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ABSTRACT

Objective: This systematic review and meta-analysis were conducted to summarize and synthesize available evidence 
on the management and interventions for chronic pelvic pain in women. 

Data sources: Systematic reviews that included Randomized Controlled Trials (RCT) or Non-Randomized Studies 
of Intervention (NRSI) were selected from the Cochrane Database of Systematic Reviews, MEDLINE, Embase, 
Scopus, and Web of Science from inception to March 2020. 

Study eligibility criteria: Systematic reviews of RCT and NRSI were selected to assess the efficacy and quality of 
evidence of all possible treatments improving pain and quality of pain in women of reproductive age with chronic 
pelvic pain lasting six months. The studies measured pain by any scale. We focused on publications that included 
women of reproductive age with chronic pelvic pain lasting 6 or more months.

Study appraisal and synthesis methods: Treatments were divided into four categories: pharmacological, psychological, 
surgical, and other treatments that included acupuncture and magnet therapy. All interventions and comparators 
were assessed.

Results: Twelve studies were included. Progestogen was the pharmacological treatment that yielded the best 
results. Psychological interventions showed improvement with patients who received ultrasound and reassurance 
compared with other interventions. Surgical interventions needed to focus on nerve-sparing techniques since other 
interventions (particularly endometriosis) could benefit but had many adverse effects. Finally, acupuncture and 
magnet therapy did not have a broad evidence base.

Conclusion: This paper is an overview of treatment evidence. Chronic pelvic pain can be managed with surgical, 
pharmacological, psychological, and other (acupuncture and magnet therapy) interventions. However, efficacy is 
limited due to the lack of evidence and homogenous studies. Treatment should always be multidisciplinary and 
individualized, depending on the specific chronic pelvic pain phenotype. Primary and secondary studies should be 
conducted to find better options and broaden the scope of multidisciplinary treatment.
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INTRODUCTION

Chronic Pelvic Pain (CPP) is a non-malignant constant or recurrent 
pain in pelvic structures for at least six months [1]. It is a common 
problem in women of all ages. Recent studies have reported a 

prevalence of 2.1%-24% worldwide [2]. In the absence of an 
etiology, expert opinion considers CPP a complex neuromuscular-
psychosocial disorder involving the reproductive, urologic, and 
gastrointestinal systems. It is a disabling condition in women with 
a major impact on health-related quality of life, work productivity, 
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and health care. CPP is a global public health crisis with an 
exponential economic burden [2,3].

CPP is commonly associated with several gynecological and non-
gynecological comorbidities such as endometriosis, previous 
miscarriages, and a history of sexual abuse [4]. Women of 
reproductive age have a greater risk of these conditions; therefore, 
they experience CPP. CPP may translate into reproductive 
problems, deprived working availability, and social withdrawal, 
translating into poor quality of life [5].

Empirical treatment or treatment based on experience and 
observation is the basis of decision-making for CPP. Evidence-
based therapy remains limited. The multiple causes or etiologies 
of the disease require a holistic approach, addressing physical, 
behavioral, psychological, and sexual components [6]. CPP is the 
most common reason for referral to gynecology clinics, accounting 
for 20% of outpatient appointments. There is a wide variation in 
the clinical evaluation of women with CPP. Most women receive 
a diagnostic laparoscopy at the start, leaving psychosocial factors 
related to pain aside, magnifying the cost of care, and increasing 
the risk of harm [4].

The treatment goal is to reduce symptoms and improve quality of 
life. Treatment should be individualized, and patient centered. 
Basic data and knowledge regarding CPP, and its treatment 
remain incomplete. Multiple systematic reviews exist regarding 
different interventions such as pharmacological treatments, 
neuromodulation, acupuncture, psychotherapy, dietary 
interventions and physiotherapy [7-12]. There is no comprehensive 
review that examines and analyzes all available treatments.

We conducted an overview of systematic reviews and meta-analyses 
to summarize and synthesize the available evidence to assess the 
management and intervention of this prevalent disease in women.

MATERIALS AND METHODS

A protocol was drafted before the study search or selection. This 
review was recorded in the International Prospective Register of 
Systematic Reviews (PROSPERO) [13] with registration number 
CRD42020168691. It was conducted according to the Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) [14].

Inclusion and exclusion criteria

Systematic reviews that included Randomized Controlled Trials 
(RCT) or Non-Randomized Studies of Intervention (NRSI) with 
10 or more participants, comparing the efficacy of treatments in 
improving pain and quality of pain, were selected to assess the 
efficacy and quality of evidence of all treatments. We focused on 
publications that included reproductive-age women with chronic 
pelvic pain lasting six months or more. Duplicated studies and 
those with a different design, without efficacy measures, with 
male population, did not evaluate chronic pelvic pain, or were not 
available were excluded. All interventions and comparators were 
assessed, and the study had to measure pain by any scale.

All CPP studies were included, regardless of any phenotype or 
cause. A study that included men and women was also eligible for 
inclusion, but a study that failed to specify its type of population 
was not.

Search strategy

The search strategy was designed by an expert based on input from 
the main author. No study design, date, or language limits were 
imposed. However, only studies in languages different from English 
or Spanish that could be correctly translated with Google translator 
were included due to resource limits. This strategy was adapted to 
several databases to comprehensively search for relevant articles 
from inception to March 2020. The databases were Cochrane 
Database of Systematic Reviews, MEDLINE, Embase, Scopus, and 
Web of Science. Controlled vocabulary and keywords were used to 
identify eligible studies. We also searched the PROSPERO registry 
for ongoing or completed systematic reviews.

Study selection

The study selection process was divided into two screening levels. 
The chance-adjusted interrater reliability (Kappa index) was 
assessed at each screening level. In level 1 screening, the authors 
screened, independently and in duplicate, the titles and abstracts 
of the studies and selected those eligible based on the inclusion 
criteria to assure sensitivity. The studies with discordant decisions 
from the reviewers passed to level 2. In level 2 screening, the 
authors performed a similar strategy comparing full-text articles 
from the prior screening with the inclusion and exclusion criteria. 
Disagreements at this level were resolved by consensus. If an 
agreement was not reached, a third reviewer decided to include or 
exclude the article; finally, the reasons for exclusion of each study 
at this stage were duplicated studies, those with a different design, 
without efficacy measures, with male population, did not evaluate 
chronic pelvic pain, or not available (Figure 1).

Outcomes and data extraction

Data extraction was performed in duplicate. Disagreements were 
resolved by a third reviewer who confirmed the information with 
the full text. The data extracted from the studies were the definition 
of chronic pelvic pain, the CPP phenotype, pain scores, quality of 
life scores, activity scores, adverse events, scales used to assess pain 
and quality of life, interventions, and comorbidities.

The primary outcome extracted from the studies was pain measured 
by any instrument (the McGill Present Pain Index, the Visual 
Analog Scale, and the Visual Analog Scale Modified). Secondary 
outcomes, such as quality of life and activity, were considered 
for extraction, as these endpoints may reflect the severity of this 
condition in the daily life of women.

Quality of evidence assessment

Two researchers working independently and in duplicate used the 
AMSTAR-2 [15] tool to assess systematic review and meta-analysis 
quality. The reviewers also evaluated the overall quality of evidence 
for each outcome using the Grading of Recommendations 
Assessment, Development, and Evaluation (GRADE). 
Disagreements were resolved by consensus, if not possible, by a 
third reviewer.

RESULTS

Total included results

A total of 826 records were retrieved after removing duplicates. 
Title and abstract screening identified 109 articles. Full-text article 
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analysis 12 trials from which 44 studies enrolling about 5515 
participants met the inclusion criteria (Figure 1). The summary 
of the included studies is presented in Table 1 [10,16-25]. Full-text 
screening interobserver agreements were substantial (k=for each 
pair of reviewers). Overall, 3 (25%) studies had a low risk of bias, 
2 (16.7%) had a critically low risk, and 7 (58.3%) had moderate 
risk. Altogether, the confidence in the body of evidence was graded 
as low. We did not assess the risk of publication bias through the 
funnel plot because of the high study heterogeneity.

Study characteristics

Six systematic reviews and 6 meta-analyses were identified; 5 were 
randomized clinical trials, 2 non-randomized clinical trials, and 
5 were both. The included study population comprised women 
diagnosed with CPP of different etiologies such as pelvic congestion 
syndrome, endometriosis, and adenomyosis, treated with various 
procedures. Treatment interventions comprised surgical 3 (25%) 
(pelvic nerve ablation through laparoscopy and open surgery), 
pharmacological 3 (25%) (aromatase inhibitor, gonadotropin 
release hormone agonist and combined oral contraceptives), 
acupuncture 3 (25%), psychological 2 (16.7%) (Mesendieck 
somatocognitive therapy, writing therapy, and psychotherapy), coil 
embolization 2 (16.7%), and intravaginal electrical stimulation 
(IVES) 1 (8.3%).

