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Abstract
There is increasing evidence that laparoscopic adhesiolysis improves chronic pelvic pain. We performed a long-term review of women after laparoscopic adhesiolysis over the past 4 years. Patients were excluded from the study if they had additional pathology such as endometriosis or required additional procedures other than adhesiolysis. Umbilical insertion of Verress’ needle and primary trocar was used except when the patient had had a previous midline laparotomy, in which case Palmer’s point was used for entry. Adhesions were divided using Metzenbaum scissors with haemostasis using suction irrigation achieved with a Surgiflex R Wave™ suction irrigation system with BICAP™ bipolar diathermy probe (ACMI™, USA). Hydroflotation with heparinised saline or 4% icodextrin was used to reduce adhesion recurrence. Patients were sent a postal questionnaire and contacted by telephone. Visual analogue scales were used to record pain scores for dysmenorrhoea (in those women who still had a uterus), dyspareunia, dyschezia and chronic daily pain. An EQ-5D questionnaire was also enclosed to assess quality of life. One hundred and forty-three procedures were identified between September 1998 and July 2002. Having excluded those with additional pathology that required treatment, 90 were eligible for the study. Seventy-six replies were obtained; seven patients had moved away. Sixty-nine replies were analysed. Fifty-one (74%) reported some improvement in their symptoms [12 (17%) pain completely gone, 26 (38%) greatly improved, 13 (19%) a little better]. Patients still had significant pain [scores out of 100 for dysmenorrhoea (45), dyspareunia (28), dyschezia (28) and daily pain (29)]. Overall, quality of life was still lower than national averages (self-rated health status mean =67.0 vs. 82.34, P< 0.05, weighted health state index =0.67 vs. 0.85, P< 0.05), except in the good responders (pain gone or greatly improved, for whom quality of life returned to normal). There was no difference in pain scores, response and quality of life between women who had had their surgery more than 24 months earlier and those who had had surgery more recently. We have found a good response to adhesiolysis, which is comparable with other studies. A good response is associated with a normal quality of life and appears to be long standing.
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Introduction
The importance of adhesions as a cause of abdominal and pelvic pain is increasingly recognised [1, 2]. Post-surgical adhesions in the abdomen and pelvis are frequently identified in women with a history of chronic pain persisting for more than 6 months [3], but the merit of lysis of these adhesions remains uncertain. Evidence has been mounting that adhesiolysis is beneficial in terms of pain [4, 5, 6, 7], but some doubt recently has been cast on this, suggesting that any perceived benefit may largely be in terms of placebo effect [8]. In view of the reported complications associated with surgery in the presence of adhesions [8], the potential benefits of laparoscopic adhesiolysis need to be more clearly defined. This is brought into greater relief by the realisation that one is effectively using surgery to treat a condition that is often secondary to surgery and that any therapeutic benefit will depend not just on the adequacy of the lysis of the adhesions, but perhaps even more on their failure to recur. Yet, success or failure, at least from the patient’s viewpoint, is governed less by the recurrence of any adhesions than by the response in terms of pain and the improvement in quality of life. It has been considered that laparoscopic surgery has been less prone than open surgery to result in adhesion formation [9]. However, recent evidence casts some doubt on this, making it less than certain. The purpose of this study is to assess patient response to laparoscopic adhesiolysis, to look at their current pain scores and quality of life and to report any perioperative or longer term complications.

Materials and methods
This study involves the reporting of a continuous case series of women with a history of pelvic or abdominal pain for more than 6 months who were seen in the pelvic pain clinic and were offered a laparoscopy. These women were then included in the study if they were found to have adhesions, but were excluded from the study if they had additional pathology such as endometriosis or required additional procedures other than adhesiolysis. Umbilical insertion of Verress’ needle and primary trocar was used except when the patient had had a previous midline laparotomy, in which case Palmer’s point was routinely used for entry. Routine bowel preparation with Picolax was employed in those patients known to have dense colonic adhesions or who had symptoms suggestive of such. Adhesions were divided using Metzenbaum scissors with haemostasis using suction irrigation achieved with a Surgiflex R WaveTM suction irrigation system with BICAPTM bipolar diathermy probe (ACMITM, USA). Hydroflotation with heparinised saline or 4% icodextrin was used to reduce adhesion recurrence. Patients were sent a postal questionnaire and contacted by telephone. Visual analogue scales were used to record pain scores for dysmenorrhoea (in those women who still had a uterus), dyspareunia, dyschezia and chronic daily pain. An EQ-5D questionnaire was also enclosed to assess quality of life.

