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The initial evaluation of the patient presenting with which otherwise would be an extremely time consuming
chronic pelvic pain, defined as any pelvic pain lasting process. From here, the physician is able to expand on
longer that six months, is much different than our the various factors contributing to the patient’s pelvic
evaluation of patients that present with acute gynecologjgain.
complaints. The history and physical examination on
acute illnesses entails obtaining a brief and specific ~ PHYSICAL EXAMINATION
history of the present illness along with an abdominal
and bimanual examination. The evaluation usually takesOnce the history is completed in the office, the
only minutes with the physician deciding on a diagnosiexamination is performed. While the traditional abdominal
and treatment plan. This method is appropriate and and pelvic examination provides us with important
effective for acute gynecologic conditions, but if used fanformation on well-woman exams and acute gynecological
the chronic pelvic pain patient, will lead to an incompleteonditions, it often provides the least amount of
data base, overlooked diagnosis contributing to the information on our pelvic pain patients. It is important
chronic pelvic pain, and an insufficient long term treatmenb recognize that many tissue layers will be palpated
plan. during bimanual examination — both visceral and somatic.

Tenderness on bimanual examination does not equate to

HISTORY visceral pathology. The first component of the examination

is the seated flexion test. The clinician places his/her

Essential to the process is an intake questionnaire thahumbs under the left and right posterior superior iliac
is specific for chronic pelvic pain (www.pelvicpain.org,spine while the patient slowly bends over. An uneven
see H & P form). This allows the patient to reflect on elevation on one side will be a positive test on that side.
her pelvic pain and record it in a non-threatening The patient is then placed in the supine position and the
environment. Crucial elements of the intake questionnai@inician places his/her thumbs under the anterior
should include the patient’s and her family member’s superior iliac spine (ASIS). Any asymmetry of her anterior
attitude about her pain, coping mechanisms, palliativesuperior iliac spine is noted. Next, the physician gently
and provocative factors, a detailed menstrual history, palpates (enough to make his/her fingers blanch) the
detailed questions about urinary and bowel symptomsanterior abdominal wall starting about the T10 dermatome
the patient’s functional capacity, emotional qualities sucthecking for any shooting pain that might indicate trigger
as depression, previous treatments including medicatigmgints. The external inguinal ring is then palpated and
surgery, and non-traditional therapies, sexual abuse the patient is instructed to cough and any tenderness is
history, and lastly a pain grid which allows the patientrecorded. Once this is done, the patient is examined for
to “X” and shade in areas of pain. Once the patient ovarian point tenderness. An imaginary line is drawn
presents with this information at her initial evaluation, from the ASIS to the umbilicus and deep palpation is
it gives the physician a great deal of information quicklydone where the upper 1/3 meets the lower 2/3s (ovarian

11th Scientific Meeting on Chronic Pelvic Pain
August 5-7, 2004
Go to www.pelvicpain.com







