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ABSTRACT

Background: Laparoscopy in chronic pelvic pain can reveal findings that cannot be detected clinically, so it can be
treated and diagnosed at same sitting. This study was undertaken to evaluate role of diagnostic laparoscopy in chronic
pelvic pain.

Methods: It was a prospective study conducted at department of Obstetrics and Gynecology, ESI PGIMSR,
Basaidarapur, New Delhi. The study was carried out from 2012- 2014. Total 110 cases were enrolled. 55 cases who
had been suffering from chronic pelvic pain for >6 months were taken as study group (A). 55 cases without any
symptoms that underwent laparoscopic sterilization were taken as control group (B). Results were statistically
analyzed using Karl Pearson's correlation coefficient.

Results: Chronic pelvic pain whereas on laparoscopy normal finding were seen only in 25.45% cases. This difference
was found to be statistically significance (P value 0.04). Normal findings were seen in 60% cases of chronic pelvic
pain on USG as compared to 25.14% cases on laparoscopy was statistically significant .( p value <0.05.)

Conclusions: Laparoscopy is a gold standard tool in evaluation of women with chronic pelvic pain, because diagnosis

and often treatment can be accomplished in one sitting, without subjecting them to exploratory laparotomy.
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INTRODUCTION

Chronic pelvic pain (CPP) is non-cyclic pain of six or
more months duration that localizes to the anatomical
pelvis, anterior abdominal at or below umbilicus, the
lumbosacral, and is of sufficient severity to cause
functional disability or lead to medical care.*? Most
common symptoms are dysmenorrhoea, mid-cycle pain,
premenstrual  tension  syndrome  (PMS), and
endometriosis. Lower-abdominal pain can be caused by
chronic pelvic inflammatory disease, pelvic adhesions,
certain ovarian cysts, pelvic vascular congestion, loose
support of the uterus, uterine fibroids, adenomyosis, but
pain arising from organs outside pelvis may also radiate
to lower abdomen.

Laparoscopy is a useful tool for the diagnosis and
treatment of conditions associated with chronic pelvic
pain.?

Laparoscopy for chronic pelvic pain is based on the "see
and fight" principle.* It enables the direct inspection of
intra-abdominal organs, facilitates biopsy ,cultures and
make therapeutic intervention possible.’ It can reveal
findings that cannot be detected clinically.

METHODS

Study design Prospective study, it was conducted at
department of Obstetrics and Gynecology, ESI PGIMSR,
Basaidarapur, New Delhi. The study was carried out from
2012- 2014. Total of 110 cases were enrolled. 55 cases
who had been suffering from chronic pelvic pain for >6
months were taken as study group (A). 55 cases without
any symptoms that underwent laparoscopic sterilization
were taken as control group (B). Inclusion criteria were
women age 20-40 years. Exclusion criteria were morbid
obesity, severe hypertension, coronary artery disease,
acute bronchiolitis, chronic obstructive lung disease,
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systemic and cardiac illness, bleeding disorders and local
abdominal infection.

A written informed consent was taken from each patient.
The research protocol was approved by the Institutional
Ethics Committee. Patients were evaluated with detailed
history. Physical examination including general physical
examination, systemic and abdominal examination was
done. Gynecological examination included inspection of
vulva and perineum, Speculum examination of cervix and
vagina, bimanual examination to assess the shape, size,
direction, mobility of uterus and adnexa, mass and
tenderness of urethra, vaginal fornix and cervical motion
tenderness. Investigations including Complete blood
count, Urine routine and microscopic, Urine culture and
sensitivity, Coagulation Profile, Liver function test,
Kidney function test, Chest x-ray, Electrocardiogram,
transvaginal ultrasound, Cancer antigen-125, Lactic
dehydrogenase, B Human chorionic antigen, Carcino
embryonic antigen were done if required.

Objectives

To study the role of diagnostic laparoscopy in chronic
pelvic pain and to compare the findings of laparoscopy in
patients of chronic pelvic pain and patients undergoing
routine laparoscopic tubal ligation and to study the
complication of laparoscopy procedure in both the
groups.

Laparoscopic assessment method

Laparoscopies were performed under General anesthesia.
The whole abdominal cavity was inspected including
undersurface of diaphragm and liver. Further inspection
was done for-Uterus, Fallopian tubes, Ovaries, Pouch of
Douglas POD, Adhesion- type and site, Broad ligament,
varicosity of vessel, Pelvic peritoneum. Abnormality
found was recorded and treated accordingly. The
observations were recorded in standard proforma for
analysis. Statistical analysis was carried out using Karl
Pearson's correlation coefficient. The level of
significance was set as p-value less than or equal to 0.05.

