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ABSTRACT

Background Chronic prostatitis or chronic pelvic
pain syndrome (CP/CPPS) is a debilitating condition
and diagnosing and managing this condition is
challenging.

Objectives A systematic review was conducted
to: (i) investigate the effects of conservative
management on people with Type Il A/B CP/
CPPS; (ii) review study enrolment criteria used
to enrol participants with Type Il A/B CP/CPPS;
(iii) investigate the description of the diagnostic
outcomes and corresponding interventions used
across studies.

Methods Electronic databases were searched to
September 2024. Outcomes assessed included
pain, urinary symptoms and quality of life. Included
studies were assessed using the Template for
Intervention Description and Replication checklist,
Joanna Briggs Institute critical appraisal checklist,
and the Grading of Recommendation, Assessment,
Development, and Evaluations guideline.

Results and Discussion Twenty studies were
included. GRADE evidence quality was very-low
for all studies. Electrical stimulation and non-
electrotherapy intervention showed improvements
in pain, urinary symptoms and quality of life.
Electromagnetic therapy did not improve reported
outcomes. Studies reporting adverse events were
mild and transient. Enrolment criteria used to
diagnose Type Il A/B CP/CPPS were varied. Most
interventions targeted the pelvic floor only despite
patients’ reported pain locations and the outcomes
of the diagnostic outcomes reported in each studly.

Conclusion Preliminary findings suggests that
electrical stimulation is a promising intervention for
pain, urinary symptoms and QoL. Adjunct therapies
including pelvic floor biofeedback and targeted
manual therapy can be considered, if supported
by examination findings. Interventions should be
tailored based on patients’ clinical presentations
and specific exam findings.

Keywords male genitourinary disease,
genitourinary systems, electrotherapy,
conservative management, chronic pelvic pain
syndrome
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INTRODUCTION

Chronic prostatitis or chronic pelvic pain syndrome
(CP/CPPS) is defined as pain, pressure, or discomfort
localised in the pelvic region, perineum, or genitalia
that lasts for more than three months, without the
presence of uropathogenic bacteria.! The prevalence
rate of CP/CPPS varies from 2% to 25%.23 This variation
is likely explained by various factors including genetics,
ethnic groups, cultural backgrounds, educational
levels, psychological status, lifestyles, food habits,
health status, family relationships, and socioeconomic
conditions.®

A variety of surgical, non-surgical, and alternative
therapies have been suggested for the management
of CP/CPPS but the evidence supporting the clinical
effectiveness of these interventions is limited.® It
is important to note that while other classification
systems, such as the European Association of Urology
Classification of Chronic Pelvic Pain Syndromes, can
be used to categorise chronic pelvic pain syndromes
into different domains, UPOINT is more specific to men
with CP/CPPS.®* The UPOINT classification categorises
CP/CPPS patients into six domains, allowing for
holistic healthcare provision: urinary, psychosocial,
organ-specific, infection, neurologic, and tenderness
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of skeletal muscles.® The model proposes that patients
who test positive in any of these domains should be
referred to and managed by appropriate healthcare
professionals.” If skeletal muscle tenderness is present,
conservative management via referral to physiotherapy
is recommended.? While established CP/CPPS
guidelines strongly support the use of physiotherapy
interventions,® the treatments offered have shown
varying clinical effectiveness and rely on empirical
evidence.? This variability may be attributed to the
complex nature of the conditionand lack of personalised
interventions in studies.”® Thus, the primary aim of this
study is to investigate how conservative interventions
impact symptoms, physical function, and quality of life
(QoL) in individuals with CP/CPPS.

Diagnosing CP/CPPS is challenging due to the lack
of robust epidemiological data and the overlap of
symptoms with other urological conditions.” To
improve the diagnostic process, the Prostatitis Expert
Reference Group (PERG) in the United Kingdom
developed a consensus guideline, recommending tests
such as digital rectal examination (DRE), abdominal
examination, urine dipstick analysis (UDA), mid-
stream urine (MSU) culture and microscopy.” If there
are suspicions of other urological conditions, prostatic
specific antigen (PSA) tests, uroflowmetry, retrograde
urethrography or cystoscopy, transrectal ultrasound,
prostate biopsy, urethral swalbs and culture, magnetic
resonance imaging, and screening for sexually
transmitted infections (STIs) should be considered.’
However, it is unclear whether these examinations
were routinely performed before the diagnosis of CP/
CPPS. Therefore, the secondary aim of this study is
to document and review the study enrolment criteria
used for diagnosing and enrolling participants with
Type Il A/B CP/CPPS.

Patients with CP/CPPS experience pain in multiple
urogenital areas, such as the perineum, suprapubic
region, testicles, penis, rectum, abdomen, groin, inguinal
area and lower back.” While multiple conservative
management approaches were recommended, it is
unclear whether the interventions provided by clinicians
were specifically tailored to address the pain locations
reported by the patients.# Furthermore, it is unclear
whether the management resulted in improvement at a
single or multiple locations, limiting clinicians’ ability to
understand the relationship between the intervention
and patients’ pain location. Therefore, the tertiary
aim is to investigate the description of the diagnostic
outcomes and corresponding interventions utilised in
the included studies.

METHODS
Protocol and registration

This systematic review protocol was developed in
accordance with the Preferred Reporting Iltems for
Systematic Reviews and Meta-Analyses (PRISMA)
statement and has been registered on the PROSPERO
database (ID: CRD42022381863).
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Study design and participants

Only full-text articles published in English were
considered. Study designs included randomised
controlled trials (RCTs), prospective (comparative)
cohort studies, case-control studies, and retrospective
case series with two or more participants. Eligible
studies included men (at least 50% male participants)
aged =18 years of age with a clinical diagnosis of a Type
Il A/B CP/CPPS. To identify all relevant conservative
interventions and their effects on symptoms, physical
function and quality of life in individuals with CP/CPPS,
conditions that share overlapping symptoms with CP/
CPPS, such as chronic orchialgia, chronic scrotal pain
syndrome, and pudendal neuralgia were also included.
Type |, I and IV CP/CPPS were excluded.

