investigation or exacer-
bation of CPP. Pelvic ultrasonography is considered the
primary modality of choice, as it can detect a multitude of
gynecologic causes of pelvic pain (i.e., adenomyosis, endo-
metriosis, fibroids, ovarian cysts, and pelvic venous disease).
Transvaginal ultrasonography has the highest sensitivity and
specificity in identifying certain causes of pain, such as
ovarian endometriomas and cysts. A normal pelvic exam
combined with a normal pelvic ultrasound is reassuring.
Magnetic resonance imaging has also been found to have
high diagnostic accuracy in the diagnosis of gynecologic
causes of CPP, including deep infiltrating endometriosis,
adenomyosis, abnormal pelvic varices, and uterine fibroids,
but may have a limited benefit in the presence of a normal
pelvic ultrasound.

Goals of Pain Management

A comprehensive discussion regarding individual pain and
fertility goals commences the care plan foundation. Goal
setting is necessary in the early planning of a pain manage-
ment strategy, and clear objectives are associated with
greater satisfaction for both the provider and patient. Rather
than complete resolution of pain, breaking up the overarch-
ing goal into more achievable targets feels less impossible,
with a focus on reducing symptom burden and improving
quality of life. Conceivable goals include increasing length of
pain-free or reduced-pain intervals, improved functionality
for a specific activity, and incorporating behavioral tools for
better pain coping. Regardless of the goals, a multidisciplin-
ary, multimodal approach offers the highest likelihood of
treatment success. Referral to appropriate services can be
important partners in achieving these goals, including phys-
ical therapy, psychology/psychiatry, sexual therapy, pain
management, general surgery, gastrointestinal medicine,
urology, and interventional radiology services.

Nonpharmacologic Interventions

Cognitive Behavior Therapy
Psychological factors and psychiatric symptoms (depression,
anxiety, somatization, catastrophization, high stress, and
poor quality-of-life outcomes) frequently coexist in patients
with CPP.7 Thebidirectional relationship of pain and emotion
explains why a comprehensive treatment strategy address-
ing both the physical and psychological symptoms results in
the best outcomes.8 The health benefits of psychological and
mind–body interventions, including mindfulness, can be
implemented in patients suffering from CPP to improve
pain outcomes. Cognitive behavior therapy (CBT), rooted in
the belief that psychological problems are based on patterns
of learned dysfunctional thinking and behaviors to a re-
sponse, has been extensively studied in many chronic pain
conditions.9,10 CBT techniques for chronic pain include

education about the influence of thoughts, emotions, and
behaviors to the physical symptoms of pain as well as the
emotional experience of chronic pain. Patients are taught
cognitive restructuring and pain reframing, relaxation, med-
itation, activity pacing, sleep hygiene, and coping skills.

Nutrition
It is universally recognized that nutrition plays an important
role in disease prevention and treatment. Despite the fre-
quent associations of gastrointestinal symptoms and food
intolerances in patients with CPP, there are limited data that
dietary changes broadly result in significant symptom relief.
Limiting intake of low fermentable oligosaccharides, disac-
charides, and monosaccharides and polyols (FODMAPs)—
carbohydrates found in a wide range of foods that are
challenging to digest (e.g., garlic, onions, legumes, wheat,
berries)—reduce symptoms in patients with irritable bowel
syndrome.11 In patients with chronic widespread musculo-
skeletal pain, there is an association with an altered gut
microbiome.12 Low vitamin D levels have been associated
with higher pain scores in several pain conditions,13,14 and
supplementation of vitamin D3 (cholecalciferol) may
improve pain outcomes in fibromyalgia15; however, this
has not been replicated in CPP secondary to endometriosis.16

Physical Activity and Exercise
Skeletal muscle movement resulting in energy expenditure
above resting levels has long been touted as globally benefi-
cial for pain and overall health. Specific to patients with CPP,
exercise has been associated with stress reduction and
improvement in pain scores, though most studies lack the
ability to draw strong conclusions from the existing data.17

Physical Therapy
A multimodal approach including pelvic floor physical ther-
apy has been proposed to improve CPP symptoms.18,19 On
top of promoting physical activity and exercise, physical
therapy also includes relaxation, deep breathing, and medi-
tation techniques, which are hypothesized to contribute to
both physical and psychological benefits. Pelvic floor physi-
cal therapy programs typically include once weekly sessions
for 8 to 12 weeks, followed by dismissal to a maintenance
home exercise program.

