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In practical gynecology, chronic pelvic pain 
(CHPN)is diagnosed in 25-27% of fertile 
patients [10]. According to the European Union 
in 2004, STO was diagnosed in 19% of the adult 
population [7]. In the same year, the incidence 
of this pathology in women over 25 years of 
age in the UK reached 14.8% [3], in New 
Zealand, 2/3 of fertile women have CHPN, a 
quarter of whom suffer from this disease. pains 
not associated with menstruation and 
intercourse, the rest have an uncertain 
diagnosis [8]. CHPN is common in all racial and 
ethnic groups, diagnosed in 5-50% of the 
population, which is partly due to neuropathic 
hypersensitivity mechanisms due to chronic 
tuberculosis infections [21, 31]. Thus, 
interstitial cystitis is diagnosed in 90% of 
women with tuberculosis, in whom it is 
accompanied by fibromyalgia, chronic fatigue 
syndrome, and irritable bowel syndrome, 
confirming a single onset of pain pathogenesis 
[30]. 
In gynecology, the main etiology of chronic 
pelvic pain syndrome(CHPPS) is varicose veins 
of the pelvic organs in 40% of patients and 

endometriosis in 25% of cases [67, 123-128; 
68, 221-228]. In patients with CHPPS, chronic 
salpingooforitis (CHSO) is diagnosed in 10-
15%, uterine fibroids - in 10-12%, 
algomenorrhea and ovarian cysts - in 6%, but 
the true diagnosis is made only in 2% [1, 23].  
In women, venous congestion of the small 
pelvis causes hemodynamic disturbances in the 
nerve endings, disrupts their function, which 
leads to the addition of neurogenic pain [15], in 
most of which it is the result of acute or chronic 
vomiting. [18]. 
Some patients with CHSO complain of renal 
colic, back pain at the level of the ThX - LI 
vertebrae, they are sent from doctor to doctor, 
but the correct diagnosis is made too late, if it 
occurs at all, which significantly delays the 
onset of pathogenetic therapy [9]. 
Pain in the vagina and/or external genitalia is 
caused by infection, childbirth or surgical 
trauma, therefore, as a measure to prevent 
inflammation in the pelvic cavity with the 
formation of CHPPS, infectious etiology should 
be excluded. In 2008, among women born with 
CHPPS in Australia, dysmenorrhea was 
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detected in 71%, dyspareunia in 14%, and 
undiagnosed in 21.5% [27]. CHPPS can be 
caused by 27% of laparoscopic interventions 
and 15% of hysterectomy [24]. 
Pelvic floor dysfunction, which involves trigger 
points in the abdominal, gluteal or piriformis 
muscles, is accompanied by the formation of 
muscle-tonic abnormalities - constant tension 
in the muscles of the back and lower back, 
impaired posture and biomechanics of the 
spine, "pudendal compression neuralgia" - a 
nerve and painful myofascial syndrome with 
the formation of myotonic nodes, also leads to 
CHPPS [4,7,13,24]. Women with CHPPS have 
physical and psycho-emotional problems and 
disorders: "insomnia, loss of appetite, family 
and sexual problems leading to divorce, 
depression, disability, psychological disorders" 
[11]. In addition, 60% of women with CHPPS 
are diagnosed with psychological disorders, 
which is significantly more pronounced [12]. 
However, the psycho-emotional disorders of 
CHPPS do not necessarily have a common 
pathogenesis and are interconnected, but even 
if they are parallel to each other, they increase 
the severity of each other's symptoms[14]. 
CHPPS increases anxiety and depression, 
increases stress levels, and enhances vegetative 
manifestations in the pelvis and in the body as 
a whole [17]. 
CHPPS, as a stress reaction after rape and 
trauma, increases anxiety and depression, 
increases stress levels, and enhances vegetative 
manifestations in the pelvis and in the body as 
a whole [17]. 
There is a proven relationship between rape 
and the formation of CHPPS as a post-traumatic 
stress reaction. The influence of sexual and 
physical violence on the formation of CHPPS 
without medical reasons has been reliably 
proven, as well as the formation of refusal or 
avoidance of sexual intercourse, vaginismus in 
some raped women, so that 62.5% of them 
avoided sexual intercourse in their lives [13]. 
The influence of sexual and physical violence 
on the formation of CHPPS without medical 
reasons has been reliably proven [13], as well 
as the formation of refusal or avoidance of 
sexual intercourse in some raped women, 
vaginismus in some raped women, so that 
62.5% of them avoided sexual intercourse in 
their lives. increases anxiety and depression, 
increases stress levels, and increases vegetative 

