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The Initial Management of Chronic Pelvic Pain

This is the second edition of this guideline. The first edition was published in 2005 under the same title.

1. Purpose and scope

The purpose of this guideline is to provide an evidence-based summary for the generalist to facilitate

appropriate investigation and management of women presenting for the first time with chronic pelvic

pain. 

2. Background and introduction

Chronic pelvic pain can be defined as intermittent or constant pain in the lower abdomen or pelvis of a

woman of at least 6 months in duration, not occurring exclusively with menstruation or intercourse and not

associated with pregnancy. It is a symptom not a diagnosis. Chronic pelvic pain presents in primary care as

frequently as migraine or low-back pain1 and may significantly impact on a woman’s ability to function.2

Living with any chronic pain carries a heavy economic and social burden. Aiming for accurate diagnosis and

effective management from the first presentation may help to reduce the disruption of the woman’s life and

may avoid an endless succession of referrals, investigations and operations. This guideline provides an

evidence-based framework for the initial assessment of women with chronic pelvic pain. It is intended for the

general gynaecologist but may be of use to the general practitioner in deciding when to refer and to whom.

3. Identification and assessment of evidence

The Cochrane Library and the Cochrane Register of Controlled Trials were searched for relevant

randomised controlled trials, systematic reviews and meta-analyses. A search of Medline from 1966 to July

2011 was also carried out. The database was searched using the MeSH terms ‘pelvic pain’, ‘dysmenorrhoea’

and ‘chronic disease’ including all sub-headings. This was combined with a keywords search using the

terms ‘chronic pelvic pain’ and ‘dysmenorrhoea’.

The definitions of types of evidence used in this guideline are detailed in RCOG Clinical Governance

Advice No.1a–c.3–5 Where possible, recommendations are based on, and explicitly linked to, the evidence

that supports them although, unfortunately, little good-quality evidence exists. Areas lacking evidence are

highlighted and annotated as ‘good practice points’. 

4. What are the possible aetiological factors in the genesis of chronic pelvic pain?

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. 

Pain is, by definition, a sensory and emotional experience associated with actual or potential tissue damage

or described in those terms.6The experience of pain will inevitably be affected by physical, psychological

and social factors. The woman is often aware of these influences but may choose not to discuss them,

fearing that her pain will be dismissed as psychological or that non-gynaecological symptoms will be

considered irrelevant.
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Careful scrutiny of the woman’s history and physical findings will frequently reveal factors that may be

contributing to the pain and can therefore be at least partially treated. Given the incomplete understanding

of the genesis of pelvic pain, it may be necessary to keep an open mind about the cause and consider

unusual diagnoses, such as hernias or retroperitoneal tumours, or consider causes which until recently

might have been dismissed as rarities, such as musculoskeletal pain. It is important not to leave the woman

with the feeling that nothing more can be done to help her.

4.1 Central and peripheral nervous system
Acute pain reflects fresh tissue damage and resolves as the tissues heal. In chronic pain, additional factors

come into play and pain may persist long after the original tissue injury or exist in the absence of any

such injury. Major changes are seen in both afferent and efferent nerve pathways in the central and

peripheral nervous systems. 

Local factors, such as tumour necrosis factor alpha (TNF-�) and chemokines, may change peripheral nerve

function and/or stimulate normally quiescent fibres, resulting in altered sensation over a wider area than

that originally affected. A persistent barrage of pain may lead to changes within the central nervous system,

which magnify the original signal.7

Descending information from the central nervous system, possibly influenced by previous experiences and

current circumstances, may modify pain perception and visceral function. Alteration in visceral sensation

and function, provoked by a variety of neurological factors, has been termed ‘visceral hyperalgesia’. Nerve

damage following surgery, trauma, inflammation, fibrosis or infection may play a part in this process.8,9

Pain as a result of changes in the nerve itself is termed ‘neuropathic pain’ and is characteristically, but not

exclusively, burning, aching or shooting in nature.10 

Possible contributory factors are separated out for the purposes of discussion but the problem must be

seen as a whole by both the woman and her doctor.

4.2 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. 

