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Definition

e Acute pain is intense and characterized
by the sudden onset, sharp rise, and short
course.

e Chronic pelvic pain
e Pain of greater than 6 mo in duration
e Localized to the anatomical pelvis

e Severe enough to cause functional disability
or necessitating medical care




Acute pelvic pain

e Acute pain is often associated with

e Autonomic reflex responses
® nausea, emesis
e diaphoresis, apprehension

e Sign of inflammation or infection
e fever
e leukocytosis

e If inadequately treated and repetitive of acute
pain can contributes to chronic pelvic pain




Acute pelvic pain

e Assessing the character of the pain is
helpful in differential diagnosis
e Rapid onset of pain
e Perforation of hollow viscus or ischemia
e Colic or severe cramping pain
e Muscular contraction or obstruction of hollow viscus

e Pain perceived over the entire abdomen

e Generalized reaction to irritating fluid in peritoneal
cavity (blood, purulent fluid, content of ovarian cyst)




Evaluation

e Accurate history

e The date and character of LMP

e Abnormal bleeding or discharge

e History of menstrual, sexual, contraception

e History of STD and previous gynecologic disorder
e Pain history : how and when the pain started

e Gastrointestinal symptom

e Urinary symptom

e Sign of infection : fever, chills



Differential diagnosis of acute
pelvic pain

Gynecologic disease or dysfunction : Acute
pain
o Complication of pregnancy
e Ectopic pregnancy
e Abortion, threatened or incomplete

e Acute infection

e Endometritis
e PID or salpingo-oophoritis
e Tubo-ovarian abscess
e Adnexal disorders
® Hemorrhagic functional ovarian cyst
e Torsion of adnexa
e Rupture of functional, neoplastic, or inflammatory ovarian cyst



Differential diagnosis of acute
pelvic pain

Gynecologic disease or dysfunction :
Recurrent pelvic pain

e Mittelschmerz (midcycle pain)
e Primary dysmenorrhea
e Secondary dysmenorrhea




Differential diagnosis of acute
pelvic pain

e Gastrointestinal e Genitourinary
e Gastroenteritis e Cystitis
e Appendicitis ® Pyelonephritis
e Bowel obstruction o Ureteral lithiasis

e Diverticulitis
e Inflammatory bowel
disease

e Irritable bowel
syndrome



Differential diagnosis of acute
pelvic pain

e Musculoskeletal e Other
e Abdominal wall e Acute porphyria
hematoma e Pelvic thrombophlebitis
e Hernia e Aortic aneurysm

e Abdominal angina




Reproductive tract

e Abnormal pregnancy

e Ectopic pregnancy : implantation of the fetus
in a site other than uterine cavity

e Symptom

e Triad : a period of amenorrhea followed by bleeding
and abdominal pain

e Sign
e Abdomen : tender with guarding in one/both LQ

e Hemoperitoneum : generalized abdominal distension
and rebound tenderness

e PV : mild tender on cervix excitation, adnexal
tenderness on the side of lesion




Reproductive tract

e Leakage or Rupture ovarian cyst

e The pain associated with rupture of the
ovarian follicle at the time of ovulation is
called "Mittelschmerz”

e Hemorrhagic corpus luteam cyst (most
common)

e Nonmalignant neoplasms : teratomas,
cystadenomas, inflammatory ovarian masses
(endometriomas)




Reproductive tract

e Leakage or Rupture ovarian cyst

e Symptom : sudden onset abdominal pain,
occasional dizziness or syncope if develops
hemoperitoneum

e abdominal tenderness, rebound tender from
peritoneal irritation

e PV : palpable mass

e Diagnosis : pregnancy test, CBC, ultrasound
or culdocentesis (Hct <16% —> not a

hemoperitoneum)




Reproductive tract

e Leakage or Rupture ovarian cyst

e Management : culdocentesis
® Fresh blood = corpus luteum
e Chocolate "old” blood - endometrioma
e Qily sebaceous fluid - benign teratoma

e Purulent fluid = PID or TOA

e Patient who do not have hemoperitoneum can
be observe in the hospital, without surgical
intervention




Reproductive tract

e Torsion of adnexa

e Torsion of the vascular pedicle of an ovary, fallopian
tube, paratubal cyst = ischemia and rapid onset of
acute pelvic pain

® Most common : benign cystic teratoma

¢ Symptom

e Severe and constant or intermittent pain
® The onset often coincide with lifting, exercise or intercourse

¢ Sign
e Abdomen : tender, localized rebound tender, large pelvic mass
e Acute pain with unilateral adnexal mass




Reproductive tract

e Torsion of adnexa
e Diagnosis
e PV : palpated mass
e Visualized by ultrasound

e Management
e Adnexal torsion must be treated surgically
e If not infarcted - untwisted and cystectomy
e Necrosis - oophorectomy (previously)

- sparing adnexa can preserve ovarian
hormonal and reproductive function (now)




Reproductive tract

e PID or Acute salpingo-oophoritis
e Symptom
e Gonococcal PID : acute pelvic pain, fever, purulent
vaginal discharge, sometimes N/V
e Chlamydial salpingo-oophoritis : more insidious
symptoms (can be confused with IBS)
e Sign
e most important 2 cervical motion tenderness
and bilateral adnexal tenderness

e Leukocytosis, elevated ESR
e Diagnosis
e Laparoscopy



Reproductive tract

e Tubo-ovarian abscess

e A sequelae of salpingitis, usually bilateral
e Sign and symptom are similar to salpingitis, but pain
and fever often longer than 1 wk
® Sign
e PV = bilateral fixed and firm masses with tender

