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Abstract  
Background: Chronic pelvic pain (CPP) is a multifactorial condition affecting both women and men, characterized by persistent 

pain for at least three to six months. Its pathophysiology involves complex interactions between peripheral nociceptive input, 

central sensitization, psychosocial factors, and comorbid gynecologic, urologic, gastrointestinal, and musculoskeletal 

conditions. Diagnosis remains challenging, with up to half of cases lacking an identifiable pathology. 

Aim: To summarize multidisciplinary approaches to the assessment and management of chronic pelvic pain, highlighting 

contributions from nursing, midwifery, physiotherapy, and allied health professionals. 

Methods: This review integrates evidence-based clinical guidelines and research findings on CPP etiology, epidemiology, 

pathophysiology, evaluation strategies, differential diagnosis, and management. It draws from multidisciplinary perspectives to 

outline both physical and psychological interventions. 

Results: CPP commonly coexists with conditions such as endometriosis, interstitial cystitis, IBS, and pelvic floor dysfunction. 

Central sensitization plays a key role in symptom persistence, with psychological comorbidities—such as anxiety, depression, 

and PTSD—frequently involved. Effective diagnosis requires comprehensive history-taking, physical examination, imaging, 

and functional assessment. Management is optimized through multimodal strategies, including pharmacologic therapy, pelvic 

floor physical therapy, cognitive behavioral therapy, nerve blocks, neuromodulation, and, when indicated, surgery. 

Interprofessional coordination significantly improves patient outcomes, reduces unnecessary interventions, and enhances 

long-term quality of life. 

Conclusion: CPP requires a holistic, multidisciplinary approach addressing both somatic and psychosocial contributors. 

Tailored treatment plans, early specialist involvement, and patient education are critical to improving functional outcomes. 

Keywords: Chronic pelvic pain, central sensitization, multidisciplinary management, pelvic floor physical therapy, 

endometriosis, interprofessional care, gynecology, pain management. 
___________________________________________________________________________________________________________________________________________________  

Introduction 

Chronic pelvic pain (CPP) is a multifactorial 

condition defined by persistent or recurrent pain 

localized to the pelvic region, most frequently 

affecting women, though it also occurs in men with 

distinct clinical presentations. In women, CPP is 

commonly associated with gynecologic, 

gastrointestinal, urologic, and musculoskeletal 

comorbidities, including irritable bowel syndrome, 

interstitial cystitis, endometriosis, pelvic 

inflammatory disease, dyspareunia, and functional 

somatic disorders such as fibromyalgia and chronic 

central pain syndromes [1]. In men, chronic pelvic 

pain may manifest with overlapping comorbidities, 

including urogenital discomfort, erectile dysfunction, 

retrograde ejaculation, urinary disturbances, sexual 

dysfunction, and mood disorders, reflecting sex-

specific pathophysiological mechanisms. 

Epidemiologically, CPP affects approximately 1 in 7 

women in the United States, with a prevalence 
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comparable to that of migraine, asthma, or chronic 

back pain, highlighting its significant public health 

impact [1]. The pathophysiology of CPP remains 

incompletely understood, and its heterogeneity 

presents a major challenge in diagnosis and 

management. Central sensitization, a process in which 

prolonged nociceptive input amplifies central nervous 

system responsiveness, underlies many chronic pain 

syndromes and contributes to the persistence of CPP. 

This mechanism explains clinical phenomena such as 

hyperalgesia, where previously tolerable pain 

becomes amplified, and allodynia, in which non-

noxious stimuli elicit pain. In women with 

endometriosis, repeated acute pain episodes may 

transition into a centralized pain state over a period of 

three to six months, demonstrating the dynamic 

interplay between peripheral pathology and central 

nervous system plasticity. Psychological factors, 

including prior physical or emotional trauma, have 

been shown to exacerbate or precipitate CPP, 

supporting its classification within functional somatic 

pain syndromes. Clinical evaluation of CPP relies 

primarily on comprehensive patient history and 

physical examination, as imaging and laboratory 

studies are often inconclusive. Diagnostic criteria 

typically require pain persistence for three to six 

months, with careful assessment for potential 

comorbid conditions that may exacerbate symptom 

severity. Despite thorough evaluation, up to 50% of 

cases remain undiagnosed, underscoring the 

limitations of current diagnostic modalities. 

