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Abstract

Chronic pelvic pain (CPP) is a widespread health issue with unclear etiology that has been linked to a history of trauma among
women. This condition is known to be highly comorbid with, and potentially exacerbated by psychiatric conditions, as well as
other gynecological concerns and functional pain syndromes. Many comorbid conditions are also related to a history of trauma,
and cases of CPP with comorbidity are known to be resistant to treatment. While the prevalence of a traumatic history among
females with CPP has been established, less is known about how the role of trauma is addressed in the intervention literature. The
purpose of this systematic review was to explore how the role of trauma, and to a lesser extent, mental health, is addressed in
modern intervention studies for females with CPP. All qualitative and quantitative studies providing primary or secondary results
of an intervention for females with CPP published between January 1998 and May 2018 were included and coded independently by
two reviewers. Twenty-eight articles met inclusion criteria. Of these, none focused exclusively on patients with a history of
trauma; one study implicitly focused on trauma-specific symptoms as an outcome, while two studies screened patients for a
history of trauma. Of the 10 studies with a focus on mental health, only three simultaneously addressed trauma. To address this
gap in the literature, future studies can prioritize intervention designs that place emphasis on the role of trauma in regard to

patient characteristics and outcome variables.
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Chronic pelvic pain (CPP) is a widespread health issue
experienced by women. An estimated 3.8% of women
between the ages of 15 and 73 years old suffer from CPP
(Zondervan et al., 1999). The condition is the most common
reason for referral to gynecology clinics, and its treatment
accounts for one fifth of appointments in secondary care set-
tings (Howard, 1993). Some of the risk factors for CPP
include smoking, drug or alcohol abuse, heavy menstrual
flow, pelvic inflammatory disease, comorbid psychological
conditions such as depression and anxiety, and a history of
trauma such as sexual abuse and other forms of maltreatment
(Latthe, Mignini, Gray, Hills, & Khan, 2006; Meltzer-Brody
& Leserman, 2011). Of these risk factors, sexual abuse is of
particular salience, as it has been estimated that 20% of
women will experience rape at some time in their life (Black
et al., 2011), and an estimated one fifth of girls living in
developed nations will experience sexual abuse prior to reach-
ing adulthood (Stoltenborgh, Bakermans-Kranenburg, Alink,
& van Ijzendoorn, 2015). Women with a history of sexual
abuse represent a large portion of those presenting with CPP
(Beck, Elzevier, Pelger, Putter, & Voorham-van der Zalm,

2009; Cichowski, Dunivan, Komesu, & Rogers, 2013; Mark,
Bitzker, Klapp, & Rauchfuss, 2008; Poleshuck et al., 2005).
A frequently cited definition of CPP proposed by the Amer-
ican College of Obstetrics and Gynecology (2004) is noncyclic
pain lasting 6 months or longer that localizes to the anatomic
pelvis, anterior abdominal wall at or below the umbilicus, the
lumbosacral back, or the buttocks. The severity of the pain
must be enough to create functional disability or warrant med-
ical care. However, according to a systematic review conducted
by Williams, Hartmann, and Steege (2004), a consistent defi-
nition of CPP does not exist in the research literature. Unlike
gynecological conditions such as endometriosis, CPP usually
lacks a clear organic origin, and a complex array of
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biopsychosocial factors, including a history of trauma, are
thought to play a role in its etiology (Daniels & Khan, 2010;
Howard, 2003; Meltzer-Brody et al., 2007; Warren, Morozov,
& Howard, 2011).

CPP is often found to be comorbid with endometriosis, and
standard treatments for endometriosis focusing on organic
lesions often fail to alleviate accompanying symptoms of pain
(Howard, 1993, 2009; Stratton & Berkley, 2010; Stratton et al.,
2008). Interestingly, endometriosis has also been linked to a
history of trauma, as have other gynecological conditions fre-
quently noted as being comorbid with CPP, such as interstitial
cystitis/painful bladder syndrome (IC/PBS) and vulvodynia
(Belaisch & Hart, 2008; Bodden-Heidrich et al., 1999;
Cichowski et al., 2013; Chiu, Lee, Chen, Ho, & Wu, 2017;
Goldstein et al., 2008; Harlow & Stewart, 2005; Khandker,
Brady, Stewart, & Harlow, 2014; Mayson & Teichman,
2009; Peters, Kalinowski, Carrico, Ibrahim, & Diokno, 2007;
Tietjen et al., 2010; Triolo, Lagana, & Sturlese, 2013; Warren
et al., 2011).

