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ABSTRACT

Background/Objective: Current guidelines recommend biopsychosocial-informed treatment for chronic pelvic pain (CPP).
The objective of this systematic review was to describe the available biopsychosocial approaches for the treatment of CPP, and
the outcomes reported, to understand how guideline-recommended treatments can be applied.

Search Strategy: MEDLINE, CINAHL, PsycINFO, EMBASE, Emcare, AMED and Cochrane trial registries were searched
(inception to 17 November 2023).

Selection Criteria: CPP Studies in women where the principal treatment modality was a biopsychosocial approach were in-
cluded. Prospero registration: CRD42022374256.

Data Collection/Analysis: Data extraction included study setting, population, study design, intervention characteristics and
outcome measures and is described via a narrative synthesis.

Results: The review included 14 RCTs (871 patients) and identified four broad intervention categories (Acceptance
Commitment Therapy n=2, Cognitive Behavioural Therapy n =6, Mindfulness-based approaches n=2, and Physiotherapy-
based interventions n=4). Pain science education (PSE) and, exposure/engagement with valued activity were recognised as
important aspects of treatment regardless of intervention type. The most utilised outcomes were pain reduction and emo-
tional functioning, with all studies reporting improvements in these domains. Heterogeneity in outcomes prevented efficacy
comparison. High risk of bias was identified in six studies (1/4 physiotherapy-based approaches, 2/6 CBT, 1/2 ACT and 2/2
mindfulness-based interventions).

Conclusions: CBT and ACT-based biopsychosocial approaches were found effective in reducing pain and improving psycho-
metric outcomes for CPP. Evaluation indicated PSE, and exposure/engagement in valued activity are important components of
biopsychosocial management. Outcome heterogeneity needs to be addressed in future trials.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is
properly cited.
© 2024 The Author(s). BJOG: An International Journal of Obstetrics and Gynaecology published by John Wiley & Sons Ltd.
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1 | Introduction

Chronic pelvic pain (CPP) is chronic or persistent pain perceived
in structures related to the pelvis [1]. Chronic pain is pain that
persists or recurs for longer than 3 months [2, 3].

CPP is a common presentation in UK primary care, with in-
cidence of 38 per 1000 women affected annually — a rate com-
parable to those of asthma (37 per 1000) and back pain (41 per
1000) [3].

CPP can be extremely debilitating and can negatively impact
social and occupational abilities, emotional well-being and re-
lationships [1]. Additionally, CPP is commonly associated with
difficulties in sexual relations and bladder and bowel dysfunc-
tion [1, 4]. Living with CPP is associated with reduced quality of
life (QoL) [5, 6].

The annual costs of CPP to the Nation Health Service have been
estimated at approximately £326 million [7]. This expenditure
is similar to or higher than the annual medical costs per person
of other chronic diseases such as heart disease and diabetes [8].
Whilst annual indirect costs associated with loss of work pro-
ductivity are thought to double this figure [8]. It is estimated that
only about a third of women seek medical help; therefore, fur-
ther uncaptured costs associated with pain impact and reduced
QoL are likely [9].

Current understanding of chronic pain recognises the role
of complex pain mechanisms and psychological, behavioural
and social factors that can drive and perpetuate pain [10].
Consequently, biopsychosocial approaches that address these
factors are recommended for chronic pain conditions to im-
prove pain and QoL [1, 11]. Recommendations within current

TABLE1 | Inclusion/exclusion criteria.

guidelines are nonspecific regarding how biopsychosocial ap-
proaches for CPP should be applied and which approaches are
most effective and therefore provide limited direction for clini-
cians [12-18]. Consequently, the literature describes a variety of
approaches for CPP, including both single-discipline and multi-
disciplinary models. For clinicians and persons living with CPP,
it is important to understand the nature and benefits of different
approaches to inform treatment selection and optimise care.

This systematic literature review aims to identify currently used
biopsychosocial approaches for female CPP, to identify what effi-
cacy outcomes are used and to evaluate the quality of supporting
evidence.

