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INCIDENCE

* 15% of women overworld suffer from CPP

» CPP seems attributable to 40% of diagnostic laparoscopies
and to 12% of hysterectomies

* 25-50% of cases have more causes

Severity and intensity of pain increase with
multisistemic symptoms



CAUSES

L] Gastrointestinal
M Urinary
1 Reproductive

& Musculoskeletal/Other

Interstitial
GystitisPBS

Pelvic Pain

Overlapping

Gl Disorders D'SQQ_SE

Recurrent UTI

Yulyodynia

Pelvic Infection
and  Adhesions




Gastrointestinal

S Fallopian Tube

Endomatrium

Vagina

ETIOLOGY

Psychological

Urological

Front View of Urinary Tract

Musculoskeletal
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DEFINITION OF CPP

+ (ymptom but also a syndrome

LENGTH
- 6 or more months
LOCATION

Pelvis

Abdominal wall below the umbilicus
- Buttocks

- Lower back

e SEVERITY
- Medical or surgical therapy
- Impact on QoL

Epigastric region

Permambilical region

Pelvic region



PELVIS INNERVATION

e Pelvis is innervated by the
sympathetic nervous system and
parasympathetic

* The pelvis also receives
innervation from somatic nerve
fibers from the thoracolumbar
segments (T10-L2) and sacral (S2
S4)




VISCERAL

CPP
COMPONENT

Visceral and somatic afferent fibers SOMATIC
converge to the spinal
(visceral-somatic convergence)



Somatic

CPP NEUROPHYSIOPATHOLOGY

e Visceral HYPERALGESIA Visceral Silent Afferent
- sensibilizzazione viscerale: IBS, IC

) ] ) Thinly or unmyelinated — easily
e \iscero-visceral hyperalgesia

- cross-talk
- sensazione riferita ad altri organi:
|IC with IBS, Endometriosis with IC

damaged locally
e All can transmit pain - yet most are
silent
: 10% afferent are silent in skin

. . . : 30-80% visceral afferents are
e \Viscerosomatic hyperalgesia

- neurogenic related inflammation
: IC with vulvodynia

silent

* Silent afferent become active with prolonged
stimulation

. . * Many more interneunical synapses
e \iscero muscle hyperalgesia
: pelvic floor tension syndrome * Silent afferents play major role in tissue
sensitization

e Visceral cutaneous hyperalgesia
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DIAGNOSIS

Phisical examination Laboratory exams
e standing examination * blood testing

* sitting examination * urine testing

* supine examination e stool testing

e lithotomy examination e STD testing
 hormonal assays
e tumor marker

6.4 CAI25

Women reporting any of the following symptoms persistently or frequently (more than 12 times per
month) - bloating, early satiety, pelvic pain or urinary urgency or frequency - should have a serum CA125
measurement taken. Particularly in women over the age of 50 years, any new IBS symptoms should prompt

such action.™
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Tdentification of diagnostic subtypes of chromic pelvic

pain and how subtvypes differ in health status and
trauma historvy
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1) DIFFUSE ABDOMINALPELVIC PAIN (42.2%)
2) VULVOVAGINAL PAIN(20.4%)
3) CICLIC PAIN(10.0%)
4) NEUROPATHIC PAIN(9.0%)
5)NON LOCAL PAIN(6.6%)
6) TRIGGER POINT(5.9%).

-) FIBROID PAIN(5.9%)



Limits

1. Results not comparable to patients seen in the first visit. The physical and mental
condition of the patient was not unknown to the physician who assigned the diagnosis
2. Insufficient statistical power to assess moderate differences between the two most

common diagnosis with other subtypes

3. The study does not include IBS present in 35% of patients with CPP and that can affect

the overall health status.