Management of CPP is equally complex and 

necessitates a multidisciplinary approach. Evidence-

based interventions target identified etiologies, 

comorbid mood disorders, neuropathic pain, or 

hormonal dysfunction. Therapeutic strategies range 

from conservative approaches, including cognitive 

behavioral therapy and pharmacologic therapy, to 

advanced interventions such as nerve blocks, spinal 

cord stimulation, or surgical procedures including 

hysterectomy. The interprofessional collaboration 

among gynecologists, pain specialists, 

physiotherapists, psychologists, and nursing staff is 

critical for optimizing patient outcomes, improving 

quality of life, and mitigating long-term morbidity 

associated with chronic pelvic pain [2][3][4]. 

Etiology 

Chronic pelvic pain (CPP) represents a 

multifactorial condition with complex interactions 

among anatomical, physiological, and psychosocial 

factors. The European Association of Urology (EAU) 

categorizes CPP using a multidimensional axis 

framework that accounts for pain location, temporal 

characteristics, and psychological parameters, 

distinguishing between chronic primary pelvic pain—

occurring without identifiable pathology—and 

secondary pelvic pain associated with a defined 

underlying disorder [EAU Guidelines on Chronic 

Pelvic Pain, 2025]. This classification underscores the 

necessity of a comprehensive evaluation that 

integrates both somatic and psychological domains to 

guide diagnosis and management. CPP frequently 

coexists with overlapping chronic pain syndromes, 

including irritable bowel syndrome, interstitial 

cystitis, and chronic fatigue syndrome, reflecting 

shared mechanisms of central sensitization [5]. Mental 

health disorders, such as posttraumatic stress disorder 

and major depressive disorder, are common 

comorbidities, with the EAU emphasizing the 

importance of assessing Axis VIII psychological 

symptoms. The presence of these comorbidities 

highlights the integral role of psychological evaluation 

and intervention in the effective management of CPP. 

Studies indicate that more than half of patients with 

CPP have concomitant conditions such as 

endometriosis, pelvic adhesions, IBS, or interstitial 

cystitis, often with multiple comorbidities coexisting, 

which complicates both diagnosis and treatment [6]. 

Historically, CPP was conceptualized as a reflex 

dystrophy; however, current understanding frames it 

as a chronic pain syndrome underpinned by central 

sensitization and significant psychosocial 

contributions [7]. 

Pathophysiologically, CPP is characterized 

by heightened central nervous system responsiveness, 

leading to hyperesthesia and allodynia, particularly 

when pelvic floor dysfunction is present [8]. Chronic 

cystitis, endometriosis, adhesions, and 

musculoskeletal injuries are frequently observed in 

affected individuals, suggesting that persistent 

peripheral nociceptive input interacts with central pain 

processing pathways [9]. Patients often experience 

symptoms for more than two years before seeking 

medical care, allowing the progressive establishment 

of central sensitization, which heightens the 

perception of otherwise non-noxious stimuli [10]. This 

persistent neural hyperactivity facilitates the transition 

from acute to chronic pain, maintaining the pain 

experience even after initial peripheral triggers are 

resolved. CPP is frequently secondary to comorbid 

conditions that generate sustained nociceptive input, 

creating synergistic interactions between organ 

systems. For instance, interstitial cystitis can 

exacerbate gastrointestinal dysfunction such as IBS, 

contributing to chronic pain amplification. 

Accumulation of comorbidities perpetuates central 

sensitization, reinforcing the chronicity of CPP 

[11][12][13]. Pain distribution, whether localized or 

widespread, provides clinical insight into underlying 

pathology and psychosocial burden. Patients with 

diffuse pain involving the pelvis, limbs, and axial 

skeleton are more likely to exhibit psychiatric 

comorbidities, including generalized anxiety disorder, 

major depressive disorder, and PTSD. In these cases, 

emotional and stress-related factors modulate visceral 

pain perception and complicate treatment planning, 

often requiring more extensive multidisciplinary 

intervention compared to patients with localized 

pelvic pain [14][15][16][17]. 
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Genetic predisposition, environmental 

influences, and prior trauma contribute significantly to 

CPP development. Women with chronic pelvic pain 

frequently experience higher rates of depression, 

anxiety, and sleep disorders, with histories of 

repetitive trauma, such as childhood sexual abuse, 

correlating with both somatic symptoms and 

posttraumatic stress [18][19][20][21]. Anatomical 

changes, including leiomyomas, nerve root 

entrapment, sacral cysts, and cauda equina syndrome, 

can act as primary contributors to pain generation 

[22][23]. Additional risk factors include smoking, 

preexisting psychiatric conditions, and multiple 

episodes of pelvic inflammatory disease [24]. Notably, 

common comorbidities such as IBS and endometriosis 

are frequently underdiagnosed prior to the onset of 

CPP, emphasizing the need for thorough assessment to 

identify and address these underlying conditions, 

which are strongly associated with both the 

development and persistence of chronic pelvic pain 

[25][26][27]. 