RESULTS

The mean age for the study group (Group A) was found
to be 28.6 years with a range of 20- 40 years while for the
control group (Group B) mean age was found to be 30.3
years with a range of 23- 40 years. Both Groups were
comparable as far as age is considered (Figure 1). The
incidence of chronic pelvic pain was found to be highest
in Para 2 (41.81%) and lowest in cases of infertility
(1.87%). In Group B, maximum number of cases were
Para 2 (45.45%) There was no statistically significant
difference between two groups as far as literacy level was
concerned. The incidence of chronic pelvic pain in Group
A was found to be highest in middle class (58.18%) and
lowest in lower class (12.72%). Similarly in Group B
maximum numbers of cases were found to be in middle
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class (74.54%) and lowest in lower class (3.63%). There
was no statistically significance difference between the
two Groups as far as socioeconomic status was
concerned. Incidence of history of previous Surgery was
found to be 27.27% in Group A as compared to 38.18%
in Group B (Table 1). Maximum number of cases
reported with Chronic pelvic pain lasting from 6-9
months (63.64%).0Only one patient (1.22%) reported with
Pain lasting from 22 months. Mean duration of Chronic
pelvic pain before laparoscopy was found to be
10.49+7.46 months. Maximum number of cases reported
with Chronic pelvic pain lasting from 6-9 months
(63.64%). Only one patient (1.22%) reported with Pain
lasting from 22 months. Mean duration of Chronic pelvic
pain before laparoscopy was found to be 10.49+7.46
months (Table 2).

GRAVIDITY
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Figure 1: Distribution of cases according to gravidity.

No of cases

Table 1: Distribution of cases according to age.

20-25 16 29.09 07 12.73%

26-30 19 3455 23 41.82

31-35 11 20.00 10 18.18

36-40 09 16.36 15 27.27 0.226
Total 55 100 55 100 '
Range 20-40 23-40

MeantSD 28.9+6.6 30.31£5.5

Table 2: Duration of pain before laparoscopy in study

group (A).

6-9 35 63.64
10-12 7 12.72
13 -15 6 10.01
16-18 6 10.01
19-22 1 1.22
16-18 6 10.01
19-22 1 1.22
TOTAL 55 100
Range 6-22

Mean+SD 10.49+7.46
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Maximum number of cases (56.36%) had no other
symptoms associated with chronic pelvic pain (Table 3).
Associated vaginal discharge was present in 20.00%
cases. One patient (1.81%) had associated infertility.
72.72% cases with chronic pelvic pain had normal per
vaginal findings (Table 4). 14.54% case had uterus
mobility restricted. In 3.63% cases endometriosis and
ovarian cyst was suspected was suspected whereas
fibroid, to Mass and Hydrosalpinx was detected in 1.81%
cases. 60% Cases with Chronic pelvic pain had normal
USG findings. 12.72% women had free fluid in POD. To
mass and fibroid could be visualized in 3.63% cases.
25.25% cases of chronic pelvic pain had normal findings
on laparoscopy in Group A whereas 40%cases had
normal findings in Group B. On statistical analysis this
difference was found to be significant (p value
0.02).74.54% cases of Group A had abnormal findings
whereas 60% cases of Group B had abnormal findings. In
Study Group (A), Endometriosis found in 18.1% cases
was the most common finding on laparoscopy followed
by PID in 14.54% cases. Adhesions were found in 9.09%
cases. All patients with adhesions had history of previous
surgery. In Control Group (B) 14.54% cases had ovarian
cyst, while Endometriosis was found in 7.27% cases.
Adhesions were found in 7.27% cases. All cases of
adhesions had history of previous surgery. Hydrosalpinx
was found in 5.45% cases in both the Groups Normal per
vaginal findings were found in 72.72% cases of chronic
pelvic pain whereas on laparoscopy normal finding were
seen only in 25.45% cases. This difference was found to
be statistically significance (P value 0.04).PID could be
diagnosed in 14.54% cases which were confirmed by
laparoscopy (Table 5).

Table 3: Laparoscopic diagnosis.