Sleep
Sleep is a key potential modifiable target across all pain
disorders including pelvic pain. Healthy, uninterrupted, and
restful sleep is essential for overall brain health and cogni-
tion. Sleep dysfunction is associated with increased pain
sensitivity; however, better understanding of this as a causal
relationship or association requires further investigation.20

Given the opportunity for direct modification, sleep hygiene
should be reviewed with all patients who report sleep
disruptions for overall health and mood.17

Acupuncture
Acupuncture is an effective and safe method for treating a
multitude of pain disorders, including pregnancy-related
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and endometriosis-related pain.21,22 A systematic review
and meta-analysis of four randomized controlled trials in
womenwith CPP concluded that the addition of acupuncture
maybenefit routine pain treatment, though the study quality
was mostly interpreted as low.23 Despite this, focused stud-
ies evaluating acupuncture intervention for patients with
CPP are needed.

Pharmacologic Interventions

Analgesics
Acetaminophen, recognized for its potentiating properties,
increases the effectiveness of other analgesicmedications via
central prostaglandin synthesis inhibition. Uncommonly an
effective pain reliever on its own, the pairing with other
analgesics may result in better pain outcomes.

Nonsteroidal anti-inflammatory drugs (NSAIDs) act
through the nonselective inhibition of the cyclooxygenase
(COX) enzyme preventing the production of prostaglandins
and thromboxane. NSAIDs decrease the prostaglandin levels
in the mucosa (primarily driven by inhibition of COX1),
correlating with gastric toxicities. As COX2 is not expressed
in the gastrointestinal tract, COX2 selective inhibitors are
perceived as safer for the GI system than conventional
NSAIDs.24 In small quantities, NSAIDs have minimal risk
(high-volume use is associated with gastrointestinal toxic-
ities, cardiovascular risks, renal injuries, and hepatotoxicity
and hypertension), and are accessible and reasonable first-
line treatment. There is limited evidence for the use of
opioids for CPP which should be considered only in refracto-
ry cases.

Hormonal Medications
For patients with gynecologic pain as the primary
or secondary cause, their CPP may benefit from menstrual
suppression. Combined low-estrogenic, oral contraceptives
(COCs) are routinely used as first-line hormonal treatment in
the pain management of dysmenorrhea, adenomyosis, en-
dometriosis.25,26 Continuous use of monophasic pills rather
than cyclic administration appears to be more effective in
reducing the recurrence of dysmenorrhea but is not effective
in treating noncyclic pelvic pain and dyspareunia. There are
rising data on the role of oral progestin-only treatment as
primary medical treatment for pelvic pain associated with
endometriosis and lesion quiescence, but not necessarily
lesion elimination.27 Emerging data also raise considerations
of a GnRH antagonist as a reasonable second-line treatment
for endometriosis pain.

Adenomyosis and endometriosis share several clinical
features and notably both have a negative impact on wom-
en’s quality of life secondary to abnormal uterine bleeding
and pain. While adenomyosis may be surgically approached
with hysteroscopic or laparoscopic resection, high-intensity
focused ultrasonography, uterine artery embolization, or
hysterectomy, medical management of symptoms is led by
progestin therapy, either local with a levonorgestrel intra-
uterine device or systemic progestin therapy.28 First-line
medical therapy for pelvic congestion syndrome is also

hormonal suppression, with both progestins and gonadotro-
pin-releasing hormone agonists effective in decreasing pain
symptoms.29

Antidepressants
Antidepressants, specifically tricyclic antidepressants and
serotonin-norepinephrine reuptake inhibitors, are frequent-
ly incorporated into the treatment for patients with neuro-
pathic pain. There is scarce evidence on the pain benefits of
these drugs in patients with visceral pain syndromes or
patients with CPP.30 The analgesic effect is thought to be
from the inhibition of the reuptake of serotonin and nor-
adrenaline, increasing neurotransmitter availability, and
subsequently increasing inhibitory pain control. CPP, while
not considered exclusively a neuropathic pain disorder, may
benefit from the neuromodulatory effect of these medica-
tions in addition to its effect on comorbid psychiatric dis-
eases when present.