Epidemiology 

Chronic pelvic pain (CPP) is a prevalent 

condition with a complex epidemiological profile, 

influenced by multiple comorbidities and risk factors. 

Among patients with CPP, approximately 35% have 

coexisting irritable bowel syndrome (IBS), reflecting 

the overlap between chronic visceral pain syndromes. 

Bladder pain syndrome is similarly associated, with an 

estimated 61% of women affected reporting 

concurrent CPP, while nearly half of women 

diagnosed with endometriosis experience persistent 

pelvic pain [28]. The overall prevalence of CPP among 

women ranges from 4% to 16%, although only about 

one-third of those affected actively seek medical 

evaluation. Gynecological conditions contribute to the 

disease burden in approximately 20% of CPP cases, 

but urological and gastrointestinal comorbidities are 

more frequently observed. Endometriosis remains the 

most common identifiable condition among women 

who pursue medical care for CPP, highlighting its 

clinical relevance in both diagnosis and management. 

Surgical findings further illustrate the strong 

association between CPP and endometriosis. Among 

women undergoing elective surgery for chronic pelvic 

pain, 20% to 80% are found to have endometriosis. 

Conversely, approximately 70% of individuals with a 

prior endometriosis diagnosis eventually develop CPP 

[29][30]. Although CPP predominantly affects 

women, men are not exempt; it accounts for 2% to 

16% of male cases. A history of pelvic trauma or prior 

surgery significantly increases the risk of developing 

CPP compared to the general population. For example, 

persistent pelvic pain is reported in 28% of women 

three months after an elective cesarean delivery, with 

20% continuing to experience pain six months 

postoperatively [31]. Psychosocial factors also play a 

significant role in the epidemiology of CPP. Nearly 

50% of women with CPP report a history of sexual or 

physical abuse, and among this subgroup, 

approximately one-third present with comorbid 

posttraumatic stress disorder (PTSD) [32][33]. 

Infectious and inflammatory etiologies contribute as 

well; up to 30% of women with a history of pelvic 

inflammatory disease develop CPP. Even surgical 

interventions such as elective hysterectomy for 

adenomyosis-associated CPP may not fully resolve 

symptoms, with 25% of patients reporting persistent 

postoperative pain [34][35]. These epidemiological 

data underscore the multifactorial nature of CPP and 

highlight the importance of comprehensive assessment 

that includes gynecological, urological, 

gastrointestinal, psychological, and surgical 

considerations to effectively address both its 

prevalence and the associated risk factors. 

Pathophysiology 

The pathophysiology of chronic pelvic pain 

is complex and multifactorial, reflecting the diversity 

of underlying etiologies. In endometriosis, chronic 

pelvic pain typically results from cyclical bleeding of 

ectopic endometrial tissue, which triggers localized 

inflammation, adhesions, and neurogenic sensitization 

of pelvic nerves, leading to persistent pain signals. 

Pelvic congestion syndrome represents another 

mechanism, in which dilated and engorged pelvic 

veins generate mechanical stress and ischemic pain 

through impaired venous outflow. Despite these 

identifiable causes, the majority of chronic pelvic pain 

cases are primarily driven by central sensitization. 

This phenomenon involves persistent nociceptive 

input that remodels the central nervous system, 

resulting in heightened pain perception and 

amplification of discomfort even when the original 

pathological stimulus is absent or treated. Central 

sensitization contributes to hyperalgesia and 

allodynia, making otherwise innocuous stimuli painful 

and perpetuating the chronicity of pelvic pain. 

Neuroinflammatory processes, altered 

neurotransmitter signaling, and dysregulated pain 

modulation pathways collectively maintain and 

exacerbate the chronic pain experience [36]. 

History and Physical 

The clinical evaluation of patients with 

chronic pelvic pain requires a comprehensive and 

multidisciplinary approach, beginning with a detailed 

history that often uncovers comorbid chronic pain 

conditions. Central sensitization is frequently 

implicated, with patients reporting hyperalgesia or 

allodynia, reflecting an amplified response of the 

central nervous system to nociceptive stimuli. 