¢ Diagnosis
e Ultrasound
e | aparoscopy or laparotomy

¢ Management

e Ruptured TOA = exploratory laparotomy with resection of
infected tissue




Reproductive tract

e Uterine leiomyomas

e Discomfort may be present with : intramural/ fundal myoma,
adjacent bladder/rectum

e The pain usually dysmenorrhea, dyspareunia or noncyclic pelvic
pain

¢ Degeneration of myoma : secendary to loss of blood supply,
associated with rapid growth (pregnancy)

¢ Pedunculated subserosal myoma - torsion

¢ Pedunculated submucous myoma - uterus contracts or
cramping pain (associated with hemorrhage)



Reproductive tract

e Uterine leiomyomas
e Sign
e Abdomen : irregular solid mass from uterus
e Degeneration : inflammation > abdominal tender,
fever, leukocytosis
e Diagnosis and management
e Ultrasound

e Degenerated myoma - observation and pain
control

e Subserous myoma = excised laparoscopically
e Submucous myoma —> excised transcervically




Reproductive tract

e Endometriosis

¢ History
e dysmenoirhea, dyspareunia, dyschezia, luteal phase bleeding,
infertility
# Nonmenstrual acute pain = ruptured endometrioma should be
considered

¢ Sign
o Tender at lower abdomen

o PV : fixed retroverted uterus with tender nodules in uterosacral
region or thickening of cul-de-sac

¢ Diagnosis
® Trial of ovarian hormonal suppression (pseudomenopause)



Gastrointestinal tract

e Acute appendicitis

® The most common intestinal source of acute pelvic pain
In women
e Symptom
e Diffuse abdominal pain, especially periumbilicus = the pain
shifts to RLQ
e Anorexia, N/V, obstipation, fever, chills
¢ Sign
e Abdomen : tender at McBurmmey point, guading, rebound

tender, Right-sided mass, tender on PR, positive psoas sign
and obturator sign

e PV : no cervical motion tender or bilateral adnexal tender




Gastrointestinal tract

e Acute appendicitis

e Diagnostic
e Ultrasound : pelvic organs appeared normal

e CT with contrast : normal filling of appendix =>
R/O appendicitis

e Diagnostic laparoscopy : R/O pelvic pathology
¢ Management

e NPO, 1V fluid

® Preoperative antibiotics

e Laparoscopy or laparotomy




Gastrointestinal tract

e Acute diverticulitis

e The inflammation of diverticulum (usually sigmoid colon),
typically in postmenopausal women

¢ Symptom
e Severe LLQ) pain, Hx. of symptom of irritable bowel
e Fever, chills, constipation
e Sign
e Abdomen : distension, tender at LLQ, rebound tender

e Diagnostic and Management
o CT
e NPO, 1V fluid, broad-spectrum IV ATB
e Abscess, obstruction, or perforation require surgical intervention




Gastrointestinal tract

e Intestinal obstruction

e Most common cause in women : postsurgical adhesion,
hernia formation, inflammatory bowel disease and
carcinoma of the bowel or ovary

e Symptom : colicky abdominal pain, distension, N/V,
constipation and obstipation

e Sign
e Abdomen : distension, hyper/hypoactive bowel sound
e Fever, leukocytosis

e Diagnostic and Management
e Film acute abdomen series
e Conservative or Surgical management




Urinary tract

e Urinary tract infection

e Ureteral colic, cystitis, pyelonephritis can
produced acute pelvic pain

e Symptom and Sign
e Stone : severe and crampy pain from CVA to groin
e Cystits : dull suprapubic pain, abnormal urination

e Pyelonephritis : flank/CVA pain, lateralizing lower
abdominal pain

e Diagnostic : UA, ultrasound or CT of KUB

e Management : expectant (IV ATB) or surgery
for renal lithiasis




Diagnostic tool for evaluation of
acute pelvic pain

e Investigation for reproductive age with
acute pelvic pain
e CBC, ESR, UA, UPT

e Other : pelvic ultrasound, culdocentesis with

Hct of bloody fluid, G/S with C/S of purulent
fluid, film abdomen series, CT

e Diagnostic laparoscopy
e for diagnosis acute abdomen with uncertain cause

e Relatively contraindication in patient with peritonitis,
severe ileus or bowel obstruction
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OPIZMO2

e JuvexNnc N OLAAELTWY TTOVOC, O OTIOLOC EXEL
SLapKELA >6 UNVEC, UTTOPEL va elval
aveEAPTNTOC TNC ELUAVOU PUOEWC & TNC
océovaAlknc emadnc N va oXeTL(ETAL LE OUTEC
KOlL EVTOTIL(ETOIL OTNV KATW KOLALQL.

e Elval oupmtwpua - oxt dStayvwon
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ENIAHMIOAOTIA

e Auoxepnc n Slayvwaon, N AVILLETWTILON KOl N
looon tou CPP.

e Enirttwon CPP: 3.8%, otav to acBua £xel
enintwon 3.7% kot n oopualyia 4.1%.

e 15-20% yuvalkwv 15-73 etwv £xouv
ouuntwpotoAoyia CPP> 1€touc



Prevalence of CPP is Comparable to Other
Common Medical Problems
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e Cross-sectional analysis by UK Mediplus Primary Care database.

