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Chronic visceral pain
Detailed Explanation of the Proposal
1. ICD Concept Title
a. Fully Specified Name: Chronic visceral pain

2. Classification Properties
a. Parents:        Primary: Chronic Pain

                                     Secondary: ---

b. Type: to which of the following types does the entity belong?

Disease, Disorder/ Syndrome, Sign/ Symptom

c. Use: Primary Care / Clinical / Research

 and Linearization(s): Chronic Pain, Morbidity
3. Textual Definition(s)
a. Short Definition: to be used in the print version (100 words or less)

Chronic visceral pain is persistent or recurrent pain originating from internal organs of the head/neck region and of the thoracic, abdominal and pelvic cavities.

b. Detailed Definition: to be used in the online version. (no word limit)

Chronic visceral pain is persistent or recurrent pain originating from internal organs of the head/neck region and of the thoracic, abdominal and pelvic cavities [3,4,6,7]. The pain is perceived in the somatic tissues of the body wall (skin, subcutis, muscle) in areas that receive the same sensory innervation as the internal organ at the origin of the symptom (referred visceral pain) [2]. In these areas, secondary hyperalgesia (increased sensitivity to painful stimuli in areas other than the primary site of the nociceptive input) often occurs [5]. The visceral genesis of the pain should be highly probable; if it is vague, consider using codes in the section of Primary Pain. The intensity of the symptom may bear no relationship with the extent of the internal damage/noxious visceral stimulation [1].

c. References to the definition used:

[1] Cervero F. Visceral pain—central sensitization, Gut 2000; 47:56-57.

[2] Giamberardino MA, Affaitati G, Costantini R. Referred pain from internal organs. In: Cervero F. Jensen TS, editors. Handbook of Clinical Neurology. Elsevier; Amsterdam: 2006. pp. 343-60.

[3] Knowles CH, Aziz Q. Basic and clinical aspects of gastrointestinal pain. Pain. 2009;141(3):191-209.

[4] Loeser JD (Ed). Bonica’s Management of Pain, 3rd ed, Philadelphia: Lippincott Williams & Wilkins, 2001.

[5] Procacci P, et al. In: Cervero F, Morrison JFB (Eds). Visceral Sensation, Progress in Brain Research, Vol. 67. Amsterdam: Elsevier, 1986, pp 21-28.

[6] Schwartz ES, Gebhart GF. Visceral Pain. Curr Top Behav Neurosci. 2014 May 22. [Epub ahead of print].

[7] Stein SL. Chronic pelvic pain. Gastroenterol Clin North Am. 2013 Dec;42(4):785-800. doi: 10.1016/j.gtc.2013.08.005. Epub 2013 Oct 23.

4. Terms
a. Base Index Terms: diseases of the circulatory, respiratory, digestive and genitourinary systems.

b. Base Inclusion Terms: persistent pain from internal organs, referred visceral pain.

c. Base Exclusion Terms: Single episodes of acute pain from internal organs; Superficial or deep somatic pain as primary cause; Neuropathic pain

5. Body System/Structure Description
a. Body System(s): circulatory, respiratory, digestive and genitourinary systems.

b. Body Part(s) [Anatomical Site(s)]: head/neck, thoracic area, abdominal area, pelvic area, upper and lower limbs (referred).

c. Morphological Properties: great vessels, solid visceral organs, hollow visceral organs (structures at the origin of the symptom). Somatic body wall tissues, i.e., skin, subcutis, muscle layers (structures where visceral pain is referred). 

6. Temporal Properties: recurrent (repeated episodes of acute pain) or persistent (continuous, with or without periodic exacerbations) generally over = 3 months, but this definition varies across conditions.

7. Severity of Subtypes Properties: See content model Chronic Pain.

8. Manifestation Properties
Symptoms and Signs: deep, vague and poorly defined pain sensation, oppressive, constrictive or cramping quality of pain sensation, accompanying neurovegetative signs: nausea, vomiting, pallor, sweating, changes in vital signs including blood pressure, heart rate and body temperature, accompanying emotional reactions (anguish, sense of impending death) [in recurrent attacks]. Local examination may demonstrate superficial and/or deep hyperalgesia/ allodynia in the area of referred pain.