Eliciting a thorough history involves reviewing prior 

medical and surgical interventions, with particular 

attention to urologic, gynecologic, obstetric, sexual, 

and psychological factors. This approach helps to 

differentiate primary pelvic pain from secondary pain 

syndromes arising from identifiable pathology. In 

women, chronic pelvic pain is typically defined as 

noncyclical or persistent pain located within the pelvic 
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region, lasting for at least six months, and not 

associated with pregnancy. Pain may be continuous or 

intermittent, although some definitions exclude 

cyclical pain, which is categorized as dysmenorrhea 

[37][38]. Clinicians should investigate factors that 

precipitate or relieve pain, including menstruation, 

sexual activity, urination, bowel movements, and 

responses to previous therapies. In men, the history 

should include prior urethral or prostate interventions. 

A detailed pain history may reveal patterns suggestive 

of dermatomal involvement, non-visceral origins, or 

overlapping musculoskeletal contributions. Mental 

health assessment is essential, as anxiety, depression, 

and posttraumatic stress disorder frequently coexist 

with chronic pelvic pain. Additional associated 

symptoms, including gastrointestinal, urinary, sexual, 

or menstrual disturbances, should be documented, 

along with quality-of-life impact and any motor or 

autonomic dysfunction [39]. 

Pain characterization is critical for diagnosis 

and treatment planning. Cramping, burning, or 

electrical-type pain must be distinguished from sharp 

or dull pain, and cyclical variations should be 

separated from constant pain. Attention should be 

given to red-flag features, such as postcoital or 

postmenopausal bleeding, unexplained weight loss, 

hematuria, pelvic mass, or elevated inflammatory 

markers, which may indicate systemic or malignant 

disease. Physical examination should include 

inspection of the external genitalia, evaluation of 

pelvic floor musculature for tenderness or 

hypertonicity, and a bimanual examination assessing 

uterine size, mobility, adnexal masses, and areas of 

tenderness. Abdominal and lumbar assessments, 

including palpation of sacroiliac joints, help identify 

musculoskeletal contributions to pain. The Carnett test 

can distinguish abdominal wall from visceral pain, as 

increased pain with abdominal contraction typically 

suggests myofascial involvement. Studies have shown 

that women with chronic pelvic pain often 

demonstrate significant asymmetry in pelvic 

landmarks, including iliac crest height and symphyseal 

levels, highlighting the importance of thorough 

structural assessment [40]. 

Evaluation 

The evaluation of chronic pelvic pain begins 

with a thorough assessment of the patient’s history and 

a detailed physical examination. Diagnosis is largely 

guided by these findings, and if an underlying cause is 

identified, it should be confirmed through additional 

testing and addressed with targeted management. A 

cotton tip applicator test can be performed to evaluate 

cutaneous sources of pain. This technique is 

particularly useful for detecting cutaneous allodynia, 

which is common in patients with centralized pain 

syndromes, and has demonstrated high sensitivity in 

identifying this manifestation [41]. The impact of 

chronic pelvic pain on the patient’s daily functioning 

and quality of life should also be assessed, often using 

standardized questionnaires to quantify physical, 

emotional, and social impairments [42]. A digital 

rectal examination is recommended for all patients, 

regardless of sex, to assess for structural or neurologic 

abnormalities contributing to pelvic pain. The initial 

step in the diagnostic workup is the identification of 

alarm features, such as signs of acute abdomen, 

systemic infection, or malignancy. If no urgent 

pathology is suspected and the etiology remains 

unclear, laboratory testing and imaging are indicated. 

Routine laboratory investigations should include a 

complete blood count, erythrocyte sedimentation rate, 

urinalysis, urine pregnancy test, and sexually 

transmitted infection testing for gonorrhea and 

chlamydia. Imaging, starting with transvaginal 

ultrasonography, is critical for detecting pelvic 

pathology, including ovarian cysts, uterine masses, 

adenomyosis, or hydrosalpinx associated with pelvic 

inflammatory disease [43][44]. Ultrasound is capable 

of detecting lesions smaller than 4 cm that may be 

missed during physical examination, and when 

abnormal findings are present or further 

characterization is required, magnetic resonance 

imaging (MRI) should be employed for enhanced 

anatomical resolution [45]. 