Pelvic pain which varies markedly over the menstrual cycle is likely to be attributable to a

hormonally driven condition such as endometriosis. The cardinal symptoms of dysmenorrhoea,

dyspareunia and chronic pelvic pain are said to be characteristic of endometriosis or

adenomyosis.11 In a prospective study of 90 women undergoing laparoscopy or laparotomy, the

combination of clinical examination and transvaginal ultrasound accurately identified ovarian

endometriosis but not peritoneal disease. Symptoms alone were a poor predictor of finding

endometriosis at surgery,12 but a causal association between the disease and severe dysmen-

orrhoea probably exists.13 In a recent case–control study comparing symptoms among 255

women undergoing hysterectomy, pain symptoms predicted a higher likelihood of adenomysosis

and fibroids rather than fibroids alone being found on histology.14 It is important that dysmen-

orrhoea in adolescents is not overlooked as adenomyosis and endometriosis certainly occurs in

the group.15

The existence of pelvic venous congestion as a cause of chronic pelvic pain remains controversial. A recent

systematic review of diagnosis and management of this condition found no valid diagnostic tests, although

ovarian suppression was effective in treating pelvic pain symptoms. In women suspected of having this

condition, both progestins and gonadotrophin-releasing hormone (GnRH) agonists were shown in randomised

controlled trials to effectively decrease pain during therapy, with GnRH agonists showing higher efficacy.16
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Although many symptom complexes such as irritable bowel syndrome (IBS) and pain perception itself17

may vary a little with the menstrual cycle (with 50% of women experiencing a worsening of their

symptoms in association with their period18), strikingly cyclical pain is likely to be gynaecological in nature.

4.3 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. 

Adhesions may be a cause of pain, particularly on organ distension or stretching. Dense vascular

adhesions may cause chronic pelvic pain. However, adhesions may be asymptomatic. Evidence

to demonstrate that adhesions cause pain or that laparoscopic division of adhesions relieves pain

is lacking. However, in a randomised controlled trial, 48 women with chronic pelvic pain

underwent laparotomy with or without division of adhesions. Although overall there was no

difference between the two groups, a subset analysis showed that division of dense, vascular

adhesions produced significant pain relief.19 In a 2003 study of 100 women, no difference in pain

scores was found between a group undergoing laparoscopic adhesiolysis and those having

laparoscopy alone.20

Adhesions may be caused by endometriosis, previous surgery or previous infection. Two distinct forms of

adhesive disease are recognised: residual ovary syndrome (a small amount of ovarian tissue inadvertently

left behind following oophorectomy which may become buried in adhesions) and trapped ovary syndrome

(in which a retained ovary becomes buried in dense adhesions post-hysterectomy). Removal of all ovarian

tissue or suppression using a GnRH analogue may relieve pain.

4.4 IBS and interstitial cystitis
Symptoms suggestive of IBS or interstitial cystitis are often present in women with chronic pelvic pain.
These conditions may be a primary cause of chronic pelvic pain, a component of chronic pelvic pain or a
secondary effect caused by efferent neurological dysfunction in the presence of chronic pain (see section
3.4).  

In a study of 798 women attending a gynaecology clinic, 50% of women referred because of pain

had symptoms suggestive of IBS compared with 28% of women attending ear, nose and throat

or dermatology clinics.21 In three observational studies of women with chronic pelvic pain

presenting to secondary care, 38–84% had symptoms suggestive of interstitial cystitis.22–24

4.5 Musculoskeletal 
Musculoskeletal pain may be a primary source of pelvic pain or an additional component resulting from
postural changes. 

Pain may arise from the joints in the pelvis or from damage to the muscles in the abdominal wall or pelvic

floor. Pelvic organ prolapse may also be a source of pain.25 Increasing interest is also being shown in trigger

points – localised areas of deep tenderness in a tight band of muscle, the aetiology of which is not fully

under stood. It may relate to chronic contraction of the muscle, with the stimulus coming from misalign -

ment of the pelvis or a discrete pain such as endometriosis. The pain from a trigger point may then become

self-perpetuating.26,27 Clear evidence regarding diagnostic tests and therapeutic options is lacking.
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In a consecutive series of 26 women with laparoscopy-negative chronic pelvic pain undergoing

