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ABSTRACT 

Introduction: Chronic pelvic pain is a symptom, not a disease, and rarely reflects a single 

pathologic process. When multiple factors are present, treatment of only some of them will lead to 

incomplete relief and frustration for both patient and clinician.  

 

Aims and Objectives: To determine the role of Hystero-Laparoscopy for evaluation and 

management of Chronic Pelvic Pain.  

 

Study Design: Prospective cross-sectional study conducted from July 2018 to May 2020 in 150 

women with chronic pelvic pain more than 6 months durations in age group of 15-45 years.  

 

Results: The mean age of patients was 26.23 ±10.12. The majority of patients were with parity 1-2 

(41.33%) followed by nullipara (28%), parity 3-4 (25.33%) and parity >4 (5.34%) The majority of 

patients were pre-menopausal (59.33%) followed by post- menopausal (40.67%). Out of 150 

patients, It was observed that majority of patients presented with Cyclic lower abdominal pain 

(61.33%) followed by dyspareunia (41.33%), acyclic lower abdominal pain (28%), congestive 

dysmenorrhea (24%) and spasmodic dysmenorrhea (18.67%).. It was observed that majority of 

patients had pelvic tenderness localized to fornix (58%) followed by diffuse tenderness (22.67%), 

Cul-de-sac nodularity (15.33%), fixed retroverted uterus (8%) and forniceal fullness (6%). Among 

150 patients, around 25 (16.67%) showed no per-vaginal findings. According to laparoscopic 

findings, It was observed that majority of patients had endometriosis (27.33%) followed by Uterine 

fibroids (22.67%), Pelvic adhesions (19.33%), Ovarian pathology (15.33%) and PID (12%). Among 
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150 patients, around 9 (6%) showed normal findings by laparoscopy. According to diagnosis by 

hysteroscopic findings., It was observed that majority of patients had Polyp (35.33%) followed by 

Uterine fibroids (25.33%), Intra-uterine adhesion (20.67%) and Adenomyosis (17.33%). Among 

150 patients, around 20 (13.33%) showed normal findings by hysteroscopy. The sensitivity of 

Laparoscopic investigation was 87.94%, specificity was 88.89%, and accuracy rate of 88% 

compared to pelvic findings. The relation of pelvic findings with combined Hystero-Laparoscopic 

finding showed sensitivity of combined Hystero-Laparoscopic investigation was 86.81%, specificity 

was 100%, and accuracy rate of 87.33% compared to pelvic findings. The sensitivity of combined 

Hystero-Laparoscopic investigation was 97.96%, specificity was 100%, and accuracy rate of 98% 

compared to final findings.  

 

Conclusion: Hystero-Laparoscopy is an effective diagnostic and therapeutic tool, for evaluation of 

chronic pelvic pain, which are usually missed by other modalities. 

 

Keywords: Hystero-laparoscopy, Chronic pelvic pain, Reproductive age  

 

INTRODUCTION 

Pain is an unpleasant feeling or emotional sense, which is associated with actual or potential tissue 

damage. Chronic pelvic pain (CPP) is one of the commonest symptomatology in gynecological 

outpatient clinics. It accounts for 10% of office visits to gynaecologists1 and general clinics. 2 

According to Renaer3 CPP accounts for about a quarter of outpatient consultations in general 

gynecological practice. It usually is not possible to identify a single etiology or definitive cure for 

chronic pelvic pain. In at least one-half of cases, there are one or more associated entities, such as 

irritable bowel syndrome, interstitial cystitis/ painful bladder syndrome, endometriosis, or pelvic 

adhesions. The presence of both endometriosis and interstitial cystitis is not unusual.  

CPP is defined as 6 months or more of constant or intermittent, cyclic or acyclic pelvic pain that 

includes dysmenorrhea, deep dyspareunia and intermenstrual pain. 4,5 

Diagnosis is based on findings from the history and physical examination. Pelvic ultrasonography is 

indicated to rule out anatomic abnormalities. Referral for diagnostic evaluation of endometriosis by 

laparoscopy is usually indicated in severe cases5.  