Interventions and comparators

Interventions of interest for this review were confined
to physiotherapy-led only. This included various
exercise modalities (strengthening, stretching, aerobic,
relaxation, and breathing strategies), electrotherapeutic
modalities (transcutaneous electrical nerve
stimulation [TENS], and therapeutic ultrasound)
and manual therapies (dry needling, massage, and
manual mobilisation techniques). Comparators that
were considered included non-pharmacological or
pharmacological interventions, surgical management;
wait-and-see approach, and education.

Outcomes measures

Outcome measures that assess symptoms (pain,
urinary) and QoL were included. Intervention duration
data was extracted and categorised as short-term (<12
weeks), medium term (>12 weeks to <6 months) and
long term (>6 months). Adverse events were reported
as secondary outcomes, categorised into minor or
major." Minor adverse events were defined as incidents
having minimal serious or potentially serious effects,
such as short-lasting discomfort or sensory changes.”?
Major adverse events were incidents that had potential
for severe effects, such as permanent functional
disability.”

Search method and selection of studies

A systematic literature search was conducted up
to September 2024 for relevant studies published
in MEDLINE, CINAHL, EMBASE, and AMED. A
comprehensive search using a combination of keywords
and medical subject headings (MeSH) was undertaken
with assistance of a librarian (EH). The search strategy
was formed around two concepts: “chronic prostatitis/
chronic pelvic pain syndrome” and “physiotherapy-
led interventions”. Synonyms within each concept
were combined with the OR Boolean operator; and
terms between concepts were combined with the
AND Boolean operator (Appendix 1). No language or
publication period restrictions were imposed. Manual
citation tracking (Google Scholar) and reference
checking of included articles, narrative and systematic
reviews on the topic were also conducted.
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References were imported into Covidence, a systematic
review software (Veritas Health Innovation, Melbourne,
Australia) for duplicate screening. Two reviewers (RH
and RW or DC) independently reviewed the titles and
abstracts of the articles for eligibility. Abstracts that did
not meet the eligibility criteria were excluded, and any
disagreements between the reviewers were resolved
with input from a third reviewer (AS). Full text versions
of the remaining articles were further screened for
eligibility by two independent reviewers (RH and AS).

Pre-specified data, such as the eligibility criteria,
study design, participant demographics, intervention,
outcome measures, results at all time points and
adverse events were extracted by RH and verified by
AS. Author(s) of relevant papers were contacted via
email when data was missing. If the author(s) did not
respond to a second follow-up email two weeks after
the initial email, raw data was reported.

Data collection and analysis

Means and standard deviations (SDs) of continuous
outcome measures for comparative studies were
converted to standardised mean differences (SMD)
with a 95% confidence interval (Cl) using RevMan
(version 5.4.1). If SDs were not reported, they were
imputed where possible using formulas described in
the Cochrane handbook (https://training.cochrane.
org/handbook); or extracted from graphs (https://
automeris.io/WebPlotDigitizer/). Effective sizes of
>0.2, 0.5 and =0.8, were defined as small, medium,
and large respectively.” Statistical heterogeneity across
the pooled studies was evaluated using the 12 statistic.
A low, moderate, or high level of heterogeneity was
determined based on an 12 value of 25%, 50%, or 75%,
respectively."

Quality assessment

The CP/CPPS diagnostic criteria for each study were
evaluated using the criteria proposed by the PERG.
The methodological quality of the included studies
was assessed by two reviewers (RH and AS) using the
Joanna Briggs Institute (UBI) critical appraisal checklist
for RCTs), quasi-experimental study (non-RCT), and
case series.”* Reviewers scored the items listed on each
checklist using: yes (Y); no (N); unclear (U); or not
applicable (N/A). Study scores <50%, 50-70%, and =
70% were classified as: low; medium; and high quality,
respectively.””

Completeness of reporting intervention and control
groups was assessed using the Template for
Intervention Description and Replication Checklist (TI-
DieR)."® This checklist is to determine if the study of
interest has included sufficient information relating to
the treatments used to allow replication in research or
clinical practice.’® Iltems were scored N/A if they were
not applicable; or ?’ if information about the element
was not, or insufficiently, reported.’®

The Grading of Recommendation, Assessment,
Development, and Evaluations (GRADE) guidelines
were used to examine the quality of the outcomes of
the included studies.” The quality of the evidence was

Summer 2024 | Volume 30 Number 4

Australian + New Zealand Continence Journal

graded as high, moderate, low, or very low depending
on the nature of the study.” RCTs were considered
to be high quality, whereas uncontrolled case series
were considered as very low-quality evidence.” The
quality of each study was either downgraded or
upgraded based on the following criteria: (i) risk of
bias (downgraded if =25% of the participants from
studies demonstrated a high risk of bias as per risk
of bias tool), (ii) inconsistency (downgraded if there
was significant statistical heterogeneity, 12 >40%), (iii)
indirectness (downgraded if heterogeneous population
or intervention), (iv) imprecision (downgraded if total
number of participants <300 for each outcome and
wide confidence intervals, and (v) other considerations
(downgraded if publication bias, flawed design, and
massive dropout were identified).” Single studies with
a sample size of less than 300 were considered to have
limitations in terms of inconsistency and imprecision,
leading to a classification of 'low-quality evidence''®
If additional items were not satisfied, the quality of
evidence could be further downgraded to 'very low-
quality evidence'!”

RESULTS
PRISMA

The PRISMA flow diagram (Figure 1) illustrates the
identification process of studies through database
searching. A total of 10,781 studies were initially
identified, and the full texts of 120 studies were assessed
for inclusion. Twenty studies met the predetermined
inclusion criteria.

Demographics

The study design and patient characteristics are
displayed in Appendix 2. The total number of recruited
participants included in this review was 711. The mean
ages across studies ranged from 26 to 69 years. The
duration of symptoms in the studies varied from 3 to
300 months.

TI-DieR

Reporting of included interventions of all studies was
assessed using TI-DieR checklist and is reported in
Appendix 3. Between 81-100% of the studies described
the intervention, including its rationale, frequency,
duration, as well as materials and procedures related
to the interventions. Contrarily, other items were
inadequately described, with a rating of 0-67%.

