
e-ISSN: 0976-822X, p-ISSN:2961-6042 

Available online on http://www.ijcpr.com/ 
 

International Journal of Current Pharmaceutical Review and Research 2026; 18(1); 1540-1544 

Kumari et al.                                International Journal of Current Pharmaceutical Review and Research  

1540 

Original Research Article 

Correlation Between Adenomyosis and Chronic Pelvic Pain in 
Reproductive-Aged Women 

Anshu Kumari1, Puja Sinha2, Pratima3 
1Senior Resident, Department of Obstetrics & Gynaecology, Sri Krishna Medical College & Hospital, 

Muzaffarpur, Bihar, India 
2Assistant Professor, Department of Obstetrics & Gynaecology, Sri Krishna Medical College & Hospital, 

Muzaffarpur, Bihar, India 
3Associate Professor, Department of Obstetrics & Gynaecology, Sri Krishna Medical College & Hospital, 

Muzaffarpur, Bihar, India 
Received: 28-10-2025 / Revised: 27-11-2025 / Accepted: 26-12-2025 
Corresponding Author: Anshu Kumari 
Conflict of interest: Nil 
Abstract: 
Background: Adenomyosis is a common benign gynecological disorder characterized by the presence of 
endometrial tissue within the myometrium. Chronic pelvic pain (CPP) is one of its most debilitating symptoms, 
significantly affecting quality of life in reproductive-aged women. 
Objective: To evaluate the correlation between adenomyosis and chronic pelvic pain in reproductive-aged women 
and to assess associated clinical and imaging parameters. 
Methods: This observational analytical study included reproductive-aged women diagnosed with adenomyosis 
based on transvaginal ultrasonography and/or magnetic resonance imaging. The presence, severity, and 
characteristics of chronic pelvic pain were assessed using a visual analog scale (VAS). Statistical associations 
between adenomyosis features and pelvic pain were analyzed. 
Results: A significant positive correlation was observed between adenomyosis and chronic pelvic pain severity. 
Women with diffuse adenomyosis and increased junctional zone thickness reported higher pain scores. 
Conclusion: Adenomyosis is significantly associated with chronic pelvic pain in reproductive-aged women, with 
disease severity correlating with pain intensity. Early diagnosis and targeted management may improve patient 
outcomes. 
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Introduction

Adenomyosis is a benign gynecological condition 
defined by the ectopic presence of endometrial 
glands and stroma within the myometrium, leading 
to uterine enlargement and myometrial hyperplasia 
[1]. Traditionally considered a disease of 
multiparous women nearing menopause, 
adenomyosis is increasingly diagnosed in younger, 
reproductive-aged women due to advances in 
imaging techniques [2]. 

Chronic pelvic pain (CPP), defined as non-cyclic 
pelvic pain lasting for at least six months, is a 
frequent and distressing symptom associated with 
adenomyosis [3]. The pathophysiology of pain in 
adenomyosis is multifactorial and may involve 
myometrial inflammation, increased prostaglandin 
production, nerve fiber infiltration, and uterine 
hypercontractility [4,5]. 

Several studies have reported a strong association 
between adenomyosis and dysmenorrhea, 

dyspareunia, and non-cyclic pelvic pain, 
significantly impairing quality of life and daily 
functioning [6–8]. Imaging features such as diffuse 
disease, increased junctional zone thickness, and 
myometrial cysts have been linked to symptom 
severity [9,10]. 

Despite growing recognition of adenomyosis in 
younger women, the correlation between disease 
characteristics and chronic pelvic pain remains 
underexplored. This study aims to evaluate the 
association between adenomyosis and CPP in 
reproductive-aged women and to analyze clinical 
and imaging predictors of pain severity. 

Materials and Methods 

Study Design and Population: This observational 
analytical study was conducted among reproductive-
aged women (18–45 years) attending the 
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gynecology outpatient department with complaints 
of chronic pelvic pain. 

Sample Size: The sample size was determined 
according to the study objective and feasibility, 
including n = 120 women diagnosed with 
adenomyosis. 

Inclusion Criteria 

1. Women aged 18–45 years 
2. Diagnosed with adenomyosis on transvaginal 

ultrasound and/or MRI 
3. Presence of chronic pelvic pain for ≥6 months 

Exclusion Criteria 

• Coexisting pelvic inflammatory disease 
• Endometriosis confirmed on laparoscopy 
• Uterine fibroids >3 cm 
• Previous hysterectomy 

Clinical Assessment: Pain severity was assessed 
using the Visual Analog Scale (VAS) ranging from 
0 (no pain) to 10 (severe pain). 

Imaging Evaluation: Adenomyosis was diagnosed 
based on standardized ultrasonographic criteria 
including: 

1. Heterogeneous myometrium 
2. Myometrial cysts 
3. Asymmetrical uterine walls 
4. Junctional zone thickness ≥12 mm on MRI 

Statistical Analysis: Data were analyzed using 
SPSS software. Correlation between adenomyosis 
parameters and VAS pain scores was assessed using 
Pearson’s correlation coefficient. A p-value <0.05 
was considered statistically significant. 

Results 

Study Population Characteristics: A total of 120 
reproductive-aged women diagnosed with 
adenomyosis were included in the analysis. The 
mean age of participants was 34.6 ± 5.8 years (range: 
22–45 years). The majority were multiparous 
(68.3%), and the mean duration of chronic pelvic 
pain was 14.2 ± 6.1 months. The overall mean 
Visual Analog Scale (VAS) score for pelvic pain 
was 6.8 ± 1.4. 

