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Chronic (also known as persistent) pain is associated with changes in the central
nervous system (CNS) that may maintain the perception of pain in the absence of
acute injury. These changes may also magnify perception so that nonpainful stimuli
are perceived as painful (allodynia) and painful stimuli are perceived as more painful
than expected (hyperalgesia). Core muscles (eg, pelvic muscles) may become
hyperalgesic with multiple trigger points. Other organs may also become sensitive
(eg, the uterus with dyspareunia and dysmenorrhoea or the bowel with irritable
bowel symptoms). The changes within the CNS occur throughout the whole
neuroaxis. As a consequence, abnormal efferent activity may be the cause of
functional changes (eg, irritable bowel symptoms) and structural changes (eg,
neurogenic oedema found in some bladder pain syndromes [BPSs]). The central
changes may also be responsible for some of the psychological changes, which also
modify pain mechanisms in their own right. Basic investigations must be undertaken
to rule out ‘‘well-defined’’ pathologies. If the results are negative, a well-defined
pathology is unlikely. Further investigations should be done only for specific
indications (eg, for subdivision of a pain syndrome). The EAU guidelines avoid
spurious diagnostic terms that are associated with inappropriate investigations,
treatments, and patient expectations and, ultimately, with a worse prognostic outlook
[4]. The classification represents the efforts of many groups, and further changes in
this classification system are likely (Table 1).
Table 1 is not comprehensive and emphasises mainly the urologic pain syndromes.

Table 2 defines some terms used in chronic pelvic pain [1,2,5].

3.3. Classification of chronic pelvic pain syndromes The EAU classification of 2004
has been updated to provide a classification related to investigation and further
management of the pain syndromes. This allows for a possible overlap of
mechanisms between different conditions. It also encourages recognition of
overlapping symptoms and treatment by a multidisciplinary approach (Table 1). A
physician using the classification in Table 1 should start on the left side of the table
and proceed to the right only if he or she can confidently confirm the pain to be
perceived in the appropriate system and organ. In many cases, it may not be
possible to go further than labelling a condition as a pelvic pain syndrome. For
example, in many cases previously described as prostadynia, it may not be possible
to state categorically that the pain stems from the prostate and not from other sites
(eg, pelvic floor muscles). Such cases are therefore labelled pelvic pain syndrome.
The European Society for the Study of IC/PBS (ESSIC) has recently defined the
BPS/interstitial cystitis (IC) syndrome, supported by an international consensus
editorial [7,8]. As with the EAU system, ESSIC excluded well-defined nonpelvic pain
(confusable) conditions. ESSIC has further divided the BPS/IC syndrome according
to the results of cystoscopy and biopsy (Table 5).

The diagnosis and treatment of chronic pelvic pain (CPP) have moved away from
targeting a specific organ to multifactorial and multidisciplinary individualized
approach to treatment strategies.
Recognition that response to current treatment approach to CPP syndrome is
variable; organizations such as the European Association of Urology, American
Urologic Association, International Continence Society, International Association for
the Study of Pain, and others have integrated the most current evidence and
management strategies from multiple specialties (urology,
gynecology, pain medicine, gastroenterology, colorectal surgery, neurology,

physiotherapy, and psychology). New classification systems allow for overlap of
mechanisms between conditions and a multidisciplinary treatment approach.