manifestations in the pelvis and the body as a 
whole [13]. There is a proven relationship 
between rape and the formation of CHPPS as a 
post-traumatic stress reaction. The influence of 
sexual and physical violence on the formation 
of CHPPS without medical reasons has been 
reliably proven, as well as the refusal or 
avoidance of sexual intercourse in some raped 
women, the formation of vaginismus, so 62.5% 
of them avoided sexual intercourse during their 
marriage. Approximately 70% of patients with 
CHSOs report a significant decrease in the 
frequency of sexual intercourse, 78-84% of 
whom have excluded sex from their lives due to 
anxiety and depression related to sex, various 
somatic and psychosomatic pathologies 
[13,17,41].  
In a study of patients enrolled in treatment 
programs in England, the frequency of sexual 
disorders associated with pain in women was 
found in 73% of cases, and in an assessment of 
the impact of CHSOs on quality of life, 66% of 
patients had moderate pain, 34% had severe 
pain, 46% had constant pain, and 54% had 
periodic pain. At the same time, 59% of 
patients reported suffering from pain for 2 to 
15 years, pain contributed to the development 
of depression in 21% of them, and in 61% of 
cases, work efficiency decreased, as a result of 
which 19% of subjects were forced to lose their 
jobs, 13% were forced to change jobs, and due 
to severe and unbearable pain, skilled workers 
were forced to transfer to low-skilled jobs 
[17,41]. 
 Based on the literature reviewed, we 
conclude that CHPPS is the most pressing 
interdisciplinary problem of the new 
millennium, urgently requiring new diagnostic 
methods and effective individual treatment, 
since its etiopathogenesis is multifaceted, 
complex and highly variable.  
Diagnosing and treating long-term CHPPS in 
women is very difficult due to the nuances of 
female anatomy and the many possible 
pathologies of the pelvic organs, such as 
urological, gynecological, neurological, 
enterological, musculoskeletal system and 
psychosomatic.  
This prevalence of CHPPS implies an increased 
interest of scientists in etiopathogenesis, issues 
of diagnosis and differentiation of symptoms, 
and highly targeted therapy. 
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CHPPS is a syndrome characterized by 
persistent or recurrent pelvic pain of varying 
frequency against the background of an 
infectious or other diagnosed pathology 
explaining the pain. CHPPS is often associated 
with negative cognitive, psychobehavioral, 
sexual-emotional symptoms, functional 
disorders of the lower urinary tract, impaired 
sexual and gynecological functions, and 
gastrointestinaldysfunction[5, 7, 17, 21 36]. 
Even in the new millennium, CHPPS represents 
a diagnostic and therapeutic puzzle for 
medicine and requires the search for new 
effective measures for its treatment, which is 
widely discussed in the specialized literature. 
Based on the analyzed literature, we conclude 
that CHPPS is the most urgent interdisciplinary 
problem of the new millennium, urgently 
requiring new diagnostic methods and effective 
individual treatment, since its etiopathogenesis 
is multifaceted, complex,and highly variable[7, 
23,29,38]. 
 General clinical research methods 
In a comprehensive examination of patients 
with CHSO, attention was paid to complaints 
and a detailed active history of the disease was 
collected, laboratory, general clinical and 
instrumental examination methods were 
performed. We especially carefully and actively 
collected the life history and obstetric-
gynecological history of women, paying special 
attention to the time of onset, dynamics of 
changes and the nature of clinical complaints 
and symptoms of CHSO. We applied 
neurological rating scales in the examinations 
and assessment of results with the aim of 
making them convenient for patients and 
doctors, focusing on inflammatory and non-
inflammatory pathologies of the genitalia, 
while recording all diseases in each patient's 
history (during both prepubertal and pubertal 
periods). Patients were assigned to be 
examined using the NRS (numerical rating 
scale), the Hospital Anxiety and Depression 
Scale (HADS) and the Spielberger STAI test, 
based on international recommendations [19]. 
 
Investigations and results. 
The patients subjectively determined the level 
of STOS using a visual analogue scale (VAS) 
when interpreting the clinical symptoms of 
pain perception (RNS) using a numerical rating 
scale (NRS) [138, 600-604]. Technically, a 10 

cm (100 mm) long green-to-red line was used 
[43]. The intensity of the staining increased 
from 0 to 10, with the starting point of the line 
indicating the absolute absence of pain - 0, then 
mild pain - 1-5 points, moderate pain - 5-7 
points, and 8-10 points correspond. Severe 
pain in CHPPS requires the patient to indicate 
the level of pain with CHPPS on this line with a 
score of 0-10 points [43]. 
The use of neurological rating scales is 
convenient for patients and physicians because 
it is simple and intuitive (no training required) 
and can be used as a valuable tool for 
documenting the severity and control of 
symptoms, as well as monitoring the 
effectiveness of treatment [43]. The results 
obtained using the VAS and SSO are 
characterized by good reproducibility, high 
sensitivity and are suitable for daily use, the 
only difference between them being the 
presence of 1 cm segments marked with 
numbers in the SSO. [43]. 
Self-reported subjective pain is useful for 
assessing quality of life and treatment efficacy, 
but it is important to consider the variability in 
subjective pain perception and the wide 
variability in outcomes [33,43].  
We used the Hospital Anxiety and Depression 
Scale (HADS). The time it took for the patient to 
complete the HADS scale independently after 
instructions was approximately 5–10 minutes. 
The classic form of the HADS scale for patients 
includes questions on the “anxiety” and 
“depression” subscales, each of which is scored 
separately for each subscale. To avoid bias, the 
questions were mixed, which were interpreted 
as follows: 0–7 points as “normal”, 8–10 points 
as “subclinically expressed 
anxiety/depression”, 11 points and above as 
“clinically expressed anxiety/depression” [36, 
43] (Appendix 2). 