Table II  Health status and trauma by CPP diagnosis

CPP diagnosis

Healthy physical
functioning
(least square

Diffuse abdominal/pelv

pain

Vulvovaginal pain

Cyclic pain
MNeuropathic pain
Nonlocal pain
Trigger points
Fibroid pain
Diagnosis P value

41.4 + 2.3
39.6 + 2.6™°
41.2 + 2.8™
48.1 + 2.9

Days in bed
Functioning  Non-pelvic because Lifetime
without pain  medical symptoms of illness pelvic surgeries Lifetime traumas
(least square  (least square (least square (least square (Least square
mean + SE) mean + SE) mean + 5E) mean + SE) mean + SE)
316 + 1.1* 56 + 0.3° 7.2 + 05 2.7 + 0.2° 2.4 + 0.2°
3.8 + 0.4° 05 + 07" 0.5+ 0.3° 1.1 + 0.2°
3.9 + 0.6° 3.2 +1.0™ 1.1+ 0.4™ 1.5 + 0.3*°
+ 3.8 + 0.6" 22 +11® 15+ 0.4° 1.7 + 0.3%¢
355 + 2.7 51 + 0.7%° 45 + 1.2™ 1.2 + 0.4™ 2.0 + 0.4™
36.1 + 2.9*® 51 + 0.7 55+ 13% 28+ 0.5 2.6 + 0.4
411 + 3.0° 4.8 + 0.8 4.6 + 1.4°9 0.6 + 0.5™ 2.2 + 0.4
.006 < .0001 < .0001 .0009

Analysis of covariance results with diagnosis as a class variable; probability value from the F-test controlled for age, education, race, and endometriosis.
Means sharing a common superscript are not significantly different from each other; means with a different letter (* ™ © %) show differences (P < .05)
between diagnostic groups, with pairnwise contrasts of least squared means.



IMAGING

6.2 Transvaginal scanning (TVS) and MRI
TVS is an appropriate investigation to identify and assess adnexal masses.

B
TVS and MRI are useful tests to diagnose adenomyosis. B
The role of MRI in diagnosing small deposits of endometriosis is uncertain. e
A systematic review of the value of TVS in the diagnosis of endometriosis found that endo- Evidence
metriomas may be accurately distinguished from other adnexal masses. e

It is also useful in identifying structural abnormalities such as hydrosalpinges or fibroids, which may be
relevant even if not the cause of the pain.

TVS is of little value for the positive identification of other causes of chronic pelvic pain,
including peritoneal endometriosis. However, in a study of 120 consecutive women with chronic
pelvic pain undergoing TVS prior to laparoscopy, the presence of soft markers such as
tenderness or poor ovarian mobility improved the prelaparoscopy probability of identifying Evidence
relevant pathology at laparoscopy from 58% to 73% (likelihood ratio [LR] 1.9,95% CI 1.2-3.1). -
In the absence of soft markers, the prelaparoscopy likelihood of pathology fell to 20% (LR 0.18,
95% CI1 0.09-0.34).TVS may therefore have a role in identifying those women who are less likely
to obtain a positive diagnosis from a diagnostic laparoscopy.®*

The sensitivities of MRI and TVS for the diagnosis of adenomyosis are comparable in the best
hands. Sensitivities of 70-78% and specificities of 86-93% for MRI, with figures of 65-68% and

65-98% for TVS, were achieved in two prospective blinded studies of consecutive patients E'“‘T:::l
undergoing hysterectomy and in a systematic review, using histopathology as the gold 1447244




IDIOPATHIC CPP DEFINITION

PAIN OF LAST MORE THAN SIX MONTHS WITHOUT CAUSE IDENTIFIED
AND CORRECTABLE

After surgery and histological report, almost 55% of women CPP
does not seem attributable to any organic cause.

Conservative treatment fail and does not improve QoL

HYSTERECTOMY REQUIRED BY WOMEN AS
SURGICAL SOLUTION



* Solving the dilemma regarding the
usefulness of surgery is often
demanded of the gynecologist.