Anticonvulsants
Gabapentin and pregabalin bind to calcium channels on
primary afferent nociceptors, reducing the release of neuro-
transmitters. Both drugs have been broadly studied in pe-
ripheral pain syndromes. A recent systematic review
evaluated the effect of neuromodulatory drugs on CPP pain
intensity, and while most studies reported some improve-
ment in pain, the highest quality study showed no differ-
ences compared to placebo.30 This study, knownas theGaPP2
trial (Gabapentin for Chronic Pelvic Pain in Women), is a
multicenter, randomized, double-blind, placebo-controlled
trial comparing high systemic doses of gabapentin inwomen
with CPP, specifically excluding women with known causes
of pain, such as endometriosis. Despite this, gabapentinoids
are frequently used clinically, have a good safety profile, and
few drug interactions. In patients with multiple comorbid
pain disorders, they may be considered to reduce comorbid
etiologies of body pain.

Skeletal Muscle Relaxants
Skeletal muscle relaxants (SMRs) are among the most pre-
scribed medications in the United States. An assessment of
prescribing patterns from 2005 to 2016 highlighted use.
While new SMR prescriptions remained stable over time,
office visits where the SMR was renewed tripled from 2005
to 2016 (8.5–24.7 million visits).31 SMRs are not recom-
mended for use beyond the acute treatment of muscle spasm
and are not considered first-line treatment for myofascial
pelvic pain. In acute low back pain, SMRs provide clinically
significant short-term pain relief.32 Myofascial pelvic pain
and CPP often coexist. Pelvic floor physical therapy remains
the first-line treatment for myofascial pelvic pain.25 There
are two types of SMRs—antispastic and antispasmodics.
Antispasticity agents act in upper motor syndromes (e.g.,
multiple sclerosis, cerebral palsy, traumatic brain injury,
spinal cord injury, and post-stroke syndrome) and should
not be prescribed for musculoskeletal conditions due to lack
of evidence. Antispasmodics are intended for use for periph-
eral muscle spasm. Cyclobenzaprine is the most heavily
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studied SMR and has been shown to be effective for various
musculoskeletal conditions, including fibromyalgia.31 There
are no available data specifically evaluating SMR in CPP and if
clinically indicated, the authors recommend weighing indi-
vidual factors including symptom severity, desired benefits,
and duration of treatment with potential side effects.

Cannabinoids
Cannabis has been used medicinally for thousands of years
and cannabis-based products are frequently used by patients
who suffer from chronic pain.33 Cannabis contains delta-9-
tetrahydrocannabinol (THC) and cannabidiol (CBD), both
cannabinoids that bind to endocannabinoid system recep-
tors. The analgesic effect of cannabinoids is multifactorial
and primarily neuropathic in nature, including the inhibition
of neurotransmitter and neuropeptide release from presyn-
aptic nerve endings, altering postsynaptic neuron excitabil-
ity, activating the inhibitory pain pathways, and reducing
neural inflammation. A cross-sectional survey of 119women
with pelvic and perineal pain, dyspareunia, or endometriosis
identified almost 24% of patients with CPP regularly used
cannabis as an adjunct to their pain therapy.34 Despite their
popularity, there are limited high-quality data on pain out-
comes in all pain conditions, including gynecologic disorders
and CPP.

Conclusion

Given the growing prevalence of CPP, the gynecology pro-
vider will be increasingly relied on to care for this patient
population. Provider comfort with diagnosis, treatment, and
collaboration with a multidisciplinary team is essential in
managing CPP. A systematic and nuanced approach to history
and exam can help identify the numerous and overlapping
gynecologic and nongynecologic conditions that may be
present in the CPP patient. Given the often-multifactorial
etiology, a multimodal andmultidisciplinary treatment plan
tailored to the overlapping conditions is critical in a success-
ful treatment regimen. Goal setting and anticipation of slow
and measured progress is helpful to build patient and
provider trust as the treatment regimen unfolds. Close
collaboration with colleagues partnering in the treatment
of CPP optimizes titration of overlapping medications or
therapies and development of improved systems to facilitate
this collaboration will be key.

Future Directions
Significant work remains to understand the role of nutri-
tion, exercise, and sleep in treating the diverse and varied
conditions that contribute to CPP. The data supporting
pharmacologic treatment of CPP with antidepressants, anti-
convulsants, skeletal muscle relaxers, and cannabinoids
have lagged behind clinical need, and tailored robust studies
evaluating the effectiveness of these interventions remain
an unmet need. While the currently identified conditions
encompassed within CPP are numerous (►Table 1), many
remain to be identified or well understood. Pelvic venous
disease, for example, is increasingly considered to be a

underrecognized etiology of CPP, and a multimodal ap-
proach to treatment of this condition including collabora-
tion with interventional radiology will be critical to
improving patient outcomes. Our current efforts to better
understand and provide optimal treatment for the growing
and diverse CPP patient population are just the beginning.
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