Zondervan KT et al. Br J Obstet Gynaecol. 1999:106;1149-1155.



EvOei€elc otL to CPP amoteAel autia yia

-10-20% TWwV €MIOKEPYEWV OTOUC YUVOLKOAOYOUC
-20-30% 6LayVWOoTLKWV AOTTOPOOCKOTINCE WV
-10-12% vOoTEPEKTOUWVY

- EnunpoocB<twe 1/3 twv yuvailkwyv pe CPP 8¢
Aopfavouv Latplkn cupPouAn

BMJ 2006



2YNENEIEZ CPP

[uvalikec tov maoyouv amo CPP Aappfavouv
3rntAaola papUAKEUTIKN aywyn, uTtoBaAlovtal o€
ATIAALOLO OPLOUO YUVOLKOAOYLKWV EMEUPACEWVY
Kol €xouv 5mAdclo kKivOuvo yLa UoTEPEKTOUN.

To 60% twVv €pya{OUEVWV YUVALKWVY OVOPEPOUV
NEPLOPLOUEVEC HPACTNPLOTNTEC.

2TIc HIMA: kootoc dLaxelplong e€wWTeEPLKWV
aoBevwv~882 million S/year

SUVOALKO KdoToc™2 billion S/year



AHMOTIPAOIKA -NMAPATONTE2
KINAYNOY

e MeyoAUTeEpN EMUMTWON OE YUVOLKEC
avarmapaywylkne NALklog, ayopec n
Slaleuypevec, uPnAol KOWWVLKOOLKOVOULKOU
eTinedou.

e BMI<20, mpwtun eppnvapxn(<i2yr),
LLNVOPPAYLEC, ATtOPOAEC, KALoAPLKN TOMUN,
oe€oU ALK KOKOTTIOLNGN, AyX0C Kol KOTaOALn
oxetilovtal pe avénuevn mibavotnta
epdavionc CPP.
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AITIOAOTS

-Evéountpiwon

-EvéokolALakEC cupUOELG

-Xpovia ntveAikn PAeypovn
-Adevouvwon

-2Uvdpopo TTUEALKNC cuppopnoNng
-2UVOPOUO UTIOAELTOMEVNC WOBNKNC
-Oykol Twv woBnKwv

-Eupey€On wvopvwpoTo LATPOLC
-Xpovia evbountpitida
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8 g Renal pelvis
'| " Ureter
'|:|
C— Urinary bladder
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-Awapecog kuotitida (IC n BPS n PBY)
-A\Bloon

-Xpovia Baktnpldlakn kuotitida
-EkkoAtwpatwaon tng oupnbpac

-Ca oupobOYou KUOTNC
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-2UVOPOMO EVEPEBLOTOV EVTEPOU IBS

-16tomaBnc OAeypovwdne Nococg tou Evtepou
(EAkwONC koAttda / Noooc tou Crohn)

-EKKOATIWHATWGON TOU EVIEPOU

-Ca TIaXEWC EVIEPOU



AITIONO »

-MuoaAyia tou ntueAkov eda@ouc h

-NeupaAyla AayovoimoyaoTtplou,
AoiyovoBouBwvikou kat otdotopnptlkol veUpou

-KnAn necoomnovouliou dlokou
-Oodualyia

-KnAec (unpoknAn, BouBwvoknAn k.a.)
-Expuliotikn apBpomnabela



AITIO

-KataOAwpn
-lotopiko oe€ouaAikng KaKomotnon
-AyX0G

-E¢aptnon amo VOpKWTLKEC OUGCLEC

-J 0UOOC TOVOU — OLKOYEVELAKEC,
ETIOYVEALOTLKEC, KOWVWVLIKEC ETUTTWOELC

¢, Blacpou



AIATNQ2TIKH
MPOZE

loTOPLKO
Duokn eE€taon
Epyaotnplakog — ameELKOVLIOTLKOC EAEYXOC

Eldikeg e€etaoelc( oupoAoyLKEC,
YOOTPEVTEPOAOYLKEG, 0pBOTESLKEG)

AloyvwoTtikn AanapoocKkonnon




History Relevance
1. | Age Reproductive age aroup
2. | Panrty Infertility, Mulliparity — endometriosis, PID
Mulipanty — pelvic relaxation, osteopenia
3. | Cccupation Long standing, heavy weight ifting — pelvic congestion
syndrome
4. | Pain History Oinset usually gradual or insiduous
(prneumonic = | Duration: more than 3 to 6 months
QDD PAINS) Drstnbution: pain mapping
FPrecipitating event surgery, accident, death of loved one
Aggravating or rehewving factors: defecaton, coitus
Intensity. visual analog scale
Mature: sharp shooting, dull aching
Symptoms associated. bowel-bladder symptoms
5. | Treatment medical, surgical, physictherapy, psychiatnc
History
6. | Personal addiction, drug abuse, bladder-bowel habits, sleep pattern,
History contraceptive use, sexual relations, social life, physical or
sexual assault
7. Menstrual dysmenorrhea, menorrhagia or other menstrual abnormmalities,
History premenstrual symptoms
8 Family History | endometriosis, cancers, depression or other psychiatric
problems
9 Obstetric number of pregnancies and their outcome, abortions (how,
History why, when), antenatal problems like excassive weaight gain,

proper calcium intake, mode of delivery (vaginal or cesarean),
details of delivery (duration, instrumentaion, episiotonmy);
postnatal penod, breast feeding, interval between successive
pregnancies




