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ABSTRACT 

BACKGROUND AND OBJECTIVES: Chronic pelvic pain is 
prevalent, presents difficult treatment and has been poorly inves-
tigated. The objective of this study was to analyze 230 patients 
from the chronic pelvic pain ambulatory of Hospital das Clíni-
cas, Federal University of Goiás. 
METHODS: Cross-sectional and intervention study, from 
2007-2011.
RESULTS: Mean age was 38.3±10.0 years. Most women were mu-
latto, married/cohabitating, attended elementary school, financially 
dependent, had an income of up to five minimum wages, normal 
body mass index, up to three children and sexual activity. Almost 
30% had abortions, 15.8%, physical abuse and 11%, sexual abuse. 
Previous surgeries were common. Most had normal bowel and blad-
der function. Pain lasted over 16 days/month; it worsened in peri-
menstrual period and started, on average, 6.7 years before. In over 
70% of cases there was a coincident event with the onset of pain, 
and conflict and/or trauma were the most commonly reported. 
Physical examination and ultrasound were normal in most of these 
women. Adhesion and/or endometriosis were found in almost 2/3 
of 41 laparoscopies performed. There was an average reduction of 
39.2% of the pain scale (3.1/7.9) with various adopted treatments 
(drugs, psychotherapy and laparoscopy) p<0.001. History of sexual 
abuse and abortion was associated with less pain reduction. 
CONCLUSION: This study adds epidemiological and clinical 
information on women with chronic pelvic pain in Brazil. Clini-
cal and psychotherapeutic treatments induced significant reduc-
tion of the pain scale between the first and last visit of patients. 
Laparoscopy did not potentiate the reduction of pain.
Keywords: Epidemiology, Pelvic pain, Psychotherapy, Signs and 
symptoms, Therapeutics.
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RESUMO

JUSTIFICATIVA E OBJETIVOS: A dor pélvica crônica é 
prevalente, apresenta tratamento difícil e tem sido pouco in-
vestigada. O objetivo deste estudo foi analisar 230 pacientes do 
ambulatório de dor pélvica crônica do Hospital das Clínicas da 
Universidade Federal de Goiás. 
MÉTODOS: Estudo de corte transversal e de intervenção real-
izado entre 2007 e 2011. 
RESULTADOS: A média de idade das mulheres foi de 38,3±10,0 
anos. A maioria das mulheres era parda, casada/amasiada, cursou 
ensino fundamental, dependente financeiramente, tinha renda 
de até cinco salários mínimos, índice de massa corpórea normal, 
até três filhos e atividade sexual ativa. Aborto ocorreu em 30%, 
abuso físico em 15,8% e abuso sexual em 11%. A maioria sofreu 
cirurgia prévia e possuía função intestinal e urinária normais. A 
dor permanecia por mais de 16 dias/mês, piorava no período 
perimenstrual e começou, em média, 6,7 anos antes. Em mais de 
70% dos casos foi percebido um evento coincidente com o início 
da dor, sendo conflitos e/ou traumas os mais citados. Os exames 
físico e ultrassonográfico foram normais na grande maioria dessas 
mulheres. Aderências e/ou endometriose foram encontrados em 
quase 2/3 das 41 laparoscopias realizadas. Houve redução mé-
dia de 39,2% da escala de dor (3,1/7,9) com as várias condutas 
adotadas (farmacológica, laparoscópica e psicoterápica) p<0,001. 
História de abuso sexual e de aborto provocado associou-se a 
menor redução da dor. 
CONCLUSÃO: Este estudo acrescenta informações epidemi-
ológicas e clínicas sobre mulheres com dor pélvica crônica no 
Brasil. O tratamento clínico e psicoterápico promoveu redução 
significativa da escala de dor entre a primeira e a última consulta. 
Laparoscopia não potencializou a redução da dor.
Descritores: Dor pélvica, Epidemiologia, Psicoterapia, Sinais e 
sintomas, Terapêutica.