2 | Methods

A systematic review was conducted based on the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) guidelines [19]. The review protocol was prospec-
tively registered: PROSPERO: CRD42022374256.

2.1 | Search Strategy and Study Selection

MEDLINE, CINAHL, PsycINFO, EMBASE, Emcare, AMED
and Cochrane trial registries were searched from inception
until 17 November 2022 (initial search date and then updated
17/11/23). Included abstracts proceeded to a full-text review.
All abstracts and full texts were screened using predetermined
inclusion/exclusion criteria (Table 1) independently by two au-
thors using Rayyan software (SJ/AB), with any disagreements
settled by a third author (RB). For example, search strategy see
Appendix S1.

Include Exclude
Population « Primary diagnosis of chronic pelvic pain, chronic pelvic girdle « Acute pain defined < 6 months
pain, endometriosis pain syndrome or pelvic pain duration duration.
>6months « Subjects/populations where the
« Women aged 18years and over (here we use the term women to primary pain complaint is NOT CPP
refer to anyone assigned female at birth).
Intervention « Biopsychosocial approach cited as the principal modality. « Medical, surgical, or pharmacological
« Recognised biopsychosocial approaches (e.g., Acceptance interventions.
commitment therapy (ACT) and Cognitive behavioural therapy).
» Treatments delivered within a biopsychosocial framework.
Framework had to include supported understanding of the wider
impact of pain (mood and cognitions), CPP education, and strategies
to manage social/activity impact.
Comparator « Any or none e n/a
Outcomes « Outcomes measures of efficacy « No reported outcomes relating to
efficacy or change
Study design « RCT « Sample size of <10 - as these will
limit evaluation of effect.
 Abstracts - due to insufficient detail
to assess study quality.
Language « English « Non-English
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2.2 | Quality Assessment

Quality assessment was independently conducted by two au-
thors (SJ and AB) using the Cochrane risk of bias tool (RoB 2)
[20], and any discrepancies resolved by a third author (RB).

2.3 | Data Extraction

Data on study setting, population, study design, intervention
characteristics, outcome measures, timing of outcomes and
study findings were extracted from the eligible papers.

2.4 | Narrative Synthesis

The findings were summarised with a narrative synthesis. Studies
are described within four broad intervention categories, deter-
mined by authors based on the main underpinning theory of the
intervention. They included, (i) physiotherapy-based interven-
tions described as physical therapy-based treatment, (ii) Cognitive
Behavioural Therapy (CBT), (iii) Acceptance Commitment
Therapy (ACT) informed interventions that included and de-
scribed six core processes of acceptance, diffusion, contact with
the present moment, self as context, values and committed action
and (iv) mindfulness-based interventions that described mindful-
ness based treatment but did not include all ACT core processes.
Previous work has highlighted outcome heterogeneity in CPP
trials and called for the development of a core outcome set for
CPP [21]. Working towards obtaining an international consensus
on outcomes for CPP trials The International Collaboration for
Harmonising Outcomes, Research, Standards in Urogynaecology
(CHORUS) has recommended the following outcome domains be
considered (i) Pain, (ii) Life impact (QoL, emotional functioning,
physical functioning), (iii) Clinical effectiveness (efficacy, satisfac-
tion, cost-effectiveness, return to Activities of Daily Life (ADLS))
and (iv) Adverse events [22]. We have reviewed the literature con-
cerning the inclusion of these outcome domains. We also assessed
how biopsychosocial impact was measured and considered the
following domains of ‘life impact’, (i) QoL, (ii) psychological func-
tion, (iii) objective measures of physical function, (iv) bladder and
bowel, (v) sexual function and (vi) overall activity functionality
(i.e., work and ADLS). Each study was given a score of 6 reflecting
the number of these domains it included (see outcomes).

For all full-text RCTs, where standard deviation and mean changes
were not reported, authors were contacted and given 3weeks to
respond, receiving no responses. There was considerable heteroge-
neity in research outcomes, types of control and treatment dosage,
therefore, a narrative synthesis of results presented.