A history of trauma is also found among patients with
chronic conditions of an unclear medical etiology, including
irritable bowel syndrome (IBS), fibromyalgia, and conversion
disorder and other somatization disorders (Néring, 2007; Roe-
lofs & Spinhoven, 2007). Early traumatic experiences have
been known to negatively impact physiological processes and
structures, such as the endocrine system and hypothalamic—
pituitary axis, in ways that may predispose individuals to or
exacerbate illnesses such as chronic pain syndromes (Heim,
Ehlert, Hanker, & Hellhammer, 1998; Mayson & Teichman,
2009). Study findings reveal that CPP is often comorbid with
IBS and fibromyalgia (Fillingim & Maixner, 2000; Whitehead,
Palsson, & Jones, 2002).

Of further concern is that CPP is often further exacerbated
by comorbid psychiatric conditions which can both predispose
women to CPP and negatively impact psychosocial and sexual
well-being (Latthe et al., 2006; Meltzer-Brody & Leserman,
2011; Reed et al., 2000). In part, these comorbidities may be
due to the high prevalence of trauma experienced by this pop-
ulation, as a history of trauma has been associated with comor-
bidity mental health conditions including depression, anxiety,
substance use disorders, and post-traumatic stress disorder
(PTSD; Chen et al., 2010; Meltzer-Brody et al., 2007; Wilson,
2010). Women with CPP who have a history of trauma have
also reported higher levels of psychological and somatoform
dissociation than their peers who did not have a history of
trauma (Nijenhuis et al., 2003). The role of dissociation war-
rants notable attention, as researchers have found positive asso-
ciations between dissociation and negative mental and physical
health outcomes both in general and clinical populations, as
well as in specific relation to patients with CPP (Badura, Reiter,
Altmaier, Rhomberg, & Elas, 1997; Gupta, Vujcic, & Gupta,
2017; Kendall-Tackett & Klest, 2009; Nijenhuis et al., 2003;
Walker & Katon, 1992).

As CPP is considered to be treatment-resistant in many
cases, particularly those with high comorbidities (Howard,
2003), it is important for researchers and clinicians to develop

and evaluate existing treatment approaches meant to alleviate
symptoms and promote well-being among patients. Due to the
high prevalence of traumatic experiences among patients who
have CPP, it may be salient to explore interventions that are
specific to patients with a traumatic history. This may be a
particularly fruitful area of endeavor, as emerging research in
neuroplasticity indicates that neurobiological correlates of
pain- and trauma-related syndromes, once thought to be intract-
able, can benefit from targeted forms of treatment (Kluetsch
et al., 2014; Nicholson et al., 2017; Steege & Siedhoff, 2014).
Unfortunately, the majority of studies examining the relation-
ships between a history of trauma and CPP are descriptive in
nature; it is unclear how, if at all, this specific subpopulation is
addressed in the intervention literature for CPP.

The purpose of this study was to explore the current state of
the intervention literature regarding how trauma is addressed
when treating patients with CPP. As such, this review sought to
answer the following primary research question:

Research Question 1: How, and to what extent, is the topic
of trauma addressed in intervention studies of women with
CPP?

Due to the comorbidity of mental health issues among
patients with CPP, as well as the relationships between a his-
tory of trauma and psychiatric illnesses, this study also exam-
ined the role of mental health in the intervention literature.
Therefore, the secondary research question was:

Research Question 2: How, and to what extent, is the topic
of mental health addressed in intervention studies of women
with CPP?

Method

A systematic review was selected as the methodological
approach in this study. Researchers and clinicians can effi-
ciently utilize systematic reviews to rapidly map the existing
literature, while the avoiding unnecessary expenditures of time
and finances needed to purchase and read multiple journal
articles. This review differs from many others by nature of the
research questions, which focus less on the effectiveness of an
intervention on a given outcome than on the nature of the out-
comes themselves, along with issues of measurement and
patient characteristics.