INTRODUCTION

Chronic pelvic pain (CPP) is a non-cyclic pain lasting for six 
months or more, located in the anatomic pelvis, in the ab-
dominal wall below the umbilicus or in the gluteus region, with 
enough intensity to interfere with daily activities and/or to re-
quire medical assistance1,2.
CPP is responsible for 10% of visits to gynecologists, 40 to 50% 
of gynecological laparoscopies and approximately 12% of all 
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histerectomies3,4. It has direct impact on marital, social and pro-
fessional lives of these patients4,5, which makes CPP a serious 
public health problem4,6.
There is still no consensus about its risk factors, as shown by con-
flicting studies results. Most commonly mentioned are: drugs 
or alcohol abuse, history of miscarriage, increased menstrual 
flow and dysmenorrhea, inflammatory disease and other pelvic 
diseases, previous abdominal surgery, low education level and 
psychological comorbidities, such as anxiety and depression4,7. 
Currently available data are limited, especially in developing 
countries. A study has reported general prevalence of 11.5% 
(147/1278) of CPP in females above 14 years of age in Ribeirão 
Preto, São Paulo (Brazil) and of 15.1% (127/841) in females in 
reproductive age4, similar to a North American study (14.7% - 
773/5263 females aged from 18 to 50 years and surveyed by the 
Gallup Organization)1. 
CPP management is focused on symptoms or on the diagno-
sis itself. Even when the diagnosis is specified, such as painful 
bladder syndrome, irritable bowel syndrome, endometriosis and 
adhesions, the response is frustrating3,6,7. Therapeutic armamen-
tarium is composed of non-steroid anti-inflammatory drugs 
(NSAIDs), muscle blockers, hormonal contraceptives, amitrip-
tyline and other antidepressants, anticonvulsants and psycho-
therapy8,9. Cognitive-behavioral therapy is an already accepted 
and recommended approach to treat females with CPP9,10.
Family constellation is a systemic approach developed by Bert 
Hellinger, which connects suffering/disease to unconscious pro-
cesses as from exclusions, conflicts and traumas of personal and/
or family life. In his book called “Essential is Simple”, he ad-
dresses the use of family constellation for different symptoms/
diseases, among them chronic pains syndrome11,12. Surgical treat-
ment, especially with laparoscopy, has been indicated for diagno-
sis and treatment of endometriosis and pelvic adhesions1,2, but is 
being increasingly challenged13,14.
CPP ambulatory of the Gynecology Service, Clinicas Hospital, 
Federal University of Goiás (HC-UFG) aims at receiving, in-
vestigating and treating females with CPP. This study was car-
ried out to obtain information about this population to better 
understand the reality of this group and to promote advances in 
their assistance, as well as at sharing such information with other 
woman health attention professionals and public health policies 
managers.

METHODS

This was a cross-sectional and intervention study where pre-
structured cards for the first and for return consultations were 
used, which were filled during consultations between Febru-
ary/2007 and May/2011, in the Chronic Pelvic Pain Ambula-
tory, HC-UFG. Recorded data were then tabulated to identify 
possible epidemiological, clinical and sonographic factors associ-
ated to CPP, in addition to the evolution of the visual analog 
scale (VAS) with indicated treatments.
Collected and analyzed variables were: age, color, marital status, 
education level, family income, financial dependence, body mass 
index (BMI=weight/height2), number of children, incidence 

of miscarriages, history of physical and/or sexual abuse, sexual 
activity, sexual desire, orgasm, dyspareunia, history of sexually 
transmissible diseases, menstrual cycle and flow characteristics, 
surgical history, predominant pain site, pain score by VAS in first 
and last consultation, events coinciding with pain onset, pain 
duration, perimenstrual pain worsening, marital or family con-
flicts and family traumas, intestinal habits, urinary complaints, 
physical evaluation, ultrasound and laparoscopy findings, phar-
macological and psychotherapeutic (cognitive-behavioral and 
family constellation) treatment. We have also evaluated the am-
bulatory follow-up.
In the HC-UFG ambulatory, drugs are chosen as follows: if pain 
worsens or there is perimenstrual mood oscillation, the initial 
choice is to induce amenorrhea with hormonal contraceptives; 
if patient has neuralgia, musculoskeletal pain, fibromyalgia, con-
flicts, traumas or depressive profile, we start with amitriptyline 
or other antidepressants when above conditions are superim-
posed. Anti-inflammatory drugs are indicated for pain crises. 
In addition, we always suggest psychotherapy (those available 
were cognitive-behavioral and family constellation therapies). 
Cognitive-behavioral therapy was applied in 6-8 individual ses-
sions lasting approximately one hour, while family constellation 
was administered in a single individual or group session (lasting 
one to two hours).
Patients were considered in ambulatory follow-up when they 
had consultation in a period less than one year after medical re-
cord analysis. Consultations were quarterly scheduled and be-
came semiannual if patients remained with pain scale less than 
or equal to 2. More than one year without return was considered 
loss of follow-up. Criteria for CPP ambulatory discharge was: 
pain scale ≤ 2 for at least one year without using any painkiller.
Data were entered and analyzed by the Software Excel for Win-
dows for subsequent analysis by statistical program, namely, Sta-
tistical Package for the Social Sciences – SPSS, version 17.0.
Mann-Whitney test was used to check pain scale differences be-
tween first and last consultation in specific variables: miscarriage 
background, physical abuse, sexual abuse, laparoscopy, current 
treatment and psychotherapy. Kruskal-Wallis and Wilcoxon tests 
were used to check the existence or not of significant difference 
between first and last consultation with regard to variables: mis-
carriage and current treatment (Kruskal-Wallis); physical abuse, 
sexual abuse, laparoscopy and psychotherapy (Wilcoxon). Con-
fidence level was 95%, that is, p<0.05 was considered significant.
This study was approved by the Research Ethics Committee, 
HC-UFG, opinion 004/2007. Patients have signed the Free and 
Informed Consent Term (FICT).