magnetic resonance imaging (MRI), 20 were found to have injuries to the levator ani. In a pain-

free control group undergoing MRI, none of the 20 nulliparous and two of the 32 multiparous

women had such injuries.28 Spasm of the muscles of the pelvic floor is proposed as a cause of

pelvic pain which can be reduced by botulinum toxin injections.29,30A number of controlled and

non-controlled observational studies have demonstrated a high prevalence of primary or

secondary musculoskeletal abnormalities in women with chronic pelvic pain.31–34

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

The incidence of nerve entrapment (defined as highly localised, sharp, stabbing or aching pain,

exacerbated by particular movements, and persisting beyond 5 weeks or occurring after a pain-

free interval) after one Pfannenstiel incision is 3.7%.35,36

4.7 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.

Depression and sleep disorders are common in women with chronic pain. This may be a

consequence rather than a cause of their pain, but specific treatment may improve the woman’s

ability to function.37 Similarly, women with chronic pelvic pain tend to suppress their unwanted

thoughts and feelings either as a cause or consequence of their pain.38

The relationship between chronic pelvic pain and sexual or physical abuse is complex. Studies

are difficult to interpret because many have a retrospective design and are performed in

secondary care. In this secondary care population it appears that women with chronic pain in

general are more likely to report physical or sexual abuse as children than pain-free women.

Those who experience chronic pelvic pain specifically are more likely to report sexual abuse

than women with another chronic pain complaint.39–42 However, using multiple regression

analysis, it appears that child sexual abuse may be a marker for continuing abuse and the

development of depression, anxiety or somatisation,which then predispose the individual to the

development or presentation of chronic pelvic pain.43,44 In a primary care population, 26% of

women reported child sexual abuse and 28% reported adult sexual abuse, but only those

reporting both were more likely to have increased pain symptoms (dysmenorrhoea, dyspareunia

or chronic pelvic pain) than women reporting no abuse.45 Interestingly, in a prospective study

of young adults who had been abused there was no increase in medically unexplained

symptoms (albeit the study subjects were only followed into their 20s) compared with those

not known to have been abused, but those who did have unexplained symptoms were more

likely to report their history of abuse.46

In summary, it may be that, for some individuals, child sexual abuse may initiate a cascade of events or

reactions which make an individual more vulnerable to the development of chronic pelvic pain as an

adult. Women who continue to be abused are particularly at risk.
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5. What should underline the initial assessment of chronic pelvic pain?

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 an 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 consult -
ation.

It has been shown that consultations which elicit the patient’s ideas will result in a better doctor–patient

relationship and improved concordance with investigation and treatment.47 Women with chronic pelvic

pain want their experience to be heard and validated and they want to receive personal care to help them

understand and manage their pain.48–50

Particularly if they have had negative experiences previously, women may need to be encouraged to talk

about their symptoms and ideas, allowing them to influence and shape the doctor–patient relationship as

a partnership. In a study of 105 consecutive referrals to a university gynaecology clinic, a favourable patient

rating at the initial consultation was associated with complete recovery at follow-up.51 

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 the woman to plan a management
programme.

In the only study of its kind, 106 women with chronic pelvic pain were randomised to an

integrated approach or standard treatment, which involved exclusion of organic causes followed

by a laparoscopy. If the laparoscopy was negative, attention was then given to psychological

factors. In the integrated approach, equal attention was devoted to possible organic,

psychological, dietary and environmental causes of the pain. In this group, laparoscopy was not

routinely performed; a consultation with a physiotherapist was included and provocation tests

were performed.After 1 year, the integrated approach group reported significantly greater pain

relief than the standard treatment group.52

In a meta-analysis of pain management in a related condition involving over 3000 women, a

multidisciplinary approach to chronic back pain has been shown to be effective both in

reducing subjective pain measures and in improving work and social functioning.53 When an

interdisciplinary approach is adopted for the management of chronic pelvic pain, improvement

is seen only when all components of the programme are in place.54 

In a study of 53 women with chronic pelvic pain undergoing weekly psychological and physio-

therapy-based treatment in small groups over 10 weeks, significant and sustained improvement

was seen in pain scores, analgesia intake, use of health service resources and ability to work.