Patients presenting with severe or 

uncontrolled pain, or evidence of an acute abdomen, 

should undergo standard emergency evaluation to rule 

out urgent surgical or medical conditions [46][47]. In 

cases where laparoscopy is performed but fails to 

reveal clear pathology, pain may reflect central 

sensitization, myofascial dysfunction, or other chronic 

pain syndromes rather than complex regional pain 

syndrome, unless strict diagnostic criteria for CRPS 

are satisfied. Diagnostic nerve blocks provide a 

method for evaluating neuropathic components of 

chronic pelvic pain. Symptomatic relief following 

sacral nerve root blockade supports the presence of 

peripheral nerve involvement, helping to guide 

subsequent therapeutic interventions [48]. Pain 

mapping performed under local sedation during 

laparoscopy allows clinicians to probe pelvic 

structures while patients report pain intensity, 

facilitating the localization of specific pain generators 

and informing individualized treatment strategies [49]. 

In men, evaluation should be tailored to encompass 

both urologic and psychosocial factors. Key 

components include a digital rectal examination, 

assessment of erectile function using the International 

Index of Erectile Function (IIEF), and evaluation of 

lower urinary tract symptoms. The National Institutes 

of Health Chronic Prostatitis Symptom Index (NIH-

CPSI) provides a validated framework for symptom 

assessment. Screening for depressive symptoms with 

tools such as the Patient Health Questionnaire-9 

(PHQ-9) is essential, as psychosocial comorbidities 

frequently coexist. The UPOINT(S) classification 

system further guides evaluation by systematically 

addressing urinary symptoms, psychosocial factors, 

organ-specific findings, infectious etiologies, 

neurological or systemic conditions, pelvic floor 
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tenderness, and sexual dysfunction. A comprehensive, 

individualized diagnostic workup is essential for 

elucidating the underlying etiology of chronic pelvic 

pain in men, enabling the development of effective, 

targeted management strategies and improving patient 

outcomes. 

 
Fig. 1: Diagnosis of chronic male pelvic pain. 

Treatment / Management 

Management of chronic pelvic pain requires 

a comprehensive, multidisciplinary approach, as 

evidence-based interventions remain limited and 

patient response is highly variable [50]. For 

nonspecific chronic pelvic pain, initial therapy 

primarily targets symptomatic relief, often through 

over-the-counter analgesics such as acetaminophen or 

nonsteroidal anti-inflammatory drugs (NSAIDs). 

These agents are generally well tolerated and may be 

sufficient for patients with mild pain. When pain is 

cyclical in nature, hormonal therapies—including 

combined oral contraceptives, depot 

medroxyprogesterone, or intrauterine devices—can be 

employed to modulate the menstrual cycle and reduce 

endometriosis-related or hormonally mediated pelvic 

discomfort. If pain persists despite hormonal 

modulation, evaluation for neuropathic pain or 

coexisting mood disorders becomes essential. 

Selective serotonin reuptake inhibitors are 

recommended when a mood disorder is present, 

whereas tricyclic antidepressants, gabapentin, 

pregabalin, or serotonin-norepinephrine reuptake 

inhibitors such as venlafaxine or duloxetine may be 

used for neuropathic pain [51][52]. Clinical studies 

indicate that gabapentin, alone or in combination with 

amitriptyline, is more effective than amitriptyline 

monotherapy in reducing neuropathic pelvic pain [53]. 

Adjunctive nonpharmacological interventions form a 

critical component of chronic pelvic pain 

management. Pelvic floor physical therapy addresses 

musculoskeletal contributors by targeting hypertonic 

muscles, fascial restrictions, and myofascial trigger 

points [54]. Cognitive behavioral therapy (CBT) is 

equally important, providing structured strategies to 

reduce pain perception, improve coping mechanisms, 

and enhance overall functionality. Mindfulness-based 

interventions can be integrated into both physical 

therapy and CBT frameworks to further mitigate stress 

and modulate central pain processing [55]. 

For patients with refractory or severe pain, 

interventional procedures may be indicated. Peripheral 

nerve blocks and sacral neuromodulation can target 

neuropathic or peripheral contributors to pelvic pain. 

In selected cases, hysterectomy may be considered for 

pain of uterine origin, although this remains a last-

resort option, particularly when hormonal therapies or 

less invasive interventions fail [56]. Cyclobenzaprine 

may be used to alleviate pain and improve sleep 

quality, while local corticosteroid injections provide 

both diagnostic and therapeutic benefits when sacral 

nerve involvement is suspected. If effective, additional 

interventions, including radiofrequency ablation, 

targeted nerve blocks (sacral, hypogastric, or ganglion 

impar), or spinal cord stimulation, may be employed 

[59][60]. Spinal cord stimulators are typically 

positioned at the thoracic level (T8) or retrogradely in 

sacral segments, with placement requiring specialized 

expertise. Subarachnoid pain pumps may be utilized in 

refractory cases, although they carry higher risks and 

maintenance requirements. Botulinum toxin injections 

have demonstrated efficacy in reducing pain during 

sexual activity, alleviating pelvic pressure, and 

improving persistent noncyclical pelvic pain [61]. 