Normal 14 2525 22 40
Endometriosis 10 18.1 4 7.27
Adhesions 5 9.09 4 7.27
Ovarian cyst 4 727 8 14.54
To mass 2 3.63 Nil  Nil
Fibroid 2 3.63 2 3.63
Hydro/pyosalpinx 3 545 3 5.45
PID 8 1454 5 9.09
Tuberculosis 2 363 1 1.81
Varicosities 1 181 3 5.45
Fitz Hughes Curtis 1 181 2 363
Syndrome

Endometriosis+CPI 1 181 1 1.81
Fibroid+Endometriosis 1 181 Nil  Nil
Adhesions+CPI 1 545 Nil  Nil

Endometriosis could be diagnosed clinically only in
3.63% cases as compared to 18.18% cases diagnosed by
laparoscopy. Normal findings were seen in 60% cases of
chronic pelvic pain on USG as compared to 25.14% cases
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on laparoscopy (Figure 2, 3, 4). This difference was
found to be statistically significant (P value <0.05.).
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Figure 2: Distribution of cases according to
literacy level.
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Figure 3: Other associated symptoms.
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Figure 4: Operative procedures.

Endometriosis could be diagnosed only in 7.27% cases
on USG as compared to 18.18% cases on laparoscopy.
Extra peritoneal gas insufflations occurred in 3.63% cases
of Group A and 5.45% cases of Group B. Shoulder pain
and wound infection occurred in one case each (1.81%)
in Group A. No other complications occurred in any
patient in any groups. In cases of chronic pelvic pain
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adhesionlysis was done in 9.09% cases, Endometriotic
cyst removal was done in 9.09% cases. Ovarian
Cystectomy was done in 7.27% cases and Hydrosalpinx
removal was done in 5.45% cases (Table 6).

DISCUSSION

The mean ages in our both groups were comparable. In
contrast to one study there was a significant difference
between two Groups in terms of Patients age.4 The
incidence of CPP was found to be highest in Para 2
(41.81%) and lowest in cases of infertility (1.87%). In
Group B, maximum number of cases were Para 2
(45.45%). In one study cases of CPP, Parity ranged
between 0-8 and nine women were Nulliparous and mean
parity was 1.6, ranging from 0 to 5.6 in present study
incidence of history of previous Surgery was found to be
27.27% in Group A as compared to 38.18% in Group B.
When history of previous surgery was compared to
adhesions in both Groups, difference was found to be
statistically significance. In one study of 86 patients 19
patients had history of previous surgery and nine had
history of first trimester MTP. Eight had undergone D
and E.7 and average pain duration was found to be 11.5
months.

In our study maximum number of cases reported with
chronic pelvic pain lasting from 6-9 months (63.64%).
Only one patient (1.22%) reported with Pain lasting from
22 months. Mean duration of chronic pelvic pain before
laparoscopy was found to be 10.49+7.46 months.

CPP may have other associated symptoms like
dysmenorrhea, dyspareunia, abnormal uterine bleeding,
infertility, vaginal discharge, etc. In present study 56.36%
had no other symptoms associated. Vaginal discharge
was present in 20.00% cases, 14.54% cases had
dysmenorrhea and 7.27% had dyspareunia. One patient
(1.81%) had associated infertility. In one study 79.1%
had acyclic abdominal pain, 26.7% had congestive
dysmenorrhea.” Cases with CPP may have normal
pervaginal findings. They may have findings such as
retroverted fixed uterus, restricted uterine mobility,
fullness in POD, TO Mass, fornix tenderness or
modularity in POD. In present study 72.72% cases with
chronic pelvic pain had normal per vaginal findings.
14.54% cases had uterus mobility restricted. In 3.63%
cases each endometriosis and ovarian Cyst was
diagnosed, whereas fibroid, to Mass and Hydrosalpinx
were detected in 1.81% cases each. In a Pelvic tenderness
was found to be most common (27.9%), followed by
fornix fullness (15.1%). 61.6% women did not reveal any
significant pathology.7 in present study 60% Cases with
chronic pelvic pain had normal USG findings, 12.72%
women had free fluid in POD. Adnexal cyst was present
in 7.27%, Hydrosalpinx was present in 5.45% cases. TO
mass and fibroid could be visualized in 3.63% cases. CPP
may not always be due to gynecological causes but may
be due to disorders of gastrointestinal tract, urinary tract
and musculoskeletal system which will not show any
abnormal findings on laparoscopy. In present study
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25.25% cases of chronic pelvic pain Group A had normal
findings on laparoscopy whereas 40% cases had normal
findings in Control Group (B).On statistical analysis this
difference was found to be significant (p value 0.02).

In Study group (A); an endometriosis (18.18%) case was
the most common pathological finding found on
laparoscopy while 7.27% cases had Endometriosis in
Control Group (B). PID was found in 14.54% cases in
Study Group (A) as compared to 9.09% cases in Control
Group (B).