3 | Results

From 4169 citations, 14 RCTs (Table S1) were included in the
systematic review (Figure 1).

3.1 | Quality Assessment

There were concerns with eight studies (4/4 physio-based,
3/6 CBT and 1/2 ACT) and six had a high risk of bias

(1/4 physio-based approaches, 2/6 CBT, 1/2 ACT and 2/2
mindfulness-based interventions) (Figure S1) mostly related
to deviations from the intended intervention and selection of
reported results (see S2).

3.2 | Biopsychosocial Approaches (Tables S1
and S2)

3.2.1 | Physiotherapy-Based Interventions

Four included studies reported statistically significant supe-
riority for physiotherapy in comparison to other treatments
[23-26]. Core components across all four studies included
education (information about CPP, physical activity, fear of
movement, beliefs, active lifestyle and behavioural advice),
value-orientated goal setting, graded exercises and activity
management strategies.

Three studies (conducted by the same research group) deliv-
ered 1:1 physiotherapy, with the main content differences
being the emphasis or focus of goal setting. Rodriguez-Torres
[25], described an ‘individualised comprehensive rehabil-
itation program’ (ICPR) (n=38) where goals were graded to
avoid provoking pain increases. Ariza-Mateos (N=44) [23]
described ‘The Cumulative-Complexity Model’ where goals
were developed factoring in patient-perceived workload-
capacity difficulties (e.g., energy, time and functional lim-
itations). In the third study (N=49), goals were informed by
graded exposure principles (GET) and feared activities were
ranked and progressed as fear and pain reduced [24]. GET was
either combined with manual therapy (MT) or delivered as a
standalone treatment. All three studies compared treatment
(6-8 weeks) to an educational (leaflet) control comprising the
same educational topics.

The fourth study described a 10-day group-based ‘multimodal
physical therapy’ programme compared to women's health
physiotherapy (WH-PT) (N=51) [26]. This included further ed-
ucational sessions on pain neurobiology, an overview of ACT,
nutrition, and hydrotherapy. To ‘reflect standard practice’ WH-
PT was determined by the treating therapist (no description of
training). Within WH-PT 30% received pelvic floor training
combined with general exercises, and 50% received MT. Whilst
this study included a session on ACT, it did not specifically
reference the core processes and therefore, was grouped as a
physiotherapy-based intervention [26].

Three of the four studies included post-treatment follow-up (FU)
with maintenance of effect at 3months for the ICPR and GET
treatments [24, 25|, and 12months for the ‘multimodal physical
therapy’ [26].

3.2.2 | Cognitive Behavioural Therapy (CBT)

Six included RCTs applied CBT interventions for provoked
vestibulodynia (PVD) [27-32]. CBT in all studies included psy-
chological & PVD education, cognitive restructuring, cognitive
diffusion, relaxation components, progressive muscle relaxation
and reconceptualisation of PVD.

30f12



[ Identification of studies via databases and registers

[ Identification of studies via other methods ]

Records identified from
5 Databases (n =4164) Records removed before screening:
= Medline=1221, Embase= 1702 1309 P Records identified from:
5,% Emcare n=380, Amed n=440 » Duplicate records removed (n = 453) |~ Citation searching (1 _5')
t CINAHL n=333, Psych Info n=88 Records removed for other reasons 9=
(] -
k<] (n =856)
Records screened | Records excluded
(n = 2860) | (n=2757)
v
Reports sought for retrieval > Reports not retrieved
=) (n=103) (n=0)
e
o
; |
[}
n
Reports assessed for eligibility
(n=103) | Reports excluded:89
Study design not of interest (n =37)
Intervention not of interest (n = 24)
Abstract (n =12)
Duplicate (n=4)
— Sample size (n=7)
Population not of interest (n=3)
— No description of treatment (n=2)
H
3 Studies included in review
S| | =14
c

Adapted from: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow

FIGURE1 | Prismadiagram, a flowchart of inclusion.