Trigger point injections using local anesthetics such as 

lidocaine provide short-term relief in myofascial pain 

syndromes, simultaneously serving diagnostic and 

therapeutic purposes [62][63]. The integration of 

pharmacological therapy, interventional techniques, 

physical therapy, and psychological interventions—

including patient education about the cognitive and 

emotional dimensions of chronic pelvic pain—

enhances outcomes and promotes long-term functional 

improvement [64][65]. Comprehensive, 

individualized management plans that address both 

central and peripheral contributors are essential for 

optimizing patient quality of life and achieving 

meaningful pain relief. 

Differential Diagnosis 

Chronic pelvic pain encompasses a wide 

spectrum of potential etiologies, often reflecting 

overlapping or coexisting conditions that complicate 

diagnosis and management. Persistent pelvic pain can 

lead to central sensitization, a neurophysiological 

process in which the central nervous system amplifies 

pain signals, resulting in heightened symptom severity 

even after resolution of the initial pathology. 

Recognizing the broad differential is essential to guide 

effective evaluation and individualized treatment. 

Gynecological causes are among the most common 

contributors in women. These include endometriosis, 

pelvic inflammatory disease, pelvic adhesions, 

recurrent ovarian cysts, uterine fibroids, leiomyoma, 

adenomyosis, hydrosalpinx, post-tubal ligation pain 

syndrome, and ovarian remnant syndrome. Many of 

these conditions produce both cyclical and noncyclical 

pain and may coexist, further complicating the clinical 
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picture. Urological conditions are also prevalent, with 

interstitial cystitis, chronic urethritis, recurrent 

cystitis, urethral diverticulum, radiation-induced 

cystitis, chronic urolithiasis, bladder cancer, and 

urethral syndrome contributing to persistent pelvic 

discomfort. Gastroenterological disorders such as 

irritable bowel syndrome, inflammatory bowel 

disease, celiac disease, colorectal carcinoma, and 

abdominal hernias should be considered, particularly 

when pain is associated with bowel movements or 

altered gastrointestinal function. Musculoskeletal 

contributors, including abdominal wall myofascial 

pain, fibromyalgia, coccygodynia, pelvic floor tension 

myalgia, and piriformis syndrome, often coexist with 

visceral etiologies and can exacerbate central 

sensitization. 

Neurological and vascular factors may 

involve ilioinguinal or iliohypogastric nerve 

entrapment, pudendal neuralgia, spinal cord injury, 

pelvic congestion syndrome, peripheral neuropathy, or 

vulvar varicosities. In men, chronic prostatitis and 

prostate cancer are important considerations. 

Psychiatric and functional etiologies, including 

somatization disorder and malingering, may also 

contribute to the presentation. A thorough, systems-

based evaluation incorporating history, physical 

examination, laboratory testing, imaging, and 

functional assessments is critical. Given the 

complexity of chronic pelvic pain, an interprofessional 

approach is essential, integrating gynecology, urology, 

gastroenterology, neurology, pain medicine, physical 

therapy, and behavioral health. Understanding both 

somatic and psychosocial contributors allows for 

targeted interventions, reducing the risk of 

misdiagnosis, improving symptom control, and 

optimizing long-term patient outcomes. 

Surgical Oncology 

In patients with chronic pelvic pain where the 

diagnostic evaluation raises suspicion for malignancy, 

prompt referral to a surgical oncologist is essential. 