International Pelvic Pain Society

Assssment Form

THE INTERNATIONAL : :
v PELVIC PAIN Pelvic Pain Assessment Form

s o ¢ 1 E T Y Physician:

Frotessionais engastad i Dol MANagemen? far womech.
Initial History and Physical Exam Date:
Contact Information
Name: Birth Date: Chart Number:
Phone: Work: Home:
Is there an alternate contact if we cannot reach you?
Alternate contact phone number:

Information About Your Pain
Please describe your pain problem:
What do you think is causing your pain?
What does your family think is causing your pain?
Do you think anyone is to blame for your pain? O Yes W No Ifso, who?
Do you think surgery will be necessary? O Yes O No
Is there an event that you associate with the onset of pain? O Yes [ No Ifso, what?
How long have you had this pain? 0O <6 months 0O 6 months—1year 01 -2years 1> 2years




Physical Examination: Pelvic




Patient Evaluation for
Bladder Tenderness




Basic Testing

Pap Smear

Gonorrhea and Chlamydia
Wet Mount

Urinalysis

Urine Culture

Pregnancy Test

CBC, ESR, CRP

Pelvic US

Specialized Testing

MRI or CT Scan
Endometrial Biopsy
Laparoscopy
Cystoscopy

Urodynamic Testing
Urine Cytology
Colonoscopy
Electrophysiologic study

Referral to Specialists






AITIOAOTIIA

e MAnBuopuiokec peletec: Gl (37%), Urin
Gynae (20%).

e Laparoscopic findings: No pathology (35%),
Endometriosis (33%), Adhesions (24%).

e 2 1OAU cuyVvecg attiec CPP: n Evéountplwon kat n
Awapeon Kuortitic (IC/BPS/PBS)



ENAOMHTPIQ2H

e Hmapovoia Kol N avamtuén LOTOAOYLKWVY
OTOL(ELWV TIAPOUOLWV HE EVOOUNTPLKOUC
aOEVEC KoL OTPWHLOL OE OLVOTOULKA OpYavVaL KOl
LOTOUC EKTOC TNC UNTPOLC TTOU KATAANYEL OE pLaL
xpovia pAeypovwodn avtidpaon ovopaletal
gvoountplwon.

e ALVLYLLOTIKN VOOOC QyVWOTNG aLTLOAOYLAC.



YHNOTYMNOI ENAOMHTPIQ2H2

ErtimoAnc evoéountplwolkec epdutevoelc(n vooocg
KUPLWC evtoTti(eETOL OTO TIEPLTOVALO)

Evoountpliwpata(kuotelg wobnkng)

BaOua dietocdutikn evdéountpiwon(eviomion oltdiwv
gvoounTplwoNng KUpLlwc opOoKOATILKA)

Nisolle M. et al
Fertil Steril 1997



AHMOTIPADIKA

e 6-10% yuvalkwyV avarmapoywyLlkng nAtkiog

e Evtoniletal os yuvaikec nAwkiog 12-80 stwv

e JTa 28 £TN KATA LECO OpO N Slayvwon

e [uvalikec pe evbountplwon mMpooEPXoVToL OTOV YUVALKOAOYO LLE
- CPP(71-87%)

— CPP avBekTtiko og Stadopec Bepareieg(69%)
- Ynoyovipotnto(21-47%)

T. Falcone et al
Obstet Gynecol 2011



[MTAPATONTE2 KINAYNOY

MNpwiun eppunvapxn(mpw ta 12 €tn)
Muwkpnc OLAPKELOC EQNVOPUCLOKOL
KUKAoL(SLapKkela<28 nuepwv)

AToKLlal

Owoyevelako Lotoptko( o’ BaBuou cuyyeveic - x 7-10
risk)

Mnvoppaylec, SLapKeLA EUUNVOU PUCEWC> 7 NUEPEC
XaunAo Bapoc yevvnong

fUVOLLKEC UE TIpACLVA 1) UTTAE pATLOL 1 LE HEYAAO aplBuo
dakidwv



AITIOAOTIA - MTAOOTENE2H

e AyvwoTn n attoAoyia, exouv avamntuxOet 4
Bewplec:

= MaAvdépopnon evOouNTPLKWVY adeviwy Kat
OTPWMOTOC KATA TNV EQNVOopUCLA

—> QLULATOYEVNC N AEUPOYEVNC ETIEKTOON
- LeTamAaola mepLtovaikou pecodnAiou
- netadopa stem cells



AITIOANOTIA —TTAOOTENE2H

E nalometria

e N opaomptorr]t\,w\zﬁ I" PGS Kol
™ dpaotnplotnTa apWHATACNC =
N oloTpOYOVWV

® Xpovia pAsypovwdn avtidpaon e opouacia
EVEPYOTIOLNUEVWY pakpodaywv Kol TPodAeypovwdwvY
kuttapoklvwv( TNF-a, IL-1, IL-6, IL-8)

o I exdppaon Nerve Growth Factor



KAINIKE2Z EKAHAQ2EI2
ENAOMHTPIQ2H2

esp. secondary, worsening,
extending to premenstrual and/or
postmenstrual phases of the cycle

outside menses, pain often dull,
aching, radiating to back and/or thighs

especially on deep penetration,
positional, cyclic aggravation
Including dyschesia,
hematochesia, hematuria, hemoptysis