3.2.2.1 | CBT Delivered on a 1:1 Basis. Two studies com-
pared the efficacy of a 1:1weekly CBT session against different
comparators [27, 31].

Goldfinger et al. [31] (N=20) compared CBT to ‘physiotherapy’
(8weeks) both were associated with clinically meaningful im-
provement post-treatment and 6-month FU. ‘Physiotherapy’
included pain science education, pelvic floor exercises and di-
lators for progressive vaginal penetration (also included in the
CBT arm) in addition to surface electromyography (EMG), hip
stretches, deep breathing and relaxation.

Masheb et al. [27] (N=50) found CBT was significantly supe-
rior to non-behavioural psychotherapy (10weeks) at 6- and 12-
month FU. Non-behavioural psychotherapy involves assisting
patients to express their feelings whilst not suggesting how they
should change.

3.2.2.2 | Group CBT. Two studies report statistically sig-
nificant superiority for group CBT [28, 32], whereas two stud-
ies report equal efficacy for group CBT and comparator groups
(MBCT [30], CBT, surface electromyography (EMG) and vesti-
bulectomy [29]).

Bergeron et al. [28] (n=108), found couples-based CBT (CCBT) su-
perior to topical lidocaine in all areas except pain reduction. Specific
to CCBT was the inclusion of ‘expansion of sexual repertoire’, and
exercises to improve pain and sexuality-related interactions.

Guillet et al. [32] (N=31) found Mindfulness CBT (MCBT) supe-
rior to an educational video control. MCBT described CBT with
the addition of mindfulness meditations and exercises. Video
topics were vestibule skin pain, sore pelvic muscles and psycho-
logical dysfunction.

Brotto et al. [30] (N=130) reported comparable efficacy for
MBCT compared to CBT.

A further study by Bergeron et al. (n=78) found comparable
efficacy for CBT, surface electromyography (EMG) and vesti-
bulectomy (surgical removal of painful tissue) in all areas except
pain reduction (N =78) [29]. Vestibulectomy was associated with
greater pain reduction and higher attrition (27% attrition com-
pared to 4% for other groups).

Across all studies improvements were maintained at 6-month
FU following 8-12weeks of treatment.
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3.2.3 | Acceptance and Commitment Therapy (ACT)

Two studies examined ACT [33, 34], finding them superior to
waiting list control (WLC) [33, 34].

Hess Engstrom et al. described an ACT internet-based inter-
vention (n=99) for women with PVD [35], involving six online
modules. Despite high attrition rates, treatment benefits were
maintained at 10 months.

Hansen et al. evaluated MY- ENDO (group-based mindfulness
and ACT), ‘non-specific’ psychology and WLC (rn = 58) [33]. Both
interventions were found to be equally effective post-treatment
and at 12-week FU. MY-ENDO consisted of a manualised pro-
gramme of weekly group sessions and Yoga exercises (10 weeks).
The ‘non-specific psychology’ used the same format with the
removal of all aspects specific to mindfulness & ACT, and yoga
was replaced by relaxation to music.

3.2.4 | Mindfulness Informed Approaches

In addition to studies that combined mindfulness with either
CBT or ACT, two further studies were identified where the main
component was mindfulness [36, 37]. Similarly to the MCBT,
both studies included mindfulness exercises, meditations,
psycho-pain education and activity management.

de Moreira, Gamboa, and Pinho Oliveira [36] (n=32) reported
treatment superiority for a ‘brief group-based mindfulness-based
intervention’ (bMBI) compared to usual care (UC). bMBI ad-
dressed acceptance, avoidance, habits, and behaviours (4 weeks).
UC consisted of hormonal therapy or analgesic medications.

Whilst comparable efficacy was found for online mindfulness-
based stress reduction (MBSR) and healthy lifestyle interven-
tion (HL) (6-weeks) [37]. MBSR topics included thoughts and
reactions, responding, and reacting, mindful movements and
journal writing. HL treatment included content on nutrition, ex-
ercise choices and target setting.