Over the course of treatment, women seemed to develop greater self-knowledge and to take

more responsibility for, and control over, their own health.55

Many women with chronic pelvic pain can be managed in primary care. General practitioners might

consider referral when the pain has not been explained to the woman’s satisfaction or when pain is

inadequately controlled. 
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5.1 History
The initial history should include questions about the pattern of the pain and its association with other
problems, such as psychological, bladder and bowel symptoms, and the effect of movement and posture
on the pain. 

Symptoms alone may be used to diagnose IBS positively in this group (see Appendix 1). 

On taking the woman’s history, special note should be taken of any ‘red flag’ symptoms (see Appendix 2)

which may need further investigation and referral to a specialist. If the situation allows, it may be helpful

to ask directly about past or present sexual assault, particularly intimate partner violence. The doctor must

be prepared to listen and accept these experiences as stated and know where to access specialist support.

Completing a daily pain diary for two to three menstrual cycles may help the woman and the doctor

identify provoking factors or temporal associations. The information may be useful in understanding the

cause of the pain.

It may be helpful to establish the woman’s level of function at the start of treatment (e.g. time off work,

avoiding activities), both to monitor progress and to emphasise the value of functional goals. Asking which

drugs have been used previously, and whether or not they helped, may be helpful both to aid diagnosis

and to plan effective management.

Symptom-based diagnostic criteria can be used with confidence to make the diagnosis of IBS

with a positive predictive value of 98%.56,57 Long-term follow-up of women in whom a positive

diagnosis of IBS is made suggests that the diagnosis is unlikely to be changed.58

A number of validated symptom-based tools are also available for the detection of psychological

comorbidity. However, simply enquiring generally about things at home and symptoms such as sleep or

appetite disturbance and tearfulness may be enough.

If the history suggests to the woman and 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. 

5.2 Examination
The examination is most usefully undertaken when there is time to explore the woman’s fears and
anxieties. The examiner should be prepared for new information to be revealed at this point.

The assessment should include abdominal and pelvic examination, looking particularly for focal tenderness,

enlargement, distortion or tethering, or prolapse. Highly localised trigger points may be identified in the

abdominal wall and/or pelvic floor. The sacroiliac joints or the symphysis pubis may also be tender,

suggestive of a musculoskeletal origin to the pain. 

6. What investigations should be undertaken?

6.1 Screening for infection
Suitable samples to screen for infection, particularly Chlamydia trachomatis and gonorrhoea, should be
taken if there is any suspicion of pelvic inflammatory disease (PID).
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All sexually active women with chronic pelvic pain should be offered screening for sexually transmitted
infections (STIs). 

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.59

If PID is suspected clinically, this condition is best managed in conjunction with a genitourinary

medicine physician in order that up-to-date microbiological advice and contact tracing can be

arranged. Sexually active women with chronic pelvic pain should be offered screening for STIs.60 

6.2 Transvaginal scanning (TVS) and MRI
TVS is an appropriate investigation to identify and assess adnexal masses.

TVS and MRI are useful tests to diagnose adenomyosis. 

The role of MRI in diagnosing small deposits of endometriosis is uncertain.

A systematic review of the value of TVS in the diagnosis of endometriosis found that endo -

metriomas may be accurately distinguished from other adnexal masses.61

It is also useful in identifying structural abnormalities such as hydrosalpinges or fibroids, which may be

relevant even if not the cause of the pain. 

TVS is of little value for the positive identification of other causes of chronic pelvic pain,

including peritoneal endometriosis. However, in a study of 120 consecutive women with

chronic pelvic pain undergoing TVS prior to laparoscopy, the presence of soft markers such as

tenderness or poor ovarian mobility improved the prelaparoscopy probability of identifying

relevant pathology at laparoscopy from 58% to 73% (likelihood ratio [LR] 1.9, 95% CI 1.2–3.1).