ENTOMIZH ENAOMHTPIQ2H2

Ovary

Fallopian tube

Uterus

Endometrium Rectovaginal

septum

Cervix

Rectum

Vagina Perineum




ENTOMIZH ENAOMHTPIQ2H2




Endometriosis

IMPLANTS:
. /6% ovaries
Kj "‘ | 69% posterios and anterior
y . cul de sac
O . 47% posterior broad ligament
S, J' 36% uterosacral |
D ¥4/ ligaments
W/ | 11% uterus 5 a
6% fallopian tubes { {§ #37 ="
4% sigmoid colon S&\@#@

B
f



AIATNQ2H ENAOMHTPIQ2H2

e 7-8 £Tn peocoAafouv KaTa LECO OPO ATIO TNV
evapén TNC CUMMTWHATOAOYLOC KAL TNG
opLOTLKNC Stayvwaonc tTng evéountplwonc.

e Agv UTTAPXEL EVA N EMEUBATLKO OLAYVWOTIKO
test yia tnv evbountpiwon.

e USvag: 84-100% svaloBnoia & 90-100%
e101KOTNTA OTNV aAvayvwpLlon
eVOOUNTPLWHATWY TWV WOoBNKWV.



AIATNQ2H ENAOMHTPIQ2H2

e MRI: xprnowun otnv evéountpiwaon mou
eVTOTIL(ETAL OTOV KOATIO, 0TNnNV oupodoxo KUOTN
Kot otnv Babua dtetodutikn evdébountplwon mou
EVTOTIL(ETAL OTOUC LEPOUNTPLKOUC OUVOECUOUC KoL
oto opBo.

e CA 125: gxeL xyapunAn dtoyvwoTtikn akpiBela otnv
dlepevvnon aocBevwv pe CPP n evbountpiwon.

o Aamnoapookomnnon: ««gold» standard ywa tn
ditayvwon tng evéountpiwonc.



AIATNQ2TIKH AANAPO2KOTIH2H -
[MAEONEKTHMATA

ETUTPEMEL TNV AUECN OTTTLKA OVOYVWPLON TWV
XOLPOLKTNPLOTIKWY EVOOUNTPLWOLKWY AAAOLWOEWV.

Exel kot BepameuTiko poo.
2tadlomoinon tn¢ vooou.

[MoAU HLKpOC KivOuvoc pellOvVwVY
erinAokwv(0.6/1000 cwc 1.8/1000)

AlyOTEPO EMEUPATIKA ATIO TNV AQTTOPOTOMLAL.



AIATNQ2TIKH AANAPO2KOTIH2H -
MEIONEKTHMATA

ErtepBoatikn pebodoc.

Av&nueEvo nMooooTto Peuvdwc BeTikwy
QTMTOTEAECUATWV.

AuvEnUEVOC aplOoc AaapOCKOTINOEWY TIOU
dev €xouv €VOELeN.

3% eNAdoooveC eTUMTAOKEC(AAYOC wHOTIAATNG,
votia).

MBavotnta va urtoekTipnBel n voooc.



Diagnosis — laparoscopy

 Laparoscopy is generally used to confirm diagnosis
— hallmarks of the disease are peritoneal or

retroperitoneal implants, adhesions and
endometriomas

 Lesions may be:

—typical: pigmented, dark, powder-burn nodules

— atypical: non-pigmented, clear, white, red flame-
like, yellow-brown nodules
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Diagnosis — laparoscopy

Endometrioma




Diagnosis — laparoscopy

Characteristic powder-
burn lesion viewed on
the surface of the
uterus




Diagnosis — laparoscopy

Flame-like lesions

Pale lesions




Treatment of CPP associated with
Endometriosis

e Medical Treatment

e Surgical Treatment

e Conservative

— Coagulation/ablation

e Radical

n  EXxcision



EMNIAOIMH KATAAAHAHZ OEPANEYTIKHZ ATQIH2

e Best evidence suggests that symptomatic
relief can be achieved with either medical or
surgical therapy for mild to moderate disease.

 For severe or nodular disease or for patients
with endometriomas, surgical alternatives are
most effective.

ACOG technical bulletin
Endometriosis & the endometrium Diamond & Osteen



End-point of medical treatment

ePain Control
eRestoration of Fertility
ePrevention of Recurrence

Blockade of hormonal pathways involved in ectopic endometrium
growth and proliferation

Pseudo—pregnancy Pharmacological menopause
% decidualization

l--.‘* A,!‘..

atrophy




The optimal medical treatment

No menopausal symptoms
No proliferation

Therapeutic

Window

Estradiol level
pg/ml




MANAGEMENT OF CPP AS:
WITH ENDOMETRg

AvoAynTtika(M2AQD)
AVTIOUAANTITIKA

Npoyeotayova { Stevoyéotn (visariet
medroxyprogesterone acetate (provera)
levonorgestrel-releasing IUS (mirena) }

GnRH avaloya

GnRH avtoywVvLIoTEC

Avbpoyova (Danazol)

AvaotolAeic apwpataonc(Anastrozole, Letrozole)