Articles considered for this review included intervention
studies of women experiencing CPP. A search strategy was
developed in consultation with a reference librarian at a large,
public, research-intensive university. Using the search string
(“chronic pelvic pain””) AND SU (treatment OR intervention
OR therapy) AND ((“randomized controlled trial” OR
“controlled trial” OR “Quasi-experimental” OR “case study”)),
the following databases were searched on May 15, 2018:
CINAHL Plus with Full Text, MEDLINE, PsycARTICLES,
Psychology and Behavioral Sciences Collection, and Psy-
cINFO. All intervention studies conducted between January
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1, 1998, and May 15, 2018, of a quantitative or qualitative
nature that provided primary or secondary results were
included. All study designs were included, with the exception
of systematic or scoping reviews and meta-analyses. Partici-
pants were included if they were female, suffering from a CPP
syndrome, or a related condition associated with a history of
trauma (e.g., IC/PBS, endometriosis; Chiu et al., 2017; Gold-
stein et al., 2008; Mayson & Teichman, 2009; Peters et al.,
2007; Tietjen et al., 2010), on the condition that CPP was a
primary complaint. Studies were excluded if any participants in
the sample were male, were written in a language other than
English, or did not provide results of the intervention. No
exclusion criteria were specified in regard to a participant’s
age, race/ethnicity, nationality, socioeconomic status, educa-
tion level, or presence of comorbid health conditions. In addi-
tion, no studies were excluded on the basis of the type of
intervention used.

After all appropriate articles were identified, a coding pro-
cess commenced. All included articles were reviewed and
coded by the first and second author, with the agreement that
discrepancies would be discussed between them, and a third
coder would be recruited when mutual decisions were unable to
be reached.

The primary goal of the coding process was to determine
whether the intervention literature for women with CPP
addressed the issue of trauma, and if so, how and to what
extent. To answer this question, data were collected regarding
study procedures, such as screening patients for a history of
trauma or for trauma-specific mental health conditions, as well
as whether and how trauma was measured as a study outcome.
In addition, all areas of the text that addressed trauma-specific
topics, including the prevalence of trauma in the analytic sam-
ple or related populations, the influence of traumatic experi-
ences on any health- or psychosocial-related issue, and so on,
were identified. All relevant text was collated into a Microsoft
Word document and conceptually analyzed to identify any
themes or common patterns of use among the articles.

Traumatic experiences were operationalized by the defini-
tion provided by the Substance Abuse and Mental Health Ser-
vices Administration (2012), as resulting:

from an event, series of events, or set of circumstances that is
experienced by an individual as physically or emotionally harmful
or life threatening and that has lasting adverse effects on the indi-
vidual’s functioning and mental, physical, social, emotional, or
spiritual well-being. (p. 271)

Articles were coded to see whether and how patients were
screened for a history of traumatic events and whether experi-
ences of past trauma were part of the inclusion criteria. Each
article was coded to see whether it contained an explicitly
mentioned trauma-specific condition and whether the allevia-
tion of traumatic symptoms was explicitly or implicitly
expressed as an outcome of the intervention. An example of
an implicitly expressed outcome would include the targeting of
traumatic symptoms in order to leverage a mediating impact on

any explicitly stated outcomes. Trauma-specific mental health
conditions were defined as conditions related to a trauma-
specific diagnostic criterion, as classified in the Fifth Edition
of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5; American Psychiatric Association, 2013). Trauma-
specific outcomes were defined as symptoms associated with
these conditions.

The secondary goal was to evaluate how mental health was
addressed in these studies. Non-trauma-specific mental health
conditions were of diagnoses of a clinical nature unrelated to
trauma, as defined by the DSM-5 and measured by validated
screening and assessment tools. Mental health outcomes were
defined as symptoms related to these conditions. Articles were
coded to capture whether and how patients were screened for
mental health conditions and whether the interventions targeted
mental health—specific outcomes.

Results

The search was conducted in accordance with the reporting
guidelines recommended by the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (Moher, Liberati, Tet-
zlaff, Altman, & Prisma Group, 2009). The full search process
is detailed in Figure 1. The initial search yielded a total of 79
original articles, after four were removed as duplicates. A
screening of the titles and abstracts of all articles then com-
menced. Excluded articles included 4 reviews, 16 that either
did not provide results of an intervention or were of a nonpeer
reviewed nature (including those explaining study designs, let-
ters to the editor, and opinion pieces, etc.), and 4 that were
printed in languages other than English. In addition, the patient
population did not meet inclusion criteria in 26 studies. The
remaining 28 articles were screened and included in the results.
Both coders agreed upon the inclusion of the 28 articles
described below.

