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Summary: 35 pati ents presenting with lower abdominal pain for a period of 6 months or more were submitted 

to diagnosti c Iaparoscopy. Their findings were compared with those of 15 women undergoing laparoscopy 

for infertilit y evaluation and 20 women undergoing tubal occlusion. Twenty one (60%)) patients had prior 

pelvic surgery, tubectomy by minilaparotomy being the commonest procedure. Fourtee'n (40%)) patients 

had normal pelvi s. Adhesions, PID and endometriosis were the common conditions observed in 34.2%, 14.3% . 
and 8.6% patients •·especti vely. 20% patients from infertility from group and 15% of asymptomatic women 

also had some pelvic pathology. The accuracy of clinical examination in diagnosing cause of pelvic pain was 

65.7 o/c. Pelvic ultrasonography missed 5 cases of pelvic adhesions. Laparoscopy remains the most useful tool 

to diagnose the cause of chronic pelvic pain which facilities institution of rational therapy. 

Introducti on submitted to di agnosti c Japaroscopy. 

Chronic pelvic pain (CPP) is a well known frequent and Their f indings at laparsocopy were compared with those 

poorly understood complaint in women of reproductive of I 5 women �u�n�d �e �r �g�o �~�n �g� infetili ty evaluation and 20 

age group Its incidence varies from I 0% to 33% of OPD asymptomati c women undergoing laparoscopic tunal 

patients. Lt leads to variable interference with dail y li fe occlusion. 

from occasional absence from work to serious marital 

Jiaharmony. Despite the wide range of studies publi shed 

so far. the diagnosis and managment of the condition have 

remained an enigma. 

A diagnostic laparoscopy remains the best procedure for 

establishing accurate diagnosis of pelvic disease in 

women with CPP. 

In the present study. diagnostic laparoscopy has been 

The laparoscopic findings were analysed to f ind out the 

causes of pelvic pain and the correlation of cl inical 

diagnosis, ultrasonographic diagnosis and laparoscopic 

diagnosis. The findi ngs in control group were analysed 

to f i nd out the in ci dence of pel vic pathology in 

asymptomatic women. 

Observations 

carried out to evaluate cau<;es of CPP in women fro m Age-Thi rty four (97.2%)) women from CPP group were 

reproductive age group. The findings have been between 20 and 35 years Pari ty -Twenty eight (80%)) 

compared wi th women undergoing laparoscopy as a part women f rom CPP group were parous 

of infertility evaluation (in absence of pelvic pain) and 

asymptomatic women undergoing laparscopic tubal Clini cal presentati on - Eleven women (3 1.4%) from CPP 

occlusion. group also presented as infert i l i ty, pri mary (7 cases) or 

secondary (4 cases). 

Materi al and Methods 

35 Patients attending the gynaecological OPD for lower 

abdominal pain for a period of 6 months or more were 
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The pain was noncycli cal in 29 (82.6%) women. 

T he associated symptoms were dysmenorrhoea (24 



Table 1 
Prior Surgery in CPP Group 

No. Percentage 

Caesarean Section 4 10.0 

Tubectomy - Minilap 9 42.8 

Tubectomy reversal 

Appendicectomy 3 

Laparotomy for other indications 2 

MTP 

CuT insertion 

D&C 

4 
2 

2 

6 patients had more than one surgery. 

Table II 

4.7 

14.3 

9.5 

19.0 

9.5 

9.5 

Clinical Findings in CPP Group 
No. Percentage 

Abdominal tenderness 9 25.7 

Painful cervical excitation 

and uterine tenderness II 30.8 

Fixed uterus 7 19.9 

Adnexal mass 8 20.0 

Adnexal tenderness 12 34.2 

No significant finding 14 40.0 

Table III 

Laparoscopic Findings in CPP Group and Control 
Group 

CPP Infertility 

n=35 n=15 

Normal Pelvis 14(40%) 12(80%) 

Adhesions 12(34.2%) 2(13.3%) 

PID 5(14.3%) 1(6.7%) 

Endometriosis 3(8.6%) 

Tuberculosis 2(5.7%) 

Ovarian cysts 2(5.7%) 

Par. Ovarian cyst I (2.8%) 

Asymptomatic 

n=20 

17(85%) 

2(1 0%) 

1(5%) 

cases), dyspareunia (9 cases), leucorrhoea (1 0 cases), and 

backache ( 5 cases.) 

Menstrual flow was excessive in 12 (34.4%) cases. 

Prior surgery - 21 patients (60%) gave history of prior 

surgery. Table I gives the nature of prior surgery. Nine 

women had undergone tubectomy operation by 
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Table IV 
Accuracy of Clinical Diagnosis in CPP Group 

Clinical diagnosis 

No Pelvic pathology 

Detectable pelvic 

pathology 

Total 

Laparoscopic diagnosis 

No pathology Pelvic pathology 

8 6 

6 15 

14 21 

minilaparotomy technique. 

Clinical findings: Fourteen patients ( 40%) did not reveal 

any significant clinical finding on abdominal and pelvic 

examination (Table II). 