 When idiopathic CPP is suspected, women should
be counseled on additional treatment options for
CPP, such as analgesics, hormonal therapy, physical
therapy, neural blocks and cognitive behavioral
therapy before TLH



AIM OF THE STUDY:

 The aim of this study was to evaluate in a selected
cohort of estimated idiopathic CPP (without
preoperative known organic cause and unresponsive
to the maximum daily dose of analgesics), the
usefulness of total laparoscopic hysterectomy (TLH)
both in modifying presurgical pain sta- tus and
reducing postoperative analgesic use.

 The second aim of this study was to analyze the
intraoperative and histological differences between
patients who benefited from surgery and those who
did not.



METHODS

e In the period 2010 to 2014, an observational cohort
study of patients who underwent TLH for CPP at the
Mini-Invasive Pelvic Surgery and Operative Obstetrics
Unit, Department of Women’s and Children’s Health,

University of Padua was conducted.

e 16 patients were treated byTLH for CPP resolution
previously evaluated using a multidisciplinary approach
(neurological, urological, gastroenterological,
orthopedic) and without known organic CPP causes.

* As a last stefo before surgery, a psychiatric evaluation
was usually performed to exclude any psychiatric
disorders.



e Severity of CPP estimated by VAS
<2 =grade 0,
2 -4 =grade 1,
5-7=grade 2
> 7 =grade 3.

B. Visual Analog Scale

Please place a mark on the line at the location that most appropriately rates vour pain severity:

No Worst Possible Pain
Pain

(Line is 10 cm long)

C. Visual Analog Scale (modified)

Please circle the number that most appropriately rates vour pain severity:

(0] 1 2 3 4 5 (8] T 8 9 10
No Pain Worst Possible Pain

Figure 2. Three of the instruments that may be used to assess pain severity.
Huoward. Cloontc Pelfvic Pain. Obste! Gynecol 2003,



INCLUSION CRITERIA

e fertile hormonal status
e severe CPP (grade 3)

* negative history of systemic chronic inflammatory
disease (connective tissue disease, autoim- mune
disorders) and of previous abdominal/pelvic surgery,
regular pelvic examinations (except for pain symptoms)

* no evidence or suspicion of organic disease (such as
en- dometriosis, uterine myomas, inflammatory bowel
disease, urological and bladder disease) at preoperative
instrumental investigations (transvaginal ultrasound,
magnetic resonance imaging and outpatient
hysteroscopy) and preoperative serum CA125 level
under a cutoff value of 35 Ku/mL



* Patients were considered eligible for the surgery
only when at least 6 months of hormonal
treatments (dienogest, levo- norgestrel, selective
progesterone receptor modulators) and analgesic
treatments (different combinations of paracetamol,
nonsteroidal antiinflammatory drugs, opioids)
failed to re- duce or resolve CPP.

 They received adequate preoperative counseling
and were adequately informed about the possi-
bility of nonconclusive invasive surgery.

 All eligible patients, properly informed, agreed to
the aim of the study and to the use of their data
(according to Italian Privacy Law 675/96).



 For all patients, data about age (in years), parity,
body mass index (BMI), operative time (minutes),
estimated blood loss (mL), postoperative recovery
(days), intraoperative and postoperative
complications and data regarding histology of all
removed tissue were collected.

e Six months after surgery, any improvements in
pelvic pre- operative symptoms (using the same
multidimensional verbal scale) and reduction in
analgesic therapy use were recorded by telephone
Interview.



The first cervical landmark: the vesicouterine folder and pubocervical Second landmark: the only anterior layer of the broad ligament is dis-
fascia are resected transversely for approximately 2 cm sected starting from the round ligament. The posterior leaf of the broad
ligament, in which the ureter rests, 15 preserved.

paatenior love
bioad lgamenl

The "safe tnangle™: the apex of the cross between the urethra and the
uterine artery; the lateral side is represented by the ureter, and the medial
side is represented by the ascending branch of the uterine vessels.