Sample Characteristics

Across all studies, the total number of participants was 2,090.
When studies used the same group of participants, they were
only included once in the total count. Sample sizes in the
included studies ranged from one single case study (Goyal
et al., 2017) to a sample of 487 participants (Daniels et al.,
2009). Of the eight studies that provided information on the
race and/or ethnicity of their participants, seven had either a
majority or a full sample of White women. Black women com-
prised the majority (66%) of participants in one study (Pole-
shuck et al., 2014). CPP was the primary diagnosis for the
patients in 10 of the studies. Patients in one study were diag-
nosed with CPP along with pelvic floor spasm, while those in
another study had been diagnosed with both CPP and depres-
sion. CPP in association with comorbid endometriosis was the
primary diagnosis in 15 studies, some of which included other
conditions related to endometriosis, such as dyspareunia,
abnormal uterine bleeding, and dysmenorrhea. In one study,
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Records identified
through database
searching
(n=283)

Additional records
identified through other
sources
(n=0)

Records after duplicates removed
(n=179)
Records screened Records excluded
n=179) (n=151)

(n=28)

Full-text articles
assessed for eligibility

Full-text articles
excluded, with reasons
(n=0)

A 4

in review
(n=28)

Total studies included

Figure |. Flow of information from identification to inclusion of studies.

patients had a primary diagnosis of IC/PBS. Additional details
are provided in Table 1.

Study Characteristics

More than three quarters of the studies (79%; n = 22) used
experimental methodology. The remaining six studies utilized
a variety of nonexperimental designs including case studies,
cross-sectional studies, longitudinal studies with no control
group, and so on. Aside from the different types of biomedical
treatments (i.e., pharmaceutical, surgical, etc.) used, many
studies also implemented forms of complementary and psy-
chotherapeutic interventions including chiropractic care, acu-
puncture, biofeedback, mindfulness meditation, yoga, and
variations of psychotherapy. Of the 23 articles providing infor-
mation about the location of the study, the majority (n = 9)
took place in the United States. Four studies each were, respec-
tively, conducted in Brazil and the United Kingdom. Of the
remaining studies, one took place in each of the following
nations: Australia, Denmark, Germany, Italy, New Zealand,
and Thailand.

Overall, the rigor of the studies is enhanced by the preva-
lence of experimental designs and use of validated measures.

Nonetheless, their quality is tempered by the lack of informa-
tion on patient characteristics that may serve as potential con-
founders, such as race/ethnicity and, in some cases, age. A full
outline of study characteristics can be found in Table 1.

Outcomes and Topics Addressed

An overview of the results in relation to screening information,
outcomes, and topics addressed in this review is provided in
Table 2. In total, 15 studies did not include any information
related to the research questions (Daniels et al., 2009;
Gongalves, Barros, & Bahamondes, 2017; Goyal et al., 2017;
Hansen, Kesmodel, Kold, & Forman, 2017; Hawkins & Hart,
2003; Highfield et al., 2006; Johnson et al., 2004; Ling, 1999;
Mira, Giraldo, Yela, & Benetti-Pinto, 2015; Onwude et al., 2004;
Santanam, Kavtaradze, Murphy, Dominguez, & Parthasarathy,
2013; Seracchioli et al., 2010; Stones, Bradbury, & Anderson,
2001; Tanmahasamut et al., 2017; Wykes, Clark, Chakravati,
Mann, & Gupta, 2006).

Trauma. No studies were found that focused exclusively on
patients with a history of trauma. Only two of the reviewed
studies explicitly screened their patients for either a history of
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Table 2. Outcomes and Topics Addressed in the Studies.

Trauma
History
Screened

Trauma-Specific
Mental Health

Author (Year) Screened

Mental
Health
Outcome

Trauma
Addressed in
Article

Trauma as Out-
come (Implicit/
Explicit)

Non-Trauma-Specific
Mental Health
Screened

Abbott, Jarvis, Lyons, Thomson,
and Vancaille (2006)

Ahn, Schnyer, Conboy, Laufer,
and Wayne (2009)

Bond, Pape, and Ayre (2017)

Daniels et al. (2009)

Engel, Walker, Engel, Bullis, and
Armstrong (1998)

Fox, Flynn, and Allen (2011)

Gongalves, Barros, and
Bahamondes (2017)

Goyal et al. (2017)

Hansen, Kesmodel, Kold, and
Forman (2017)

Hawk et al. (2002)

Hawkins and Hart (2003)

Highfield et al. (2006)

Johnson et al. (2004)

Lewis et al. (2016)

Ling (1999)

Meissner et al. (2016)

Mira, Giraldo, Yela, and Benetti-
Pinto (2015)

Onwude et al. (2004)

Poleshuck et al. (2014)

Santanam, Kavtaradze, Murphy,
Dominguez, and Parthasarathy
(2013)

Schwertner et al. (2013)

Seracchioli et al. (2010)

Stones, Bradbury, and Anderson
(2001)

Stratton et al. (2008)

Tanmahasamut et al. (2017)

Teixeira, Podgaec, and Baracat
(2017)

Woayne et al. (2008)

Wykes, Clark, Chakravati, Mann,
and Gupta (2006)