Narrative synthesis

Pharmacological intervention: Cheong et al. reported that 
progestogen (MPA) was effective at the end of treatment, as denoted 
by the rate of women achieving a >50% reduction in the VAS pain 
score (Peto OR 3.00, 95% CI 1.70 to 5.31, two studies, n=204, 
I2=22%) [16]. The evidence of benefit was maintained up to nine 
months after treatment (Peto OR 2.09, 95% CI 1.18 to 3.71, two 
studies, n=204, I2=0%). Farquhar et al. reported a higher risk 
of weight gain and bloating in the medroxyprogesterone acetate 
(MPA) group than in the placebo group (weight gain 7.82, 95% CI 
3.28 to 18.65, n=85) [26].

Psychological intervention: At four to nine months of follow-up, 

women with ultrasound reassurance and counseling were more 
likely to improve in pain than those given a 'wait and see' policy 
(Peto OR 6.77, 95% CI 2.83 to 16.19, n=90). Improvement in pain 
(≥ 50% reduction in VAS score) did not significantly differ between 
women who underwent somatocognitive therapy and those who 
underwent standard gynecological treatment (Peto OR 3.38, 95% 
CI 0.97 to 11.80, n=40) [27]. Mood at the end of two months 
(measured on the negative affect scale of the Positive and Negative 
Affect Scale (PANAS)) did not differ significantly between women 
undergoing writing therapy (disclosure of pain) and controls (non-
disclosure) (MD -0.02, 95% CI -0.43 to 0.39, n=48) [28].

Surgical intervention: For Lichten et al. (Table 2), Laparoscopic 
Uterine Nerve Ablation (LUNA) produced a significant difference 
in pain relief by VAS for up to 6 months of follow-up (odds 
ratio, OR=15.5; 95% CI, 2.9-82.7) [29]. Pain relief assessed at 12 
months also showed a significant difference between the groups 
(OR=10.9; 95% CI, 1.5-77.4). LUNA is effective for pain relief in 
primary dysmenorrhea in the short term, but its effectiveness may 
decline over time [30-65]. Candiani et al. clarified that a Presacral 
Neurectomy (PSN) might be more effective than LUNA (OR=0.13; 
95% CI, 0.05-0.35) since transection of the superior hypogastric 
nerve plexus would ablate a higher proportion of relevant afferent 
nerves [31]. Nevertheless, there is a high incidence of adverse effects 
(OR=0.02; 95% CI, 0.01-1.06), mainly constipation.

Johnson et al. agreed there is insufficient evidence to recommend 
using PSN in CPP management, regardless of cause. On the other 
hand, LUNA has been replaced with new surgical techniques [17].

Other interventions (acupuncture, magnets, etc.): No benefit 
was found in women receiving active magnets who completed 
four weeks of double-blind treatment compared with those having 
placebo magnets in terms of the Pelvic Pain Index (MD 0.50, 95% 
CI -1.92 to 0.92, one study, n=19) [51].

Ultimately, we concluded that despite many interventions for 
treating chronic pelvic pain, there is insufficient data to explain 
the most effective. Nevertheless, the possibility of combining 
treatments in one patient through shared decision-making might 
provide the desired effect.

Figure 1: Study algorithm.



J Pain Manage Med, Vol. 8 Iss. 3 No: 1000171 4

Garza-Leal JG, et al. 

Authors Study Design Population, n Sample characteristics
Treatment

Outcome instruments
Intervention Comparator 

Johnson, et al. [17] RCT 328
Women with primary dysmenorrhea, 

endometriosis, and pelvic pain 
Surgical: pelvic nerve ablation through 

laparoscopy and open surgery
None VAS

Loving et al. [18] RCT and NRSI (60) 53 Females with CPP diagnosed Physiotherapeutic interventions

Surgery, Placebo intervention, 
physiotherapeutic intervention, 

manual trigger point therapy or global 
therapeutic massage, or standard 

gynecological treatment

VAS, PDI, McGill

Cheong et al. [16] RCT 750
Women with CPP and pelvic congestion 

syndrome or adhesions  

Medical interventions; psychological 
interventions; physical treatments; 

alternative treatments.
 - VAS

Hansrani et al. [19]
RCT, quasi-control trials, 
cohort studies, and case–

control studies
866

Women with CPP and pelvic congestion 
syndrome 

Bilateral ovarian vein glue/coil 
embolization

No treatment; placebo; sham 
treatments

VAS

Champaneria, et 
al. [10]

RCT and NRSI (4.5) 1307
Women with a clinical diagnosis of PCS 

or radiological diagnosis of PVI
coil embolization or sclerotherapy of 

pelvic veins
Not specified

VAS, 5-point ordinal scale, and 
clinical examination 

Pundir et al. [20] RCT 335 Women with endometriosis and CPP Laparoscopic surgery Ablation VAS

Indraccolo, et al. 
[21]

RCT and NRSI (50) 82
Women with endometriosis and 

endometriosis-related pain
Micronized palmitoylethanolamide/

trans-polydatin
Placebo; celecoxib; leuprorelin; ethinyl-

estradiol- drospirenone pill.
VAS

Sung et al. [9] RCT 272 Unknown Acupuncture inferior hypogastric plexus blockade
VAS, NRS TER for chronic 

pelvic pain 

Benetti-Pinto, et 
al. [22]

RCT and NRSI (80) 267 Women with a diagnosis of adenomyosis 

Aromatase inhibitor (letrozole); 
Gonadotropin-releasing Hormone 
Agonist (GnRH Analog: Goserelin 
or Triptorelin Acetate); dienogest; 

Combined oral contraceptives.

Hysterectomy; GnRH analog; 
Combined oral contraceptives; 

triptorelin acetate; placebo.
VAS

Mahran et al. [23]
Non-randomized Clinical 

Trials
403

Patients who had sacral 
neuromodulation implantation for any 

cause of CPP 
Sacral neuromodulation None VAS

Daniels, et al. [24] RCT 862
women of reproductive age with CPP, 
primary or secondary dysmenorrhoea

LUNA diagnostic laparoscopy VAS

Yunker et al. [25] RCT and NRSI (33) not reported
women (Q18 years) with noncyclic or 

mixed cyclic/noncyclic CPP undergoing 
surgical or nonsurgical treatment

Medical therapy, physical therapy 
psychotherapy 

Surgical therapy VAS

Note: RCT: Randomized Controlled Trial; NRSI: Non-Randomized Studies of Intervention; CPP: Chronic Pelvic Pain; VAS: Visual Analog Scale; McGill: McGill Present Pain Index; PDI: Pain Disability Index; NRS: 
Numeric Rating Scale; TER: Total Effectiveness Rate.

Table 1: Characteristics of studies included in the overview. 
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Table 2: Study interventions included in the overview.

Reference Study design Intervention Comparator
Results Effect size favors

Outcomes, follow-up Key Results Intervention Comparator 

Surgical (17)

Lichten EM, et al. [29] RCT LUNA Diagnostic laparoscopy
Outcomes post OP, 3 and 12 months;5-point pain 

scale 
OR 15.5 CI (2.9-82.7) Yes No

Chen FP, et al. [30] RCT LUNA LPSN

Outcomes post OP, 3 and 12 months, 5-point 
scale, converted by authors into percentage 
pain relief, then into success=50-100%, or 

failure=0-50%

OR 0.67 CI (0.18-2.6) No Yes

Candiani GB, et al. [31] RCT PSN at laparoscopy+CS CS at laparotomy 12-month follow-up;10-point VAS OR 1.59 CI (0.15-4.9) Yes No

Dover RW, et al. [41] RCT
LUNA+laser vaporization of 

endometriosis
None 6-month follow-up; 10 cm VAS FM 4.8 IGR (1-9) No Yes

Vercellini P, et al. [33] RCT LUNA+CS None 9-month follow-up; 10 mm VAS FM -37 IQR (5-61); Initial IQR (67-85) No Yes

Barton-Smith P [34] RCT LS Endosrugery LCS-C5 Ablation 12-month follow-up;10-point VAS MD 3.67 Yes No

Healey M, et al. [35] RCT LS Ablation 12-month follow-up;10-point VAS MD 1.1 Yes Yes

Maher CF, et al. [36] Prospective SNST in S3 unilateral None VAS pain score MD -5.26 No No