Outcome measures

Pain, urinary symptoms, and QoL were commonly
evaluated using the National Institute of Health Chronic
Prostatitis Symptom Index (NIH-CPSI) questionnaire
in most studies (n = 14), whereas a handful of studies
measured pain and urinary symptoms using visual
analogue scale (VAS) or numerical rating scale (NRS)
(n = 5) (Table 1). One case study used narrative to
describe its outcome. The follow-up times ranged from
4 weeks to 382 weeks.

89


https://training.cochrane.org/handbook
https://training.cochrane.org/handbook
https://automeris.io/WebPlotDigitizer/
https://automeris.io/WebPlotDigitizer/

Australian + New Zealand Continence Journal

(uoiedIPBU)
|0J1UOD SINOABJ OA+

(uoedIPaW)
|0J1UOD SINOARJ BA+

(uonesipsw + 1INJ)
|eIuUBUIIISdXS SINOARS SA-

aA0Qge se Adusnbaly

pue sabesop uondiuosald swes
uonesipapn

SYEEIN

G BUIMO||0} 843 404 Ajlep 8oUo Bl
BA19D8J 0} 95eaJdUl pue ‘sAep / 1S4l 8yl
10} Aep Jad 82uU0 SJamo0|g-eydie bul g
‘'SeINUIW Ol 404

Aj3Us33iwIalul ZHOG e Jusullesl) puodss
e pue ‘senuiul g Jo poltad 3sal e Ag
POMO||04 ‘SeINUIW O 40} Aj3Uus)3iudiaiul
‘ZHOL sem pJaly asind ayj Jo Aouanbauy

[98°0 [69°0 [0 ‘SM9OM Q JOJ MOOM B BDIM] ‘SaINUIW OF
‘62°0- 10 %S6] AWS 22°0 ‘GG°0- 1D %S6] AWS LO'0 | ‘28°0- 1D %561 AWS 02 0- uonesdipaw + LW3 2(9002)
%0 ISdD-HIN ISdD-HIN ISdD-HIN S¥99M 9 uonedipauw sA uonedipaw + 1LW3 |e 18 dled
paljdde uoieinwils oN
(LINT weys) (L3
[EIUBUIIIBAXD SINOARS OA- | WBYS) [0J3UOD SINOAR) DA+ 1W3 weys
Ww/v ¥'0
_ ) (LNDD) 10 9240} PJal} Dl3eUBRW puB W/A §° JO
[10'0 '20'L- 1D [85°0 ‘v¥'0O-1D _mucmg_\_wam SINOARS OA- 92404 P|al} 2113088 ZHI|N 67| JO \AUCwDUw\C
%S6] AWS LG0-$89M 9L | %S6] AINS LO°0 $>eam 9| [0S0 CLO-1D e pue MW Z| JO Jomod dluosediin
%561 ANWS LT 0- iS>eem 9| ue Y3m Zwio/MW Q0L" 4o AJisusiul
[00°0 'SO'l- 1D [1S01S'0- 1D [0Z'0 Z8°0- 1D S198M 9L PUNOSEIN “AlIEP SSINUILL OL SAML a(7102)
%S6] AWS LG 0- SM889M 1zl | %561 AINS 000 SXeam 7L | %561 AINS Lg 0- :$3eam 7| ‘SHeIM ZL 1W3 e e
%0 ISdO-HIN ISdO-HIN ISdO-HIN ‘SHoeMm 9 L3 weys sA LW3 19[SSOM
poaljdde
10U UOIIBINWIAS [BD1109]9 ‘Soinuil 0%
(SN1d) (SNL1d (SN1d) SNL1d weys
|ejUBUIISdXS SINOAR) DA~ [ejUBWIIBdXS SINOAR) BA- |[ejuUBWIIBdXS SINOAR) DA~ SUOISSOS Z| ‘(WWOL-1)
vz z- [//1- [99]- AJIsuaiul ‘ZHOZ 40 @1ed as|nd ‘senuiwd 0%
‘Y e- 10 %561 AWS £28°C- ‘98°C- 1D %561 AWS ¢g'C- ‘817°C- 10 %561 AWS L6°L- SN1d «(6002)
dN ISdO-HIN ISdO-HIN ISdO-HIN SHI9M L SN.Ld weys sA SNLd | (2318 Aegey
s10d
9|qeoljdde aiaym a|qeoijdde asaym a|qeoljdde aiaym
Jofew ‘Joujw 9oUd.494J1p dnoJb usaM1aq | ©dUd4d4jIPp dnoIB UdaMIaq | @duaidjjip dnolb usamiaq (e6ues) dn (ieak)
:(% 19quwinu) ‘(®njeA-d) juswieau joye | ‘(dnjeA d) juswieady Jajje | ‘(dnjeA d) Juswieau) Joye MO0} UBSIN UOIJUdAIBU| Apmis

JUSAD SSIBAPY

pue 81049q ueIpaW/URS
341 Jo Ayjenp

pue aiojeq uelpaw/ues
swoldwAs Aieuln

pue 810490 ueIpaW/ULSN
uied

synsai Apn3s °| 9|qel

Summer 2024 | Volume 30 Number 4



Australian + New Zealand Continence Journal

(solsebleuy
+XQVv + SN3L)
|eJUBWIIDdXD SINOARS SA-

Allep SeINUIW OZ ‘SYoaM
SAIINDBSUOD {7 4O Yoo Jad Seulll §

eisebjeuy + Xqy + SN3IL weys

(VWwISZ) Ayisusiul uesw pue (sfooL)
yipim esind uesuwl ‘(ZHOOL) Aousnbaly
ueaW ‘SelNUIW OZ Allep ‘SYooMm
SAIINDBSUOD {7 J0J Moam Jad sawll} §

[69°C- eisableuy + Xqy + SN3IL «(LL0T)
287~ 10 %561 AWS 9/'¢- olsableuy + Xqv + SN3IL e 18
dN dN dN ISdO-HIN SHOIM ¥ weys sA sdisabjeuy + Xqv + SNIL ueyuwes

"921A8P By} WoJy paldde

SeM UOIFR|NUIILS 9AI30E OU 1daox8

dnoJb sAioe se uondiiosald suwes

1W3 weys

(LW (LW poliad 81NUIW-G| PUODSS 8] JOJ ZH

[eluUBWIDAXS SINOARY DA~ |ejuBWIIdXd SINOARS DA- 0S 03 PeseaIdUl pue poLad SINUILI-G|