Early involvement of oncology specialists allows for 

disease-specific interventions that can significantly 

improve prognosis and limit further complications 

associated with delayed treatment. Surgical oncology 

evaluation is particularly indicated when imaging or 

laboratory findings suggest neoplastic processes 

within the reproductive, urinary, or gastrointestinal 

systems. Timely diagnosis and management facilitate 

staging, planning of surgical or chemoradiation 

interventions, and coordination of multidisciplinary 

care, all of which are critical in improving survival 

outcomes. In women, gynecologic malignancies such 

as ovarian, endometrial, or cervical cancers may 

present initially with chronic pelvic pain, often in 

combination with other systemic or localized 

symptoms. In men, urologic malignancies, including 

prostate or bladder cancers, should be considered. The 

surgical oncology consultation also incorporates an 

assessment of comorbidities, prior interventions, and 

overall functional status, which is crucial for 

determining operative risk and postoperative recovery 

potential. Beyond the identification and removal of 

malignant tissue, surgical oncology input may guide 

the need for adjunct therapies, including neoadjuvant 

or adjuvant chemotherapy, targeted therapy, or 

radiation. Integrating surgical oncology early in the 

diagnostic pathway ensures that patients receive 

evidence-based, timely interventions that optimize 

both disease-specific outcomes and long-term quality 

of life. 

Treatment Planning 

Effective management of chronic pelvic pain 

requires a comprehensive, individualized approach 

that integrates both physical and psychological 

strategies. Treatment planning begins with a thorough 

assessment of the patient’s pain characteristics, 

associated comorbidities, and functional limitations. 

Interventions should address the underlying pathology 

where identifiable, while simultaneously 

incorporating psychological support to mitigate the 

amplification of pain through stress, anxiety, or 

depression. Cognitive behavioral therapy, 

mindfulness-based interventions, and 

psychoeducation are key components in reducing pain 

perception and improving coping mechanisms. 

Pharmacologic strategies, including analgesics, 

neuropathic pain agents, and hormonal therapies, 

should be tailored according to etiology and patient 

tolerance. Multimodal interventions, such as pelvic 

floor physical therapy, biofeedback, and trigger point 

injections, provide additional symptom relief and 

improve functionality. Coordination among 

specialists—gynecology, urology, gastroenterology, 

pain medicine, and mental health—is essential to 

optimize outcomes. Treatment plans must be dynamic, 

with regular reassessment to adapt strategies based on 

patient response, disease progression, or emergence of 

new comorbidities. Patient engagement is also critical; 

understanding the rationale behind each intervention 

enhances adherence and promotes long-term success. 

Ultimately, a holistic, interprofessional approach 

ensures that both the physiological and psychosocial 

dimensions of chronic pelvic pain are adequately 

addressed, improving overall quality of life [66]. 

Toxicity and Adverse Effect Management 

Interventional procedures and pharmacologic 

therapies for chronic pelvic pain carry inherent risks 

that require careful management. Injection-based 

therapies, including nerve blocks and local anesthetic 

administration, may cause vascular or nerve injury, 

procedural pain, or steroid-related reactions. 

Fluoroscopy-guided interventions often employ 

contrast agents, posing a potential risk of renal 

toxicity, though minimal volumes are typically used. 

Ultrasound guidance does not reliably detect vascular 

uptake, and blood aspiration is insufficient as a safety 

check. Bupivacaine, while effective, carries an 

elevated risk of cardiotoxicity if inadvertently injected 

intravascularly; this risk necessitates facility 

preparedness, including availability of lipid emulsion 
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therapy and trained personnel capable of BCLS and 

ACLS. Outpatient settings increasingly avoid 

bupivacaine due to these safety concerns. 

Pharmacologic management also demands vigilance; 

medications that affect urinary function may 

exacerbate retention in men with chronic prostatitis. 

Opioid therapy requires structured education 

regarding safe administration, including availability of 

naloxone for overdose prevention. Comprehensive 

toxicity monitoring and adherence to safety protocols 

are critical for minimizing complications and ensuring 

that interventions remain both effective and safe in 

managing chronic pelvic pain 

[67][68][69][70][71][72][73]. 

Prognosis 

The prognosis for patients with chronic 

pelvic pain is variable and influenced by etiology, 

comorbid conditions, and the comprehensiveness of 

management. Following gynecologic surgery, such as 

hysterectomy, approximately 46% of patients report 

improved pain, while 31% note alleviation of 

comorbid depressive symptoms. Despite 

interventions, outcomes in chronic pelvic pain remain 

generally poor, mirroring trends observed in other 

chronic pain syndromes. Optimal improvement is 

observed when treatment addresses both the primary 

pathology and coexisting mood disorders. Physical 

therapy, particularly pelvic floor therapy, reduces 

pharmacologic analgesic use by approximately 22% 

and ameliorates symptoms such as urinary urgency 

and frequency in patients with painful bladder 

syndrome. Hysterectomy provides significant relief 

for some, yet up to 40% may continue to experience 

persistent pain postoperatively, with a small 

proportion reporting worsening symptoms. Patients 

with fewer comorbidities demonstrate better long-term 

outcomes, highlighting the importance of early 

identification and intervention. The timing of surgical 

interventions remains under investigation, and most 

studies provide follow-up over months rather than 

years, emphasizing the need for continued long-term 

research. Pain mapping can achieve meaningful relief 

in approximately half of patients, offering a valuable 

tool for targeted treatment strategies [74][75][76]. 