Aboseif S, et al. [37] Prospective SNST in S3 unilateral None VAS pain score MD -1.4 No No

Whitmore KE, et al. [38] Prospective SNST in S3 unilateral None VAS pain score MD -0.52 No No

Ghazwani YQ, et al. [39] Retrospective SNST in S3 unilateral None VAS pain score MD -2 No No

Sokal P, et al. [40] Prospective SNST in S3 unilateral None VAS pain score MD -4.66 No No

Sutton C, et al. [41] RCT LUNA with LS or ablation LS or ablation 6-month follow-up;10-point VAS LUNA MD: 2.23; No LUNA MD: 3.37 No Yes

Johnson NP, et al. [17] RCT LUNA with LS or ablation LS 6-month follow-up;10-point VAS LUNA MD: 2.26; No LUNA MD: 2.46 No Yes

Daniels JP, et al. [24] RCT LUNA with LS or ablation LS 12-month follow-up;10-point VAS LUNA MD: 2.63; No LUNA MD: 2.45 Yes No

Palomba S, et al. [42] RCT LUNA
Vaginal uterosacral 
ligament resection

12-month follow-up;10-point VAS RR, 0.9; 95% CI=0.78Y-0.33 No Yes
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Walton SM, et al. [43] RCT IofeYesidine hydrochloride Placebo OR 2.1 CI (0.9-4.87) Yes No

Lamvu G, et al. [44]
Prospective 

cohort study
Medical Intervention None 13 weeks; VAS OR, 0.9; 95% CI, 0.5-1.5 Yes No

Indraccolo U, et al. [45] Small series PEA/PO 400 mg/40 mg None MD 5.7 CI (2.8-8.4) No No

Giugliano E, et al. [46]

Two-arm, 
prospective, 

observational 
study

PEA/PO 400 mg/40 mg None Twice a day for three months MD 3.5 CI (2.5-4.5) No No

Cobellis L, et al. [47]

Three-arm, 
randomized, 
double-blind, 
clinical trial

PEA/PO 400 mg/40 mg celecoxib Twice a day for three months MD 5.5 CI (4.5-6) Yes No

Di Francesco A, et al. [48]

Three-arm, 
randomized, 
open-label, 
clinical trial

PEA/PO 400 mg/40 mg GnRH agonist Twice a day for six months MD 1.9 CI ( -1-4.3) No No

Fawzy M, et al. [49]
Prospective 

non-randomized 
clinical trial

dienogest 2 mg/day
Triptorelin acetate 

injection
16 weeks; VAS MD 8.83 No Yes

Osuga Y, et al. [50] RCT phase III dienogest 2 mg/day placebo 16 weeks; VAS MD -26.5 Yes No

Acupuncture (5)

Brown CS, et al. [51] RCT Magnetic therapy Placebo magnet 2-4 weeks; Pelvic Pain Index OR 0.5 CI (1.92-0.92) Yes No

Amin MM, et al. [52] RCT Electro-acupuncture
Interior hypogastric 

plexus
6 weeks; VAS MD 1.53 Yes No

Xiao HQ [53] RCT TET+Auricular acupunture Cefuroxime axetil 8 weeks; TER for chronic pelvic pain MD 1.53 No Yes

Liu R, et al. [54] RCT
Warn acupuncture including 
moxibustion+conventional 
therapy cefuroxime axetil 

Cefuroxime axetil 7 days; TER for chronic pelvic pain MD 1.47 Yes No

Li ZS [55] RCT
Warm 

acupuncture+conventional 
therapy 

CT 10 days NRS MD 1.47 Yes No

Pharmacological (8)

-

-
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Haugstad GK, et al. [27] RCT
STGT and Mesendieck 
somatocognitive therapy

STGT 11 weeks; >50% reduction in VAS pain score
BM -3.27 SD -4.53 -2.01; OR 3.38 (CI, 

0.97-11.8)
Yes No

Albert H [5] Case series
Physical psychosomatic, 

behavioral 
None 15 weeks; VAS BM -2 SD -2.57 -1.43 No

Ghaly AF [56] RCT
Ultrasound scan and 

counseling session versus 
Placebo >50% reduction in VAS pain score OR 6.77 CI (2.83-16.19) Yes No

Norman SA, et al. [28] RCT Writing therapy Non-Disclosure >50% reduction in VAS pain score OR 4.47 CI (1.41- 14.13) Yes No

Farquhar CM, et al. [26] RCT Psychotherapy Placebo >50% reduction in VAS pain score OR 0.79 CI (0.24-2.59) No Yes

Others (9)

de Oliveira Bernardes N, 
et al. [57]

Case series IVES None 7 m; VAS BM -6.2 SD-7.31 No No

de Bernardes NO, et al. 
[58]

RCT IVES Placebo 10 weeks; VAS RR 1.59 (.89-2.82) Yes No

Oyama IA, et al. [59] Case series Modified Thiele massage None 14 weeks; VAS BM -2.8 No No

Chung MH, et al. [60]
Quasi-randomized 

trial
Coil embolization 

hysterectomy 
+ unilateral 

oophorectomy
12 m; VAS MD -4.6 Yes No

Richardson GD, et al. [61]
Coil embolization of ovarian 

vein with foam
None not specified MD 1.9 No No

Gandini R, et al. [62]

Described as 
retrospective 

but included all 
patients at three 

defined

Bilateral ovarian vein foam 
sclerotherapy (3% STSF)

None MD 1.8 No No

Tropeano G, et al. [63]
Prospective 

observational 
study

Sclerotherapy of the ovarian 
vein (15% bilateral)

None 12m; VAS FM 17, IQR 85 No No

Peters AA, et al. [64] RCT Integrated approach Standard Care >50% reduction in VAS pain score OR 1.52 CI (0.71-3.27) Yes No

Heyman J, et al. [65] RCT Pelvic floor physical therapy Counseling 2-4 weeks; VAS OR, 18.37; 95% CI, 3.39-99.64 Yes No

Note: IVES*: Intravaginal Electrical Stimulation; STGT*: Standard Gynecological Treatment; LUNA: Laparoscopic Uterine Nerve Ablation; PEA: micronized Palmitoylethanolamide-Polydatin; LPSN: Laparoscopic 
Presacral Neurectomy; CS: Conservative Surgery; LS: laparoscopic Surgery; SNST: Sacral Nerve Stimulation Technique; CT: Conventional Therapy; TET: Thread Embedding Therapy; VAS: Visual Analog Scale; PDI: Pain 
Disability Index; MPQ: McGill Pain Questionnaire; NRS: Numeric Rating Scale; TER: Total Effectiveness Rate; BM: Baseline Mean; MD: Mean Difference; FM: Final Median.

Psychological (6)

-

-

-
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DISCUSSION

Pharmacological interventions

Over time, various drugs have been administered for the 
management of chronic pelvic pain. One situation that makes 
management more difficult is the multiple causes simultaneously 
present in a single patient. On other occasions, it is not possible to 
determine a specific etiology [66].

The pharmacological and non-pharmacological management of 
this pathology is a challenge. In the review study we conducted, 
we found that existing clinical trials and other studies regarding 
medical treatments had low or moderate evidence. Thus, it is still a 
challenge to find the most appropriate treatment for these patients.

Analgesics (opioids and non-opioids), neuromodulators, hormones 
(in all their variants), and antidepressants were among the 
therapeutic options. Sometimes a combination of 2 or more drugs 
from a different group alleviated symptoms; however, a greater 
benefit was not shown [16].

In recent years, neuromodulators such as gabapentin have been used 
to manage chronic pelvic pain due to the neural pathophysiology 
seen [67].

Among hormonal drugs, medroxyprogesterone, GnRh analogs, 
and progestogens, such as dienogest, have shown the greatest 
usefulness in managing this pathology without a significant 
statistical difference. Progestogens have presented a better 
response with fewer adverse effects in treating pain with significant 
results. Likewise, studies have been carried out with other types 
of interventions, from alternative therapies such as magnets, 
acupuncture, electrostimulation, and special diets to selective 
embolization in the case of pelvic congestion. However, at present, 
none have shown a real benefit that applies to all patients [16, 
66,67].

Pharmacological and non-pharmacological treatment must be 
individualized for each patient. The fact that there are so many 
etiological possibilities of chronic pelvic pain poses a challenge in 
developing research studies that allow finding the best management 
of chronic pelvic pain as a disease and not as a symptom.