Yes

Yes

Yes
Yes
Yes

Yes Yes

Yes Yes

Yes

Yes

Yes (implicit) Yes Yes

Yes Yes Yes

Yes

Yes
Yes Yes

Yes

trauma or a trauma-specific mental health condition. Patients in
a 2002 study by Hawk et al. were asked about a history of past
sexual and/or physical abuse. When comparing the baseline
characteristics of their sample to those found in similar studies,
these authors found a lower prevalence of sexual/physical
abuse histories among their patients with CPP, who received
an intervention combining chiropractic care with Trigger Point
Therapy (Hawk et al., 2002). Using the Structured Clinical
Interview for the DSM-IV (SCID), patients with CPP and co-
occurring depression participating in a randomized controlled
trial for an interpersonal psychotherapeutic intervention were
screened at baseline for PTSD, along with other conditions that
could “potentially (cause) chronic pelvic pain” (Poleshuck
etal., 2014, p. 268). A reported 36% of their sample was found
to have PTSD.

None of the studies included in this review explicitly eval-
uated trauma as an outcome. Nonetheless, the intervention used
by Meissner et al. (2016) did seek to alleviate trauma-specific
symptoms. The primary outcome of this study, which used a
psychotherapeutic intervention in combination with somato-
sensory stimulation to treat women with endometriosis-
related CPP, was brain connectivity, as measured by functional
magnetic resonance imaging. Secondary outcomes explicitly
listed by Meissner and colleagues included self-reported rat-
ings of pain, along with measures of physical and mental qual-
ity of life. Trait anxiety and stress were also measured.
However, when describing the intervention, these authors
stated that the intention of each session was to “render the
patient into a stable and relaxed state free of pain and negative
emotions by resolving intrusive memories related to adverse
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life experiences (e.g., death of a close friend, sexual abuse,
domestic violence)” (Meissner et al., 2016, p. 1135). Since the
alleviation of traumatic memories was pursued as a mechanism
contributing to the explicit study outcomes (i.e., pain reduction
and enhanced mental health), it could reasonably be considered
an implicit outcome pursued in this intervention.

While only one study implicitly focused on trauma-specific
symptoms as an outcome, five additional studies did address
the topic of trauma at some point within the article. The pos-
sibility that a history of past abuse could modify results of a
randomized, double-blind crossover trial examining the use of
an antidepressant in the treatment of CPP was posited by Engel,
Walker, Engel, Bullis, and Armstrong (1998). When discussing
the effects of psychotherapy, Abbott, Jarvis, Lyons, Thomson,
and Vancaille (2006) noted the high prevalence of sexual abuse
among females with CPP and pelvic floor spasm. Quality of
life, but not mental health or trauma, was addressed as an
outcome in this study, which treated females with CPP and
pelvic floor muscle spasms using botulinum toxin type A in a
double-blinded, randomized, placebo-controlled trial. The pre-
valence in the literature of a sexual abuse history among
females with IC/PBS was mentioned by Bond, Pape, and Ayre
(2017), who went on to discuss the potential for intravaginal
treatment to trigger traumatic memories or distress related to
these past experiences. Bond and colleagues concluded that
one of the benefits of their intervention, a therapeutic wand,
was that it could be used for the self-treatment of pelvic floor
muscles, thereby allowing patients to avoid the distress and/or
embarrassment of relieving traumatic experiences in front of
medical practitioners.

Mental health. Depression, anxiety, and somatization were each
assessed as outcome variables in at least one of the seven
studies where mental health was an outcome. The Hamilton
Depression Rating Scale was used to measure depression in
two (Engel, Walker, Engel, Bullis, & Armstrong, 1998; Pole-
shuck et al., 2014), as was the Beck Depression Inventory
(Poleshuck et al., 2014; Teixeira, Podgaec, & Baracat, 2017),
while another study used the Inventory of Depressive Sympto-
matology (Fox, Flynn, & Allen, 2011). Anxiety was measured
in one study by the Beck Anxiety Inventory (Teixeira et al.,
2017), while Meissner et al.’s (2016) study measured trait anxi-
ety in particular with the State-Trait Anxiety Inventory. Both
depression and anxiety were assessed by the Hospital Anxiety
and Depression Scale in two studies (Lewis et al., 2016; Meiss-
ner et al., 2016). Finally, somatization was measured using the
12 somatization items from the Hopkins Symptom Checklist-
90-Revised in one study (Engel et al., 1998).