RESULTS

Initially, 271 patients were included, being that 13 patients were 
excluded due to incompleteness or loss of data, and 28 for not 
matching CPP criteria (exclusively cyclic pain in 21 patients and 
isolated dyspareunia in seven patients). This way, 230 patients 
were evaluated.
Mean age of females with CPP was 38.3±10.0 years. Most were 
mulatto, married or cohabitating, had completed elementary 
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school, received up to five minimum wages, were financially de-
pendent and had normal BMI (Table 1).
Most patients had up to three children, sexual activity with de-
sire and orgasm, in spite of dyspareunia. Almost 30% had mis-
carriages, 15.8% physical abuse and 11% sexual abuse (Table 
2). Menstruation was at regular intervals in 57.8% of patients, 
with normal flow in 46.9% and 28% of them had amenorrhea. 
Previous pelvic surgeries were very common, especially tube liga-
tion (50.4%) and Cesarean section (48.7%) followed by hyster-
ectomy (14.3%) and ovarian cyst (11.3%), among others. Most 
patients had normal bowel function (58.2%), but 38.3% have 
reported obstipation and 2.6% obstipation and diarrhea, be-
ing that diarrhea alone was present in 0.9% of females. Urinary 
function was normal in 79.1% of cases.
Pain location, in decreasing order of frequency, was: left ili-
ac fossa (38.7%), right iliac fossa (32.7%), hypogastrium 
(19.1%), low belly (17.0% and vagina (2.6%). Pain would 
last more than half month in 63% of cases and worsened in 
the perimenstrual period for 55.2% of cases. Pain had start-
ed, on average, 6.7±7.6 (0.5-54) years before, with mean VAS 
of 7.9±1.8 (2-10). There has been mean decrease of 3.1 VAS 
points between the first and the last consultation and follow-up 
time was 1.6±1.6 years (0-3.2). 
In more than 70% of cases there has been an event coinciding 
with pain onset, being history of conflicts and/or trauma and ob-
stetric events the most common (Table 3). Marital and/or family 
conflicts were present in approximately 40% of patients, while 
family traumas were present in more than half the cases Table 4).

Table 1. Distribution of patients of the chronic pelvic pain ambulatory 
(n=230)

Variables n %
Color

 Caucasian
 Afro-American
 Mullato

82
30
118

35.7
13.0
51.3

Marital status
 Single
 Married/cohabitating
 Separated/divorced
 Widow 

24
167
32
7

10.4
72.5
14.0
3.1

Education level
 Illiterate
 Elementary school
 High school
 College

8
137
77
8

3.4
59.8
33.4
3.4

Per capita income (minimum wages)
 Less than 1
 1 to 5
 More than 5

79
147
4

34.4
64.0
1.6

Financial dependence
 Partner
 Others
 Not dependent

123
22
85

53.4
9.4
37.2

Body mass index
 Low weight
 Normal
 Overweight 
 Obesity

8
134
64
24

3.3
58.3
27.8
10.6

Table 2. Obstetric and gynecological factors in patients with chronic 
pelvic pain (n=230)