Psychological interventions

All psychosocial interventions have a potential role in treating 
any type of chronic pain, including chronic pelvic pain [68] The 
affective component of pain has been extensively studied and is 
an essential component of how pain is felt and experienced [69]. 
Some of the benefits could be the improvement of mood, which 
sometimes is sustained in follow-up [70]. Some of the psychosocial 
interventions that have been studied include cognitive behavioral 
therapy, interpersonal therapy, and mindfulness. The evidence 
of these interventions is scarce and limited, particularly since no 
studies are done for psychosocial interventions in low or middle-
income countries [68].

This umbrella review identified six primary studies that assessed 
psychosocial interventions from counseling during routine care to 
more specific interventions such as somatocognitive therapy. 

The evidence of these studies suggests that counseling and ultrasound 
reassurance were more likely to improve pain. Somatocognitive 
therapy, a hybrid between physiotherapy and psychotherapy [71], 
did not yield improved pain compared to standard gynecological 

care, even though it has been developed as a technique specifically 
used for chronic pelvic pain. Finally, writing therapy was not 
associated with mood improvement in CPP patients.

It is noteworthy that even though most contemporary literature 
suggests a correlation between chronic pelvic pain and sexual abuse 
[4], psychosocial interventions specific for these patients were 
not found in these studies. These interventions include but are 
not limited to trauma-informed care, psychodynamically oriented 
therapy, or interpersonal therapy, which have been studied 
for depression associated with chronic pelvic pain [72] but not 
specifically for chronic pelvic pain and sexual abuse.

There is a need for high-quality research involving psychosocial 
interventions for CPP. These studies have difficulties being 
executed, such as finding an adequate control group and using 
correct eligibility criteria [73].

Evidence-based psychosocial interventions are important to help 
patients who suffer from psychiatric comorbidities or sexual abuse. 
These are also cost-effective methods for improving the quality of 
life of all patients with CPP.

Physicians treating patients with CPP should be aware of the 
potential implications of psychosocial interventions in creating 
interdisciplinary treatment programs for CPP [74]. If specialized 
psychotherapies or specific interventions are not available, 
clinicians should be aware that counseling during ultrasound scans 
can improve pain scores at follow-up.

Surgical interventions

Pelvic pain treatment using surgical techniques such as LUNA 
or PSN has been described in the literature since the late 1980s. 
However, regarding LUNA, it has been found that although 
patients improve after one year, its efficacy decreases over time [29]

There are better results with PSN; however, there are more 
adverse effects, such as urinary retention and neurological pelvic 
dysfunction.

After observing patients undergoing radical cancer surgery who 
developed adverse effects related to nerve damage, different nerve-
sparing techniques were developed to treat benign conditions, 
including deep infiltrating endometriosis. These laparoscopic 
techniques relied on nerve observation and identification that 
resulted in less urinary retention [75,76]. A meta-analysis from 
2005 found that nerve-sparing surgery for deep infiltrating 
endometriosis had a significant advantage for preventing persistent 
urinary retention compared with a conventional technique [77].

Pelvic denervation procedures such as PSN or LUNA have short-
term but not long-term efficacy. Particularly, PSN has shown 
long-term adverse effects such as urinary retention, constipation, 
and sexual dysfunction. Thus, the treatment of choice for severe 
endometriosis that results in CPP must be performed with the 
nerve-sparing techniques described since 2004 [75].

Other interventions

One study using active magnets for four weeks for women with 
CPP found no benefit in these patients [51]. There is insufficient 
evidence to recommend acupuncture, magnets, or other alternative 
treatments. These interventions may be used in some settings as 
complementary treatment, but we did not find evidence suggesting 
they should be the first option.
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Value of this study in clinical practice and for decision-
makers

Since CPP is a complex entity that may compromise several systems 
and affect the overall quality of life, a multidisciplinary approach is 
necessary. Many treatments may become viable options, depending 
on availability and the clinician´s expertise.

After an initial assessment and diagnosis, a physician treating a 
patient with CPP is challenged to decide which evidence-based 
intervention could be appropriate. Most systematic reviews and meta-
analyses focus on particular interventions, such as pharmacological 
treatment, psychotherapeutic treatment, acupuncture, etc. Thus, 
it may be a challenge to review all the literature concerning CPP 
treatment.

To our knowledge, this is the first review compiling evidence for 
multiple treatments. It is a comprehensive review of different 
systematic reviews and primary studies and presents qualitative 
evidence for treatment available in different inpatient or outpatient 
services. It can be used as a guide for decision-making and may also 
prove useful for future research.

CONCLUSION

Chronic pelvic pain is a complex and debilitating condition that 
presents as a public health problem and a diagnostic and treatment 
challenge. Clinicians must have several options when dealing with 
these patients to provide the best evidence-based treatment to help 
their patients.

These interventions can be divided into surgical, pharmacological, 
psychological, and others (acupuncture and magnet therapy). 
Treatment should always be multidisciplinary and individualized, 
depending on the specific CPP phenotype. Other factors such as 
the history of sexual abuse, past treatments, and comorbidities 
(obesity, mood disorders, endometriosis) should be considered.

This paper provides an overview of evidence found in systematic 
reviews for CPP interventions; however, it is limited due to the 
lack of evidence and homogenous studies in systematic reviews or 
meta-analyses.

Clinicians working with this type of patient should always be 
encouraged to work together to find a better combination of 
interventions. Further research with primary or secondary studies 
should be encouraged to broaden the scope of multidisciplinary 
treatment teams.

LIMITATIONS

Due to the heterogeneity of the available studies, it was impossible 
to assess the evidence statistically. We decided to present it 
qualitatively, making it difficult to establish any treatment as 
superior to another and to make a clear-cut analysis of which 
interventions should become first-line treatment in all patients.

We know that many treatments being used for patients with CPP 
are not included in this study. This situation does not necessarily 
mean that they are not effective, but rather that they have not been 
assessed in a systematic review or meta-analysis or that the evidence 
was not available for a proper analysis.

Further primary studies and systematic reviews that assess other 
interventions and provide more information for decision-making 
should be encouraged.

ACKNOWLEDGMENT

We thank Sergio Lozano-Rodriguez, MD, Scientific Publications 
Support Coordinator, Hospital Universitario Dr. José E. González, 
Universidad Autonoma de Nuevo Leon, for his help in editing the 
manuscript. No financial compensation was provided.

REFERENCES

1. Fall M, Baranowski AP, Fowler CJ, Lepinard V, Malone-Lee JG, Messelink 
EJ, et al. EAU guidelines on chronic pelvic pain. Eur Urol. 2004;46(6):681-
689. 

2. Latthe P, Latthe M, Say L, Gülmezoglu M, Khan KS. WHO systematic 
review of prevalence of chronic pelvic pain: A neglected reproductive 
health morbidity. BMC Public Health. 2006;6:177.

3. Mathias SD, Kuppermann M, Liberman RF, Lipschutz RC, Steege 
JF. Chronic pelvic pain: Prevalence, health-related quality of life, and 
economic correlates. Obstet Gynecol. 1996;87(3):321-327.

4. Latthe P, Mignini L, Gray R, Hills R, Khan K. Factors predisposing women 
to chronic pelvic pain: Systematic review. Br Med J. 2006; 332(7544):749-
755.

5. Albert H. Psychosomatic group treatment helps women with chronic 
pelvic pain. J Psychosom Obstet Gynaecol. 1999;20(4):216-225.

6. Winkel CA. Role of a symptom-based algorithmic approach to chronic 
pelvic pain. Int J Gynaecol Obstet. 2001;74:S15-S20.

7. Stones W, Cheong YC, Howard FM, Singh S. Interventions for 
treating chronic pelvic pain in women. Cochrane Database Syst Rev. 
2005;2:CD000387.

8. Cottrell AM, Schneider MP, Goonewardene S, Yuan Y, Baranowski AP, 
Engeler DS, et al. Benefits and harms of electrical neuromodulation for 
chronic pelvic pain: A systematic review. Eur Urol Focus. 2020;6(3):559-
571.

9. Sung S, Sung A, Sung H, An T, Kim KH, Park J. Acupuncture treatment 
for chronic pelvic pain in women: A systematic review and meta-analysis of 
randomized controlled trials. Evidence-Based Complement Altern Med. 
2018;2018:9415897.

10. Champaneria R, Daniels JP, Raza A, Pattison HM, Khan KS. Psychological 
therapies for chronic pelvic pain: Systematic review of randomized 
controlled trials. Acta Obstet Gynecol Scand. 2012;91:281-286.

11. Sesti F, Capozzolo T, Pietropolli A, Collalti M, Bollea MR, Piccione E. 
Dietary therapy a new strategy for management of chronic pelvic pain. 
Nutr Res Rev. 2011;24(1):31-38.