Curative treatment is elusive, and evidence-based therapies are limited. Patient engagement in a 

biopsychosocial approach is recommended, with treatment of any identifiable disease process such 

as endometriosis, interstitial cystitis/painful bladder syndrome, and comorbid depression5.  

Potentially beneficial medications include depot medroxy progesterone, gabapentin, nonsteroidal 

anti-inflammatory drugs, and gonadotropin-releasing hormone agonists with add-back hormone 

therapy. Pelvic floor physical therapy may be helpful. Behavioral therapy is an integral part of 

treatment. Chronic pelvic pain should be managed with a collaborative, patient-centered approach. 

Most of the times patients are treated symptomatically or referred to psychiatrist as somatoform 

disorder without adequate diagnostic evaluation. 6 

Gynecological causes of CPP usually are detected by the patient’s history, physical examination, 

transvaginal sonograph (TVS), and laparoscopy7,8. A thorough patient history may identify the 

cause of pain, as well as the factors that may exacerbate or alleviate it, its relationship to the 

menstrual cycle, and its different locations.  

Noninvasive procedures such as TVS and magnetic resonance imaging (MRI) may provide 

important information, because they investigate both intrauterine and extrauterine environments, 

without significant patient risk or discomfort. In particular, TVS often is used as the first-line 

diagnostic tool in the evaluation of CPP, because it is relatively inexpensive and does not use 

ionizing radiation9. Okaro et al.10 created the ultrasound term soft marker to indicate pelvic 

pathology in women with CPP, the soft marker being the presence of immobile ovaries and/or 
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specific tenderness and/or loculated pelvic fluid at TVS. They found such soft markers to indicate 

significant pelvic pathology, with a positive likelihood ratio of 1.9. Magnetic resonance imaging 

commonly is considered when TVS is non-diagnostic or equivocal. Although MRI may be the best 

overall test for clearly evaluating abdominal and pelvic anatomy, it has some limitations: it is 

relatively expensive, images may be degraded by metal implants in the body, and there are some 

contraindications to having the test (e.g., ferromagnetic aneurysm clips or pacemakers)9. Some 

invasive procedures, such as laparoscopy, are major components in evaluating CPP, and many 

physicians believe that a workup is incomplete without this procedure. 

Laparoscopy is a valuable tool in the evaluation of undiagnosed CPP. It can establish a definitive 

diagnosis and modify the treatment without resorting to exploratory laparotomy. It is also an 

extremely valuable adjunct in gynecologist’s armamentarium especially in confirming minimal 

disease and adhesions, which cannot be revealed sonographically11.  

There are a number of reasons that laparoscopy may fail to identify an organic cause of pain: the 

condition may not be visible at laparoscopy (i.e., adenomyosis, intrauterine pathologies, and so on), 

or an inexperienced surgeon may not recognize the disease, as with some forms of endometriosis11. 

This results in an under diagnosis of some gynecologic causes of CPP and consequently, in an 

inappropriate referral of the woman and an inadequate treatment of the pain. 

Keeping in view the above mentioned facts, the present study was done to determine and establish 

the role of Hystero-Laparoscopy over clinical in evaluation and management of chronic pelvic pain. 

 

MATERIAL AND METHODS 

The present study was conducted at Department of Obstetrics & Gynecology at Ruby Hall Clinic, 

Pune from July 2018 to May 2020. The study population was 150 female patients with chronic 

pelvic pain. The study was approved by the Ethical Committee of the institute. 

 

INCLUSION CRITERIA: 

 All the women presenting with chronic pelvic pain for more than 6 months duration. 

 - Without an apparent cause on history. 

 - Normal abdomino pelvic examination. 

 - Women of age group 15-45 years . 

 

EXCLUSION CRITERIA: 

 Women with chronic pelvic pain and having pelvic pathological lesions detected on clinical 

and/or ultrasound examination shall be excluded. 