Variables n %
Number of children

 0
 1-3
 3-4

30
167
33

13.0
72.6
14.4

Miscarriages
 No
 Spontaneous 
 Provoked

163
54
13

70.9
23.4
5.7

Physical abuse
 Yes
 No

36
194

15.8
84.2

Sexual abuse
 Yes 
 No

25
205

11.0
89.0

Sexual activity
 Yes 
 No

191
39

83.0
17.0

Orgasm
 Yes 
 No

143
87

62.0
38.0

Dyspareunia
 Superficial
 Deep 
 Without dyspareunia

32
150
48

14.0
65.0
21.0

Sexual desire
 Yes 
 No

138
92

60.0
40.0

History of sexually transmissible disease
 Yes 
 No

41
189

17.8
82.2

Table 3. Event coinciding with chronic pelvic pain complaint onset 
(n=230)

Variables n %
None perceived
Conflict and/or trauma
Pregnancy/miscarriage/ child birth
Loss or departure of loved one
Tubal ligation
Hysterectomy 

66
65
51
48
24
9

28.7
28.3
22.2
20.9
10.4
3.9

Table 4. Family issues of chronic pelvic pain ambulatory patients 
(n=230)

Variables n %
Marital conflict (partner)

 Yes 
 No

96
134

42.0
58.0

Family conflict (excluding partner)
 Yes
 No

91
139

39.5
60.5

Family trauma *
 Yes
 No

119
111

51.7
48.3

*Abandonment by parents, child donation, early and/or tragic deaths, or death 
of loved ones with who they were in conflict.
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Physical and ultrasound exams were normal for the vast major-
ity of such patients (Table 5). In 41/230 (17.8%) laparoscopies 
performed, there were adhesions (34%), endometriosis (29%), 
normal pelvis (22%), and other findings in 15% of cases.
Most common drugs used to treat CPP patients were hormonal 
contraceptives and amitriptyline (Table 6). There has been mean 
decrease of approximately 40% of VAS (3.1/7.9) with different 
approaches (pharmacological, laparoscopic and psychotherapeu-

tic), being that history of sexual abuse and provoked miscarriage 
was associated to less VAS decrease (2.2 and 1.4, respectively). 
From evaluated drugs, hormonal contraceptive was related to 
further VAS decrease (Table 7). There has been adherence to psy-
chotherapy by 25.2% of patients, being that 20.9% to family 
constellation, 2.6% to cognitive-behavioral and 1.7% to other 
modalities. There has been loss of follow-up in 26.6% of cases 
and 5.2% of patients had ambulatory discharge.

Table 5. Physical and pelvic ultrasound findings (n=230)

Variables n %

Physical exam

Normal
Endometriosis
Other

194
26
10

84.3
11.3
4.4

Ultrasound

Normal
Endometriosis (ovary and/or abdominal wall)
Small uterine myomas (<2cm)
Suggestive of functional ovarian cyst
Suggestive of hydrosalpinx
Other findings (paraovarian cyst, inclusion cyst, 
etc.)

160
19
15
13
8
15

 9.6
8.3
6.5
5.6
3.5
6.5

Table 6. Pharmacological treatment at last consultation of patients 
with chronic pelvic pain (n=230)

Variables n %

Hormonal contraceptive
Amitriptyline
Non-steroid anti-inflammatory drugs
Other antidepressants
No drug

87
76
45
18
58

37.8
33.0
19.6
7.8
25.2

Table 7. Comparison of mean pain scale at first and last consultation with regard to independent variables of chronic pelvic pain patients (n=230)

Variables Pain scale

1st consultation Last consultation p Mean differences

Mean ± SD CI 95% Mean ± SD CI 95%

Pain scale 7.9 ± 1.8 (7.7-8.2) 4.8 ± 3.2 (4.3-5.3) <0.0011 3.1

Physical abuse

Yes
No

8.4 ± 1.6
7.9 ± 1.8

(7.8-8.9)
(7.6-8.1)

5.1 ± 2.7
4.8 ± 3.3

(3.8-6.4)
(4.2-5.3)

<0.0011

<0.0011

3.3
3.1

p value 0.1353 0.8183

Sexual abuse

Yes
No

8.1 ± 1.6
7.9 ± 1.8

(7.5-8.8)
(7.7-8.2)

5.9 ± 3.1
4.7 ± 3.2

(4.4-7.3)
(4.1-5.2)