12. Berghmans B. Physiotherapy for pelvic pain and female sexual dysfunction: 
An untapped resource. Int Urogynecol J. 2018;29(5):631-638.

13. Centre for Reviews and Dissemination at the University of York. Prospero: 
International prospective register of systematic reviews. National Institute 
for Health Research.

14. Moher D, Shamseer L, Clarke M, Ghersi D, Liberati A, Petticrew M, et al. 
Preferred reporting items for systematic review and meta-analysis protocols 
(PRISMA-P) 2015 statement. Syst Rev. 2015;4(1):1-9.

15. Shea BJ, Reeves BC, Wells G, Thuku M, Hamel C, Moran J, et al. 
AMSTAR 2: a critical appraisal tool for systematic reviews that include 
randomised or non-randomised studies of healthcare interventions, or 
both. BMJ. 2017;358.

16. Cheong YC, Smotra G, de C Williams AC. Non-surgical interventions 
for the management of chronic pelvic pain. Cochrane Database Syst Rev. 
2014;3:CD008797.

17. Johnson NP, Farquhar CM, Crossley S, Yu Y, Van Peperstraten AM, 
Sprecher M, et al. A double-blind randomized controlled trial of 
laparoscopic uterine nerve ablation for women with chronic pelvic pain. 
BJOG. 2004;111(9):950-959.

18. Loving S, Nordling J, Jaszczak P, Thomsen T. Does evidence support 
physiotherapy management of adult female chronic pelvic pain? A 
systematic review. Scand J Pain. 2012;3(2):70-81.

https://www.sciencedirect.com/science/article/abs/pii/S0302283809008604
https://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-6-177
https://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-6-177
https://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-6-177
https://www.sciencedirect.com/science/article/abs/pii/0029784495004580
https://www.sciencedirect.com/science/article/abs/pii/0029784495004580
https://www.bmj.com/content/332/7544/749?ehom
https://www.bmj.com/content/332/7544/749?ehom
https://www.tandfonline.com/doi/abs/10.3109/01674829909075598
https://www.tandfonline.com/doi/abs/10.3109/01674829909075598
https://obgyn.onlinelibrary.wiley.com/doi/abs/10.1016/S0020-7292(01)00460-X
https://obgyn.onlinelibrary.wiley.com/doi/abs/10.1016/S0020-7292(01)00460-X
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD000387/abstract
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD000387/abstract
https://www.sciencedirect.com/science/article/abs/pii/S2405456919302871
https://www.sciencedirect.com/science/article/abs/pii/S2405456919302871
https://www.hindawi.com/journals/ecam/2018/9415897/
https://www.hindawi.com/journals/ecam/2018/9415897/
https://www.hindawi.com/journals/ecam/2018/9415897/
https://obgyn.onlinelibrary.wiley.com/doi/full/10.1111/j.1600-0412.2011.01314.x
https://obgyn.onlinelibrary.wiley.com/doi/full/10.1111/j.1600-0412.2011.01314.x
https://obgyn.onlinelibrary.wiley.com/doi/full/10.1111/j.1600-0412.2011.01314.x
https://www.cambridge.org/core/services/aop-cambridge-core/content/view/19E868FB1BE3A08DCFC0D00D7489ACAF/S0954422410000272a.pdf/dietary-therapy-a-new-strategy-for-management-of-chronic-pelvic-pain.pdf
https://link.springer.com/article/10.1007/s00192-017-3536-8
https://link.springer.com/article/10.1007/s00192-017-3536-8
https://www.crd.york.ac.uk/prospero/
https://www.crd.york.ac.uk/prospero/
https://systematicreviewsjournal.biomedcentral.com/articles/10.1186/2046-4053-4-1/
https://systematicreviewsjournal.biomedcentral.com/articles/10.1186/2046-4053-4-1/
https://www.bmj.com/content/358/bmj.j4008.abstract
https://www.bmj.com/content/358/bmj.j4008.abstract
https://www.bmj.com/content/358/bmj.j4008.abstract
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD008797.pub2/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD008797.pub2/full
https://obgyn.onlinelibrary.wiley.com/doi/abs/10.1111/j.1471-0528.2004.00233.x
https://obgyn.onlinelibrary.wiley.com/doi/abs/10.1111/j.1471-0528.2004.00233.x
https://www.degruyter.com/document/doi/10.1016/j.sjpain.2011.12.002/html
https://www.degruyter.com/document/doi/10.1016/j.sjpain.2011.12.002/html
https://www.degruyter.com/document/doi/10.1016/j.sjpain.2011.12.002/html


10

Garza-Leal JG,  et al. 

J Pain Manage Med, Vol. 8 Iss. 3 No: 1000171

19. Hansrani V, Abbas A, Bhandari S, Caress AL, Seif M, McCollum CN. 
Trans-venous occlusion of incompetent pelvic veins for chronic pelvic 
pain in women: A systematic review. Eur J Obstet Gynecol Reprod Biol. 
2015;185:156-163.

20. Pundir J, Omanwa K, Kovoor E, Pundir V, Lancaster G, Barton-Smith 
P. Laparoscopic  excision  versus ablation for endometriosis-associated 
Pain:  An  updated  systematic review  and  meta-analysis. J Minim Invasive 
Gynecol. 2017;24(5):747-756.

21. Indraccolo U, Indraccolo SR, Mignini F. Micronized 
palmitoylethanolamide/trans-polydatin treatment of endometriosis-
related pain: A meta-analysis. Ann Ist Super Sanita. 2017;53(2):125-134.

22. Benetti-Pinto CL, Mira TAA, Yela DA, Teatin-Juliato CR, Brito LGO. 
Pharmacological treatment  for symptomatic adenomyosis:  A systematic 
review. Rev Bras Ginecol Obstet. 2019;41(9):564-574.

23. Mahran A, Baaklini G, Hassani D, Abolella HA, Safwat AS, Neudecker M, 
et al. Sacral neuromodulation treating chronic pelvic pain: A meta-analysis 
and systematic review of the literature. Int Urogynecol J. 2019;30(7):1023-
1035.

24. Daniels JP, Middleton L, Xiong T, Champaneria R, Johnson NP, Lichten 
EM, et al. Individual patient data meta-analysis of randomized evidence 
to assess the effectiveness of laparoscopic uterosacral nerve ablation in 
chronic pelvic pain. Hum Reprod Update. 2010;16(6):568-576.

25. 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):417-425.

26. Farquhar CM, Rogers V, Franks S, Pearce S, Wadsworth J, Beard RW. 
A randomized controlled trial of medroxyprogesterone acetate and 
psychotherapy for the treatment of pelvic congestion. Br J Obstet 
Gynaecol. 1989;96(10):1153-1162.

27. Haugstad GK, Haugstad TS, Kirste UM, Leganger S, Wojniusz S, 
Klemmetsen I, et al. Continuing improvement of chronic pelvic pain in 
women after short-term Mensendieck somatocognitive therapy: Results 
of a 1-year follow-up study. Am J Obstet Gynecol. 2008;199(6):615.e1-e8.

28. Norman SA, Lumley MA, Dooley JA, Diamond MP. For whom does 
it work? Moderators of the effects of written emotional disclosure in a 
randomized trial among women with chronic pelvic pain. Psychosom 
Med. 2004;66(2):174-183.

29. Lichten EM, Bombard J. Surgical treatment of primary dysmenorrhea 
with laparoscopic uterine nerve ablation. J Reprod Med. 1987;32(1):37-41.

30. Chen FP, Chang SD, Chu KK, Soong YK. Comparison of laparoscopic 
presacral neurectomy and laparoscopic uterine nerve ablation for primary 
dysmenorrhea. J Reprod Med. 1996;41(7):463-466.

31. Candiani GB, Fedele L, Vercellini P, Bianchi S, Di Nola G. Presacral 
neurectomy for the treatment of pelvic pain associated with endometriosis: 
A controlled study. Am J Obstet Gynecol. 1992;167(1):100-103.

32. Sutton CJ, Ewen SP, Whitelaw N, Haines P. Prospective, randomized, 
double-blind, controlled trial of laser laparoscopy in the treatment of 
pelvic pain associated with minimal, mild, and moderate endometriosis. 
Fertil Steril. 1994;62(4):696-700.

33. Vercellini P, Aimi G, Busacca M, Uglietti A, Viganali M, Crosignani PG. 
Laparoscopic uterosacral ligament resection for dysmenorrhea associated 
with endometriosis: Results of a randomized controlled trial. Fert Steril. 
2003;80(2):310-319.