 Women of age group <15years 

 Women of age group >45 years 

 

METHODOLGY  

All female patients with chronic pelvic pain under study attending OPD or admitted to ward 

included. The patient was informed about the study and informed and written consent was obtained 

from the patient. A detailed history of the patient with complaints of pain was carried out and 

entered in a specially designed proforma made for recording the findings of the Laparoscopy 

examination. Study population subjected to : 

a) Detailed history as per Annexure. 

b) General clinical, systemic and gynecological examination as per schedule. 

c) Pain scale as per Annexure. 

d) Laboratory investigations : Hemogram, TLC, DLC, ESR ,CRP, Urine R/M , R-BSL,CA-125,HIV, 

HbsAg. 

e) Abdominal and Pelvic ultrasound 
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f) CT /MRI Scan as per requirement. 

 The Study population undergone in the Postmenstrual phase Hystero-Laparoscopy under General 

anesthesia after taking Pre-OP Fitness. 

 The diagnostic and operative findings recorded as per Profroma. 

 Post OP management was done as per proforma. 

 All biopsies taken/ Pathologies excised sent for HPE and reports collected as recorded. 

 All data was tabulated and subjected to statistical analysis whenever required and inferences was 

drawn from it. 

 Such data and inferences compared with similar material available through literature search. 

 

STATISTICAL ANALYSIS  

The data was filled in excel sheet and the results were described as frequency and proportion. The 

comparison was done by chi-square test with significance at p < 0.05. 

 

OBSERVATIONS AND RESULTS 

In the present study, majority of patients were in age group 31-40 years (36%) followed by 21-30 

years (28%). The mean age of patients was 26.23 ±10.12. The majority of patients were with parity 

1-2 (41.33%) followed by nullipara (28%), parity 3-4 (25.33%) and parity >4 (5.34%) The 

distribution of patients according to menopausal status showed that majority of patients were pre-

menopausal (59.33%) followed by post- menopausal (40.67%). Majority of patients presented with 

Cyclic lower abdominal pain (61.33%) followed by dyspareunia (41.33%), acyclic lower abdominal 

pain (28%), congestive dysmenorrhoea (24%) and spasmodic dysmenorrhoea (18.67%). Maximum 

number of patients had pelvic tenderness localized to fornix (58%) followed by diffuse tenderness 

(22.67%), Cul-de-sac nodularity (15.33%), fixed retroverted uterus (8%) and forniceal fullness 

(6%). Among 150 patients, around 25 (16.67%) showed no per-vaginal findings. 

 

Table 1: Distribution of patients according to laparoscopic findings: 

Laparoscopic findings  No of Patients (n=150) Percentage 

Endometriosis  41 27.33 

Uterine fibroids  34 22.67 

Pelvic adhesions  29 19.33 

Pelvic congestion  11 07.33 

PID 18 12.00 

Ovarian pathology  23 15.33 

Normal findings  09 06.00 

 

Table 1 shows endometriosis (27.33%) followed by Uterine fibroids (22.67%), Pelvic adhesions 

(19.33%), Ovarian pathology (15.33%) and PID (12%). Among 150 patients, around 9 (6%) showed 

normal findings by laparoscopy.  

 

Table 2: Distribution of patients according to Hysteroscopic findings: 

Hysteroscopic findings  No of Patients (n=150) Percentage 

Polyp 53 35.33 

Intra-uterine adhesion 31 20.67 

Adenomyosis 26 17.33 

Uterine fibroids  38 25.33 

Normal findings  20 13.33 
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Table 2 demonstrates that majority of patients had Polyp (35.33%) followed by Uterine fibroids 

(25.33%), Intra-uterine adhesion (20.67%) and Adenomyosis (17.33%). Among 150 patients, 

around 20 (13.33%) showed normal findings by hysteroscopy.  