In the absence of soft markers, the prelaparoscopy likelihood of pathology fell to 20% (LR 0.18,

95% CI 0.09–0.34). TVS may therefore have a role in identifying those women who are less likely

to obtain a positive diagnosis from a diagnostic laparoscopy.62 

The sensitivities of MRI and TVS for the diagnosis of adenomyosis are comparable in the best

hands. Sensitivities of 70–78% and specificities of 86–93% for MRI, with figures of 65–68% and

65–98% for TVS, were achieved in two prospective blinded studies of consecutive patients

undergoing hysterectomy and in a systematic review, using histopathology as the gold

standard.63–66A systematic review of 14 trials examining the diagnostic accuracy of TVS for

diagnosing adenomyosis found a sensitivity of 82.5% and specificity of 84.6%.64

While MRI lacks sensitivity in the detection of endometriotic deposits, it may be useful in the

assessment of palpable nodules in the pelvis or when symptoms suggest the presence of

rectovaginal disease.67 It may also reveal rare pathology.

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

Diagnostic laparoscopy may have a role in developing the woman’s beliefs about her pain. 
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Diagnostic laparoscopy is the only test capable of reliably diagnosing peritoneal endometriosis

and adhesions. Gynaecologists have therefore seen it as an essential tool in the assessment of

women with chronic pelvic pain. However, it carries significant risks: an estimated risk of death

of approximately 1 in 10 000, and a risk of injury to bowel, bladder or blood vessel of approx-

imately 2.4 in 1000, of whom two-thirds will require laparotomy.68–70

Clearly, conditions such as IBS and adenomyosis are not visible at laparoscopy,but there is also

a risk that some forms of endometriosis will be missed. Endometriosis is a disease with a large

variety of appearances and many authorities consider that it is significantly underdiagnosed at

laparoscopy. Some recommend that all suspicious areas should be biopsied. It is well known that

the existing scoring systems do not correlate with severity of pain and that deeply infiltrating

endometriosis, which is strongly correlated with pain, may be misinterpreted as minimal

disease.71

One-third to one-half of diagnostic laparoscopies will be negative and much of the pathology

identified is not necessarily the cause of pain. There may be adverse consequences of a negative

laparoscopy. Many women may feel disappointed that no diagnosis has been made.72This set of

events may lead to disengagement with the medical process.49

The risks and benefits of diagnostic laparoscopy and the possibility of negative findings should be

discussed before the decision is made to perform a laparoscopy. 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

the existence of endometriosis or adhesions potentially affecting her fertility.

Microlaparoscopy or ‘conscious pain mapping’ has been proposed as an alternative to diagnostic

laparoscopy under general anaesthetic. Although the technique seems to provide an opportunity

to confirm particular lesions as the source of the patient’s pain, it has not been widely adopted,

and questions remain as to the acceptability, reproducibility and validity of this technique.73 In

a recent study of 43 women undergoing conscious pain mapping, 39 had a successful procedure,

but in only seven was a different diagnosis or treatment suggested by the awake laparoscopy

compared with one performed under general anaesthetic.74 

In a postal questionnaire study of 63 women following a diagnostic laparoscopy, their sub -

sequent pain experience and quality of life were not affected by the result of the laparoscopy.75

Similarly, in a prospective study of 71 women undergoing laparoscopy for chronic pelvic pain,

women were interviewed before and after their operation. The only factor identified through

regression analysis which predicted an improvement in pain scores was a change in health

beliefs as a result of having a laparoscopy. This finding applied to women with positive or

negative findings at laparoscopy.76 Simply showing women a photograph of their pelvis does not

seem to affect their health beliefs or their pain outcome.77

6.4 CA125
Women reporting any of the following symptoms persistently or frequently (more than 12 times per

month) – bloating, early satiety, pelvic pain or urinary urgency or frequency – should have a serum CA125

measurement taken. Particularly in women over the age of 50 years, any new IBS symptoms should prompt

such action.78
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7. What therapeutic options are available?

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. 

Women with IBS should be offered a trial with antispasmodics. 

Women with IBS should be encouraged to amend their diet to attempt to control symptoms.