TLH were performed using Reverse
tecnique

uterine
artery

"

posterior layer of
the broad ligament




Salpingoophorectomy role in CPP

e Rocca et al: women younger than 45 years
undergone to BS TLH:death risk with a twofold
increase than those who didn’t in 30-years-length
followup

e Rivera et al: death risk increased for all causes, fatal
or not CHD and lung tumor.

Rivera CM, Grossardt BR, Rhodes DJ, Brown RD Jr, Roger VL,
Melton LJ lll, Rocca WA. Increased cardiovascular mor tality after
early bilateral oophorectomy. Menopause 2009;16:15-23

Rocca WA, Bower JH, Maraganore DM, Ahiskog JE, Grossar  dt
BR, de Andrade M, Melton LJ. Increased risk of cogniti  ve
impairment or dementia in women who underwent oophorecto my
before menopause. Neurology 2007;69:1074-1083



TABLE | - GENERAL FEATURES, INTRAOPERATIVE FINDINGS, SURGICAL INTERVENTION, HISTOLOGY, POSTOPERATIVE
PAIN SCORE AND ANALGESIC USE

Age Parity Intraoperative findings Surgical Histology Pain score  Analgesic use
intervention (6 months (6 months after
after surgery) surgery)
ar 2 Absence of organic lesions TLH + BS Megative 0 Sporadic/absent
(il
M ] Absence of organic lesions TLH + BS MNegative 2 2-4 times a week
(strong)
39 0 Absence of organic lesions TLH + BS Megative ] Sporadic/absent
(milcd)
H i Absance of organic lesions TLH + BS MNegative 1 Once a waeak
(il
42 3 Palvic endometriosis + pelvic  TLH + B0 Endometriosis 0 Sporadic/absent
adhesions {rnilcdy
45 1] Pelvic endometricsis (bladder  TLH + BS bladder/ Endomatriosis ] Sporadic/absent
and peritoneal endometriosis)  peritoneal focal exeresis {mildy
a0 0 Absance of organic lesions TLH + BS Megative 1 Onece a waak (mild)
40 V] Pelvic endometricsis + pelvic  TLH + BS + lysis of adhesions +  Endomeatriosis + 0 Sporadic/absent
adhasions peritoneal focal exeresis adenomyosis {mildd)
42 o Absence of organic leslons TLH + BS Meagative Daily (stromg)
A [i] Pelvic endometricsis + pelvic  TLH + BS lysis of adhesions + Endometriosis + Sporadic/absent
adhesions peritoneal focal exeresis adenomyosis {mild)
39 0 Pelvic endometriosis (bladder  TLH + BS + bladder/paritonaal Endometriosis 0 Sporadicfabsant
and peritonaal endometriosis)  focal exerasis {rnilcdy
42 Absence of organic lesions TLH + BS Magative 3 Daily (strong)
4 Absence of organic lesions TLH + BS Magative 2 2-4 fimas a weak
[strang)
44 1 Pelvic endometriosis + pelvic  TLH + BS + lysis of adhesions +  Endometriosis + 0 Sporadic/absant
adhasions peritoneal focal exerosis adenomyosis {milcd)
44 1] Absence of organic lesions TLH + BS Meaggative: Daily (strong)
45 2 Pelvic endometriosis + palvic  TLH + BS + lysis of adhesions +  Endometriosis + Sporadic/absant

R ISP U SRS T S R —

RN i SER ——

R

P

Mild analgesic use = paracetamol = NSAID;

Strong analgesic use = paracetamol £ NSAID+ opioids



RESULTS

7 CASES: undetected foci of pelvic endometriosis were
found

e 1 case : bilateral adnexectomy and pos- terior
parametrectomy (6.2%),

e 2 cases: focal complete excision of vesical and
peritoneal nodular endometriosis (12.4%),

e 3 cases: extended lysis of pelvic adherences(18.6%)

e 1 case: the removal of the appendix involved in pelvic
endometriosis adher- ences was necessary (6.2%)

In agreement with intraoperative findings, histological re-
ports of removed tissue confirmed endometriosis in the
same cases (4 of these presenting also adenomyosis).