0.0041

<0.0011

2.2
3.2

p value 0.7893 0.1163

Miscarriage 

General
Spontaneous
Provoked

7.6 ± 1.8
7.6 ± 1.9
8.5 ± 1.2

(7.1-8.1)
(7.1-8.1)
(7.8-9.2)

5.5 ± 3.2
5.2 ± 3.1
7.1 ± 3.4

(4.6-6.4)
(4.3-6.2)
(4.3-9.9)

<0.0011

<0.0011

<0.0011

2.1
2.4
1.4

p value 0.1762 0.0852

Laparoscopy

No
Yes

7.8 ± 1.9
7.8 ± 1.8

(7.5-8.1)
(7.2-8.5)

4.9 ± 3.2
4.6 ± 3.2

(4.3-5.5)
(3.5-6.7)

<0.0011

<0.0011

2.9
3.2

p value 0.7693 0.6333

Current treatment

NSAID
Contraceptive
Amitriptyline
Other AD

7.2 ± 1.7
8.2 ± 1.7
8.2 ± 1.5
8.7 ± 1.2

(7.1-8.2)
(7.9-8.6)
(7.9-8.6)
(8.1-9.3)

4.6 ± 3.0
5.1 ± 3.2
6.0 ± 2.3
5.9 ± 3.7

(3.3-5.8)
(4.4-5.9)
(5.4-6.7)
(3.8-8.1)

<0.0011

<0.0011

<0.0011

0.0051

2.6
3.1
2.2
2.8

p value 0.1542 0.0862

Psychotherapy

CB
FC

8.3 ± 1.6
7.7 ± 2.0

(6.4-10.2)
(7.1-8.3)

3.6 ± 1.9
4.8 ± 3.5

(0.6-6.6)
(3.7-5.8)

0.0661

<0.0011

4.7
2.9

p value 0.9383 0.4223

1Mann-Whitney (independent data); 2Kruskal-Wallis and 3Wilcoxon (paired data).

NSAID: non-steroid anti-inflammatory drug; CB: cognitive behavioral; FC: family constellation; AD: antidepressants.
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DISCUSSION

One objective of our study was to epidemiologically char-
acterize 230 patients of the CPP ambulatory of HC-UFG-
Goiânia, since in Brazil there are few studies with this goal4. 
Patients had mean age of 38.3 years, most were mulattos, 
married/cohabitating, with low education level, low income, 
financially dependent on the partner and normal BMI, data 
similar to the Brazilian literature4,5 and reality15.
It was observed that 87% of patients had children, being 
more frequent those having 1 to 3 children (72.6%), finding 
which is in line with previously published study4. We have 
also found history of miscarriage in 29.1%, similarly to the 
above-mentioned study, which has reported almost twice the 
number of miscarriages in the group without CPP (16.4%, 
p<0.01). In our study, 19.6% of miscarriages were provoked. 
We have also observed that females with history of provoked 
miscarriage had lower mean VAS decrease between the first 
and the last consultation (1.4 versus 3.1 of general mean). 
This data requires further understanding; however, we think 
that it might be associated to unconscious guilt expiation for 
the miscarriage not psychologically well processed (observed 
in psychotherapy).
There has been 15.8% of physical abuse and 11% of sexual 
abuse in the studied population. A CPP study group7 has re-
ported 3.5 times and 2.2 times more history of sexual and 
physical abuse, respectively, in females with CPP as compared 
to controls. In our study, patients who were victims of physi-
cal abuse had pain improvement similar to those not suffering 
this type of situation; however, victims of sexual violence had 
less pain scale decrease, which suggests more psychological 
sequelae.
From studied patients, more than 80% have referred active 
sexual life and approximately 60% have reported sexual desire 
and orgasm. However, almost 80% of females complained of 
dyspareunia. This symptom has been considered an indepen-
dent factor associated to CPP4. History of sexually transmissi-
ble disease was observed in less than 1/5 of patients, although 
being considered a risk factor for CPP7.
Most patients have referred normal menstrual pattern, but 
there has been 55% CPP worsening in the perimenstrual pe-
riod, while other authors2,5 have reported prevalence above 
80%. It is possible that the lower prevalence observed in this 
study be due to the fact that part of patients arrived to the 
ambulatory already in pharmacological amenorrhea induced 
by physicians referring them to the basic health system.
Abdominal surgeriesy haves been pointed as factor associated 
to CPP, possibly due to adhesions caused by peritoneal cav-
ity manipulation4. Our study has observed a high frequency 
of surgical pelvic cavity background, being laparotomic tubal 
ligation (50.4%) and Cesarean section (48.7%) the most fre-
quent surgical procedures; we have also found adhesions in 
approximately 1/3 of laparoscopies performed in the service, 
data which are similar to the literature1,16.
When pain was evaluated, there has been mean onset of symp-
tom until the first consultation of approximately seven years, 