34. Barton-Smith P. An investigation of the surgical treatment of 
endometriosis. University of Surrey (United Kingdom); 2010. 

35. Healey M, Ang WC, Cheng C. Surgical treatment of endometriosis: A 
prospective randomized double-blinded trial comparing excision and 
ablation. Fertil Steril. 2010;94(7):2536-2540.

36. Maher CF, Carey MP, Dwyer PL, Schluter PL. Percutaneous sacral 
nerve root neuromodulation for intractable interstitial cystitis. J Urol. 
2001;165(3):884-886.

37. Aboseif S, Tamaddon K, Chalfin S, Freedman S, Kaptein J. Sacral 
neuromodulation as an effective treatment for refractory pelvic floor 
dysfunction. Urology. 2002;60(1):52-56.

38. Whitmore KE, Payne CK, Diokno AC, Lukban JC. Sacral 
neuromodulation in patients with interstitial cystitis: A multicenter 
clinical trial. Int Urogynecol J. 2003;14(5):305-309.

39. Ghazwani YQ, Elkelini MS, Hassouna MM. Efficacy of sacral 
neuromodulation in treatment of bladder pain syndrome: Long-term 
follow-up. Neurourol Urodyn. 2011;30(7):1271-1275.

40. Sokal P, Zieliński P, Harat M. Sacral roots stimulation in chronic pelvic 
pain. Neurol Neurochir Pol. 2015;49(5):307-312.

41. Sutton C, Pooley AS, Jones KD, Dover RW, Haines P. A prospective, 
randomized, double-blind controlled trial of laparoscopic uterine nerve 
ablation in the treatment of pelvic pain associated with endometriosis. 
Gynaecol Endosc. 2001;10(4):217-222.

42. Palomba S, Russo T, Falbo A, Manguso F, D’Alessandro P, Mattei A, et 
al. Laparoscopic uterine nerve ablation versus vaginal uterosacral ligament 
resection in post-menopausal women with intractable midline chronic 
pelvic pain: A randomized study. Eur J Obstet Gynecol Reprod Biol. 
2006;129(1):84-91.

43. Walton SM, Batra HK. The use of medroxyprogesterone acetate 50 mg 
in the treatment of painful pelvic conditions: Preliminary results from a 
multicentre trial. J Obstet Gynaecol. 1992;12(Suppl):S50-S53.

44. Lamvu G, Williams R, Zolnoun D, Wechter ME, Shortliffe A, Fulton G, 
et al. Long-term outcomes after surgical and nonsurgical management of 
chronic pelvic pain: One year after evaluation in a pelvic pain specialty 
clinic. Am J Obstet Gynecol. 2006;195(2):591-598.

45. Indraccolo U, Barbieri F. Effect of palmitoylethanolamide-polydatin 
combination on chronic pelvic pain associated with endometriosis: 
Preliminary observations. Eur J Obstet Gynecol Reprod Biol. 
2010;150(1):76-79.

46. Giugliano E, Cagnazzo E, Soave I, Lo Monte G, Wenger JM, Marci R. 
The adjuvant use of N-palmi- toylethanolamine and transpolydatin in 
the treatment of endometriotic pain. Eur J Obstet Gynecol Reprod Biol. 
2013;168(2):209-213.

47. Cobellis L, Castaldi MA, Giordano V, Trabucco E, De Franciscis 
P, Torella M, et al. Effectiveness of the association micronized 
N-Palmitoylethanolamine (PEA)-transpolydatin in the treatment of 
chronic pelvic pain related to endometriosis after laparoscopic assessment: 
A pilot study. Eur J Obstet Gynecol Reprod Biol. 2011;158(1):82-86.

48. Di Francesco A, Pizzigallo D. Use of micronized palmitoylethanolamide 
and trans-polydatin in chronic pelvic pain associated with endometriosis. 
An open-label study. Giorn It Ost Gin. 2014;36(2):353-358.

49. Fawzy M, Mesbah Y. Comparison of dienogest versus triptorelin acetate 
in premenopausal women with adenomyosis: A prospective clinical trial. 
Arch Gynecol Obstet. 2015;292(06):1267-1271.

50. Osuga Y, Fujimoto-Okabe H, Hagino A. Evaluation of the efficacy and 
safety of dienogest in the treatment of painful symptoms in patients 
with adenomyosis: A randomized, double-blind, multicenter, placebo-
controlled study. Fertil Steril. 2017;108(04):673-678.

51. Brown CS, Ling FW, Wan JY, Pilla AA. Efficacy of static magnetic field 
therapy in chronic pelvic pain: A double-blind pilot study. Am J Obstet 
Gynecol. 2002;187(6):1581-1587.

52. Amin MM, Ait-Allah AS, Ali Ael-S, Salem RA, Ahmed SR, Alsammani 
MA. Inferior hypogastric plexus blockade versus acupuncture for the 
management of idiopathic chronic pelvic pain: A randomized clinical 
trial. Biomed J. 2015;38(4):317-322.

53. Xiao HQ. Therapeutic observation on acupoint tread embedding plus 
auricular point sticking for chronic pelvic pain after acute pelvic infection. 
Shanghai J Acu-mox. 2013;32(11):925-926.

54. Liu R, Su W, Sheng PJ. The effect of the warm acupuncture and the 
antibiotics treatment for the pelvic cavity pain of the pelvic inflammatory 
disease. Med Innov China. 2012;9(32):13-14.

55. Li ZS. Warm acupuncture therapy combines with physical therapy 
for chronic pelvic pain caused by pelvic adhesion. J Tradit Chin Med. 
2016;32(11):1047-1048.