MANAGEMENT OF CPP ASS L
WITH ENDOMETRIO: - |

e Laparoscopy(excision or ablation forea ly
stage superficial endometriosis, excision for
deeply infiltrating disease or endometriomas)

e Laparoscopy and after surgery suppressive
therapy (such as progestins or oral
contraceptives etc).

e Hysterectomy with or without oophorectomy



Suggested approach to endometriosis-
associated pain

1st line: continuous low-dose monophasic oral
contraceptive with NSAIDs as needed

2nd line: progestins (start with oral dosing, consider
switching to levonorgestrel intrauterine device or depo if
well tolerated)

AROMATASE INHIBITORS with OC or a Progestin

3 rd (41 line : GnRH agonist with immediate add-back
therapy

AROMATASE INHIBITORS with a GnRH analogue

4th (6M) line: surgery, followed by 1, 2, or 3, or Als with
OC, progestin and GnRH analogue



What do you consider as
Endometriosis Treatment
failure?



IC Can Appear Concurrently With Endometriosis. 7THE EVIL
TWINS!

Two Studies Confirm the Overlap Between
IC and Endometriosist?

Study 1: Study 2:
Chung et al’ Chung et al?
Diagnosis (n=60) (n=178)
IC/IPBS 90% 89%
Endornetriosis 80% 75%
Both 70% 65%

1. Chung MK et al. J Soc Laparoendosc Surg. 2002;6:311-314.
2. Chung MK et al. J Soc Laparoendosc Surg. 2005;9:25-29



Consider the Bladder in Women With Unresolved CPP

61% have no obvious etiology for CPP*

80% of women with CPP receive an initial
diagnosis of endometriosis?

Up to 54% of women treated medically for
endometriosis continue to experience CPP3

= 506 to 26% have reported continued CPP
>1 year after hysterectomy?*°

Tihe bladder. is believed to be the source
O CPPANOVERSOYsoTifemal e patientste

1. Mathias SD et al. Obstet Gynecol. 1996;87:321-327. 2. Carter JE. ] Am Assoc Gynecol Laparos. 1994;2:43-47.

3. Dlugi AM et al. Fertil Steril. 1990;54:419-427. 4. Carlson KJ et al. Obstet Gynecol. 1994;83:556-565. 5. Kjerulff KH
et al. Obstet Gynecol. 2000;95:319-326. 6. Kjerulff KH et al. Am J Obstet Gynecol. 2000;183:1440-1447. 7. Stovall TG
et al. Obstet Gynecol. 1990;75:676-679. 8. Hillis SD et al. Obstet Gynecol. 1995;86:941-945. 9. Hartmann KE, et al.
Obstet Gynecol. 2004;104:701-709. 10. Zondervan KT et al. Br J Obstet Gynaecol. 1999;106:1156-1161.



Painful Bladder Syndrome

Painful bladder syndrome/interstitial cystitis (PBS/IC) is a condition diagnosed
on a clinical basis and requiring a high index of suspicion by the clinician.

Simply put, it should be considered in the differential diagnosis of the patient
who presents with chronic pelvic pain that is often exacerbated by bladder
filling and associated with urinary frequency.

The term Interstitial cystitis, was not at all descriptive of the clinical syndrome
or the pathologic findings in many cases leading to the current effort to
reconsider the name of the disorder and even the way it is positioned in the
medical spectrum



DEFINITION

e Interstitial cystitis (IC) - clinical diagnosis primarily based on symptoms of
urgency/frequency and pain in the bladder and/or pelvis.

 The International Continence Society (ICS) prefers the term painful bladder
syndrome (PBS), defined as "the complaint of suprapubic pain related to
bladder filling, accompanied by other symptoms such as increased daytime and
night-time frequency, in the absence of proven urinary infection or other obvious
pathology”

* The ICS reserves the diagnosis of IC for patients with "typical cystoscopic and
histological features,” without further specifying these. In the absence of clear
criteria for "IC," this chapter will refer to PBS/IC and IC interchangeably



Cystoscopy

ool Y

Copyright 2007 by Saunders, an imprint of Elsevier Inc.

Copyright 2007 by Saunders, an imprint of Elsevier Inc.

Typical appearance of glomerulations after bladder Typical appearance of Hunner's ulcer in a
distention in a patient with nonulcerative interstitial patient with interstitial cystitis before
cystitis. bladder distention.



2Y2THMATIKH ANA2KOIMH2H TH2
EMIMTAQ2H2 TOY BPS KAI TH2
ENAOMHTPIQ2HZ ZE @ ME CPP

e 9 peletec mou nepthapBovav 1016 yuvaikeg pe
CPP.

e Méeon enumtwon BPS:61%, peon enintwon
evoountplwonc:70% & ocuvunopén twv 2 ->48%.

S.A. Tirlapur et al
International Journal of Surgery (2013)



2YMIMEPA2ZMATA

e Mepimou 2/3 @ pe CPP €xouv BPS

e >& OAeC TIC HeAETEC N SLAyvwon EYLVE UE TNV
TOLPOUCLA CUUMTTWHOTOAOYLAC ATIO TO
OUPOTIOLNTLKO KOl (+) KUOTEOOKOTILKAL
gupnuata.

e OLLOTPOL TIPETIEL VA ELVAL OE EYpriyopon yLa
TUXOV ouvunapén evbountpiwonc kot BPS.