RESULTS

6 months after surgery

- a complete resolution of preoperative pain
symptoms with spo- radic or absent mild analgesic
use (score 0)—> 9 patients (56.2%)

- an occasional pelvic discomfort (score 1) with once
a week mild analgesic assumption = 2 cases
(12.5%).

- minimal benefit for pelvic pain after surgery (score
2) with strong analgesic intake 2-4 times/ week 2 2
cases (12.5%)

- severe pain persisted (score 3) despite daily use of
a strong analgesic = 3 cases



e 7/9 patients (77.7%) who had resolved CPP
were affected by undetected endometriosis
and/or pelvic adherence syndrome.

5 women who achieved minimal or no
benefits from the surgery did not have any
organic disease.



HIGHLIGHTS

e Despite 95% of women undergoing TLH for CPP
referred long term improvement, almost 25% of
them complain persisting pain one year after
surgery

e 25% with after-TLH-CPP may occult somatic
pathologies.



ROLE OF ENDOSCOPY IN CPP

Green-top Guideline No. 41
May 2012

The Initial Management
of Chronic Pelvic Pain

Diagnostic laparoscopy is the only test capable of reliably diagnosing peritoneal endometriosis

and adhesions: Gynaecologists have therefore seen it as an essential tool in the assessment of
Evidence

women with chronic pelvic pain. However, it carries significant risks: an estimated risk of death levil 74

of approximately 1 in 10 000, and a risk of injury to bowel, bladder or blood vessel of ap proxi-

mately 2.4 in 1000, of whom two-thirds will require laparotomy, "™

Cicarly. conditions such as [BS and adenomyosis are not visibic at laparascopy. but there s also
a risk that some forms of endomctriosis will be missed. Endometriosss is a3 discase with a large
varicty of appcarances and many authoritics consider that it Is significantly underdiagnosed at
laparoscopy. Some recommend that all suspicious arcas should be biopsicd. it is well known that esd 8
the existing scoring systems do not corrclate with scverity of pain and that deeply infiltrating
endomctriosis, which is strongly corrclated with pain, may be misinterpreted as minimal
discase.™
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PPV 45%, NPV 99%, SENSITIVITY 97% AND SPESIFICITY 77%.

LPS ADVANTAGES

e Reassurance of the
patient

e Differentiation between
etiology gynecological
and non-gynecological

e DD for malignant
disorders or serious

 Increased accuracy of
diagnosis

e The immediate surgical
treatment is often
possible.

BJOG: an International Journal of Obstetrics and Gynaccology DO 10111145147 1-0528_2004.00433
1212

November 2004, Vol. 111, pp. 1204

REVIEW

Accurac v of laparoscopy in the diagnosis of
endometriosis: a systematic quantitative review

LLPS LIMITATIONS

e Endometriosis may appear

with atypical lesions: clear
vesicles, peritoneal pockets,
injury to flame or yellow
brown stain may be found
nel 15% -30% of women,
but are often overlooked.

DD Salpingitis,
hemangioma, carcinoma,
scars from previous surgery,
inflammatory changes and
fibrosis,splenosis and
schistostomiasis.



TLH in pazienti con CPP e LPS
diagnhostica negativa

* Meta delle donne trattate con terapia medica
presentavano sintomi di CPP ad un anno di follow-

up

e 'isterectomia al contrario: miglioramento marcato
dei sintomi e della qualita di vita rispetto alla
terapia non chirurgica (OR 10.45) in relazione al
fatto che le donne che si sottopongono ad
isterectomia hanno sintomi piu severi e condizioni
persistenti rispetto a quelle trattate

The Maine Women's Health Study: Il. Outcomes of nonsur  gical
management of leiomyomas, abnormal bleeding, and chr  onic pelvic
pain.

Carlson KJ, Miller BA, Fowler FJ Jr.

