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Abstract

Background: Chronic pelvic pain (CPP) is a complex and frequently underdiagnosed condition affecting a
significant proportion of reproductive-age women. It poses diagnostic and therapeutic challenges due to its
multifactorial etiology involving gynecologic, urologic, gastrointestinal, musculoskeletal, and psychological
components. A systematic understanding of its patterns, presentation, and contributing factors is critical for
timely intervention and appropriate management.

Aim: To evaluate the clinical profile, associated factors, and diagnostic patterns of chronic pelvic pain among
women attending a tertiary care hospital.

Methodology: This observational, cross-sectional study was conducted in the Department of Obstetrics and
Gynaecology at ICARE Institute of Medical Sciences and Research, Dr. Bidhan Chandra Roy Hospital, Haldia,
West Bengal, India. A total of 140 women aged 18-50 years presenting with pelvic pain persisting for more
than six months were enrolled. Data collection involved a structured questionnaire addressing sociodemographic
factors, pain characteristics, menstrual and obstetric history, and clinical examination. Relevant imaging and
laboratory investigations were performed where indicated. Descriptive and inferential statistical analysis was
carried out using SPSS version 25.0.

Results: The mean age of participants was 34.6 + 7.8 years. Dysmenorrhea (62.1%), dyspareunia (45.7%), and
lower abdominal heaviness (39.3%) were the most common complaints. Endometriosis (28.6%), pelvic
inflammatory disease (22.1%), and uterine fibroids (17.1%) were the leading clinical diagnoses. A significant
association was found between multiparity and higher prevalence of CPP (p < 0.05). Ultrasonography confirmed
pelvic pathology in 64.3% of cases.

Conclusion: Chronic pelvic pain in women presents with a wide range of gynecological and non-gynecological
etiologies. A structured approach including detailed history, examination, and appropriate imaging can aid in
accurate diagnosis. Early identification and multidisciplinary management can improve quality of life and
reduce healthcare burden.

This is an Open Access article that uses a funding model which does not charge readers or their institutions for access and distributed under
the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0) and the Budapest Open Access
Initiative (http://www.budapestopenaccessinitiative.org/read), which permit unrestricted use, distribution, and reproduction in any medium,
provided original work is properly credited.

Introduction

Chronic pelvic pain (CPP) is a significant endometriosis, adenomyosis, pelvic inflammatory

gynecological concern that affects millions of
women globally, often impacting their physical,
emotional, sexual, and social well-being. Defined
as non-cyclic pelvic pain lasting for at least six
months and severe enough to cause functional
disability or require medical or surgical treatment,
CPP is not a disease in itself but a symptom
complex that often signals underlying chronic
conditions across multiple systems [1,2]. Estimates
suggest that CPP accounts for up to 20% of
gynecologic outpatient visits and approximately
12% of all hysterectomies performed worldwide,
highlighting its importance as a major public health
issue.

The etiology of CPP is multifactorial,
encompassing gynecological conditions such as
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disease (PID), leiomyomas, and ovarian cysts. It
may also be attributed to urologic (interstitial
cystitis), gastrointestinal ~ (irritable ~ bowel
syndrome), musculoskeletal (myofascial pain), and
psychosocial disorders (somatoform or mood
disorders) [3]. In many cases, CPP results from
overlapping pathologies, and a significant
proportion of women may not exhibit any
identifiable anatomical cause despite exhaustive
diagnostic evaluations. This makes diagnosis
particularly challenging and often frustrating for
both clinicians and patients [4].

In low- and middle-income countries like India, the
burden of CPP is further compounded by delayed
presentation, social stigma, underreporting of
symptoms, and limited access to specialized
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diagnostic facilities [5]. Women may normalize
their pain or attribute it to menstrual issues or
postpartum changes, leading to a delay in seeking
timely medical attention. Moreover, the lack of
standardized protocols for the evaluation and
management of CPP often results in fragmented
care, unnecessary surgeries, Or inappropriate
treatments, thereby escalating both patient suffering
and healthcare costs [6].

Accurate diagnosis of CPP relies heavily on a
structured clinical approach that integrates
comprehensive history-taking, focused pelvic
examination, and the use of imaging modalities
such as ultrasonography [7]. In some cases,
diagnostic laparoscopy becomes essential for
definitive diagnosis, particularly when conditions
like endometriosis are suspected. Additionally,
interdisciplinary collaboration involving
gynecologists, pain specialists, psychologists, and
physiotherapists plays a vital role in holistic
management [8].