Diagnostic findings (laboratory / imaging):

Physical examination should demonstrate anatomical location of the area of referred pain concordant with the distribution of pain from a specific organ. Tests that demonstrate the relevant dysfunction or disease affecting internal organs vary depending on the area/type of disease involved. Investigations may include biochemical tests (e.g., alterations of specific enzymes, from heart or pancreas), X-rays, ultrasound, computed tomography (CT) or magnetic resonance imaging (MRI). Endoscopy, cystoscopy and gynaecological specific evaluations such as a hysteroscopy and biopsies from the relevant areas may also be helpful. In some severe cases where cause is not obvious despite extensive investigations then operative procedures such as laparoscopy may be used.

9. Causal Properties (Basic causes (if known) / causal mechanism):

Persistent inflammation, vascular mechanisms (ischemia, thrombosis), obstruction/distension, traction/compression, biopsychosocial factors without further specification, combined mechanisms (e.g., obstruction and inflammation concurrently), referred from other locations, cancer.

10. Functioning Properties: (How a typical case with the entity is limited in daily functioning (ICF/ see specifier).

These vary according to the organ involved and can range from mild to severe limitation of functioning properties. Visceral pain may have a major impact on activities and participation in day-to-day life including mobility, interpersonal relations, life activities and social participation. Pain may hinder activities necessary to maintain health and hygiene especially in pelvic pain.

11. Specific Condition Properties If applicable to particular groups – (biol. sex / related to lifecycle stage):

Visceral pain may occur in both sexes but individual diseases may be epidemiologically more prevalent in either gender. For example cystitis and functional GI disorders are more common in women. Cardiac ischemic pain, instead, is more common in men than in women before menopause, after which the incidence in women increases to become equal that of men after the age of 65.  

Chronic visceral pelvic pain from the reproductive organs is sex specific:

a) Ovaries, Fallopian tubes, uterus, vagina (occurring only in women)

b) Prostate, seminal vesicles, ejaculatory ducts, vas deferens (occurring only in men)

Primary or secondary dysmenorrhea occurs only during fertile years in women.

12. Treatment Properties:
Treatment of chronic visceral pain is carried out along two main lines: (1) treatment of the pain (symptomatic) and (2) removal of the underlying cause/pathology, when identifiable or possible. Symptomatic treatment should preferably be deferred until the visceral origin of the symptom has been detected. Once this origin has been identified, symptomatic and causative treatments should be carried out in parallel.

A multidisciplinary approach involving physicians with expertise in viscera (e.g. specialists in internal medicine or gynecology) together with pain management specialists, psychologists and physiotherapists may be helpful in the management of complex conditions. Symptomatic treatment is primarily pharmacological, with analgesics (e.g., NSAIDs, paracetamol, opioids can be used in more moderate to severe cases but are best avoided in functional or unexplained syndromes), antidepressants or antiepileptics, which can be used as pain modulators. Symptomatic treatment for specific conditions is also obtained with drugs that target the underlying visceral pain cause, e.g. nitrates for ischemic cardiac pain (dilating coronary arteries). Removal of the underlying cause/pathology varies according to the specific diseases and organs, when identifiable.

13. Diagnostic Criteria (Necessary and sufficient criteria):

Recurrent/persistent pain in the head/neck, thorax, abdomen, pelvis, or limbs, whose initial origin can unequivocally be drawn back to internal organs. Specific diagnostic criteria also exist for specific conditions such as the Functional Gastrointestinal Disorders, e.g., the ROME criteria.

Diagnostic criteria

Conditions A – D have to be fulfilled:

A Chronic pain characterized by both of the following is experienced:

A1 The distinct anatomical location is compatible with typical referral pain patterns from specific internal organs.           

A2 The history is suggestive of relevant dysfunction/disease of one or more internal organs.

B At least one confirmatory test demonstrates an anatomical location compatible with a specific referred pain pattern.

C At least one confirmatory test demonstrates the relevant dysfunction/disease.

D The pain is not better accounted for by another diagnosis of chronic pain.

Rationale
This submission represents the consensus of the Working Group Pain (Chairmen: Rolf-Detlef Treede and Winfried Rief)

For a fuller explanation of the group and the proposed classification see:

Treede*, R.-D., Rief*, W., Barke*, A., Aziz, Q., Bennett, M.I., Benoliel, R., Cohen, M., Evers, S., Finnerup, N.B., First, M.B., Giamberardino, M.A., Kaasa, S., Kosek, E., Lavand'homme, P., Nicholas, M., Perrot, S., Scholz, J., Schug, S., Smith, B.H., Svensson, P., Vlaeyen, J.W., Wang, S.-J. (2015). A classification of chronic pain for ICD-11, PAIN, June 2015 (in press). DOI: 10.1097/j.pain.0000000000000160.
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