 

Table 3: Distribution of patients according to combined Hysteroscopic & laparoscopic 

findings: 

Combined findings  No of Patients (n=150) Percentage 

Ovarian pathology  28 18.6 

Endometriosis  18 12.00 

Uterine fibroids  24 16.00 

Pelvic adhesions  12 08.00 

Pelvic congestion  09 06.00 

PID 18 12.00 

Endometrial Polyp 14 09.30 

Normal findings  06 04.00 

 

Table 3 and Figure 1 shows distribution of patients according to combined Hysteroscopic & 

laparoscopic findings. It was observed that majority of patients showed Ovarian pathology (35.33%) 

followed by Uterine fibroids (16%). It was observed that only 6 (4%) patients showed normal 

findings by combined Hysteroscopic & laparoscopy. 

 

Figure 1: Combined Hysteroscopic & laparoscopic findings: 

 
 

Table 4: Correlation of pelvic & laparoscopic findings: 

Pelvic findings 
Laparoscopic findings 

Total 
Abnormal Normal 

Abnormal 124 01 125 

Normal 17 08 25 
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Total 141 09 150 

(X2=1 2.729; DF=1; P=0.03 statistically significant) 

 

Table 4 shows relation of pelvic findings with laparoscopic finding. It was observed that 

laparoscopic findings confirmed more diagnosis (141 cases) as compared to pelvic findings (125 

cases) with statistical significance. (P=0.03). The sensitivity of Laparoscopic investigation was 

87.94%, specificity was 88.89%, and accuracy rate of 88% compared to pelvic findings.  

 

Table 5: Correlation of pelvic & Hystero-Laparoscopic findings: 

Pelvic findings 
Hystero-Laparoscopic findings 

Total 
Abnormal Normal 

Abnormal 125 00 125 

Normal 19 06 25 

Total 144 06 150 

(X2=18.72; DF=1; P=0.01 statistically significant) 

 

Table 5 shows relation of pelvic findings with combined hystero-laparoscopic finding. It was 

observed that combined hysteron-laparoscopic findings confirmed more diagnosis (144 cases) as 

compared to pelvic findings (125 cases) with statistical significance. (P=0.01). The sensitivity of 

combined hystero-laparoscopic investigation was 86.81%, specificity was 100%, and accuracy rate 

of 87.33% compared to pelvic findings.  

 

Table 6: Correlation of final diagnosis & Hystero-Laparoscopic findings: 

Hystero-Laparoscopic findings 
Final diagnosis  

Total 
Abnormal Normal 

Abnormal 144 00 144 

Normal 03 03 06 

Total 147 03 150 

 

Table 6 shows relation of combined hystero-laparoscopic findings with final diagnosis. It was 

observed that the sensitivity of combined hystero-laparoscopic investigation was 97.96%, specificity 

was 100%, and accuracy rate of 98% compared to final findings.  

 

DISCUSSION 

The present prospective cross sectional study was conducted to determine and establish the role of 

Hystero-Laparoscopy over clinical findings in evaluation and management of chronic pelvic pain. 

All women presenting with chronic pelvic pain for more than 6 months duration during the study 

period of July 2018 to May 2020 were included in the study. 

In the present study, the distribution of patients according to age showed that majority of patients 

was in age group 31-40 years (36%) followed by 21-30 years (28%). The mean age of patients was 

26.23 ±10.12. The majority of patients were with parity 1-2 (41.33%) followed by nullipara (28%), 

parity 3-4 (25.33%) and parity >4 (5.34%) The distribution of patients according to menopausal 

status showed that majority of patients were pre-menopausal (59.33%) followed by post- 

menopausal (40.67%) 

The findings of present study was similar to Sharma et al12 study who evaluated the causes of 

chronic pelvic pain using laparoscopy observed mean age of 30.88 ± 7.71 years and parity of the 

patients with CPP was 1.74 ±1.38. 
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In a study by Hebbar et al13 on the accuracy of diagnostic laparoscopy over clinical pelvic 

examination the age ranged from 19 to 48 years, with mean of 28 years. Parity ranged from 0 to 8 

with mean of 2.8. Nine women were nullipara. The findings were in accordance to present study.  