Uterine tenderness, adnexal mass, and adnexal tendemess 

were the common signs observed. Seven patients had 

fixed uterus. 

Table III shows the laparoscopic findings. Fourteen 

( 40%) patients had normal pelvis at laparoscopy. 

Adhesions (34.2%), PID (14.3%) and endometriosis 

(8.6%) were the common conditions observed. 

20% patients from infertility group without pelvic pain 

and 15% of asymptomatic women also had some pelvic 

pathology at laparoscopy. 

Table IV shows the accuracy of clini cal diagnosis in CPP 

group. Clinical diagnosis missed 6 cases of pelvic 

pathology while it over diagnosed 6 others who on 

Japaroscopy did not have any pelvic pathology. 

Prior ultrasonography done in 24 patients revealed that 

12 patients had normal pelvic scan. Of these five revealed 

adhesions in pelvis. 

Four cases were diagnoed as tuboovarian mass on 

ultrasound, of whom one actually had evidence of pelvic 

tuberculosis on laparoscopy. 

Five showed evidence of cysts in ovary. Of these one 

.. 



1se had a par-ovarian cyst on laparoscopy. 

liscussion 

kard & Reginald ( 1988) and Vercellini (1990) have 

eported 2YK and 29.3% incidence of prior history of 

bdominal surgery. Majority of their patients had an 

. ppendicectomy in past. Tubectomy has not been 

nentioned in these studies. ln present study however, 

ubectomy by mini laparotomy techniqt.Te was the common 

�:�~�r�g�i�c�a�l� procedure. No patient had a laparoscopic tubal 

)cclusion. Conventional technique of laparotomy leaving 

.he open stumps of fallopian tube could be responsible 

For adhesion formation and subsequent pelvic pain. A 

disprove a case wrongly diagnosed as PID. In the present 

study, two cases of PID were missed by clinical 

examination while clinical diagnosis of PID was 

subsequently changed in 6110 cases. 

Krishna ( 1979) had reported that 87 out of 125 cases 

(69%) of PID diagnosed at laparoscopy had no abnormal 

clinical findings . 

Low incidence of endometriosis observed in the present 

study is due to inclusion of women belonging to lower 

socioeconomic group initiating childbearing at an early 

age. 

prospective follow up of larger number of tubectomised Clinical diagnosis and laparoscopic diagnosis 

women by both methods may thi·ow a light on the possible In all, in 23 out of 35 patients (65.71%) the presence or 

relation of tubectomy withsubsequent chronic pelvic pain. absence of pathology suspected on clinical examination 

was confirmed at laparoscopy. 

lnthe present group 40o/r of women presenting with CPP 

and normal pelv ic findin gs at laparoscopy. Similar 

findings have been reported by Lundberg ( 1973) and 

Yercellini ( 1990). 

Role o( adhesions in causing pelvic pain 

In the present study, 34% of women having pelvic pain 

reveled adhesions. Howeer 13.3o/c women undergoing 

infertility evaluation and 10.0% women undergoing tubal 

occlusion also revealed adhesions. 

Rapkin & Amitrea ( 1990) observed adhesions in26% 

women from pelvic pain group while 39% of 

asymptomatic infertil e women also had adhesions. 

Kresh et al ( 1984) suggested that the quality of adhesions 

in symptomatic group differs from those observed in 

asymptomatic group. Adhesions restricting the mobility 

of pelvic organs could be causing pain. He reported 

adhesions in 38% women from CPP group as against 12% 

in asymptomatic controls. 

Laparoscopy can reveal unsuspected PID and also 
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The accuracy of clinical examination in diagnosing the 

cause of pelvic pain was 65.7%. 

In the remaining 35% patients, the correct diagnosis could 

be revealed only by laparoscopy. 

Role of ultrasonography 

In the present study USG missed 5 cases of pelvic 

adhesions. The accuracy of sonography in diagnosing 

conditions like tuboovarian mass, ovaian cyst is high, 

but for diagnosing conditions like pelvic adhesions, 

endometriosis and tuberculosis the accuracy is low. Thus, 

laparoscopy definitely seems to have an edge over 

Ultrasonography in detecting these conditions. 

Thus a diagnostic laparoscopy has a very important role 

in evaluating causes of chronic pelvic pain. 

Documentation PID, adhesive disease or endometri osis 

is possible by actually visalising the lesion. 

Laparoscopy eliminates the diagnostic error and corrects 

the wrong diagnosis. In few cases it may even reveal an 



unsuspected etiology. In absence of detectable pathology References 
......., the patients can be reassured. 
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Thus, it appears that the women presenting with chronic 

pelvic pain for 6 months or more should be submitted to 

a diagnositic laparoscopy in order to offer rational 

therapy. 

THE JOURNAL OF OBSTETRICS ANDGYNAECOLOGY OF INDIA 

J. of Obst & Gyn. of India 29 : 505, 1979. 

4. Lundberg W.J. 

Obst and Gyn. 42: 872, 1973. 

5. Rapkin A.J., Anitrea J. 

·Clinical Obstet and Gynec 33: 117, 1990. 

6. Yercellini P. 

Int. J. Gynec Obstet 32: 261, 1990. 

.. 