https://www.sciencedirect.com/science/article/abs/pii/S0301211514006526
https://www.sciencedirect.com/science/article/abs/pii/S0301211514006526
https://www.sciencedirect.com/science/article/pii/S1553465017302637
https://www.sciencedirect.com/science/article/pii/S1553465017302637
https://annali.iss.it/index.php/anna/article/view/462
https://annali.iss.it/index.php/anna/article/view/462
https://annali.iss.it/index.php/anna/article/view/462
https://www.scielo.br/j/rbgo/a/sFRcKCmps56DnSGPDnvbzdR/?lang=en&format=html
https://www.scielo.br/j/rbgo/a/sFRcKCmps56DnSGPDnvbzdR/?lang=en&format=html
https://link.springer.com/article/10.1007/s00192-019-03898-w
https://link.springer.com/article/10.1007/s00192-019-03898-w
https://academic.oup.com/humupd/article/16/6/568/744963?login=false
https://academic.oup.com/humupd/article/16/6/568/744963?login=false
https://academic.oup.com/humupd/article/16/6/568/744963?login=false
https://journals.lww.com/obgynsurvey/Abstract/2012/07000/Systematic_Review_of_Therapies_for_Noncyclic.16.aspx
https://journals.lww.com/obgynsurvey/Abstract/2012/07000/Systematic_Review_of_Therapies_for_Noncyclic.16.aspx
https://obgyn.onlinelibrary.wiley.com/doi/abs/10.1111/j.1471-0528.1989.tb03190.x
https://obgyn.onlinelibrary.wiley.com/doi/abs/10.1111/j.1471-0528.1989.tb03190.x
https://www.sciencedirect.com/science/article/abs/pii/S0002937808006297
https://www.sciencedirect.com/science/article/abs/pii/S0002937808006297
https://www.sciencedirect.com/science/article/abs/pii/S0002937808006297
https://journals.lww.com/psychosomaticmedicine/Abstract/2004/03000/For_Whom_Does_It_Work__Moderators_of_the_Effects.3.aspx
https://journals.lww.com/psychosomaticmedicine/Abstract/2004/03000/For_Whom_Does_It_Work__Moderators_of_the_Effects.3.aspx
https://journals.lww.com/psychosomaticmedicine/Abstract/2004/03000/For_Whom_Does_It_Work__Moderators_of_the_Effects.3.aspx
https://europepmc.org/article/med/2951520
https://europepmc.org/article/med/2951520
https://europepmc.org/article/med/8829056
https://europepmc.org/article/med/8829056
https://europepmc.org/article/med/8829056
https://www.sciencedirect.com/science/article/abs/pii/S0002937811916366
https://www.sciencedirect.com/science/article/abs/pii/S0002937811916366
https://www.sciencedirect.com/science/article/abs/pii/S0002937811916366
https://www.sciencedirect.com/science/article/abs/pii/S0015028216569908
https://www.sciencedirect.com/science/article/abs/pii/S0015028216569908
https://www.sciencedirect.com/science/article/abs/pii/S0015028216569908
https://www.sciencedirect.com/science/article/abs/pii/S0015028203006137
https://www.sciencedirect.com/science/article/abs/pii/S0015028203006137
https://www.proquest.com/openview/09c7e7f5f01d2a5886b30184677b8427/1?pq-origsite=gscholar&cbl=51922
https://www.proquest.com/openview/09c7e7f5f01d2a5886b30184677b8427/1?pq-origsite=gscholar&cbl=51922
https://www.sciencedirect.com/science/article/abs/pii/S0015028210003377
https://www.sciencedirect.com/science/article/abs/pii/S0015028210003377
https://www.sciencedirect.com/science/article/abs/pii/S0015028210003377
https://www.auajournals.org/doi/abs/10.1016/S0022-5347%2805%2966551-2
https://www.auajournals.org/doi/abs/10.1016/S0022-5347%2805%2966551-2
https://www.sciencedirect.com/science/article/abs/pii/S0090429502016308
https://www.sciencedirect.com/science/article/abs/pii/S0090429502016308
https://www.sciencedirect.com/science/article/abs/pii/S0090429502016308
https://link.springer.com/article/10.1007/s00192-003-1080-1
https://link.springer.com/article/10.1007/s00192-003-1080-1
https://link.springer.com/article/10.1007/s00192-003-1080-1
https://onlinelibrary.wiley.com/doi/abs/10.1002/nau.21037
https://onlinelibrary.wiley.com/doi/abs/10.1002/nau.21037
https://onlinelibrary.wiley.com/doi/abs/10.1002/nau.21037
https://journals.viamedica.pl/neurologia_neurochirurgia_polska/article/view/61075
https://journals.viamedica.pl/neurologia_neurochirurgia_polska/article/view/61075
https://onlinelibrary.wiley.com/doi/abs/10.1046/j.1365-2508.2001.00451.x
https://onlinelibrary.wiley.com/doi/abs/10.1046/j.1365-2508.2001.00451.x
https://onlinelibrary.wiley.com/doi/abs/10.1046/j.1365-2508.2001.00451.x
https://www.sciencedirect.com/science/article/abs/pii/S0301211506000066
https://www.sciencedirect.com/science/article/abs/pii/S0301211506000066
https://www.sciencedirect.com/science/article/abs/pii/S0301211506000066
https://www.tandfonline.com/doi/abs/10.3109/01443619209045614
https://www.tandfonline.com/doi/abs/10.3109/01443619209045614
https://www.tandfonline.com/doi/abs/10.3109/01443619209045614
https://www.sciencedirect.com/science/article/abs/pii/S0002937806004637
https://www.sciencedirect.com/science/article/abs/pii/S0002937806004637
https://www.sciencedirect.com/science/article/abs/pii/S0002937806004637
https://www.sciencedirect.com/science/article/abs/pii/S0301211510000424
https://www.sciencedirect.com/science/article/abs/pii/S0301211510000424
https://www.sciencedirect.com/science/article/abs/pii/S0301211510000424
https://www.sciencedirect.com/science/article/abs/pii/S0301211513000493
https://www.sciencedirect.com/science/article/abs/pii/S0301211513000493
https://www.sciencedirect.com/science/article/abs/pii/S0301211511002272
https://www.sciencedirect.com/science/article/abs/pii/S0301211511002272
https://www.sciencedirect.com/science/article/abs/pii/S0301211511002272
https://www.sciencedirect.com/science/article/abs/pii/S0301211511002272
https://www.semanticscholar.org/paper/Use-of-micronized-palmitoylethanolamide-and-in-pain-Francesco/cdaa6307f6a4f0eb552f61296c3b5a49fc56b146
https://www.semanticscholar.org/paper/Use-of-micronized-palmitoylethanolamide-and-in-pain-Francesco/cdaa6307f6a4f0eb552f61296c3b5a49fc56b146
https://www.semanticscholar.org/paper/Use-of-micronized-palmitoylethanolamide-and-in-pain-Francesco/cdaa6307f6a4f0eb552f61296c3b5a49fc56b146
https://link.springer.com/article/10.1007/s00404-015-3755-5
https://link.springer.com/article/10.1007/s00404-015-3755-5
https://www.sciencedirect.com/science/article/abs/pii/S0015028217305435
https://www.sciencedirect.com/science/article/abs/pii/S0015028217305435
https://www.sciencedirect.com/science/article/abs/pii/S0015028217305435
https://www.sciencedirect.com/science/article/abs/pii/S0015028217305435
https://www.sciencedirect.com/science/article/abs/pii/S000293780200474X
https://www.sciencedirect.com/science/article/abs/pii/S000293780200474X
http://biomedj.cgu.edu.tw/pdfs/2015/38/4/images/BiomedJ_2015_38_4_317_151034.pdf
http://biomedj.cgu.edu.tw/pdfs/2015/38/4/images/BiomedJ_2015_38_4_317_151034.pdf
http://biomedj.cgu.edu.tw/pdfs/2015/38/4/images/BiomedJ_2015_38_4_317_151034.pdf
https://caod.oriprobe.com/articles/44995869/The_Effect_of_the_Warm_Acupuncture_and_the_Antibio.htm
https://caod.oriprobe.com/articles/44995869/The_Effect_of_the_Warm_Acupuncture_and_the_Antibio.htm
https://caod.oriprobe.com/articles/44995869/The_Effect_of_the_Warm_Acupuncture_and_the_Antibio.htm
http://caod.oriprobe.com/articles/49875947/wu_li_yin_zi_liao_fa_pei_he_wen_zhen_zhi_liao_pen_qiang_zhan_lian_suo_.htm
http://caod.oriprobe.com/articles/49875947/wu_li_yin_zi_liao_fa_pei_he_wen_zhen_zhi_liao_pen_qiang_zhan_lian_suo_.htm


11

Garza-Leal JG,  et al. 

J Pain Manage Med, Vol. 8 Iss. 3 No: 1000171

56. Ghaly AF. The psychological and physical benefits of pelvic ultrasonography 
in patients with chronic pelvic pain and negative laparoscopy. A random 
allocation trial. J Obstet Gynaecol. 1994;14(4):269-271.

57. de Oliveira Bernardes N, Bahamondes L. Intravaginal electrical 
stimulation for the treatment of chronic pelvic pain. J Reprod Med. 
2005;50(4):267-272.

58. de Bernardes NO, Marques A, Ganunny C, Bahamondes L. Use of 
intravaginal electrical stimulation for the treatment of chronic pelvic 
pain: A randomized, double-blind, crossover clinical trial. J Reprod Med. 
2010;55(1-2):19-24.

59. Oyama IA, Rejba A, Lukban JC, Fletcher E, Kellogg-Spadt S, Holzberg 
AS, et al. Modified Thiele massage as therapeutic intervention for female 
patients with interstitial cystitis and high-tone pelvic floor dysfunction. 
Urology. 2004;64(5):862-865.

60. Chung MH, Huh CY. Comparison of treatments for pelvic congestion 
syndrome. Tohoku J Exp Med. 2003;201(3):131-138.

61. Richardson GD, Driver B. Ovarian vein ablation: coils or surgery? 
Phlebology. 2006;21(1):16-23.

62. Gandini R, Chiocchi M, Konda D, Pampana E, Fabiano S, Simonetti 
G. Transcatheter foam sclerotherapy of symptomatic female varicocele 
with sodium-tetradecyl-sulfate foam. Cardiovasc Intervent Radiol. 
2008;31(4):778-784.

63. Tropeano G, Di Stasi C, Amoroso S, Cina A, Scambia G. Ovarian vein 
incompetence: a potential cause of chronic pelvic pain in women. Eur J 
Obstet Gynecol Reprod Biol. 2008;139(2):215-221.

64. Peters AA, van Dorst E, Jellis B, van Zuuren E, Hermans J, Trimbos JB. A 
randomized clinical trial to compare two different approaches in women 
with chronic pelvic pain. Obstet Gynecol. 1991;77(5):740-744.

65. Heyman J, Ohrvik J, Leppert J. Distension of painful structures in the 
treatment for chronic pelvic pain in women. Acta Obstet Gynecol Scand. 
2006;85(5):599-603.

66. Royal College of Obstetricians and Gynecologists. The initial management 
of chronic pelvic pain (Green-top guideline no. 41). Royal College Obstet 
Gynaecol. 2012;41:1-16.

67. Jarrell JF, Vilos GA, Allaire C, Burgess S, Fortin C, Gerwin R, et al. No. 
164-consensus guidelines for the management of chronic pelvic pain. J 
Obstet Gynaecol Canada. 2018;40(11):e747-e787.