Our subjects also completed a 
mandatory online Spielberger-Hanin test 
(“Spielberger STAI test”), which consists of 40 
questions (20 questions each) reflecting the 
scale of situational and personal anxiety 
(Appendix 3) [20]. The result is displayed on a 
scale of 20 to 80 points, the interpretation of 
which is as follows: 20-30 points - low reactive 
/ situational anxiety, 31-44 points - moderate 
reactive / situational anxiety, 45-80 points - 
high reactive / situational anxiety [20]. The 
Spielberger-Hanin test is an informative 
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method for self-assessment of the level of 
anxiety (reactive anxiety, as a state) and 
personal anxiety (as a stable trait of a person) 
at a given moment [33,43]. 

Situational or reactive anxiety is 
described as a state of: “subjectively 
experienced feelings: tension, anxiety, worry, 
nervousness. This state is characterized by 
instability over time and a variable intensity 
depending on the strength of the impact of the 
stressful situation. Thus, the value of the final 
indicator for this subscale allows us not only to 
assess the current level of anxiety of the 
subject, but also to determine whether he is 
under the influence of a stressful situation and 
what is the intensity of this impact on him” 
[20]. 

Personal anxiety is a constitutional 
feature that determines the tendency to 
perceive a very wide range of situations as a 
threat, to respond to each of them with a 
certain attitude. As a tendency, personal 
anxiety is activated by the perception by a 
person of certain stimuli that are considered 
dangerous for his self-esteem and self-esteem. 
With high personal anxiety, each of these 
situations has a stressful effect on the subject 
and causes severe anxiety in him. Very high 

personal anxiety is directly related to neurotic 
conflicts, emotional and neurotic disorders, and 
psychosomatic diseases."[20]. 

However, discussing your well-being 
with your doctor and actively assessing your 
condition together with your doctor can 
smooth out the mutual subjectivity of the 
assessment, which allows you to more 
accurately assess the subjective feeling of pain 
and any other symptoms [23, 33, 43]. Using the 
NRS (numerical rating scale), the Hospital 
Anxiety and Depression Scale (HADS), and the 
Spielberger STAI test, patients rated the 
severity of pain during the SSO arousal, their 
general somatic condition, the strength of the 
STO, the level of anxiety, depression, and the 
state of personal and reactive anxiety were 
determined. Analyzing the results of the 
subjective assessment of the situation by our 
patients, we concluded that CHSO should be 
considered not only as a medical, but also as a 
social problem, since this pathology 
significantly affects the psychological state of 
patients and significantly increases anxiety, 
depression on the HADS scale to a subclinical 
level (p ≤0.05), and personal and reactive 
anxiety according to the Spielberger STAI test 
(p≤0.05) (Table 1). 

Table 1. 
Subjective assessment of patients with CHSO on measurements and questionnaires (M±m). 

 
Indicators BG(n=54) CG (n=52) CG (n=30) Average 

Pelvic pain during arousal 7,32±0,45* 6,45±0,86* 2,31±1,36 5,46±1,03 

Strength of CHPPS 
according to NRS 
(numerical rating scale) 
during arousal 

3,85±0,67* - - - 

Severity of general 
condition 7,32±1,27* 6,37±1,09* 2,47±0,72 4,96±0,94 

HADS anxiety score 9,32±0,78* 8,17±0,46* 4,69±1,08 7,41±0,82 

HADS depression score 9,08±0,63* 7,83±0,67* 4,29±1,04 7,04±0,87 

HADS personal anxiety 
score 35,68±3,46* 34,12±3,62 28,36±2,74 32,67±3,18 

HADS reactive anxiety 
score 44,63±3,86* 42,61±3,79 34,32±3,43 38,15±3,58 

 
Note: * - the difference in NG indicators is р≤0.05. 
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Subjective assessment of the condition 

of AG and SG patients during the exacerbation 
of CPSO and CHPPS significantly differs from 
the assessment of NG both outside the 
exacerbation of CHSO and outside the NG 
(p≤0.05). The same applies to the assessment 
of the severity of the patient's condition. The 
condition of AG and SG representatives is 
statistically significantly different from the 
condition of women from NG (p≤0.05). 
Conclusions 

1. Chronic salpingoophoritis complicated 
by chronic pelvic pain syndrome should 
be considered not only as a medical but 
also as a social problem. 

2. Women with chronic salpingoophoritis 
complicated by chronic pelvic pain 
syndrome should be assessed using the 
NRS (numerical rating scale) scale, the 
Hospital Anxiety and Depression Scale 
(HADS), and the Spielberger STAI test to 
assess their condition and the severity 
of their condition. 
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