In addition to studies addressing mental health—specific out-
comes, patients were screened for non-trauma-specific mental
health conditions (other than what was measured as an out-
come) in six studies, primarily as part of the inclusion/
exclusion criteria. Only one of these studies specified how
non-trauma-specific mental health outcomes were assessed.
The SCID was administered at baseline by Poleshuck et al.
(2014); patients meeting criteria for clinical mental health

conditions including psychotic disorders, alcohol or substance
misuse disorders, and bipolar 1 disorder were excluded from
the study, as were those reporting suicidal intent. Two addi-
tional studies excluded patients with severe psychiatric condi-
tions that would either prevent their understanding of the
informed consent process and/or their participation in the study
(Ahn, Schnyer, Conboy, Laufer, & Wayne, 2009; Wayne et al.,
2008). These studies did not specify how these psychiatric
conditions were identified. A history of alcohol or other sub-
stance misuse were excluded by Schwertner et al. (2013) and
Wayne et al. (2008). Neither of these authors provided infor-
mation on how alcohol or substance misuse was assessed. In
addition, Schwertner et al. did not include patients taking antic-
onvulsant or antidepressant medications that could not be dis-
continued at least 15 days before the trial commenced.
Antidepressant use was also assessed by Stratton et al.
(2008), who did not specify how this information was used.
Fox, Flynn, and Allen (2011) assessed patients for psychiatric
diagnoses at baseline but did not provide any further
information.

Discussion

CPP has been linked to clinical mental health disorders, notably
depression, anxiety, and somatization, and trauma-related dis-
orders such as PTSD and dissociative disorders (Badura et al.,
1997; Chen et al., 2010; Meltzer-Brody et al., 2007; Nijenhuis
et al., 2003; Wilson, 2010). As such, it is important for clin-
icians treating CPP to utilize a holistic treatment paradigm that
addresses not only somatic symptoms but the impact of the
condition on other areas of life as well, such as mental health.
However, despite the noted prevalence rate of a history of
traumatic experiences among CPP patients, none of these stud-
ies focused exclusively on treating females with CPP who
reported a history of trauma. Furthermore, only two studies
explicitly screened their patients for a history of traumatic
experiences, while just one study implicitly included trauma-
specific variables as an outcome. In addition, while a larger
number of interventions (n = 10) either screened patients for
non-trauma-specific mental health conditions and/or focused
on such conditions as an outcome, these interventions only
accounted for a minority (38%) of the total studies reviewed.
While it would be unreasonable to expect researchers to
assume that all participants in a general intervention study for
CPP would benefit from trauma-specific treatment, the lack of
studies focusing on patients with a history of trauma is of
concern. Although the etiology of CPP remains unclear, several
researchers have hypothesized the role of trauma in their ori-
gins for at least some patients (Reiter & Gambone, 1990;
Walker et al., 1992; Walling et al., 1994). A history of child-
hood trauma has been found to have negative consequences on
health-related quality of life and is strongly related to mental
health conditions such as depression, anxiety, and somatiza-
tion, along with other psychiatric complications (Badura
et al., 1997; De Venter, Demyttenaere, & Bruffaerts, 2013;
Larkin & Reed, 2008). While patients with traumatic histories
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do not account for the entire population of those diagnosed with
CPP and related disorders, it is apparent that they make up a
substantial amount, and they may comprise a group that has
been neglected among current research approaches in this field.
For example, Bond et al. (2017) noted the potential for patients
with a history of sexual trauma to be triggered by standard,
invasive intervention approaches, and how this may lead to
treatment avoidance. It is possible that a history if trauma may
be a cause of attrition in existing research with this population,
therefore biasing results. Furthermore, although some studies
did assess patients for PTSD and other psychiatric conditions at
baseline, it is important to note that the diagnostic criteria for
PTSD have been critiqued for not being developmentally sen-
sitive (van der Kolk, 2005). This has implications for patients
with a history of childhood trauma, as they may fail to qualify
for a PTSD diagnosis (Ackerman, Newton, McPherson, Jones,
& Dykman, 1998). As such, other measures of screening
patients for a history of trauma may be necessary that go
beyond an assessing for symptoms that meet PTSD criteria.
These could include assessments for dissociation and the use
of validated instruments and clinical interviews to examine a
patient’s history. In addition, correlations have been found
between trauma and severe psychiatric conditions such as sub-
stance misuse and psychotic disorders (De Venter et al., 2013;
Larkin & Read, 2008). These conditions were listed among
exclusion criteria in several studies that were reviewed. Due
to the prevalence of comorbidity between CPP, mental health
conditions, and a history of trauma, it may be necessary to
reexamine the costs and benefits of excluding females with
these conditions in intervention research for CPP.