Given the diverse etiologies and the significant
functional impairment associated with CPP, it is
imperative to understand the clinical presentation,
patterns, and diagnostic correlations in specific
populations. There is limited published data from
eastern India, particularly from semi-urban and
rural regions, where cultural norms and awareness
levels influence reporting and healthcare access.
Therefore, this study was undertaken to analyze the
clinical profile of women presenting with chronic
pelvic pain at a tertiary care teaching hospital in
Haldia, West Bengal, to identify common causes,
associated risk factors, and patterns of presentation.
The findings aim to facilitate early recognition and
more targeted interventions, ultimately improving
patient outcomes and resource utilization.

Aim and Objectives

Aim: To evaluate the clinical characteristics,
diagnostic patterns, and associated gynecological
conditions among women presenting with chronic
pelvic pain in a tertiary care hospital.

Objectives:

1. To assess the sociodemographic and
reproductive profiles of women with chronic
pelvic pain.

2. To document the common symptoms and pain
patterns experienced by the patients.

3. To identify gynecological and non-
gynecological causes of chronic pelvic pain
through clinical and imaging evaluations.

4. To determine the association between parity,
menstrual history, and the prevalence of
chronic pelvic pain.

5. To estimate the proportion of women requiring
further diagnostic interventions such as
ultrasonography or laparoscopy.

Singh et al.

e-ISSN: 0975-5160, p-ISSN: 2820-2651

6. To explore the frequency of overlapping
etiologies in patients with chronic pelvic pain.

7. To provide insights into appropriate diagnostic
pathways for timely identification and
management of chronic pelvic pain.

Materials and Methods

Study Design and Setting: This was a hospital-
based  cross-sectional  observational  study
conducted in the Department of Obstetrics and
Gynaecology at ICARE Institute of Medical
Sciences and Research, Dr. Bidhan Chandra Roy
Hospital, Haldia, West Bengal, India.

Study Duration: The study was carried out over a
period of one year.

Study Population and Inclusion Criteria: A total
of 140 female patients aged between 18 and 50
years, attending the gynecology outpatient
department with a complaint of pelvic pain
persisting for more than six months, were included
in the study. Chronic pelvic pain was defined as
intermittent or constant pelvic pain lasting for >6
months, not exclusively associated  with
menstruation or intercourse, and severe enough to
interfere with daily activities.

Exclusion Criteria:

e Women with acute pelvic pain of less than six
months duration.

e Patients diagnosed with pregnancy or
postpartum pain.

e Known cases of malignancy.

e  Women who declined consent to participate in
the study.

Data Collection Tools and Procedure: After
obtaining written informed consent, a structured,
pre-tested questionnaire was administered. It
included detailed sociodemographic data (age,
education, occupation, socioeconomic status),
menstrual and obstetric history, duration and nature
of pain, associated symptoms such as
dysmenorrhea, dyspareunia, urinary or bowel
complaints, and past surgical or medical history.

All patients underwent a general physical and
pelvic  examination. Investigations included
complete blood counts, urine examination, and
transabdominal or transvaginal ultrasonography
depending on clinical indication. Additional
imaging (e.g., CT/MRI) or diagnostic laparoscopy
was advised in selected cases when clinically
warranted.

Outcome Measures: The primary outcome was the
clinical pattern and etiological distribution of
chronic pelvic pain. Secondary outcomes included
correlations between
sociodemographic/reproductive factors and
diagnosed conditions.
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Statistical Analysis: Data were entered and
analyzed using SPSS version 25.0. Descriptive
statistics were used to express categorical data as
frequencies and percentages. Continuous variables
were presented as mean + standard deviation. Chi-
square test and Fisher’s exact test were applied to
assess associations between categorical variables,
with p < 0.05 considered statistically significant.

Results

A total of 140 women aged 18-50 years were
included in the study. The mean age was 34.6 = 7.8
years. The majority of patients belonged to the 31—
40 years age group. Most participants were
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homemakers and belonged to lower or lower-
middle socioeconomic strata. Dysmenorrhea,
dyspareunia, and non-cyclic lower abdominal pain
were the most commonly reported symptoms.
Clinically, endometriosis, pelvic inflammatory
disease (PID), and fibroids emerged as the leading
gynecological causes of chronic pelvic pain. A
significant proportion of patients had overlapping
pathologies.  Ultrasonography helped identify
pelvic pathology in a majority of cases, whereas
some  patients required laparoscopy  for
confirmation. Parity and menstrual irregularities
showed significant associations with the presence
and severity of pelvic pain.