Chronic Pelvic Pain Is Characterized by Overlapping Disease Conditions

Interstitial

CYSULISIPBS
Endometriosis Vulvedynia
ACENGMYBSIS

Pelvic Pain

Overlapping

_ Disease _ :
Gl Disorders 4 : Pelvic Infection
IBS andAdhesions
Recurnrent Uil




2YMIMEPA2ZMATA

e O CPP gival cupmtwpua — oxt dtayvwon.

e H emtuxnc dtayvwaon tng mibavng attioc tou
CPP amattel tn ocuvepyaoia TTOAAWVY LATPLKWV
eL0LKOTNTWV Kall elval ekelvn tou Ba kaBoploet
TNV BeparmevuTIkn MPOCEYYLON.

e H AOmmapooKOTINON €XEL CNLAVTIKO pOAO TOOO
otnVv S1ayvwon 000 Kol TNV AVTIMETWTILON
tou CPP.



2YMIMEPA2ZMATA

e APKETEC £lval OL MEPUTTWOELC UTIOTPOTINC TOU
CPP mtapa tnv evOESELYUEVN AVTIMLETWTILON.

e Anatteitol mapakoAoUOnon emni opKETO
XPOVLIKO Slaotnua Twv a.cBevwv.

e MEeAANOVTIKEC LEAETEC TIPETEL VAL YIVOUV yLO VOl
arnooadnviotouV oL pnxaviopot taboyeveonc
tou CPP kat va aakoAovBnoouv
QTTOTEAECLATIKOTEPEC KOLL TILO OTOXEUMEVEC
Oeparmeiec TnC vooou.



TEAO2




CHRONIC PELVIC PAIN

Aoosiolos Kzgorlls

Dept of Gynecology and Obstetrics
Medical School of Patras, Greece
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Chronic Pelvic Pain (CPP)

/

pain > 6 months
not solely associated with menstruation

10% all outpatient gynecologic
consultations

20% laparoscopies

12% hysterectomies
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Incidence

14 — 24% of women b/w 18 and 50 years.
1/3 do not consult doctor.

60% who consult are not referred to tertiary
centre.

Population studies: GI (37%), Urinary (31%),
Gynae (20%).

Laparoscopic findings: No pathology (35%),
Endometriosis (33%), Adhesions (24%).



Visceral/splachnic Pain
IN RESPONSE TO:
distention, stretching, chemical irritation,

hypoxia, inflammation

no specialized pain receptors
no high threshold nerve endings

small diameter A 6 and C primary afferent
nerves

only 1-2% afferent nerves are visceral



Pain Pathways

e upper Mullerian structures (uterus, medial
fallopian tubes, broad ligaments) :

predominantly

sympathetic

e lower Mullerian structures (upper vagina,
cervix, lower uterine segment) :

sympathetic +
e ovary, distal fa
directly -> sym

parasympathetic nervi erigentes
lopian tube :

nathetic nerve trunk T9-T10



SUPERIOR HYPOGASTRIC
PLEXUS
(PRESACRAL NERVE)

R. N. HYPOGASTRICUS

URETER PELVIC SPLANCHNIC

/ NERVES

PELVIC PLEXUS
(INF. HYPOGASTRIC PLEXUS)

VESICAL Z 4l #46) SACRAL SPALNCHNIC

PLEXUS > Z I\Y, “gezr)) NERVES

'::":"-.}.,:: I' .~ — FillLr s e 2
BLADDER
UTEROVAGINAL PLEXUS

RECTUM



’/_\

arent innervatio
tract

T10

—{_H Ti11
T12

Upper lumbar [
sympathatic trunk 1

AOQRTIC PLEXUS

e8e

SUP. HYPOGASTRIC H

Pabdc splanchnic nn.

PELVIC PLEXUS — — PELVIC PLEXUS

— UTEROVAGINAL PLEXUS

l«— Pudendal n.
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Refferred Pain

/

ovary T10 umbilical area
uterus T12 lower abdominal
wall

vagina L1 skin over groin



Pain Cycle

/V

perception : mood and attention

psychosocial stress -> vicious pain
cycle



~— Differential Diagnosis for
Chronic Pelvic Pain

Gynecologic
Endometriosis syndrome

Adhesions (chronic pelvic
inflammatory disease)

Leiomyomata
Adenomyosis

Pelvic congestion syndrome

Gastrointestinal

Irritable bowel

Chronic Appendicitis

Inflammatory bowel disease
Diverticulosis
Diverticulitis

Meckel’s diverticulum



// e e e

~ Differential Diagnosis

Urologic Psychological

Abnormal bladder function Depression
(detrusor instability)

Urethral syndrome Somatization
(chronic urethritis)

Interstitial cystitis

Psychosexual dysfunction/ Personality
disorder
abuse



/ = —
'/ Differential Diagnosis

Musculoskeletal Surgical

Nerve entrapment (neuritis) Chronic

appendicitis

Fasciitis Hernia

Scoliosis Bowel disease

Disc disease Adhesive disease

Spondylolisthesis

Osteitis pubis



/ = 777:\\% ///

" Causes of CPP
Episodic - cycle related

periovulatory pain (unilateral, sudden,
episodic)
primary dysmenorrhoea

secondary dysmenorrhoea
(endometriosis, adenomyosis)

dyspareunia (superficial, vaginal, deep)