Table 1 presents the baseline demographic and 
clinical characteristics of the study population.

 
Table 1. Baseline demographic and clinical characteristics of participants (n = 120) 

Parameter Value 
Age (years), mean ± SD 34.6 ± 5.8 
Multiparity, n (%) 82 (68.3%) 
Duration of pelvic pain (months), mean ± SD 14.2 ± 6.1 
VAS pain score, mean ± SD 6.8 ± 1.4 

 
Imaging Characteristics of Adenomyosis: Based 
on transvaginal ultrasonography and/or MRI 
findings, diffuse adenomyosis was identified in 72 
(60%) women, while focal adenomyosis was 
observed in 48 (40%) women. Junctional zone 

thickness ≥12 mm was noted in 78 (65%) 
participants. Myometrial cysts were present in 66 
(55%) cases. 

Imaging findings are summarized in Table 2.

 
Table 2. Imaging features of adenomyosis among study participants 

Imaging feature n (%) 
Diffuse adenomyosis 72 (60%) 
Focal adenomyosis 48 (40%) 
Junctional zone ≥12 mm 78 (65%) 
Myometrial cysts 66 (55%) 
Heterogeneous myometrium 84 (70%) 

 
Severity of Chronic Pelvic Pain: Based on VAS 
scores, chronic pelvic pain severity was categorized 
as mild (VAS ≤3), moderate (VAS 4–6), and severe 
(VAS ≥7). Severe pelvic pain was reported by 58 

(48.3%) women, moderate pain by 44 (36.7%), and 
mild pain by 18 (15%). 

The distribution of pelvic pain severity is illustrated 
in Figure 1.
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Figure 1. Distribution of chronic pelvic pain severity based on VAS scores 

 
Association Between Type of Adenomyosis and 
Pain Severity: Women with diffuse adenomyosis 
reported significantly higher VAS pain scores 
compared to those with focal adenomyosis (7.4 ± 1.2 
vs 5.9 ± 1.3, respectively; p < 0.001). Severe pelvic 

pain was more frequently observed in patients with 
diffuse disease (62.5%) than focal disease (27.1%). 

The association between adenomyosis type and pain 
severity is shown in Table 3.

 
Table 3. Association between type of adenomyosis and VAS pain score 

Adenomyosis type Mean VAS score (± SD) p-value 
Diffuse (n = 72) 7.4 ± 1.2 <0.001 
Focal (n = 48) 5.9 ± 1.3 

 

 
Correlation Between Junctional Zone Thickness 
and Pelvic Pain: A significant positive correlation 
was observed between junctional zone thickness and 
VAS pain score (Pearson’s r = 0.62; p < 0.001). 
Women with junctional zone thickness ≥12 mm 

reported higher pain scores (7.5 ± 1.1) compared to 
those with thickness <12 mm (5.6 ± 1.2, p < 0.001). 

The correlation between junctional zone thickness 
and pain severity is depicted in Figure 2.

 

 
Figure 2. Scatter plot showing the correlation between junctional zone thickness (mm) and Visual Analog 

Scale (VAS) pain score (Pearson’s r = 0.62, p < 0.001) 
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Multivariate Analysis of Factors Associated with 
Chronic Pelvic Pain: On multivariate regression 
analysis, diffuse adenomyosis (β = 0.41, p < 0.001) 
and junctional zone thickness ≥12 mm (β = 0.38, p 
= 0.002) were identified as independent predictors 

of severe chronic pelvic pain. Age and parity were 
not significantly associated with pain severity. 

Results of multivariate analysis are summarized in 
Table 4.

 
Table 4. Multivariate analysis of factors associated with severe pelvic pain 

Variable β coefficient p-value 
Diffuse adenomyosis 0.41 <0.001 
Junctional zone ≥12 mm 0.38 0.002 
Age 0.09 0.28 
Parity 0.07 0.34 

 
Summary of Key Findings: Overall, chronic pelvic 
pain severity was significantly associated with 
imaging markers of adenomyosis severity. Diffuse 
disease pattern and increased junctional zone 
thickness demonstrated the strongest correlation 
with higher pain scores. 

Discussion 

This study demonstrates a significant correlation 
between adenomyosis and chronic pelvic pain in 
reproductive-aged women. Higher pain scores were 
strongly associated with diffuse disease and 
increased junctional zone thickness. These findings 
are consistent with previous reports suggesting that 
extensive myometrial involvement contributes to 
pain generation [11–14]. 

The role of inflammation, neuroangiogenesis, and 
altered uterine contractility in adenomyosis-related 
pain has been well described [15–17]. Imaging 
markers such as junctional zone thickening have 
emerged as reliable predictors of symptom severity, 
supporting their use in clinical practice [18–20]. 

Our results reinforce the importance of early 
imaging-based diagnosis, especially in younger 
women presenting with unexplained chronic pelvic 
pain. Conservative and medical management 
strategies may be optimized by recognizing disease 
severity and pain correlation [21–23]. 

Limitations include the observational design and 
lack of histopathological confirmation; however, 
modern imaging criteria provide high diagnostic 
accuracy [24,25]. 

Conclusion 

Adenomyosis is significantly associated with 
chronic pelvic pain in reproductive-aged women. 
Disease severity, particularly diffuse involvement 
and increased junctional zone thickness, correlates 
strongly with pain intensity. Early diagnosis and 
individualized management are essential to improve 
quality of life and reproductive outcomes. 
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