[65°0 ‘0Ll 1D %561 [£O'08¥C-1D 1S4y 843 404 ZH Ol ‘spoliad 8ynulw-G|

%(0) QWS 95°0- :$M98M 2G5 | %S6] AWS £C°L- :S@8am Z§ SAIINDBSUOD ¢ ‘UOISSSS Yoes senuiw

0OL/O ‘LINT Wweys - [20°0 /02 1D [30°0 ‘86°1- 1D 0F "SYo80M {7 10} AP{OOM SUOISSSS 7
(%0L) OL/L ' LINT - %S56] AWS 2O'L- SMPoM ¥ | %S56] AINS G6°0- (SH9oM 7 SY99M 9 1W3 (S002)
PN dN SVA SVA SHIIM 17 LW3 Weys sA LW | [P 39 9MOY

SYluoW ¢ JOJ Yieq ziIs ‘syusbe

Alojeududeljul-1jue ‘siaxo0|q eyd|y

saldesay) jepow-13 N

aWwoy 1e AjJeinbad sasiolaxs uoljexe|al

AXUGDUOQ%O_Q + me AXUQQUQO%O_D + mmV Av_omewwu_O_Q + mmV pue uol3oes3uod \_Q__J@wW_ .\AQ@\_mcuq Jo

|eJUBWIIDdXD SINOARS SA- [ejusWIDdXD SINOAR) DA- |eJUBWIIDdXD SINOARS SA- mxww\s.ﬁ 1O [230} e Buia|dwod snyy

[10'0-'06'0- 1D %S6] [l0'0- 160 1D %561 [L0'0-'06'0- 1D %S6] ‘SeaM g 10j oem Jad UOISsas | usuy}

ANS 91°0- :SHeaM Z AWS 9t°'0- ‘SHeaM 7 AS 91°0- :SHeaM 1z ‘SYMO8M {7 JOJ Mo8M Jad SUOISSSS 7
[¢¥'0 'SP0- 1D [0 'SP 0O-1D 070 '870- 1D Yoeqpadjolq + s3 «(020D)
%S6] AWS LO'0- 1M 2L | %S6] AIWS LO'0- iSHedM 2L | %561 AINS 0°0- :S@9aMm ¢ SYIIM ¥ ¢ saidesays e e
%0 ISdD-HIN ISdD-HIN ISdD-HIN ‘S>eeM 7L |epow-ijjnw sA jdeqpasjolq + S3 Repued

9|qeoijdde aiaym 9|qeoijdde asaym 9|qeoijdde aiaym
Jofew ‘Joujw 9oUd.494J1p dnoJb usaM1Sq | 9dUdId94jIP dNOIB UdBdMISQ | @dUa4d4jip dnoub usamiaq

:(% 19quwinu) ‘(®njeA-d) juswieau) joye | ‘(dnjeA d) juswieady Jajye | ‘(dnjeA d) Juswieau) Joye S DED) UOIJUdAIBU| )
° MO||0} URS A : Apnis

JUSAD 9SISAPY

pue 81049¢ ueIpaW/URS
341 Jo Ayjenp

pue aiojeq uelpaw/ues
swoldwAs Aieulin

pue 81049¢ ueIpaW/ULS
uled

91

Summer 2024 | Volume 30 Number 4



Australian + New Zealand Continence Journal

SjusuaINseaW
»0eQPe8J0Id pue $8|0SNW 1004 dIA|ed
21 JO uoljed|ed Jo 8douepING By3 Joapun
$8|0sNul 100} DIAjad ay] xelal pue
10BJ3UOD 03 MOY UO SUOI3ONJISUl PB[IRIDP
JO S3SISUOD YoeQgpP88)0Iq J0O|) DIAIBd
1INF

Sse swes ayj sem pagliosaid Aousnbaul
dYL ‘ST 40 seINuUIW 0% Aq pamoj|o4
Yoegpes)oIq JO seInuiW Gl papn|oul
pue seInuIW Gy JNOge Pa}se| UoISSas
yoe3 'sHoeM 7 J0J MoaM e 9dU0 AQ
PBMO||0} ‘SHMBM g 10} Apj@em 8dIm] S3

Opegpaajolq + s3) 953

(LWD (LWD
|ejusWllIadXs SINOARS BA+ (LWD [ejusWlIdXs SINOARY BA+ soiNUIW G| Jo) zH O/ AQ
[sLI0- |PJUBWIIIDAXD SINOARS BA+ OV PBMO||04 ‘SBINUIW G| JOJ ZHOL Aouanbal4
CLY 1D %561 AWNS OL'C | [£71- 2L 1D %S6] AIWS OL'0 ‘0C°0 1D %561 AWS 0¢'C SY8OM 9 UOJ ‘AMBeM 8DIM] 'SeInUIl 0% 92(£10T)
%0 100 ISdO-HIN Adeuln ISdD-HIN uled |SdO-HIN SYH9IM gl 1W3 |e}a BueA
103y-UoN
pPag1Ios9pP 10N
eisabjeuy
(elsebleuy + SNIL) (YWSZ
[BIUBWLISAXS SINOARY BA- ueaw) A3Isuaiul ((SeINUIW OF ‘UoIeINp
[/S1- SAOOL ‘Yapim esind 'zH 001 ‘Aousnbauy «(L10D)
78°C- 10 %561 AWS 0¢'¢- SNIL) S¥eem 7 Joj Meam Jad sewi} § ERE)
dN dN dN SVA SHOOM L eisableuy + SNIL Ameijue|
YWOL-G 'sf00z 'ZgH0oZ
‘SM9OM | JOJ MoOM B 9DUO ‘Seinulll 0%
SN1ld
YWOZ-vWol 'shooz ‘ZHoZ
(SNLd) |043U0D SINOARY + (SNLd) ‘SMQOM | JOJ YoM B 8DOUO ‘SeinuIW 0%
(¢80 (SNLd) |043U0D sinoAey + |0J3UOD SINOARS BA+ SNLL 0z(£200)
%0 ‘100 %561 ANS S0 | [£G5°0 ‘I'0- %561 AWS £2°0 [/6'L°/70 %S6] AWS CT'L SHIIM CL SN.Ld SASNLL | [P35 WIASS
Allep 921y} bW 00%
uloeXOJO pue A|lep 92I1M] 19|ge] 0gede|d
Xqv + si9|qe} weys
Alrep @01y} (Bw 00¢)
UloeX0[J0 pue (SUOISSaS Juaulieal) Og 4o
26RIDAR) SHOOM DAIINDDSUOD {7 JOJ YoM
(XaQv + SN3L) Jed sawi G ‘Ajlep ‘AjpAiloedsal YUz
|eIUBWIIDAXD SINOARS DA- pue sioOL ‘ZHOOL 40 AJISUdlUl pUR YipIm
[egz- as|nd ‘Adusnbau) uesw ‘seinuiud O 02(8007)
Ye/- 10 %S56] AWS 60°S- XqVv + SN3IL e e
AN AN IN uied |SdD-HIN SHSOM /| XqV + si9|qe} weys sA xqv + SNIL eulweT]
9|qeoijdde aiaym 9|qeoijdde asaym 9|qeoijdde aiaym
Jofew ‘Joujw 9oUd.494J1p dnoJb usaM1Sq | 9dUdId94jIP dNOIB UdBdMISQ | @dUa4d4jip dnoub usamiaq
:(% 19quwinu) ‘(®njeA-d) juswieau) joye | ‘(dnjeA d) juswieady Jajye | ‘(dnjeA d) Juswieau) Joye S DED) UOIJUdAIBU| )
° MO||0} URS A : Apnis