Across studies, details regarding who delivered the intervention
and the level of training were often ambiguous (Table S1).

3.3 | Outcomes Measures

There was significant heterogeneity in research outcomes, type
of control and treatment intervention in addition to incomplete
reporting of standard deviation and mean change data. This pre-
vented comparative efficacy data pooling. Therefore, a narrative
synthesis of outcomes is provided below (Table S3 illustrates
reported outcomes for all studies), a descriptive comparison of
absolute effects is described in Appendix S2.

3.31 | Pain

Improvements in pain intensity were reported by 13/14 RCTs
(Table 2). Overall, all biopsychosocial interventions were associ-
ated with significant pain reductions regardless of the measure

used post-treatment. High attrition bias limits the certainty of
mindfulness and internet-based ACT results. Pain reduction at
FU (beyond the treatment period) was reported in all treatment
categories except for mindfulness-based interventions.

3.3.2 | Life Impact

One study [26] assessed five of the six ‘life impact’ domains that
are listed in Table 3, whilst all others scored 2 or 3.

3.3.2.1 | QoL. Five studies measured QoL, with three
reporting significant improvements [23, 25, 26, 33, 36]. Total
score improvement was reported in 2 physiotherapy-based
intervention studies [23, 25]. Whilst subscale improvement was
reported for ACT-based MY-ENDO (subscales of control/pow-
erless/emotional wellbeing and social) [33] and bMBI (mental
health subscale) [36].

3.3.2.2 | Psychological Function. Thirteen studies mea-
sured change in psychological function [23, 24, 26-34, 36, 37].
Ten of the thirteen reported significant improvements in psy-
chological outcomes (Two physiotherapy-based studies that
included GET, all six CBT studies and both ACT studies). The
physio-based studies included psychological outcomes that
explored the fear of movement/avoidance but no other mea-
sures of psychological function. The CBT studies included a
range of outcomes that [24], including the Pain Catastrophising
Scale, Pain Anxiety Symptom Inventory, Cognitive Style Ques-
tionnaire, Brief Symptom Inventory, Chronic Pain Acceptance
Questionnaire (CPAQ), Pain Vigilance and Awareness Ques-
tionnaire, Beck Depression Inventory and General Anxiety Dis-
order Assessment [27-32]. The two ACT-based studies assessed
pain acceptance (CPAQ) only [33, 34].

3.3.2.3 | Bladderand Bowel Function. Onestudyreported
improvement of 0.4 (p=0.0370) for ‘multimodal physiotherapy’
and no change in WH-PT using the International Consultation
on Incontinence Questionnaire-Urinary Incontinence (ICIQ-UT)
(score 0-21, minimum clinically important difference (MCID)
for non-surgical interventions =4) [26, 38].

3.3.2.4 | Objective Measures of Physical Function. Two
physiotherapy-based interventions included objective measures
of function which demonstrated significant improvements in
posture and dynamic movements of sit-stand and gait [25, 26].

3.3.2.5 | Sexual Function. Only the six CBT studies used
validated measures of sexual function; five different outcomes
were used (FSFI=Female Sexual Function Index, DSFI=Dero-
gatis Sexual Functioning Questionnaire, FSDR=Female Sex-
ual Distress Scale-Revised, FSDS=Female Sexual Distress
Scale) [27-32]. Five studies used the Female Sexual Function
Index (FSFI). In all cases, CBT was associated with significant
improvement in sexual function.