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

Ovarian suppression can be an effective treatment for cyclical pain associated with endo -

metriosis. The effect can be achieved with the combined oral contraceptive, progestogens,

danazol or GnRH analogues, all of which are equally effective but have differing adverse effect

profiles.67,79 The levonorgestrel-releasing intrauterine system (Mirena®; Bayer) could also be

considered, even in adolescents.80 Non-endometriosis-related cyclical pain also appears to be

well controlled by these treatments.81–83

In a randomised controlled trial, 100 women with clinically suspected endometriosis received

either a GnRH analogue or placebo without a pretreatment laparoscopy. After 12 weeks, the

treatment group had significantly less pain than women taking placebo.84 This trial is the only

study in which the effectiveness of this treatment approach has been evaluated. However, there

is a growing consensus which supports this strategy.11,84–86 An economic evaluation of the use

of GnRH analogues as empirical treatment for cyclical pain prior to laparoscopy demonstrated

improved patient and physician satisfaction at reduced cost.87

For further advice on the management of IBS, please see NICE clinical guideline 61.88

A systematic review has concluded that smooth-muscle relaxants such as mebeverine

hydrochloride are beneficial in the treatment of IBS where abdominal pain is a prominent

feature. The efficacy of bulking agents has not been established but they are commonly used.57,89

In a study of 200 women suffering from IBS using an exclusion diet, 36% were able to identify

one or more dietary components, the avoidance of which led to sustained improvement in

symptoms. The most commonly implicated foods were dairy products and grains.90

Dietary manipulation may therefore be worth considering for an individual woman but evidence is lacking.

Regular non-steroidal anti-inflammatory drugs with or without paracetamol may be particularly useful in

this context. Compound analgesics such as co-dydramol may be appropriate. For the general gynaecologist

it is probably unwise to prescribe opioids for regular use in women with chronic pelvic pain.91 Adjuvant

treatments such as amitriptyline or gabapentin may be useful in the treatment of neuropathic pain.92 For

further information on the management of neuropathic pain,please see NICE clinical guideline 96.93 Non-

pharma cological modalities such as transcutaneous nerve stimulation, acupuncture and other

comple mentary therapies may be helpful for some women. Dietary modification may also relieve pain.

Laparoscopic uterosacral nerve ablation (LUNA) is ineffective in the management of chronic pelvic

pain.94,95 
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Voluntary organisations such as Endometriosis UK can be an important source of information and support

for some patients. A list of such organisations is given in section 10. Self-management techniques as

suggested by the Department of Health’s Expert Patient Initiative may also be of value to some women. 

8. Summary

Chronic pelvic pain is common, affecting perhaps one in six of the adult female population.96 Much

remains unclear about its aetiology, but chronic pelvic pain should be seen as a symptom with a number

of contributory factors rather than as a diagnosis in itself. As with all chronic pain it is important to consider

psychological and social factors as well as physical causes of pain. Many non-gynaecological conditions

such as nerve entrapment or IBS may be relevant. Women often present because they seek an explanation

for their pain. 

The assessment process should allow enough time for the woman to be able to tell her story. This may be

therapeutic in itself. A pain diary may be helpful in tracking symptoms or activities associated with the pain.

Where pain is strikingly cyclical and no abnormality is palpable at vaginal examination, a therapeutic trial

of ovarian suppression may be more helpful than a diagnostic laparoscopy. Other conditions such as IBS

require specific treatment. Even if no explanation for the pain can be found initially, attempts should be

made to treat the pain empirically and to develop a management plan in partnership with the woman. 

9. Suggested audit topics

� What proportion of sexually active women with chronic pelvic pain are tested for STIs?
� What proportion of women have an ultrasound scan performed prior to diagnostic laparoscopy?
� What proportion of women with cyclical chronic pelvic pain are offered a therapeutic trial of

hormonal treatment for 3–6 months before having a diagnostic laparoscopy?

10. Organisations providing further information and/or support

� Endometriosis UK www.endometriosis-uk.org
� IBS Network www.theibsnetwork.org
� Cystitis and Overactive Bladder foundation www.cobfoundation.org
� Women’s Health www.womens-health.co.uk or womenshealth.gov
� Pelvic Pain Support Network www.pelvicpain.org.uk
� Department of Health Expert Patient Initiative www.expertpatients.co.uk/
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APPENDIX 1: Rome III criteria for the diagnosis of IBS

Continuous or recurrent abdominal pain or discomfort on at least 3 days a month in the last 3 months, with

the onset at least 6 months previously, associated with at least two of the following:
� improvement with defecation
� onset associated with a change in frequency of stool
� onset associated with a change in the form of stool.

