The pain of painful bladder
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Bladder pain can have a number of different etiologies. This brief
summary provides an overview of bladder pain syndrome, includ-
ing current evidence-based recommendations for diagnosis and
management.

sure or discomfort on bladder filling, accompanied by at

least one other urinary symptom (e.g., persistent urge to
void, urinary frequency)." This summary reviews the evidence-
based diagnosis and work-up of BPS, and provides an overview of
the most recent treatment recommendations, as published by the
American Urological Association (AUA) in 2011.?

B ladder pain syndrome (BPS) can be described as pain, pres-

Diagnosis and workup

There are a number of conditions that can cause pain in the lower
urinary tract. The diagnosis of BPS is made on the basis of exclusion
of these confusable diseases, in combination with the confirmation
of signs and symptoms of BPS.

The European Society for the Study of Interstitial Cystitis (ESSIC)
provides an exhaustive list of the differential diagnosis for BPS in its
2008 recommendations.! While it is not necessary to perform all of
the tests listed in that document for each patient, it is informative
to review this document and keep these other conditions in mind
when the diagnosis of BPS is suspected.

The 2011 AUA Guidelines provide an algorithm for the work-up
and diagnosis of BPS (Fig. 1). The initial basic assessment includes
history, physical examination, urinalysis and culture, frequency
and volume chart, post-void residual, symptom questionnaire and
pain evaluation. For those with a history of smoking, cytology
is also recommended. For many patients, this evaluation will be
adequate to initiate therapy. When the basic assessment suggests
complicated BPS (e.g., with significant incontinence, emptying
difficulties or other comorbidities), the guidelines suggest consid-
ering additional testing (e.g., imaging, cystoscopy, urodynamics)

or referral. It is essential to understand that ulcerative interstitial
cystitis (Hunner's lesions) appears to be an entirely different condi-
tion than BPS without ulceration, occurring in a different patient
population, and associated with different treatment regimen and
prognosis. The patients are older, typically developing symptoms
after menopause, and often present with sterile pyuria. A careful
cystoscopic examination with biopsy of suspicious areas will lead
to the diagnosis; the Hunner’s lesions should be treated in their
entirety by fulguration or resection and the outcome is almost
always gratifying.

Management

The management of BPS consists of seven basic principles, which
are reflected in the algorithm presented in Fig. 2:

1. Begin with more conservative therapies;

2. The initial type and level of therapy depends on symp-
toms, clinician judgment, and patient preference;

3. Ineffective therapy should be stopped once a clinically
meaningful interval has elapsed;

4. Surgery is only a reasonable option for treatment of
Hunner’s lesions, end-stage bladders, or when conser-
vative measures have been exhausted and the quality
of life is poor;

5. Multiple, simultaneous treatments may be considered if
it is in the best interest of the patient. Reassessment to
document efficacy is essential;

6. Continuously assess pain management for effectiveness,
consider multidisciplinary approach if necessary; and

7. Reconsider the diagnosis if there is no improvement after
multiple treatment approaches.

Initial treatments applicable to all patients include education,
self-care, stress management and pain management. Most patients
will require additional therapy and oral medications, bladder instil-
lations, and pelvic floor physical therapy—all considered second-
line options. Recommended oral medications include amitripty-
line, hydroxyzine and pentosanpolysulfate. Bladder instillations
include dimethyl sulfoxide, heparin and lidocaine as single-drug
treatments, or more commonly in combination “cocktails.” Manual
pelvic-floor physical therapy actually has the strongest evidence
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Work-up and diagnosis of bladder pain syndrome

IC/BPS: An unpleasant sensation (pain, pressure, discomfort)

perceived to be related to the urinary bladder, associated with
lower urinary tract symptoms of more than six weeks duration,
in the absence of infection or other identifiable causes
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Fig. 1. Workup and diagnosis of bladder pain syndrome.

Management algorithm for bladder pain syndrome
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Fig. 2. Management algorithm for bladder pain syndrome.

for efficacy, although availability and cost can present barriers to  physical therapy, none of these interventions have particularly solid
patients. Should these fail to produce the desired effect, one can evidence of efficacy; those reserved for later in the algorithm are
move on to more invasive interventions, such as cystoscopy with more invasive or are associated with a higher burden of potential
hydrodistention or sacral nerve stimulation. The use of cyclosporine complications.

or bladder injections of botulinum toxin may also be considered

for select refractory patients. It should be noted that, apart from
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At this time, our understanding of BPS is incomplete and thus there
is no one curative therapy. It is essential to identify the subset of
patients with Hunner’s lesions for whom local therapy is highly
effective. Patients should also be reassured that BPS is not a pro-
gressive condition, and while it may take some time to discover
the therapeutic option that works best for their individual situa-
tion, most patients can achieve significant relief with time and
multimodal treatment.
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