JUSAD 9SISAPY

pue 81049¢ ueIpaW/URS
341 Jo Ayjenp

pue aiojeq uelpaw/ues
swoldwAs Aieulin

pue 81049¢ ueIpaW/ULS
uied

Summer 2024 | Volume 30 Number 4

92



Australian + New Zealand Continence Journal

l00'0>d‘9CF l00'0>d ‘6l l000>d L' F SMeaM [RIBASS JOJ A[JUB}IIUIBIUI BUOP 8]
6C01LCFo6(dS)UedN | FZZOILCF6L(AS)URBIN | 22010 CF O (dS)uesiy PINOD pue >eeMm e Sseuwl} ¢ 40 ¢ ‘Ul 0%~ »(0L0T)
dN 100 ISdO-HIN ALVNIIN ISdO-HIN NIVd ISdO-HIN SY99M Ol Yoeqpaajolq 100|} dIA|ed e 19 9H
(syyuow )
gp-¢ abuel) | JNUBWIRSI JO s|ie1eQ uonediIsuod Jo
(Ol-L @bues) OL/S' ¥ 01 dn-moj|04 Juswebeuew |eolpauW ‘Welbold asioiaxs
(Ol-z ®6uel) OL/9 uelpan syjuowl SWIoY pue Xoeqpss0Iq JO0|} JIAIed 1(9102)
dN AN IN uled SYN ¢l uelpauw saldeiays [epow-1}INW | [ 33 |[a1led
L00'0>d
10O'0>d ‘(0Ql-0 @bues) g'¢ ‘(9-0 ebues) ueawl g’z 100'0>d ‘(g|-| ebue) SHoaM -7 Alans
0} (|I-Z ®buel) ¢/ uesy 031 (OL-0 @buel) 'S uesl | £'G 0} (91-Z ©bueld) || uesiy 82UO AQ PaMO||04 Meam e 8duo Ajjeiiu] 0:(S002)
IN 100 ISdO-HIN Adeuun |SdD-HIN uled [SdO-HIN | SY¥99M 6¢-Gl | SO9SI0I9Xd pue }oeqpaajolq 00| JIA|3d | |B 18 [dUIOD
100"0=d ‘(61
-0) '/ 03 (92-0) Gl UeIpslN L0O0=d (8l Jnoy | Bunse| yoes ‘sysin Apjeemia 9 5(0002)
souoos | (£-0)103(8-0) G UBIPSN | 5y 9| abuel) Bulules}al e 1o
N SN WoldwAs Aseunn vNv [ured] SYA | syjuow 8'G Jlappe|q pue )oeqpaajoliq 100[} JIA|Dd susuwis|D
52(0202)
(AN |e1s
SN SN SN Luoin|oseal 839|dwoo,, SMeaM Z| | pepInodd sjusuliesl)) Adedays |edisAyd ueynoyd
‘G pue {7 UoIsSas
AQg payiodal
SWOIdWAS ON
‘UOI3RJ0|0DSIP UIMS
%/ ‘(SSBUYSIIBA8)
‘elnsAp) %0
‘(ured) %01 03
Jayying paonpal
Aay) ‘¢ UoIssas 404
(UOI3eI0|0DSIP)
%9¢
‘(sseuyslianay)
%S '(BlUINSAP) Ui O¢ 1o uonednp sbeiae ue Buirey
%L ‘(Ued) %61 UOISSSS oD »oaM B 92U0 SUOISSaS §
03 paonpal B
swoidwAs 8say} 2J90SIA DIA|Dd-0oulWopge 8yl 4O ININT (S)
‘Z UOISSSS 104 XIND YBl pue 471 ‘a1 49| ()
. X ol pue 471 ¢ b
eo:m_ﬁ_%wm_c 100°0>d (0 '72L'S) 1000>d ‘(+9'g 100°0>d ‘(#6°L no _cm - M:H - . )
ﬂ PS) %9¢ 1D %S6) (SLD VLS | TrZI1D%S6) (S8'D) L6T | ‘TrTlID %S6) (L) birel *OVH PUe O 34614 °03 43l (2)
(Ustian) 901 "DVH pUe O] 38| ‘03 1Bl (1)
‘(BlUINSAP) %91 1D %S6 1D %56 1D %S6 : (120D
‘(ured) %95 | ‘(dS) @oUBJBIp UeS|A '(dS) @ouUBUBIP UeS|A ‘(dS) @oUsUBJIP UeS|A ‘2pN|oUl Seale pajeal] el
UOISSSS 104 100 ISdO-HIN AJeuln ISdD-HIN uled |SdO-HIN SY99M 9 Adeljayl WW3 eyswily
S9149§ dse)
9|qeoijdde aiaym 9|qeoijdde asaym 9|qeoijdde aiaym
Jofew ‘Joujw 9oUd.494J1p dnoJb usaM1Sq | 9dUdId94jIP dNOIB UdBdMISQ | @dUa4d4jip dnoub usamiaq
:(% 19quwinu) ‘(®njeA-d) juswieau) joye | ‘(dnjeA d) juswieady Jajye | ‘(dnjeA d) Juswieau) Joye S DED) UOIJUdAIBU| )
° MO||0} URS A : Apnis