which is obviously a long period for those with pain. Such find-
ing may be justified by the delay in looking for help or the 
difficult access to specialized medical assistance in the public 
service. While a study4 has reported mean pain scale in the first 
consultation of 5.8±2.3 for CPP patients, in our study VAS 
value was 7.9±1.8, but in the last consultation it was 4.8. This 
is VAS decrease of 3.1 points, which shows the importance of 
assisting CPP patients with clinical/psychotherapeutic mea-
sures which were effective to decrease pain scale.
As to pain location, there has been higher incidence (almost 
49%) in the left iliac fossa, approximately 1/3 in the right 
iliac fossa, followed by hypogastrium and low belly (almost 
1/5 of cases each) and just 2.6% in the vagina. No study was 
found in the literature evaluating such frequency, by pain 
predominance in LIF may be due to the high prevalence of 
irritable bowel syndrome and its relationship with CPP, as 
already observed1,17.
In our study there have been intestinal symptoms in approxi-
mately 40% of patients (38.3% reported obstipation, 2.6% 
obstipation and diarrhea, and diarrhea alone was reported 
by 0.9% of females). This study did not aim at character-
izing irritable bowel syndrome diagnosis, since other crite-
ria are needed in addition to pain for more than 12 weeks. 
A study with 648 females17 has observed that 40% of CPP 
patients met irritable bowel syndrome criteria, while a dif-
ferent report8 has referred 37% of gastrointestinal disorders. 
These figures are in line with the intestinal disorders, espe-
cially expressed as obstipation in our sample, which suggest a 
correlation of such data. Urinary symptoms were observed in 
1/5 of patients, while a different study has reported 31% of 
urological disorders8.
More than 60% of patients have referred pain for more than 
half of the month, which suggests decrease in their quality of 
life (QL). Using SF-36, a study carried out in the same place 
of this study has observed that CPP patients had significantly 
lower QL scores in the domains of pain and social aspects5. 
Negative CPP effects on females’ QL were also reported by 
other authors8,9.
More than 70% of patients were able to relate some major or 
traumatic event to onset of symptoms. CPP patients have eight 
times more psychosomatic symptoms than controls7. The pres-
ence of family issues in most CPP patients suggests the impor-
tance of using psychotherapy to treat these females, as already 
emphasized by the literature8,18. Further qualitative studies may 
probably better explain possible CPP triggering factors.
The fact that most patients in this study had normal physical 
evaluation (84.3%) and normal ultrasound (69.6%), or with 
incidental findings (small myomas, functional ovarian cysts, 
hydrosalpinx, in general asymptomatic in general population, 
very often in the opposite side from the side patients referred 
pain) shows the difficulty in demonstrating a plausible and 
convincing organic cause for CPP in patients in general. 
Findings, considered reasons for pelvic pain in laparoscopy, 
still lack epidemiological causality criteria and CPP seems to 
be more a somatofunctional syndrome, such as others: fibro-
myalgia, irritable bowel syndrome, chronic fatigue syndrome, 
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painful bladder syndrome and migraine, among others7.
Diagnostic laparoscopy, performed in 41 patients (adhe-
sion-34%, endometriosis-29% and normal pelvis-22%), has 
shown findings similar to those of a large study with 1524 
females1. However, it is not always possible to consider al-
terations as the primary cause of CPP. Laparoscopy may have 
placebo effect in 50% of patients in three months and in 25% 
of patients in six months, with subsequent recurrence1. Lack 
of disease in pain topography and/or incidental findings such 
as small myomas, functional cysts, hydrosalpinx, in general 
asymptomatic, and comorbidities such as fibromyalgia, irri-
table bowel syndrome, migraine, chronic fatigue syndrome 
and painful bladder syndrome are very common1,7.
In our study, patients submitted to laparoscopy had no further 
pain scale improvement as compared to those not submitted 
to laparoscopy. The treatment of adhesions with laparoscopic 
adhesiolysis for CPP seems to have no beneficial effect. This 
is endorsed by a multicenter study where 100 patients with 
CPP and pelvic adhesions were randomized for adhesion lysis 
(n=52) or non lysis (n=42), by videolaparoscopy and no dif-
ference in pain improvement was observed between groups19.
A recent systematic review14 points to the inefficacy of surgical 
approach to treat CPP. Laparoscopy is a surgery and, as such, 
poses risks and costs inherent to the procedure and should only 
be indicated after careful clinical and image evaluation. In our 
study, laparoscopy was indicated for less than 20% of patients, 
confirming current trend to decrease the indication of such pro-
cedure for CPP patients. Nogueira, Reis and Poli Neto3 have sug-
gested a decrease in laparoscopy indication to 5% of cases3. The 
understanding of visceral hyperalgesia mechanisms may favor 
the finding of drugs which may decrease CPP pain intensity20.
Pharmacological treatment was used in ¾ of patients, in the 
following decreasing sequence: continuous hormonal contra-
ceptives, amitriptyline, NSAIDs and other antidepressants. 
As compared to the first consultation, treatments have de-
creased mean pain intensity in 3.1 points.
Psychotherapy was applied to ¼ of studied patients, being family 
constellation the most frequently applied, followed by cognitive-
behavioral therapy. Family constellation is offered by the service 
for more than seven years and this may be the reason for it hav-
ing been more frequent in our study. There has been positive ef-
fect on pain decrease with both modalities, with significant pain 
scale decrease of 2.9 points between the first and last consulta-
tion of patients participating in the family constellation.
This approach has not yet been tested in the literature for 
CPP patients, being this the first report. Its mastermind has 
only published case reports using such process11. There has 
been even further VAS decrease in patients submitted to 
cognitive-behavioral therapy being that this has only been 
applied to six cases, which has not provided statistical signifi-
cance. It has to be stressed that patients were very resistant 
to accept psychotherapeutic aid, inasmuch that ¾ have not 
accepted it although being already a recommendation of the 
literature1,2,8,18. This is possibly a factor impairing ambulatory 
discharge of such patients.
As observed in our study, the superiority of non-surgical 