Table 1: Age-wise distribution of study participants

Age Group (years) Number of Patients (n = 140) Percentage (%)

18-25 18 12.9

2630 30 214

31-35 38 27.1

3640 34 24.3

41-50 20 14.3
Table 2: Socioeconomic status (Modified BG Prasad classification)

Socioeconomic Class Number (%)

Upper Class 4(2.9)

Upper Middle Class 16 (11.4)

Lower Middle Class 42 (30.0)

Upper Lower Class 56 (40.0)

Lower Class 22 (15.7)

Table 3: Presenting symptoms of chronic pelvic pain

Symptoms Number (%)
Dysmenorrhea 87 (62.1)
Dyspareunia 64 (45.7)
Constant lower abdominal pain 55(39.3)
Low backache 36 (25.7)
Menstrual irregularities 31 (22.1)
Urinary complaints 18 (12.9)
Gastrointestinal symptoms 12 (8.6)

Table 4: Duration of symptoms among patients

Duration of Pain Number (%)
6—12 months 41 (29.3)
1-2 years 49 (35.0)
>2 years 50 (35.7)

Table 5: Clinical diagnoses associated with chronic pelvic pain
Diagnosis Number (%)
Endometriosis 40 (28.6)
Pelvic Inflammatory Disease (PID) 31 (22.1)
Uterine Fibroids 24 (17.1)
Adenomyosis 13 (9.3)
Ovarian Cyst 11(7.9)
No identifiable cause 21 (15.0)

Table 6: Parity distribution among participants
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Parity Status Number (%)
Nulliparous 34 (24.3)
Primiparous 27 (19.3)
Multiparous 79 (56.4)

Table 7: Menstrual characteristics

Menstrual Pattern Number (%)

Regular cycles 86 (61.4)

Irregular cycles 54 (38.6)

Heavy menstrual bleeding (menorrhagia) 47 (33.6)

Hypomenorrhea 9(6.4)
Table 8: Ultrasonographic findings

USG Finding Number (%)

Endometriotic cysts 25(17.9)

Uterine fibroids 22 (15.7)

Pelvic collection 18 (12.9)

Adenomyosis 10 (7.1)

Normal pelvic scan 65 (46.4)

Table 9: Additional diagnostic procedures advised

Diagnostic Procedure Number (%)
Diagnostic Laparoscopy 19 (13.6)
MRI Pelvis 11(7.9)
Hysteroscopy 7(5.0)

Table 10: Correlation between parity and CPP diagnosis
Diagnosis Multiparous (n =79) Nulli/Primiparous (n = 61) p-value
PID 24 (30.4%) 7 (11.5%) 0.012
Endometriosis 18 (22.8%) 22 (36.1%) 0.091
Fibroids 18 (22.8%) 6 (9.8%) 0.043

Table 1 showed that the highest proportion of
chronic pelvic pain cases occurred among women
aged 31-35 years, followed by those aged 3640
years. Table 2 highlighted that the majority of
patients belonged to the upper-lower and lower-
middle socioeconomic classes, reflecting the
population attending a tertiary government facility.
Table 3 identified dysmenorrhea as the most
frequently reported symptom, followed by
dyspareunia and non-cyclic lower abdominal pain,
indicating a predominantly gynecological origin.
Table 4 revealed that over two-thirds of patients
had experienced symptoms for more than one year,
emphasizing the chronic nature of the condition
and delay in care-seeking. Table 5 reported
endometriosis, pelvic inflammatory disease, and
fibroids as the most common clinical diagnoses.
Table 6 indicated that over half of the participants
were multiparous, suggesting parity as a potential
contributory factor in chronic pelvic pain. Table 7
noted that while the majority had regular cycles, a
considerable proportion reported menorrhagia or
irregular cycles, which may be linked to underlying
uterine pathology. Table 8 showed that pelvic
abnormalities were identified on ultrasonography in
more than half of the patients, with endometriotic
cysts and fibroids being most common. Table 9
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described the need for further advanced diagnostic
procedures in selected cases, most notably
diagnostic laparoscopy and MRI. Table 10
established a statistically significant association
between multiparity and conditions like PID and
fibroids, reinforcing the need for risk-based
assessment.

Discussion

Chronic pelvic pain (CPP) is an intricate clinical
condition that presents a considerable diagnostic
and therapeutic challenge in gynecological practice.
The findings of this study reinforce the complexity
of CPP and highlight important demographic,
clinical, and diagnostic trends in a representative
population of women attending a tertiary care
hospital in eastern India [9]. The mean age of 34.6
years observed in this study aligns with previously
published reports, suggesting that CPP most
frequently affects women in their reproductive
years, a phase during which both gynecological and
functional disorders are common [10].