Results
One hundred and forty-three procedures were identified between September 1998 and July 2002. Having excluded those with additional pathology that required treatment, 90 were eligible for the study. Seventy-six replies were obtained; seven patients had moved away. Sixty-nine replies were analysed. Fifty-one (74%) reported some improvement in their symptoms [2 (17%) pain completely gone, 26 (38%) greatly improved, 13 (19%) a little better]. Patients still had significant pain [scores out of 100 for dysmenorrhoea (45), dyspareunia (28), dyschezia (28) and daily pain (29); Table 1]. Overall, quality of life was still lower than national averages (self-rated health status mean =67.0 vs. 82.34, P< 0.05, weighted health state index =0.67 vs. 0.85, P< 0.05), except in the good responders (pain gone or greatly improved), for whom quality of life returned to normal (Table 2). There was no difference in pain scores, response and quality of life between women who had had their surgery more than 24 months earlier and those who had had surgery more recently (Table 3). There were no significant complications.Table 1 Response to surgery in terms of subjective pain


	 
	Overall
	Under 24 months
	Over 24 months

	Pain gone
	12
	3
	9

	Greatly improved
	26
	15
	11

	A little better
	13
	6
	7

	No change
	12
	8
	4

	Worse
	6
	3
	3

	Total
	69
	35
	34



Table 2 Postoperative quality of life scores


	 
	Overall
	Under 24 months
	Over 24 months

	Health self-rated
	67
	63
	62

	Population mean
	85
	85
	85

	Mean weighted
	 
	 
	 

	Health state index
	0.67
	0.61
	0.74

	Population mean
	0.89
	0.89
	0.90



Table 3 Postoperative pain scores


	 
	Overall
	Under 24 months
	Over 24 months

	Dysmenorrhea
	45
	48
	42

	Dyspareunia
	28
	28
	28

	Dyschezia
	28
	29
	26

	Chronic pain
	29
	32
	26





Discussion
Our series shows a generally favourable response to laparoscopic adhesiolysis and supports the findings of previous work [4, 5, 7], adding to the growing evidence to support the therapeutic merit of adhesiolysis in the treatment of abdominal and pelvic pain. Recent work by Swank et al. [8] has suggested that much of the benefit derived from laparoscopic adhesiolysis is a placebo effect. However, this latter study ignored the work of Demco [10], who demonstrated by pain-mapping that pain is not necessarily perceived at the site of pathology; secondly, and perhaps more importantly, it did not utilise adhesion barriers, thus potentially increasing the risk of recurrence following adhesiolysis. In this regard, a placebo effect could only have been confirmed by means of a second-look laparoscopy to demonstrate a significant reduction in the adhesions in the adhesiolysis group despite a lack of improvement in pain scores. While laparoscopy has previously been demonstrated to have a significant placebo effect [11], any benefit derived has been shown to decrease markedly over time. Our study found no difference in benefit for those who had had their surgery been 2 and 4 years previously and those whose surgery had been less than 2 years previously, suggesting that a significant placebo effect is unlikely.
Certain authors [12, 13, 14] have argued that adhesions either do not cause pain or, even if they do, then it is only when they result in bowel obstruction. This contention is not supported by Demco [10], who was able to reproduce pain by probing adhesions during wake laparoscopy and by the evidence of the growth of sensory nerves into adhesion bands [15]. None of the patients in the present study had presented with bowel obstruction, but all with pain. Swank et al. [8] argued the case for performing an incomplete adhesiolysis if the surgery became difficult with increased risks of haemorrhage and viscus perforation. Yet, perhaps, it is precisely this group of patients who most require radical and complete surgery, not only to correct the resultant anatomical abnormalities created by the adhesions, but also to identify underlying pathology, such as cul de sac endometriosis, which may otherwise fail to be identified by incomplete dissection. While other authors have suggested that laparoscopic adhesiolysis is associated with very high rates of bowel injury of up to 25%, and that this should be a reason for reluctance to perform the operation [8, 16], there was no bowel injury in the current series, suggesting in line with other series [17] that high complication rates are not inevitable. All of the patients in our series had postoperative flotation of the pelvic and abdominal organs, some with heparinised saline and most with 4% icodextrin (Adept, Shire). Our study did not have the power to demonstrate any difference in outcome.
In conclusion, we have found a good response to adhesiolysis that is comparable to other studies. A good response is associated with a normal quality of life and appears to be long standing.
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