treatment (clinical/psychotherapeutic) may be considered in 
the care of females with CPP, since surgical treatment does 
not contribute to decrease VAS and adds more cost and mor-
bidity. Other recent reports endorse this opinion9,14.
Only 5.2% (12 people) had ambulatory discharge (VAS≤2 for 
more than one year without medication). What was differ-
ent in the treatment of such patients is still not understood. 
However, future qualitative studies may explain which was 
their positive deviation. The introduction of psychotherapy 
seems to be an indicator, but it is necessary to wait more time 
and to have a larger number of cases to confirm such hy-
pothesis. Also, patients have to be open for such approach, 
probably increasing its effect. Convincing them of the need 
for psychotherapy is a challenge, as also reported by the In-
ternational Association for the Study of Pain21. Current rec-
ommendations suggest multidisciplinary and biopsychosocial 
approaches to optimize results9,22.

CONCLUSION

This study contributes for a better understanding of CPP, 
bringing more epidemiological and clinical information 
about these females in Brazil and, as a consequence, it may 
help the clinical management of such patients. Measures to 
make easier the access of CPP patients to specialized ambula-
tories (both for initial assistance and follow-up) are pertinent 
and necessary. The even higher decrease in laparoscopy indi-
cations and the strategies to attract patients to psychotherapy 
are challenges for the near future. This study is important and 
was justified by the high prevalence of CPP in Brazil. Shar-
ing this information with other professionals and managers 
involved with women health attention may democratize the 
access of such patients to professionals qualified to deal with 
this important public health problem.

REFERENCES

1.	 Howard FM. The role of laparoscopy in the chronic pelvic pain patient. Clin Obstet 
Gynecol. 2003;46(4):749-66.

2.	 ACOG Committee on Practice Bulletins-Gynecology. ACOG Practice Bulletin Nº 
51. Chronic Pelvic Pain. Obstet Gynecol. 2004;103(3):589-605.

3.	 Nogueira AA, Reis FJ, Poli Neto OB. Abordagem da dor pélvica crônica em mulheres. 
Rev Bras Ginecol Obstet. 2006;28(12):733-40.