68. Kohrt BA, Griffith JL, Patel V. Chronic pain and mental health: 
Integrated solutions for global problems. Bienn Rev Pain. 2018;159(Suppl 
1):S85-S90.

69. Ede T, von Keyserlingk MAG, Weary DM. Assessing the affective 
component of pain, and the efficacy of pain control, using conditioned 
place aversion in calves. Biol Lett. 2019;15(10):20190642.

70. Williams AC, Eccleston C, Morley S. Psychological therapies for the 
management of chronic pain (excluding headache) in adults. Cochrane 
Database Syst Rev. 2012;11(11):CD007407.

71. Killi G, Kirste U, Leganger S, Haakonsen E, Haugstad TS. Somatocognitive 
therapy in the management of chronic gynaecological pain. A review of 
the historical background and results of a current approach. Scand J Pain. 
2011;2(3):124-129.

72. Poleshuck EL, Gamble SA, Bellenger K, Lu N, Tu X, Sörensen S, et 
al. Randomized controlled trial of interpersonal psychotherapy versus 
enhanced treatment as usual for women with co-occurring depression and 
pelvic pain. J Psychosom Res. 2014;77(4):264-272.

73. Shedler J. Where Is the Evidence for "Evidence-Based" Therapy? Psychiatr 
Clin North Am. 2018;41(2):319-329.

74. Gatchel RJ, McGeary DD, McGeary CA, Lipp B. Interdisciplinary chronic 
pain management: Past, present, and future. Am Psychol. 2014;69(2):119-
130.

75. Volpi E, Ferrero A, Sismondi P. Laparoscopic identification of pelvic 
nerves in patients with deep infiltrating endometriosis. Surg Endosc. 
2004;18(7):1109-1112.

76. Landi S, Ceccaroni M, Perutelli A, Allodi C, Barbieri F, Fiaccavento A, et 
al. Laparoscopic nerve-sparing complete excision of deep endometriosis: Is 
it feasible? Hum Reprod. 2006;21(3):774-781.

77. de Resende JA Júnior, Cavalini LT, Crispi CP, de Freitas Fonseca M. 
Risk of urinary retention after nerve-sparing surgery for deep infiltrating 
endometriosis: A systematic review and meta-analysis. Neurourol Urodyn. 
2017;36(1):57-61.

https://www.tandfonline.com/doi/abs/10.3109/01443619409027849
https://www.tandfonline.com/doi/abs/10.3109/01443619409027849
https://www.tandfonline.com/doi/abs/10.3109/01443619409027849
https://europepmc.org/article/med/15916211
https://europepmc.org/article/med/15916211
https://europepmc.org/article/med/20337203
https://europepmc.org/article/med/20337203
https://europepmc.org/article/med/20337203
https://www.sciencedirect.com/science/article/abs/pii/S0090429504008349
https://www.sciencedirect.com/science/article/abs/pii/S0090429504008349
https://www.jstage.jst.go.jp/article/tjem/201/3/201_3_131/_article/-char/ja/
https://www.jstage.jst.go.jp/article/tjem/201/3/201_3_131/_article/-char/ja/
https://journals.sagepub.com/doi/abs/10.1258/026835506775971135
https://link.springer.com/article/10.1007/s00270-007-9264-6
https://link.springer.com/article/10.1007/s00270-007-9264-6
https://www.sciencedirect.com/science/article/abs/pii/S0301211507004836
https://www.sciencedirect.com/science/article/abs/pii/S0301211507004836
https://d1wqtxts1xzle7.cloudfront.net/83698067/0020-7292_2892_2990764-a20220410-9520-d0uj4p-with-cover-page-v2.pdf?Expires=1653545021&Signature=fUtpV53DdDpdRsS~tuBnT-HFcc-JEuxP~bOwLdSBE6dWZGVptpdhpMD7iYNMbvziYNl5BWbu6V8epUkq12JLlvCV5eOZ5eSwnmqr-jOO8wGNywh65EyFnfj1loTS0J3saxzwfUTSAPRxl5agQws2BnvRSg~wNdhX5NdHfwz0mRCTihrTgljczsm5zP5LtcCCd79nZqXYL8i-HEY0cjSLlK1~dUNHjOhG75ZlIk-Cdf0kvFBox1BiEb1O-Tb1ai3jTv7HqjFuWDISQGVbq2b6giWhfpfxopJo~gqzDjbslobDUcKSc2k~oSdQ8Ag~1W6hcw0wIE2gswRxdsNNDVQpxQ__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/83698067/0020-7292_2892_2990764-a20220410-9520-d0uj4p-with-cover-page-v2.pdf?Expires=1653545021&Signature=fUtpV53DdDpdRsS~tuBnT-HFcc-JEuxP~bOwLdSBE6dWZGVptpdhpMD7iYNMbvziYNl5BWbu6V8epUkq12JLlvCV5eOZ5eSwnmqr-jOO8wGNywh65EyFnfj1loTS0J3saxzwfUTSAPRxl5agQws2BnvRSg~wNdhX5NdHfwz0mRCTihrTgljczsm5zP5LtcCCd79nZqXYL8i-HEY0cjSLlK1~dUNHjOhG75ZlIk-Cdf0kvFBox1BiEb1O-Tb1ai3jTv7HqjFuWDISQGVbq2b6giWhfpfxopJo~gqzDjbslobDUcKSc2k~oSdQ8Ag~1W6hcw0wIE2gswRxdsNNDVQpxQ__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/83698067/0020-7292_2892_2990764-a20220410-9520-d0uj4p-with-cover-page-v2.pdf?Expires=1653545021&Signature=fUtpV53DdDpdRsS~tuBnT-HFcc-JEuxP~bOwLdSBE6dWZGVptpdhpMD7iYNMbvziYNl5BWbu6V8epUkq12JLlvCV5eOZ5eSwnmqr-jOO8wGNywh65EyFnfj1loTS0J3saxzwfUTSAPRxl5agQws2BnvRSg~wNdhX5NdHfwz0mRCTihrTgljczsm5zP5LtcCCd79nZqXYL8i-HEY0cjSLlK1~dUNHjOhG75ZlIk-Cdf0kvFBox1BiEb1O-Tb1ai3jTv7HqjFuWDISQGVbq2b6giWhfpfxopJo~gqzDjbslobDUcKSc2k~oSdQ8Ag~1W6hcw0wIE2gswRxdsNNDVQpxQ__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://www.tandfonline.com/doi/abs/10.1080/00016340500495017
https://www.tandfonline.com/doi/abs/10.1080/00016340500495017
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/the-initial-management-of-chronic-pelvic-pain-green-top-guideline-no-41/
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/the-initial-management-of-chronic-pelvic-pain-green-top-guideline-no-41/
https://www.sciencedirect.com/science/article/abs/pii/S1701216318306558
https://www.sciencedirect.com/science/article/abs/pii/S1701216318306558
https://journals.lww.com/pain/Citation/2018/09001/Chronic_pain_and_mental_health__integrated.13.aspx
https://journals.lww.com/pain/Citation/2018/09001/Chronic_pain_and_mental_health__integrated.13.aspx
https://royalsocietypublishing.org/doi/full/10.1098/rsbl.2019.0642
https://royalsocietypublishing.org/doi/full/10.1098/rsbl.2019.0642
https://royalsocietypublishing.org/doi/full/10.1098/rsbl.2019.0642
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD007407.pub4/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD007407.pub4/full
https://www.degruyter.com/document/doi/10.1016/j.sjpain.2011.02.005/html
https://www.degruyter.com/document/doi/10.1016/j.sjpain.2011.02.005/html
https://www.degruyter.com/document/doi/10.1016/j.sjpain.2011.02.005/html
https://www.sciencedirect.com/science/article/abs/pii/S0022399914002785
https://www.sciencedirect.com/science/article/abs/pii/S0022399914002785
https://www.sciencedirect.com/science/article/abs/pii/S0022399914002785
https://www.psych.theclinics.com/article/S0193-953X(18)30015-7/fulltext
https://psycnet.apa.org/record/2014-04960-002
https://psycnet.apa.org/record/2014-04960-002
https://link.springer.com/article/10.1007/s00464-003-9115-8
https://link.springer.com/article/10.1007/s00464-003-9115-8
https://academic.oup.com/humrep/article/21/3/774/770057?login=true
https://academic.oup.com/humrep/article/21/3/774/770057?login=true
https://onlinelibrary.wiley.com/doi/abs/10.1002/nau.22915
https://onlinelibrary.wiley.com/doi/abs/10.1002/nau.22915