=

Causes of CPP

Continous - non-cycle related
chronic PID
endometriosis, adenomyosis
adhesive disease
pelvic congestion symdrome

degenerating fibroids



Endometriosis

IMPLANTS:

. 76% ovaries
\j ‘ 69% posterios and anterior

{ | cul de sac
% 47% posterior broad ligament

| 36% uterosacral '
/| ligaments
‘ 11% uterus OBy
- 6% fallopian tubes { {§ #7 ="

4% sigmoid colon — S&\(@
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Endometriosis- symptoms

esp. secondary, worsening,
extending to premenstrual and/or
postmenstrual phases of the cycle

outside menses, pain often dull,
aching, radiating to back and/or thighs

especially on deep penetration,
positional, cyclic aggravation
iIncluding dyschesia,
hematochesia, hematuria, hemoptysis



~ Endometriosis physical exam

Diffuse or focal tenderness, rarely
tender masses (e.g. in post CS scar)

Retroverted, fixed/with decreased
mobility, tender

Enlarged, fixed/with decreased
mobility, tender

Nodularity or focal
tenderness in the cul-de-sac, recto-vaginal
septum, or over utero-sacral ligaments
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Diagnosis — |aparoscopy

/

Laparoscopy is generally used to confirm diagnosis
— hallmarks of the disease are peritoneal or
retroperitoneal implants, adhesions and
endometriomas

Lesions may be:

—typical: pigmented, dark, powder-burn nodules

— atypical: non-pigmented, clear, white, red flame-
like, yellow-brown nodules



Diagnosis — laparoscopy
Characteristic powder-
burn lesion viewed on

the surface of the
uterus







Diagnosis — laparoscopy
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Flame-like lesions

Pale lesions




Causes of CPP

Non-gynecologic
urinary tract (infection, calculi, tumors)

Gl tract (inflammation, mechanical)

orthopedic conditions

Psychosomatic pelvic pain (MMPI



e —, /

Mechanisms of Pelvic Pain

Dysmenorrhoea:

PGs, LTs, vasopressin:
« vVasoconstriction, smooth muscle contraction
.l uterine tone -> hypoxia

mechanical obstruction: stenosis, fibroids

Enc

ometriosis:

INnf
ad

ammatory reaction, secretion of PGs and LTs

nesions

endometrioma: stretch of ovarian capsule



Mechanisms of Pelvic Pain

Adhesions:
distortion of normal of nerve/blood supply

decreased mobility of organs/hypoxia

Pelvic inflammatory disease (PID):

iInflammatory reaction
secretion of PGs
adhesions



~ Therapeutic options-CPP—

Pharmacological

primary dysmenorrhoea : OC, NSAIDs
(mefenamic acid, ibuprofen, diclofenac ,
ketoprofen) - in 90% significant relief

endometriosis: GnRH analogs, GnRH
antagonists, danazol, DMPA, OC,

miscellanous - opioids
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Oral contraceptives

OC (continuous use):

mimicking preghancy may cause endometrial
regression and subjective improvement

side-effects include nausea, vomiting,
breakthrough bleeding, weight gain, water
retention, breast tenderness, acne
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NSAIDs
NSAIDS:

reduce prostaglandin levels providing an
analgesic/anti-inflammatory effect

side-effects may include nausea and
dizziness

commence treatment the day before period is
due



- drugs

Progestogens:

oral and depot formulations provide effective pain
relief for mild to moderate disease

side-effects include: breast tenderness,
breakthrough bleeding, mood changes and
depression

Androgenic drugs:

derivatives of testosterone inhibit production of
oestrogen and progestogen

effective relief for mild/moderate disease

side-effects include: acne, oily skin, cramps, breast
reduction, weight gain, hot flushes, libido changes



seaees et //
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GnRHa therap

Effective treatment yor endometriosis:

75-92% of patients see improvement in their
symptoms

depending on disease extent, growth of the
disease may be arrested, diminished or
eliminated completely

symptomatic relief for <12 months after
treatment cessation

rates of improvement are equal to

androgenic therapies
Damewood, 1993




GnRHa therapy — mode of action

GnRH receptors occupied and internalized

v
Pituitary Initial LH and FSH surge
gland

v
Loss of available GnRH receptors

\4

Decreased LH and FSH synthesis and release

v

Ovaries Suppression of oestradiol




GnRH antagonits

Panel 2: GnRH antagonists launched or under investigation

Mame Manufacturer

Abarelix Praecis (Amgen)
=anofiayrthelabo

Artarelix Asta Medica

Cetrorelix (Cetraticle)

Ganirelix acetate

(Crgalutran, Antagon) Crganon
[turelix (Antide) =200
SC=subcuianeons, IM=intramuscular.,

Asta Medica/Serono

Route
{1

SC
SC

SC
SC

Effects

Hypothalamic

GnRH neuron

GnRH antagonist

Pt
o
Selective chemical
hypophyssctomy
LH and F5H LH and F5H

Chemical
castrﬁtinn
Cwary

Destrogens

Androgens



Surgical treatment - CPP

resection/ablation of lesions
lysis of adhesions
Interruption of neural pathways:

e ablation of uterosacral ligament (LUNA -
laparoscopic uterine nerve ablation)

e presacral neurectomy : resection of superior
hypogastric plexus
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~ Other treatment - CPP

Trigger-point therapy

Transcutaneous Electrical Nerve
Stimulation (TENS)
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Presacral
nerve
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