Obstet Gynecol. 1994 Apr;83(4):566-72



DIBATTITO:

ablazione laser, elettrocoagulazione, o escissione
peritoneale sono ugualmente efficaci ?

ESCISSIONE PERITONEALE:

 |'unico metodo che permette di conferma istologica
di endometriosi .

 Rimuove completamente le lesioni profondamente
infiltranti

e Fino al 30% delle donne con endometriosi sono in
realta prive di dolore e nel 70% il dolore non
correla con | estensione della malattia.




LIMITATION OF THE STUDY

e the small cohort of pa-
tients,

e the preoperative
maximum pain score
(grade 3)

e the lack of information
about the usefulness of
appendectomy. of any
organic gynecological
cause for CPP.

STRENGHT POINTS OF THE
STUDY

e strictly selected patients,

e surgery performed by the
same surgeons,

* investigation of analgesic
use during follow-up,

e histological confirmation
or exclusion of any
organic cause of CPP



CONCLUSIONS

e |n our case series, undetected endometriosis were
found in 43.7% of cases and in those patients TLH
was definitive.

We perfomed appendectomy onliin 1 case, because
of its envolvment in pelvic endometriosis and pelvic
adherences syndrome



CONCLUSIONS

e an investigative laparoscopy should be considered
to discriminate between CPP with organic causes
from idiopathic one.

 The advantages of concomitant appendectomy
during TLH for idiopathic CPP need to be further
defined.



OPEN QUESTION

* Maximize the effectiveness of TLH: complete
evaluation of the causes urological,
gastroenterological, neurological, and
musculoskeletal

* Hysterectomy may not be an effective treatment:
which patients can undergo TLH for the resolution
of the pain?

* Role of appendectomy in idiopathic CPP



TAKE HOME MESSAGE

 When idiopathic CPP was confirmed by
laparoscopy, the eventual removal of the uterus
can be proposed as second-line treatment in the
presence of severe not responsive pain and in
highly motivated and adequately informed patients

e Hysterectomy is highly effective in improving CPP,
but not solve it.



SCIENTIFIC PAPER

Laparoscopic Appendectomy in Women Without
Identifiable Pathology Undergoing Laparoscopy for
Chronic Pelvic Pain

Ann K. Lal, MD, Amy L. Weaver, MS, Matthew R. Hopkins, MD, Abimbola O. Famuyide, MBBS

Short-term efficacy of appendectomy in patients with CPP, in particular,
located to the right abdomen and without obvious pelvic pathology

Necessary long-term randomized clinical trials.

The Role of Appendectomy in Gynaecologic
Surgery: A Canadian Retrospective Case Series

Jennifer A. Jocko, BScM, MD, Hassan Shenassa, MD, FRCSC, Sukhbir S. Singh, MD, FRCSC
Department of Obstetrics and Gynecology, The Ottavwa Hospital, The University of Ottawa, The Ottawa Hospital Research Institute, Ottawa OMN

Appendix pathologies were found with relatively high incidence during
gynecological procedures.

This result supports routine appendix inspection necessity during a
gynecological procedure. .



» Benefit of elective appendectomy is controversial and
IS still a matter of debate

 From limited data appendectomy may have a role in
resolving CPP in women aged 35 years or less

* If benefit outweighs the risk for age or story, performing
an appendectomy during gynecological procedure may
be appropriate

Gk o meloﬂ .

Number 323, November 2005 (Replaces No. 164, December 1995)

Elective Coincidental Appendectomy

This document reflects emerging



- Le
plexuses-sites for
LUNA

e-Frankenhauser

Fig. 1: Nerve slice position scheme of LUNA and PSN

NPS LUNA

e 73% efficacia * Procedura appropriate
nell’alleviare la per dismenorrea e
dismenorrea dolore centrale.

e 77% efficacia e Rischio di perforazione
nell’alleviare la dei vasi uterine e di
dispareunia, danno all’'uretere.

* 63% efficacia nell’  Meno efficace della

alleviare altri dolori Neurectomia presacrale