In the study presenting symptoms among patients showed that majority of patients presented with 

Cyclic lower abdominal pain (61.33%) followed by dyspareunia (41.33%), acyclic lower abdominal 

pain (28%), congestive dysmenorrhea (24%) and spasmodic dysmenorrhea (18.67%) 

Hebbar et al13 the accuracy of diagnostic laparoscopy over clinical pelvic examination the most 

common presentation was acyclic lower abdominal pain (79.1%), followed by congestive 

dysmenorrhea (26.7%).  

Similar findings observed in Sharma et al12 study where associated complaints like dysmenorrhea 

was found in (31/50) 62%, followed by dyspareunia 54% (27/50), sleep disturbance 40% (20/50), 

discharge per vaginum 26% (13/50), pain on routine activity 26% (13/50) and bleeding per vaginum 

6% (3/50) 

In the present study, the per-vaginal findings showed that majority of patients had pelvic tenderness 

localized to fornix (58%) followed by diffuse tenderness (22.67%), Cul-de-sac nodularity (15.33%), 

fixed retroverted uterus (8%) and forniceal fullness (6%). Among 150 patients, around 25 (16.67%) 

showed no per-vaginal findings. 

In a study by Hebbar et al13 pelvic tenderness on pervaginal examination was the most common 

finding (27.9%), followed by forniceal fullness (15.1%).61.6% of women did not reveal any 

significant signs on pelvic examination. This was in accordance to present study.  

Similar findings observed in Sharma et al12 study where on bimanual examination, 88% (44/50) had 

no abnormality and only 8% (4/50) of patients had tender fornices but no mass palpable. Four 

percent (2/50) patients had fullness in both fornices.  

In the present study laparoscopic findings among patients showed majority of patients had 

endometriosis (27.33%) followed by Uterine fibroids (22.67%), Pelvic adhesions (19.33%), Ovarian 

pathology (15.33%) and PID (12%). Among 150 patients, around 9 (6%) showed normal findings 

by laparoscopy.  

In a study done by Carter et al14 on the abnormal findings by laparoscopy in patients with chronic 

pelvic pain showed among 141 patients endometriosis revealed in 80% Leiomyomas alone were 

present in 9.2%, adhesions alone in 8.5%, hernia alone in 1.4%, and globular enlarged uterus alone 

in 0.7%. Appendiceal abnormalities were found in 2.1% of women and hernia in 1.4% who had a 

primary diagnosis of chronic pelvic pain. 

Hebbar et al13 the accuracy of diagnostic laparoscopy over clinical pelvic examination showed the 

most common pelvic pathology seen on laparoscopy was pelvic adhesions (20.9%) followed by 

pelvic congestion (18.6%). Seven patients had ovarian pathology (simple follicular cyst 4, 

polycystic ovaries 2, ruptured corpus luteal cyst 1). The incidence of endometriosis in this study was 

only 4.7%.  

Bhatia et al15 in a study on role of diagnostic laparoscopy in chronic pelvic pain observed 25.25% 

cases of chronic pelvic pain had normal findings on laparoscopy. An endometriosis (18.18%) case 

was the most common pathological finding found on laparoscopy followed by PID was found in 

14.54% cases, adhesions were found in 9.09% cases, ovarian cyst 7.27% cases and fibroids were 

found in 3.63% cases. 

In studies done by Mara et al16 and Newham et al17 endometriosis was reported 20.4% and 16% 

respectively by laparoscopy. Endometriosis can be diagnosed only by laparoscopy and can be 

treated at the same sitting by laser vaporization, adhesiolysis, and electrocoagulation as reported by 

many authors. This is one of the advantages of laparoscopy.  

In the present study, hysteroscopic findings showed that majority of patients had Polyp (35.33%) 

followed by Uterine fibroids (25.33%), Intra-uterine adhesion (20.67%) and Adenomyosis 

(17.33%). Among 150 patients, around 20 (13.33%) showed normal findings by hysteroscopy.  
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Similarly, in a study done by Carter et al14 on the abnormal findings at hysteroscopy revealed 

abnormalities in 42 (30%) of 140 patients with a primary diagnosis of chronic pelvic pain. The 

major findings were submucous leiomyomas in 18% of patients, intrauterine polyps in 6.4%, 

cervical stenosis in 2.9%, and intrauterine scarring in 2.1%. In addition, 0.7% of women had a 

bicornuate uterus. 