Results of this review indicate that a small number of the
intervention researchers are explicitly aware of the relation-
ships between CPP and a history of trauma. Seven studies
addressed the topic of trauma at some point in their articles,
with an emphasis on noting the prevalence of a history of sex-
ual abuse among this population. In other studies, authors went
beyond mentioning the prevalence of a traumatic history to
discuss the potential influence of traumatic experiences on
either the etiology of their patient’s condition or on the effec-
tiveness of the intervention. This underscores the need for
proper assessment of trauma, as well as proper intervention
once it is recognized, among CPP patients.

While 10 studies assessed and/or treated patients for non-
trauma-specific mental health conditions, only 30% (Engel
et al., 1998; Meissner et al., 2016; Poleshuck et al., 2014) of
these simultaneously addressed the topic of trauma at some
point in the article. Of these, only Meissner et al. addressed
trauma as part of the intervention. Interestingly, Meissner et al.
(2016) seemed to emphasize the intervention’s goal of addres-
sing trauma-related issues due to its mediating influence on the
explicitly stated outcomes of anxiety, depression, pain, and
quality of life, all of which demonstrated improvement in the
results. In the remaining two studies, neither the antidepressant
intervention used by Engel et al. (1998) nor the psychothera-
peutic intervention in Poleshuck et al.’s (2014) study helped
alleviate symptoms of pain, and only Poleshuck et al. reported

improvements in non-trauma-specific mental health condi-
tions. Although issues related to trauma were mentioned in
both articles, trauma was not addressed in either of these inter-
ventions (Engel et al., 1998; Poleshuck et al., 2014). As a
history of trauma is thought to play a role in biophysiological
alterations related to chronic pain syndromes (Heim et al.,
1998; Mayson & Teichman, 2009), it is possible that the
trauma-specific component of Meissner et al.’s intervention
accounted for the improvement in pain, in contrast to the
findings of Engel et al. and Poleshuck et al., who did not
specifically address trauma in their interventions. However,
this hypothesis is tentative at best; additional research is
needed to parse out the impact of specific components of
these interventions. These results further highlight the need
to emphasize the role of trauma in intervention studies for
females with CPP.

Limitations

While this review clearly reveals a gap in the CPP intervention
literature in relation to the role of trauma, several limitations
should be noted. First, it is possible that additional studies
meeting the inclusion criteria exist that were not captured by
the search strategy. To reduce this possibility, a university
reference librarian was consulted, and a rigorous approach was
adhered to in all other aspects of the design. In addition, it is
possible that studies included in this review did screen patients
for trauma-specific mental health conditions and/or a history of
traumatic experiences but did not report this in their articles.
The likelihood of this occurring may be even stronger in studies
with small sample sizes, or those using case study approaches,
particularly if a history of trauma was not found. However, if
this did occur, it was not included among the inclusion/exclu-
sion criteria that were explicitly defined in each study. None-
theless, it is also possible that some aspects of the interventions
did address trauma-related issues that went unreported, partic-
ularly among studies providing psychotherapeutic interven-
tions that could be tailored to the needs of individual
participants. This review was intended to capture any and all
aspects in which the issue of trauma was addressed in the
intervention literature for women with CPP. As such, it is
important to acknowledge that these results may not be fully
comprehensive of what took place during each intervention.
Nonetheless, all efforts were made to convey what has been
reported in the published literature.

The lack of reported racial/ethnic characteristics of the par-
ticipants in 20 studies is concerning. This is compounded by the
fact that only one of the studies reporting this information had a
non-White majority of participants. With such limited diversity
reported among participants in the CPP intervention literature,
it is difficult to make any assumptions about the effectiveness
of treatment for non-White patients. The findings of this study
therefore reveal yet another type of underrepresentation of
patients in the CPP intervention literature.
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Practice, Policy, and Research

Findings related to the first research question reveal a paucity
of focus on the role of trauma in the intervention literature for
treating women with CPP, despite the notable prevalence of
traumatic experiences among this population. Only three inter-
ventions addressed trauma in terms of either screenings or
outcomes. In contrast, patients were screened for non-trauma-
specific mental health conditions and/or non-trauma-specific
mental health conditions were an outcome in over a third of
the studies. In relation to the second research question, while it
would be ideal for more studies to address role of mental
health, the extent of focus on non-trauma-specific mental
health far exceeds that of trauma despite the rates of comorbid
mental health conditions found among traumatized women
with CPP. This has several implications for researchers and
practitioners.