3.3.2.6 | Overall Functionality. Significant improve-
ment was reported in five studies using different generic pain
rather than disease-specific functionality outcome measures
[23-25, 33, 37]. Three studies (two physiotherapy-based and one
mindfulness-based) used the Brief Pain Inventory interference
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g g > S’, E’ =S chometric outcomes were the most assessed outcomes, with con-
E = “g 58 sistent benefits reported despite variations in outcome selection.
o S S mEoe . . . . . .
S| 2% S5 EE g Six studies showed a high risk of bias (1/4 physiotherapy-based, 2/6
S|2 B2 &| =EEEE CBT, 1/2 ACT, and 2/2 mindfulness-based interventions).
S|t =28 o $e5é¢z
. o) S =RE =R
| X K= s 235 2%
S|E ®= K| B52:5%
S|s B¢ 5959% 4.2 | Interpretation
- 2 Sy . erpretatio
-~ o= k7 S
3 5882%
Az 5§59 8 4.2.1 | Intervention Themes
< SEEES
A =05
§ S 255 EE E PSE is considered central to successful pain management and
E % z % E) 5 was included in all reviewed RCTs [39-41]. Recent work explor-
) 3 & g g ED% 43 ing PSE for persons with CPP identifies key concepts of valida-
8 S 2 §§ 5 a i‘,é tion, understanding how pain works, the influence of different
§ A E5 ;» g3E factors and the potential for the pain to change as important [41].
5 é EZZES Within this review, PSE that appeared to address these themes
§ 2EUE % : positively affected pain and catastrophising but had minimal ef-
§ 5'_.2 = g [3:3 m:§ fect on other parameters when delivered in isolation [23-25, 32].
o
= 8% 2 ié g & Results highlight that PSE when combined with behavioural
§ +E é’,gz g and cognitive therapy positively affects parameters of mood
% &g 245 % and function. This illustrates that human behaviour is shaped
© @2 o
- § 584 E 2} 2 by physical and psychological information and PSE is complex
?g = § g é § E % requiring both information and practical experience/opportuni-
£ .5 T o« “E el é"é ¥ g ties to explore and challenge understanding [42, 43].
g g 3 S o | w5 oY R
Q s | S BN RN
=} § o' QlgmRR2=g
- o &% A D .. e
- g s 73 5 § £ % 2 S & 4.2.2 | Exposure to Activity
S = — S 52755
21 gl e g|fisc:ze
: 8 § § S| s2%5% 5 All studies included various behavioural change techniques
3 >
) MEEET RS to modify activity engagement with pelvic floor therapy (PFT)
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commonly included to support these processes. Pelvic floor
dysfunction is frequently associated with CPP but there is lit-
tle consensus on how ‘dysfunction’ is defined and the specific
role of PFT [44]. Recent evidence highlights there is limited
high-quality evidence to support PFT [45-47]. All included
CBT studies (reporting gains in sexual function) [27-32]
and two physio-based studies included forms of PFT aimed
at desensitisation and relaxation of the pelvic floor [24, 26]
Two studies compared PFT delivered within the context of a
biopsychosocial framework to PFT as an isolated treatment
[24, 26]. Greater efficacy was seen for PFT delivered in the
context of a biopsychosocial framework [27, 31]. Results sug-
gest PFT may be an important aspect of CPP treatment, but it
should be evaluated holistically as part of a broader biopsy-
chosocial approach [17].

4.2.3 | Engagement in Valued Activity

Value-driven goals are linked to higher acceptance and self-
efficacy in chronic pain [48, 49]. Ten of the 14 studies included
value-based goal setting, highlighting its importance in treat-
ment. Physio-based studies found combining value-driven
goals with graded exposure improved outcomes [23-25].
Graded exposure is an established theory-driven treatment that
aims to improve functioning by exposing patients to feared and
avoided activities [50, 51]. Recent studies have identified expo-
sure and engagement in valued activity as a key behavioural
change process for patients with chronic pain [42, 43, 52].
Future work exploring this in CPP is recommended.

Partner involvement is for many an important area of value
and potentially an underexplored area in CPP research [53].
One study incorporated couples therapy to explore interactions
with sexual partners [28]. Important contextual factors such as
broader relationship difficulties, sexual orientation and gender
identity were not described and require more attention in future
research to support clinical treatment [53].