Adhesions were found in 9.09% cases in Study Group
(A), 7.27% cases in Control Group (B). All these cases
had history of previous surgery which could lead to
adhesions. According to a study “CPP developing from
adhesions is due to restriction of bowel mobility and
distension”.8 Adhesionlysis was done in all 58 cases of
CPP. Ovarian cyst was more common in control Group
(B)- 14.54% cases as compared to Study Group (A)-
7.27% cases. All cysts were found to be simple and less
than 5cm in diameter. Ovarian Cystectomy was done in
all cases of CPP. Fibroid and TO mass were found in
3.63% cases each in Study Group (A) whereas in Control
Group (B) 3.63% cases had small fibroid and no TO mass
found in Group B. Tuberculosis was detected in 3.63%
cases in Study Group (A) and 1.81%cases in Control
Group (B). These patients were put on ATT.
Hydrosalpinx was found in 5.45% cases in both Groups.
All Hydrosalpinx were removed by laparoscopy in cases
of CPP. Varicosities in broad ligament were detected
only in one patient in both the groups. In one study pelvic
endometriosis was the most common (60.2%).
Laparoscopic finding in patients with chronic pelvic pain,
followed by normal pelvic Findings in 21.2% cases and
pelvic congestion in 13.0% cases.® Other study, adhesions
were found in 79.2% (n-84) of patients with chronic
pelvic pain. But in Present study adhesions were found in
less no of cases (9.09%) of CPP.10

On comparing vaginal findings with laparoscopy- In
present study normal per vaginal findings were present in
72.72%, whereas on laparoscopy normal finding were
seen in 25.45% cases. This difference was found to be
statistically significant (P value 0.04). This shows that
cause of CPP can be missed on vaginal examination and
detected on laparoscopy, showing superiority of
diagnostic laparoscopy over clinical examination. PID
could be diagnosed in 14.54% cases clinically which was
confirmed by laparoscopy. Endometriosis could be
diagnosed clinically only in 3.63% cases as compared to
18.18% cases diagnosed by laparoscopy. A study also
showed superiority of diagnostic laparoscopy over
clinical examination as in our study.’

On comparing ultrasound findings with laparoscopy-In
present study, normal findings were seen in 60% cases on
USG as compared to 25.14% cases on laparoscopy. This
difference was found to be statistically significant (p
value 0.02). This shows that laparoscopy is better than
USG for determining cause of CPP. Endometriosis could
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be diagnosed only in 7.27% cases on USG as compared
to 18.18% cases on laparoscopy.

One Study revealed pelvic organ pathology in 88.4% of
patients on laparoscopy as compared to 74.54% cases in
present study. Their most frequent finding was
endometriosis in 31.4% cases, which was much more
than 18.18% cases in present study. In their study, in 36
patients Preoperative Ultrasonic examination had pelvic
pathology findings and laparoscopy correlated with USG
findings in 31 (81.6%).% Laparoscopy involves a minimal
damage to body tissues. It is safer than open surgery.
Although complications are rarer with laparoscopy but it
can occur. In present study there was no mortality.
Regarding complications of laparoscopy-In present study
there was no major complication. Extra peritoneal gas
insufflation occurred in 3.63% cases of Study Group (A)
and 5.45% cases of Control Group (B). Shoulder pain and
wound infection occurred in one case each (1.81%) in
Study Group (A). No other complications occurred in any
case. In one study of 3068 cases of chronic pelvic pain,
85 complications associated with diagnostic laparoscopy
were noted including 3 cases of major complications.
Major complications included bowel perforation and
bowel herniation through the umbilical trocar site, and all
3 patients required immediate correction. Minor
complications included wound infection, abdominal
discomfort after laparoscopy.®*

Laparoscopy is also called minimal invasive surgery.
Various small operative procedures can be done from
laparoscope. Laparoscopy surgery causes reduced pain
and short recovery time. In present study adhesionlysis
was done in 9.09% cases, Endometriotic cyst removal in
9.09%, Ovarian Cystectomy in 7.27% cases and
Hydrosalpinx removal was done in 5.45% cases. In one
study of 44 patients adhesionlysis and ovarian cyst
removal was done in 8, endometrioma excision was done
In 9 and salpingectomy and endometrioma cauterization
was done in one patient each.* Other studies have also
shown almost similar results and interesting findings.*?
14, Blimitation. Thus our study concludes that laparoscopy
is an excellent tool in evaluation of women with chronic
pelvic pain, because diagnosis and often treatment can be
accomplished in one sitting, without subjecting them to
exploratory laparotomy.

CONCLUSIONS

Laparoscopy is a gold standard tool in evaluation of
women with chronic pelvic pain, because diagnosis and
often treatment can be accomplished in one sitting,
without subjecting them to exploratory laparotomy.
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