JUDAD 9SIDAPY

pue 81049¢ ueIpaW/URS
341 Jo Ayjenp

pue aiojeq uelpaw/ues
swoldwAs Aieulin

pue 81049¢ ueIpaW/ULS
uied

93

Summer 2024 | Volume 30 Number 4



Australian + New Zealand Continence Journal

sjuaned

62 40 (%ZL)
L Ul syjuow

(88-9:95
A DTN N7
4O dn-moj||oJ
(®bues D
%G6) ueswl
dn-mo||0J
(syauow
88-9 abuel) _ Aep
000>0 | * sows | @M UL OF s el PR | atsioD
(97 ‘T’ 10%56) 6'S 03 9ey 118 SWOsL pue 2HO8 CEE
%0 AN AN (6929 %56) 9’9 Ues SH98M 7| SN3L | JopIBUYDS
Adeisyy
UJID1SAS DA11R196A0INBU PUR JR|INDSEA
[20'€ 150 1D [££°2'50'0 1D [8l'v '60°0-1D| SM°oMcc ‘AdeJay3 [enueus Jejnoie ‘Adessyy (2200
%S6] 86| 90UDIDHIP UBSIN | %G6] 9Ll ©2UDIDIP URBIN | %SG6] 617°'C 90UdJ4JIP UeS|A ‘Syjoom 9| jenuew AdejusuwielBl| pue Jeinosn|al e
%0 100 ISdD HIN AJeulin 1S40 HIN NIVd ISdD HIN ‘Sy@em Ol saldesays [epow-13 N eSauo)
JaljoJ uled Joj uonenpowoJsnau (Al
»oeqpsesjolq Jooly dIAjd (1)
(sesloexa Bulusyibusls
pue A3ljigixal} ‘AJjiqow ‘Uciow Jo
abuel 'o'1) sas|odexe dipnadesayy (||)
(24N1BINDOSNWI |PUILIOPgR puR
J100}4 DIAj2d By3 JO uoiendiuew |eulaixs
(/LS 0} pue |eusaiul) ases|al Julod Jsbblu) 0:(£102)
/) CT'CZ 03 (6% 0191) 808 SNEETN |erosejoAul 1oy Adedsy) [enueud (1) 1o
dN dN AN 2101 ISdD-HIN col-vy saldeiayy [epow-i} Nl | UOSIBISEN
(S10°0=0d) O't 03 £'9 UedN
AJuoAes uled WNWIXe|n|
i _ ) SMeaM {7 10J Aep Jad seinuiud Og 10 (/10D
(%e9) 6/ ¢ (600°0=d) L2 01 6 UBSIW BULI [BUISIXS JO UOIED0| 8Y) Je paljddy EEE
PIIA AN aN uled SVA SHOOM f7 uonenwils AlojelqiA [eudaixs | ejempueyy

Summer 2024 | Volume 30 Number 4

94



Australian + New Zealand Continence Journal

'SASIA Adeday) |eoIsAyd JO Jeaquunu Ul pajiodad eye Jes|oun Sem S3aaMm Ul uoielnp dn-mojjo4 = .

(SVA) ©|eds anbojeue |ensIA ‘(SNT 1) UOIIe|NUIIRS 8AJBU [BD14108]8 SNOsuRINdOSUe)
(QINS) dUadayylp uesw pazipiepuels (QS) uohelrsp pJiepuels ‘(1D¥) |eld) Po|0J3U0D paziuopueld ‘(SYN) 9eds Bulled |eousuwinu ‘(pajiodad Jou) ¥N ‘(SNL1d) uonenuwiis aAisu
lelgn jedaydiad (ISAD-HIN) X8pu| WoldWAS SI31321S01d 21UOJIYD YijeaH JO 81n3iasul |euoneN :‘Ajousiue (DWH) Xo|dwod Jojonppe diy pue ((Q) enbijgo |euJalul [elaje|eljuod pue
(O3) enbl|go |eulsixd |edaje|isdl pue ‘Al101I81sod (XIAD) snwiixeuw snain|b |eda)e|eliuod pue (471) elose) Jequinijodeloy) edajelisdl ((gT) 1s1op snuwlissie| jedaie|isdl ((S3) uonenwiis
1221430919 ‘(LINT) Adeiayl 2118ubeulodlos|d ‘(A IAT) UOIIeZI|IgOW [B1DSRJOAW [ReUJa1Xa (|D) |BAJSIUI 80USPIJU0D ‘(WNVY) UOIIRIDOSSY [BDI60|0JN UBDLIBWY (XQY) SO130I01IUY (SUOIIRIASICQY

sjusijed yyoq 4o O
(eah |) SHdN
7 018
¢ jusaied
0016
L Jusiied
(SHSIA 1d 350d) SHAN
L 016 cOY v cLo19l 5 5 sy pm_oﬁwc %wm@mxm
= = = ulusyibuauls |ednisod ‘Bulydlsiis
¢ JueHEd ¢ Auehed ¢ JuehEd 183K | 5 qouse ‘Uoiexe|R. 100y DIAjad Bsesal ,:(0L02)
0010l 0031 0037l | LAN-MOJIO4 | Jyj0d JoB6LI] [2100ISUR} PUE [RUILIOPJE e e
[ Jusined [ Jusired [ Jusiied SUSIA £ Buipnioul seidelsyy pasijenplAlpul BUAIS|Y
AN 100 ISdO-HIN Adeuln ISdD-HIN uled |SdO-HIN SHUSIALL soldelay) [epow-13INW UBA e
9|qeoijdde aiaym 9|qeoijdde asaym 9|qeoijdde aiaym
Jofew ‘Joujw 9oUd.494J1p dnoJb usaM1Sq | 9dUdId94jIP dNOIB UdBdMISQ | @dUa4d4jip dnoub usamiaq (e6ues) dn (1eak)
:(% 19quwinu) ‘(®njeA-d) juswieau) joye | ‘(dnjeA d) juswieady Jajye | ‘(dnjeA d) Juswieau) Joye Mollol Uea UOIJUdAIBU| Aon
JUBAS 9SISAPY pue 21049q ueIpaW /US| | puUE 840j3C URIPBW/URD| | puUe 810}8q uelpaw/ues o3 W PMsS
9J1] Jo ANjen® swoldwAs Aieulin uied