Complications 

Patients with chronic pelvic pain are at 

heightened risk for complications related to both 

psychological and procedural factors. Histories of 

emotional trauma, sexual abuse, or psychiatric 

comorbidities, including PTSD, are prevalent and 

significantly influence pain perception and response to 

treatment. Surgical interventions, such as 

hysterectomy or laparoscopy, may fail to fully 

alleviate pain, with postoperative persistence reported 

in a substantial proportion of patients. Repeated opioid 

use may lead to tolerance, necessitating escalating 

doses for pain control. Insomnia and sleep 

disturbances are common and can exacerbate central 

sensitization, further complicating management. 

Laparoscopic procedures fail to identify the source of 

pain in roughly 40% of cases, highlighting the 

complex and multifactorial nature of chronic pelvic 

pain. Surgical complications, including infection and 

hemorrhage, are additional considerations requiring 

proactive monitoring and management [77]. 

Consultations 

Optimal management of chronic pelvic pain 

necessitates an interprofessional approach to integrate 

both somatic and psychological aspects of care. 

Collaboration across specialties, including 

gynecology, urology, gastroenterology, pain 

medicine, mental health, and physical therapy, ensures 

comprehensive assessment and tailored treatment 

strategies. Early and coordinated consultation 

facilitates diagnostic accuracy, prevents unnecessary 

interventions, and supports patient-centered outcomes 

[76][77]. 

Patient Education 

Patient education is foundational in chronic 

pelvic pain management. Patients should be informed 

about the multifactorial etiology of their condition, 

encouraged to adopt healthy lifestyle practices, and 

guided to maintain open communication with 

healthcare providers. Understanding treatment 

rationale, adherence to medications, and engagement 

in therapeutic interventions enhance long-term 

outcomes and mitigate symptom progression [77]. 

Enhancing Healthcare Team Outcomes 

The management of chronic pelvic pain 

requires a coordinated, multidisciplinary team. 

Physical therapists, psychologists, pharmacists, and 

specialty clinicians collaborate to address the complex 

interplay of physiological, psychological, and social 

contributors to pain. Effective coordination improves 

morbidity, supports patient adherence, and optimizes 

functional outcomes. The primary clinician oversees 

treatment planning, while referrals to surgical or 

interventional specialists, urologists, and pain 

medicine providers are made as indicated. Education, 

communication, and evidence-based interventions 

across the care team are critical for sustained 

management of chronic pelvic pain, which often 

necessitates long-term, ongoing treatment strategies to 

improve quality of life and reduce symptom burden 

[77]. 

Conclusion: 

Chronic pelvic pain is a complex and 

burdensome condition characterized by diverse 

etiologies, overlapping comorbidities, and significant 

psychological implications. Because no single cause 

or treatment approach is universally applicable, 

successful management depends on recognizing CPP 

as a chronic pain syndrome influenced by biological, 

emotional, and social factors. Evidence strongly 

supports the integration of multidisciplinary strategies 

that combine medical, physical, and psychological 

interventions. Pelvic floor physical therapy, cognitive 

behavioral therapy, neuropathic pain agents, hormonal 
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therapy when indicated, and interventional procedures 

such as nerve blocks or neuromodulation each play 

essential roles in tailored patient care. Central 

sensitization remains a major driver of persistent 

symptoms, underscoring the importance of early 

diagnosis and interventions that target both peripheral 

and central pain mechanisms. Multidisciplinary 

collaboration—among gynecologists, urologists, 

gastroenterologists, physiotherapists, mental health 

professionals, and nursing teams—enhances 

diagnostic accuracy and treatment effectiveness. 

Patient education and engagement further strengthen 

outcomes by promoting adherence and realistic 

expectations. Although prognosis varies, patients 

receiving integrated, evidence-based, and 

patient-centered care generally experience improved 

symptom control, functionality, and quality of life. 

Continued research and long-term follow-up are 

needed to refine treatment pathways and identify 

optimal timing for interventions. Overall, a 

comprehensive, personalized, and collaborative 

approach remains essential for the effective 

management of chronic pelvic pain. 
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