4.	 Silva GP, Nascimento AL, Michelazzo D, Alves Júnior FF, Rocha MG, Silva JC, et al. 
High prevalence of chronic pelvic pain in women in Ribeirão Preto, Brazil and direct 
association with abdominal surgery. Clinics. 2011;66(8):1307-12.

5.	 Barcelos PR, Conde DM, Deus JM, Martinez EZ. Qualidade de vida de mulheres 
com dor pélvica crônica: um estudo de corte transversal analítico. Rev Bras Ginecol 
Obstet. 2010;32(5):247-53.

6.	 Romão AP, Gorayeb R, Romão GS, Poli-Neto OB, Reis FJ, Silva JC, et al. Chronic 
pelvic pain: multifactorial influences. J Eval Clin Pract. 2011;17(6):1137-9.

7.	 Warren JW, Morozov V, Howard FM. Could chronic pelvic pain be a functional syn-
drome? Am J Obstet Gynecol. 2011;205:199.e1-5.

8.	 Dalpiaz O, Kerschbaumer A, Mitterberger M, Pinggera G, Bartsch G, Strasser H. 
Chronic pelvic pain in women: still a challenge. BJU Int. 2008;102(9):1061-5.

9.	 Abercrombie PD, Learman LA. Providing holistic care for women with chronic pelvic 
pain. J Obstet Gynecol Neonatal Nurs. 2012;41:668-79.

10.	 Jarrell JF, Vilos GA, Allaire C, Burgess S, Fortin C, Gerwin R et al. Consensus 
guidelines for the management of chronic pelvic pain. J Obstet Gynaecol Can. 
2005;27(9):869-910.

11.	 Hellinger B, editor. O essencial é simples, 1ª ed. Patos de Minas: Atman Editora; 
2004. 169-77p.

12.	 De Deus JM, Ribeiro MO. Dor pélvica crônica. In: Neto OA, Costa CMC, Siqueira 
JTT et al. (editores) Dor: princípios e prática. Porto Alegre: Artmed; 2009. 734-47p.



197

Analysis of 230 women with chronic pelvic 
pain assisted at a public hospital

Rev Dor. São Paulo, 2014 jul-sep;15(3):191-7

13.	 Royal College of Obstetricians and Gynecologists. RCOG Green-top Guideline Nº 
41. The initial management of chronic pelvic pain. 2012. 2-16p.

14.	 Yunker A, Sathe NA, Reynolds WS, Likis FE, Andrews J. Systematic review of therapies 
for noncyclic chronic pelvic pain in women. Obstet Gynecol Surv. 2012;67(7):417-25.

15.	 IBGE. Síntese de indicadores sociais: uma análise das condições de vida da população 
brasileira 2010. Rio de Janeiro, 2010; n27. Acessado em 24/11/2013.

16.	 Drozgyik I, Vizer M, Szabo I. Significance of laparoscopy in the management of 
chronic pelvic pain. Eur J Obstet Gynecol Reprod Biol. 2007;133(2):223-6.

17.	 Choung RS, Herrick LM, Locke GR 3rd, Zinsmeister AR, Talley NJ. Irritable bowel 
syndrome and chronic pelvic pain: a population-based study. J Clin Gastroenterol. 
2010;44(10):696-701.

18.	 Alappattu MJ, Bishop MD. Psychological factors in chronic pelvic pain in wom-
en: relevance and application of the fear-avoidance model of pain. Phys Ther. 

2011;91(10):1542-50.
19.	 Swank DJ, Swank-Borderwijk SC, Hop WC, van Erp WF, Janssen IM, Bonjer HJ 

et al. Laparoscopic adhesiolysis in patients with chronic abdominal pain: a blinded 
randomised controlled multi-centre trial. Lancet. 2003;361(9365):1247-51.

20.	 Aslam N, Harrison G, Khan K, Patwardhan S. Visceral hyperalgesia in chronic pelvic 
pain. BJOG. 2009;116(12):1551-5.

21.	 International Association for the Study of Pain. Global year against pain in women: 
real women, real pain. Fact sheets. Chronic pelvic pain. September, 2007. www.iasp-
pain.org. Acessado em 24/11/2013.

22.	 Engeler DS, Baranowski AP, Dinis-Oliveira P, Elneil S, Hughes J, Messelink EJ, 
et al. The 2013 EAU guidelines on chronic pelvic pain: is management of chronic 
pelvic pain a habit, a philosophy or a science? 10 years of development. Eur Urol. 
2013;64(2013):431-9.