95

Summer 2024 | Volume 30 Number 4



Australian + New Zealand Continence Journal

Risk of bias

The risk of bias for RCTs, non-RCT and case series are
presented in Appendix 4, Appendix 5 and Appendix
6, respectively. Among the RCTs, there were two high
quality studies,?® 2" four medium quality studies,?>?°
and three low quality studies (Appendix 4)%28 The
single non-RCT study was high quality (Appendix
5).2°0ut of the 11 case series, seven were high quality
30-36: one was medium quality®’; and three were low
quality (Appendix 6).3840

CP/CPPS study enrolment and diagnostic criteria

Categorising the anatomical locations where the pain
was reported by the patientsusing the NIH-CPSIwas not
possible as the studies did not provide disaggregated
pain locations. However, sufficient information was
extracted from the included studies (Appendix 7). The
number of pain locations reported varies per study,
ranging from one to six, demonstrating the variation
in recruitment and enrolment criteria. Amongst these,
patients reported pain in the perineum or pelvic floor
(PF) in seven studies. However, only one of these seven
studies performed PF examinations for perineal pain.=°
In cases where pain was reported in the lower back, hip,
groin or pelvis, no studies performed relevant physical
examinations for these regions.

The PERG provided alist of recommended assessments
for the diagnosis of Type Ill A/B CP/CPPS. Nine of the
20 studies assessed pain, and three assessed urinary
symptoms. However, no studies assessed psychological
and sexual dysfunction symptoms (Appendix 8).

Out of the five key recommended assessments by
PERG (Appendix 8), only three out of the 21 studies
(14%) completed DRE; and none completed abdominal
examinations. Twelve studies completed UDA or MSU
culture for infectious diseases (57%). Only four studies
(19%) completed a PSA test; and no study completed
a nucleic acid amplification test to rule out prostate
cancer and STls respectively. To confirm the diagnosis
of Type lll CP/CPPS, some studies conducted additional
tests that were not part of the recommended list,
including scrotal ultrasound sonography, post-void
residual, semen culture, medication prescription,
expressed prostatic secretions, assessment tool and
gquestionnaire administration (Appendix 8).”

Evidence from RCTs

Very low evidence was found across all studies using
the GRADE tool (Appendix 9). It indicates that the data
quality is poor and strong recommendations for any
interventions cannot be drawn from this review.

Electrical stimulation (ES)

A meta-analysis (Figure 2A) reported a large effect
[2.80 SMD; 95% 1.05, 4.55] on pain favouring ES
compared to sham ES in the short term (<12 weeks).?*
25 This is similar to a single RCT that compares ES to
analgesia (Figure 2C) [3.32 SMD; 95% 1.67, 4.971%%; ES
to sham tablets (Figure 2D) [5.09 SMD; 2.83, 7.34]; as
well as ES and analgesia to analgesia (Figure 2E) [2.20
SMD; 1.57,2.84].%8 Contrarily, another study reported no
effect [0.04 SMD; 95% 0.40, -0.48] on pain in the short
term (<12 weeks); but small effect [0.46 SMD; 95% 0.01,
0.90] in the long term (>6 months) when comparing

Records identified from: AMED,

CINAHL, EMBASE, Duplicate records removed

Y

Records identified from:
‘Websites and citation searching

MEDLINE (m=2,358) e

(n=13.139) (=0

Records screened N Records excluded

(n=10.781) (n=10.661)

Reports sought for retrieval | Reports not retrieved Reports sought for retrieval | Reports not retrieved
(n=120) "l m=49 (n=0) I @m=0)

I

'

Reports assessed for eligibility
(n=116)

Reports excluded:

Abstract (n = 28)

Duplicates (n=1)
Non-English paper (n=2)
Wrong study design (n=27)
Wrong intervention (n = 22)

v

Wrong outcomes (1= 5)

Wrong patient population (n = 10)

Reports assessed for eligibility
@=0)

A4

Reports excluded (n=0)

Studies included in review

(m=21)

Figure 1. PRISMA flow diagram'®.
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ES and biofeedback to multi-modal therapies (Figure
2G).?6 A study comparing two different types of ES,
namely transcutaneous tibial nerve stimulation (TTNS)
and peripheral tibial nerve stimulation (PTNS) (Figure
2F), reported large effect [1.22 SMD; 95% 0.47,1.97] on
pain favouring PTNS instead of TTNS in the short term
(<12 weeks).?

As for urinary symptoms (Figure 3) and QoL (Figure
4), a single study reported a large effect on urinary
symptoms (Figure 3B) [2.32 SMD; 95% 1.77, 2.86] and
QoL [2.83 SMD; 95% 2.24, 3.43] in the short term (<12
weeks), favouring ES over sham ES.?? Conversely,
another study reported no effect [urinary symptoms
(Figure 3D): 0.01 SMD; 95% 0.43, -0.45; QoL (Figure
4C): 0.01 SMD; 95% 0.43, -0.45] in the short term (<12
weeks); but small effect [urinary symptoms (Figure
3D): 0.46 SMD; 95% 0.01, 0.91; QoL (Figure 4C): 0.46
SMD; 95% 0.01, 0.90] in the long term (>6 months),
favouring ES and biofeedback over multi-modal
therapies.?® Another study reported no effect for
urinary symptoms (Figure 3C): [0.23 SMD; 95% -0.11,
0.57], however a small effect for QoL (Figure 4B) [0.45
SMD; 95% 0.07, 0.83], favouring PTNS over TTNS in
the short term (<12 weeks).”