4.2.3.1 | ACT and CBT. ACT and CBT are established
chronic pain treatments [54], but evidence in CPP is less robust
[55]. Our review found both CBT and ACT effective for CPP.
When ACT was compared to ‘non-specific psychology,” both
approaches were equally effective. The ‘non-specific psychol-
ogy’ components resembled CBT components in other stud-
ies, suggesting no clear superiority between CBT and ACT
[33]. More research is needed to compare the effectiveness
of these two approaches and better understand their respec-
tive benefits.

4.2.4 | Outcomes

All studies reported improvements in pain and psychometric
outcomes, but heterogeneity in outcome measures made com-
parisons difficult. Furthermore, available outcomes did not
comprehensively capture all potentially relevant CPP life impact
domains. For example, dyspareunia affects over 58% of women
with CPP, with more than 51% avoiding intimacy [56]. Sexual dys-
function is closely linked to poor QoL, and therefore an import-
ant issue for many women [57, 58], and was assessed in only six

of 14 studies. Additionally, no study evaluated cost-effectiveness,
a key consideration for informing clinical practice [59]. These
findings support previous work highlighting inconsistency in
outcome collection that calls for a core outcome set (COS) for
CPP [21, 22]. The main goal of COS is to promote more relevant
and self-consistent bodies of research evidence [60]. Extensive
COS work has been undertaken for various conditions includ-
ing work by the Initiative on Methods, Measurement, and Pain
Assessment in Clinical Trials IMMPACT) supporting chronic
pain COS [61-63]. The growing trend to develop COS has the
potential to lead to confusion and unintended redundancies [60].
Better alignment and collaboration with existing chronic pain
COS could further increase the impact of findings and aid the
understanding of potential mechanisms of change [60].

4.2.41 | Group vs. Individualised. Both group-based
and individualised treatments were included in the studies. In clin-
ical practice, the decision to provide group/individual treatment is
influenced by both service factors (e.g., what's available/waiting
times), and individual needs (e.g., relevant processes of change,
outcomes of interest, environmental and personal factors that may
influence engagement/participation). Although the studies did
not discuss these factors, they are important to consider in evaluat-
ing and implementing treatment approaches [64, 65].

4.3 | Strengths and Limitations

This is the first comprehensive review of guideline-endorsed
biopsychosocial treatment approaches. The search strategy was
developed by CPP clinicians and an academic librarian; the pro-
tocol was prospectively registered pre-search [66]; all abstracts
and full texts were independently screened by two reviewers to
reduce bias and minimise errors, with a third reviewer resolving
any conflicts.

A limitation of identified CPP studies was the heterogeneity in
outcomes, timeframes, interventions, underlying CPP diagno-
sis, and controls prevented comparative quantitative data pool-
ing. Nine out of 14 studies had concerns about bias, and six were
deemed high bias.

Another limitation was the lack of time reference points for out-
comes. For example, pain, pain impact and consequently treat-
ment responses may vary considerably depending on menstrual
cycles. Future studies should better define outcome time refer-
ence points so this can be clearly understood.

Additionally, the review only included published RCTs, exclud-
ing observational and cohort studies. that may provide further
clinically relevant insights [67].

Variability in follow-up (FU) periods also limited the ability to
assess long-term effects, with attrition remaining a challenge for
studies with longer FU, as seen by both the Nygaard and Hess
Engstrom studies [26, 34]. Future studies need to consider how
attrition bias can be managed in the context of FU.

Whilst biopsychosocial treatment appears to be effective, the
review illustrates a range of approaches which contribute to
disparities in care. Stratifying patients based on the risk of
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poor outcomes and then matching patients to appropriate treat-
ments has been found clinically and cost-effective for back pain
[68, 69]. For CPP, this requires a better understanding of out-
comes throughout the pathway but may help to reduce dispari-
ties and improve outcomes.

5 | Conclusion

This systematic review of RCTs shows that physiotherapy-based,
CBT and ACT-based biopsychosocial interventions are effective
in reducing pain and improving psychometric outcomes for CPP.
PSE and engagement in valued activities are key treatment com-
ponents. However, inconsistencies in outcome selection suggest
the need for better alignment with core outcome sets for chronic
pain research.
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