Symptoms such as abdominal bloating and the passage of mucus are commonly present and are suggestive

of IBS. Extraintestinal symptoms such as lethargy, back ache, urinary frequency and dyspareunia may also

occur in association with IBS.

APPENDIX 2: ‘Red flag’ symptoms and signs

� Bleeding per rectum
� New bowel symptoms over 50 years of age
� New pain after the menopause
� Pelvic mass
� Suicidal ideation
� Excessive weight loss
� Irregular vaginal bleeding over 40 years of age
� Postcoital bleeding 
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Grades of recommendations

At least one meta-analysis, systematic review or
randomised controlled trial rated as 1++ and
directly applicable to the target population; or 

A systematic review of randomised controlled
trials or a body of evidence consisting
principally of studies rated as 1+ directly
applicable to the target population and
demonstrating overall consistency of results

A body of evidence including studies rated as
2++ directly applicable to the target
population, and demonstrating overall
consistency of results; or 

Extrapolated evidence from studies rated as
1++ or 1+

A body of evidence including studies rated as
2+ directly applicable to the target population
and demonstrating overall consistency of
results; or 

Extrapolated evidence from studies rated as
2++

Evidence level 3 or 4; or 

Extrapolated evidence from studies rated as 2+

Good practice point

Recommended best practice based on the
clinical experience of the guideline
development group

Classification of evidence levels

1++ High-quality meta-analyses, systematic
reviews of randomised controlled trials
or randomised controlled trials with a
very low risk of bias

1+ Well-conducted meta-analyses, systematic
reviews of randomised controlled trials
or randomised controlled trials with a
low risk of bias

1– Meta-analyses, systematic reviews of
randomised controlled trials or
randomised controlled trials with a high
risk of bias

2++ High-quality systematic reviews of case–
control or cohort studies or high-quality
case–control or cohort studies with a
very low risk of confounding, bias or
chance and a high probability that the
relationship is causal

2+ Well-conducted case–control or cohort
studies with a low risk of confounding,
bias or chance and a moderate
probability that the relationship is causal

2- Case–control or cohort studies with a
high risk of confounding, bias or chance
and a significant risk that the
relationship is not causal

3 Non-analytical studies, e.g. case reports,
case series

4 Expert opinion

P

C

D

B

A
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DISCLAIMER

The Royal College of Obstetricians and Gynaecologists produces guidelines as an educational aid to good clinical practice.
They present recognised methods and techniques of clinical practice, based on published evidence, for consideration by
obstetricians and gynaecologists and other relevant health professionals. The ultimate judgement regarding a particular
clinical procedure or treatment plan must be made by the doctor or other attendant in the light of clinical data presented
by the patient and the diagnostic and treatment options available.

This means that RCOG guidelines are unlike protocols or guidelines issued by employers, as they are not intended to be
prescriptive directions defining a single course of management. Departure from the local prescriptive protocols or
guidelines should be fully documented in the patient’s case notes at the time the relevant decision is taken.

This guideline was produced on behalf of the Guidelines Committee of the Royal College of Obstetricians and 
Gynaecologists by:

Ms SJ Moore MRCOG, Oxford and Mr SH Kennedy MRCOG, Oxford

and peer reviewed by: Dr U Krishnamoorthy, East Lancashire; College of Emergency Medicine; Consumers’ Forum;
Obstetric Anaesthetists’ Association (OAA); Royal College of Midwives (RCM); Women’s Health Pharmacist Group.

The Guidelines Committee lead reviewers were: Dr AJ Thomson MRCOG Paisley, Scotland and Dr KR Harding FRCOG,
London.

Conflicts of interest: none declared.

The final version is the responsibility of the Guidelines Committee of the RCOG.



© Royal College of Obstetricians and Gynaecologists17 of 16RCOG Green-top Guideline No. 41



RCOG Green-top Guideline No. 41 18 of 16 © Royal College of Obstetricians and Gynaecologists