When treating complex medical phenomena such as CPP, a
holistic perspective that incorporates knowledge of biological,
interpersonal, psychosocial, and environmental factors has
been recommended (Meltzer-Brody & Leserman, 2011; Rosen-
baum, 2009). This perspective is congruent with interprofes-
sional models of medical care, which have gained increasing
popularity in recent years among the allied health professions,
with a substantial amount of resources being dedicated to the
evaluation of interprofessional education, training, and practice
(D’amour & Oandasan, 2005; Schmitt, Gilbert, Brandt, &
Weinstein, 2013). Interprofessional care models seek to trans-
form the traditional medical model into an integrated and col-
laborative approach between providers of different professions
who treat the same patients (D’amour & Oandasan, 2005;
McCallin, 2005). Treatment models that emphasize the contri-
butions of different disciplines, including mental health—
oriented fields like psychology and social work, may be better
equipped to work with multifaceted conditions such as CPP
than a traditional approach in which a single physician solely
evaluates and manages the patient. This is especially relevant
to the treatment of CPP patients since not all of the allied
professions receive trauma-specific training or education in
their respective academic programs. Because of the high pre-
valence of a history of trauma among women with CPP, it may
be beneficial for providers to incorporate a trauma-focused
approach into their treatment process (Reeves, 2015; Rosen-
baum, 2009). Such an approach would seek to incorporate
procedures that would minimize the risk of retraumatization
and open communication between providers and patients
(Reeves, 2015; Rosenbaum, 2009). As such, mental health
providers can serve as valuable members on these interdisci-
plinary teams.

While there is an urgent need to obtain rigorous intervention
studies, it is important to acknowledge that the process for
conducting rigorous intervention research is costly and time-
consuming. Until these studies are conducted, mental health
practitioners in interprofessional settings can utilize data from
prevalence studies of women with CPP and trauma histories to
justify the need for using trauma screenings and a trauma-

informed approach to treatment. Furthermore, they can use the
current study to advocate the need for conducting trauma-
specific treatment interventions to their medical colleagues.
Because mental health practitioners receive specialized train-
ing and education on working with traumatized clientele, they
can serve a vital role in the selection of trauma-focused inter-
ventions. Additionally, as members of the treatment team most
likely establish a trusting rapport with patients who fosters
therapeutic engagement with patients regarding trauma, mental
health practitioners can make substantial contributions when
designing studies and creating and implementation strategies
meant to enhance patient recruitment and retention.

In order to provide patients with the most beneficial treat-
ment, interventions must be rigorously evaluated for effective-
ness with their intended population. The need to focus on
trauma-specific factors is especially pertinent in light of
research indicating that biophysiological and psychosocial con-
cerns among patients with CPP exist that may be unique to
those with a history of trauma (Badura et al., 1997; Heim
et al., 1998; Latthe et al., 2006; Meltzer-Brody & Leserman,
2011; Nijenhuis et al., 2003; Reed et al., 2000). The effective-
ness of any treatment approach for women with CPP who have
a history of trauma would be enhanced by the availability of
empirical data on interventions specific for this population.
Unfortunately, this review has found that a dearth of such
information currently exists.

To address this notable gap in the intervention literature,
several recommendations are proposed for future researchers:
(1) Researchers are encouraged to conduct intervention studies
specifically targeted toward women with CPP who have a his-
tory of trauma. (2) There is a need to include a diverse range of
women from different racial and ethnic backgrounds and to
provide a full report of participant demographic characteristics
in all publications resulting from the study. (3) These studies
should examine trauma-related and mental health—related vari-
ables in addition to symptoms of CPP (i.e., pain) as an outcome.
(4) Where feasible, using multiple types of comparison and
control groups is recommended. Different treatment groups
comparing patients with and without a history of trauma should
be examined along with similar control groups. (5) A history of
trauma could be part of the inclusion criteria in nonexperimen-
tal pilot studies meant to gather information about the effec-
tiveness of an intervention with this population prior to the
commencement of a larger clinical trial with control groups.
(6) At minimum, across all study designs, researchers should
screen their patients for a history of traumatic experiences, as
well as for both trauma-specific and non-trauma-specific men-
tal health conditions and report the prevalence of these condi-
tions found among their sample. (7) Researchers should also
report comprehensive information about the measures used to
conduct these screenings and assessments, along with any com-
ponents of an intervention meant to address trauma. If future
interventions that address trauma-specific factors are shown to
alleviate symptoms and enhance well-being among women
with CPP, researchers and clinicians must acknowledge the
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importance of addressing these patients as a subpopulation with
unique clinical characteristics and treatment needs.
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