The symptomatology in this cohort was varied,
with dysmenorrhea and dyspareunia being the most
prevalent complaints, followed by constant lower
abdominal discomfort. This profile supports the
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gynecologic origin of CPP in the majority of cases
and is consistent with literature that emphasizes
endometriosis and pelvic inflammatory disease as
primary culprits in reproductive-aged women.
These conditions are often underdiagnosed or
misdiagnosed due to overlapping clinical features,
making structured evaluation crucial [11,12].

Clinical diagnoses in this study predominantly
included endometriosis (28.6%), PID (22.1%), and
fibroids (17.1%). These findings mirror the global
trend where endometriosis remains the most
frequent pathological cause of CPP, although its
definitive diagnosis often requires laparoscopy
[13]. The diagnosis of PID was significantly
associated with multiparity, likely due to increased
reproductive  tract exposure and suboptimal
infection control during deliveries or abortions in
resource-limited settings. Fibroids were also more
prevalent in multiparous women, consistent with
estrogen-progesterone-related uterine remodeling
over successive pregnancies [ 14].

The presence of overlapping or coexisting
pathologies in some patients underscores the
multifactorial etiology of CPP and the importance
of a thorough clinical workup. It was also notable
that approximately 15% of patients had no
identifiable anatomical cause, reaffirming the
importance of considering musculoskeletal,
gastrointestinal, and psychological etiologies in the
diagnostic algorithm. This subgroup often suffers
delayed or inappropriate treatment, emphasizing
the need for multidisciplinary evaluation [15].

Ultrasonography, used as the first-line imaging
modality, was effective in detecting pelvic
abnormalities in a majority of patients. However,
nearly half of the cases showed no abnormality on
USG, further highlighting the limitations of
conventional imaging in diagnosing subtle or non-
structural causes such as early endometriosis or
neuropathic pain syndromes. This supports the
rationale for considering advanced imaging or
minimally invasive diagnostics like laparoscopy
when initial assessments are inconclusive [16,17].

The association of CPP with reproductive and
menstrual history was evident in this study.
Multiparity,  menstrual  irregularities,  and
menorrhagia showed strong links with underlying
pathologies such as PID and fibroids. Such
associations advocate for integrating detailed
menstrual and reproductive history in the initial
evaluation to streamline diagnosis and reduce
unnecessary investigations [18].

The study's findings also highlight a recurring
pattern seen in low-resource settings—prolonged
duration of symptoms before presentation and
underutilization of  specialized diagnostics.
Sociocultural stigma, normalization of pain, and
financial constraints are often responsible for
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delays in seeking care. This delay not only
prolongs patient suffering but also complicates
disease course and management outcomes [19].

Although this study offers valuable insights, it has
certain limitations. Being a cross-sectional design,
it cannot establish temporal causality between
identified factors and CPP. The exclusion of
psychological assessment, laparoscopy for all
patients, and long-term follow-up limits the ability
to comment on treatment responses or chronicity
progression. However, its strength lies in
representing real-world clinical patterns in a semi-
urban Indian setting and laying the groundwork for
structured diagnostic and referral protocols [20].

In summary, this study underlines that chronic
pelvic pain is a multifaceted condition best
approached with a comprehensive, individualized,
and multidisciplinary framework. Early
identification of common clinical patterns,
supported by targeted imaging and an
understanding of associated factors, is key to
effective management. Future research should aim
to incorporate psychological and functional
assessments and evaluate the long-term impact of
tailored interventions.

Conclusion

Chronic pelvic pain in women remains a prevalent
yet under-recognized health issue that significantly
affects quality of life and healthcare utilization.
This study demonstrated that the most common
etiologies include endometriosis, pelvic
inflammatory disease, and uterine fibroids, with
many patients exhibiting overlapping symptoms
and conditions. Multiparity and menstrual
irregularities were important associated factors,
suggesting that reproductive history plays a crucial
role in predisposing women to chronic pelvic pain.
Ultrasonography proved to be a valuable initial
diagnostic tool, although a substantial proportion of
patients required further investigations such as
laparoscopy or MRI. The majority of women in the
study delayed seeking medical attention,
highlighting the influence of sociocultural norms
and lack of awareness in healthcare-seeking
behavior.  The heterogeneity of clinical
presentations calls for a standardized, structured
diagnostic approach that integrates clinical,
imaging, and in select cases, surgical findings. A
multidisciplinary strategy involving gynecologists,
radiologists, pain specialists, and psychological
counselors is essential for optimal outcomes.
Importantly, capacity building at the primary care
level and community sensitization programs could
aid in early detection and timely referral. Further
longitudinal studies are needed to assess treatment
outcomes and recurrence rates. Overall, improving
diagnostic accuracy and early intervention
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strategies can substantially reduce the personal and
economic burden of chronic pelvic pain.
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