SpiezioSardo et al18 done a survey of various gynecological conditions causing chronic pelvic pain 

(CPP) observed hysteroscopy is highly effective in diagnosing various gynecological causes of CPP, 

including adenomyosis, chronic endometritis, Mullerian anomalies, retained fetal bones, 

endocervical ossification, and intrauterine abnormalities. 

In the present study, the combined Hysteroscopic & laparoscopic findings showed that only 6 (4%) 

patients showed normal findings. The majority of patients showed Ovarian pathology (35.33%) 

followed by Uterine fibroids (16%). 

In the present study, the relation of pelvic findings with laparoscopic finding showed that 

laparoscopic findings confirmed more diagnosis (141 cases) as compared to pelvic findings (125 

cases) with statistical significance. (P=0.03)The sensitivity of Laparoscopic investigation was 

87.94%, specificity was 88.89%, and accuracy rate of 88% compared to pelvic findings.  

In a study by Hebbar et al13 58% (31/53) of those who had normal preoperative pelvic findings and 

79% (26/33) of those with abnormal preoperative pelvic findings had significant pelvic pathology 

on laparoscopy. Thus, clinical examination could detect abnormality only in 33 (38%) women, 

where as laparoscopy could detect pathology in 57 (66%) women with CPP. This shows superiority 

of diagnostic laparoscopy over clinical examination in detection of aetiology in these women, which 

is statistically agreeable (χ = 86, P < 0.001) and similar to present study.  

In the present study relation of pelvic findings with combined hystero-laparoscopic finding. It was 

observed that combined hysteron-laparoscopic findings confirmed more diagnosis (144 cases) as 

compared to pelvic findings (125 cases) with statistical significance. (P=0.01)The sensitivity of 

combined Hystero-Laparoscopic investigation was 86.81%, specificity was 100%, and accuracy rate 

of 87.33% compared to pelvic findings. The sensitivity of combined Hystero-laparoscopic 

investigation was 97.96%, specificity was 100%, and accuracy rate of 98% compared to final 

findings.  

Abnormalities seen at Laparoscopy and Hysteroscopy in women with chronic pelvic pain do not 

indicate a cause-and-effect relationship. However, excision of endometriosis 3 and vaporization of 

the disease decrease the level of pain. 

In a study conducted on 499 women who are affected by CPP and are undergoing diagnostic 

laparoscopy, plus hysteroscopy to identify the potential causes of pain shown that hysteroscopy is 

effective not only when Laparoscopy fails but also in patients in whom laparoscopy is performed 

successfully. Indeed, independently of the pathophysiology of CPP, the investigators showed that 

approximately one third of patients with abnormalities diagnosed at laparoscopy had concomitant 

intrauterine pathology. Leiomyomas and cervical stenosis were the most common hysteroscopic 

diagnoses and were considered to be potential sources of CPP.12 

 

CONCLUSION 

Laparoscopy has proven to be very effective in clinching the exact cause of chronic pelvic pain and 

to treat patients according to the diagnosis, as laparoscopy facilitates direct visualization of pelvic 

pathology and biopsy can be taken wherever needed. Hystero-Laparoscopy is a very good 

diagnostic tool for identification of certain problems like endometriosis, adhesions near adnexa etc. 

which are difficult to diagnose by other imaging modalities and even it can be used as the operative 

tool in certain situations while undergoing diagnostic test. Hence, Laparoscopy with hysteroscopy 

should be considered an essential investigation in the management of CPP patients. Hystero-
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Laparoscopy is an effective diagnostic and therapeutic tool, for evaluation of chronic pelvic pain, 

which are usually missed by other modalities. 
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