Electromagnetic therapy (EMT)

A meta-analysis reported no significant effect of
improvement in pain [0.47 SMD; 95% -0.07, 1.00] and
urinary symptoms (Figure 2B) [0.41 SMD; 95% -0.58,
1.39] in the short term (<12 weeks) when comparing
EMT to sham EMT.2% 27 There was also no significant
effect [0.21 SMD, -0.30, 0.72] in the medium term (>12
weeks to <6 months)?® and long term (>6 months)
[1.23 SMD; -0.03 to 2.48].?” For urinary symptoms,
it also showed no evidence to indicate a benefit of
EMT over sham EMT in the short (<12 weeks), medium
(>12 weeks to <6 months) and long term (>6 months)
(Figure 3A). For the QoL domain, there was a medium
effect improvement for the use of EMT compared to
sham EMT in both short (<12 weeks) [0.51 SMD; 95%
0.00, 1.03] (Figure 4D) and medium term (>12 weeks
to <6 months) [0.51 SMD; 95% -0.01, 1.03].2° However,
the potential benefit of EMT over sham EMT cannot be
confidently ascertained.

When comparing EMT and medication to medication
only, there was also no evidence seen in pain (Figure
2H), urinary symptoms (Figure 3E) and QoL (Figure
4E) in the short term (<12 weeks).?*

Evidence from non-RCT

A very-low evidence non-RCT?° that compares EMT to
ES and found a large effect improvement in both pain
[2.30 SMD; 95% 0.20, 4.40] and possibly QoL [2.10
SMD; 95% 4.13, -0.13] in the medium term (>12 weeks
to <6 months); whereas no improvement in urinary
symptom was observed at this timepoint [0.10 SMD;
95% 1.12, -1.32].

Evidence from case series

There was limited evidence across all case series and
the effect sizes were not estimable (Appendix 9).
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Outcomes from single case studies are reported in
Table 1.

Overall, there was evidence of an improvement in
pain in the short-term (<12 weeks) following external
myofascial mobilisation (EMM)°; TENSS®¢; external
vibratory stimulation®®; pelvic floor biofeedback (PFB)*/;
and unspecified physiotherapy intervention.®'Urinary
symptoms and QoL also improved in the following
EMM3° and PFB.*’

In the medium-term (>12 weeks to <6 months),
improvements in pain and urinary symptoms were
observed following PFB and bladder retraining®;
PFB and exercises®s; and multi-modal interventions.*
Similar improvements were noted for QoL following

PFB and exercises®** and multi-modal interventions.**
35,39

In the long-term (>6 months), all domains were
improved following multi-modal interventions.3? 4°

Adverse events

In this review, 33% (n=7/21) of the studies assessed
showed no adverse events; 14% (n=3/21) reported mild
adverse events (transient paraesthesia, pain, dysuria,
feverishness, skin discoloration); whereas 52% (n=11/21)
did not report on assessing adverse events (Appendix
10).

DISCUSSION

The primary aims were to (i) investigate the effects of
conservative management on the symptoms, physical
function and QoL in people with Type Ill A/B CP/CPPS;
(ii) document and review the study enrolment criteria
used to diagnose and enrol participants with Type
Il A/B CP/CPPS; and (iii) investigate the description
of the diagnostic outcomes and the corresponding
interventions used across included studies.

Five main findings emerged from the systematic
review. There are: (ia) ES is superior when used in
isolation or combination with other interventions in
improving pain, urinary symptoms and Qol; (ib) EMT
did not offer improvements in pain, urinary symptoms
and QolL; (ic) non-electrotherapy interventions offered
improvements in pain, urinary symptoms and/or QoL
when used in isolation or in combination with other
therapies; (ii) varied study enrolment criteria were
used to diagnose and enrol participants with Type Il
A/B CP/CPPS:; (iii) most interventions targeted the PF
only, despite patients’ reported pain locations and the
outcomes of the diagnostic outcomes reported in each
study.

The application and benefits of ES for managing
pain have been documented in females experiencing
chronic pelvic pain.¥ However, it has been primarily
used in females with conditions such as dysmenorrhea,
endometriosis, and dyspareunia.*’ This review shows
that ES is superior to sham ES??> 2%, analgesia, sham
tablets?®; and multi-modal therapies®® in providing a
large, clinically meaningful pain relief in the short term
(=12 weeks). When ES is combined with analgesic
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A) ES versus sham ES

Std. Mean Difference
IV, Random, 95% CI

Experimental Control Std. Mean Difference
Study or Subgrou, Mean SD Total Mean SD_Total Weight IV, Random, 95% CI
1.1.1 Short term (3 months)
Kabay 2009 65 1.7 45 122 37 44 536% -1.97 [-2.48,-1.46)
Samhan 2011 22 519M7 20 17.45 213923 20 464% -3.76 [-4.83,-2.69)
Subtotal (95% CI) 65 64 100.0% -2.80 [-4.55, -1.05)

Heterogenelty: Tau® = 1.42; Chi*= 8.82, df= 1 (P = 0.003); = 89%
Test for overall effect Z= 3.14 (P = 0.002)

B) EMT versus sham EMT

Experimental Control Std. Mean Difference

Study or Subgroup _ Mean SD_Total Mean SD_Total Weight IV, Random, 95% CI

-
—.

i

4 2 0 2 4
Favours [experimental] Favours [control]
Std. Mean Difference
IV, Random, 95% CI

6.3.1 Short term (3 months)

Kessler 2014 29 21424 30 29 2678 30 602% 0.00(0.51,0.51]
Rowe 2005 118 6654 10 194 75256 7 398%  -1.03}2.07,002)
Subtotal (95% CI) 40 37 100.0%  -0.41[-1.39,0.58]

Heterogeneity: Tau®= 0.35; Chi*= 3,02, df=1 (P =0.08), F=67%
Test for overall effect: Z=0.81 (P =0.42)

6.3.2 Medium term (4.6 months)
Kessler 2014 31 28918 29 29 2678 30 100.0% 0.07 [0.44,0.58]
Subtotal (95% C1) 29 30 100.0% 0.07 [-0.44, 0.58]

Heterogeneity: Not applicable
Test for overall effect Z=0.27 (P=0.79)

6.3.3 Long term (>6 months)
Rowe 2005 1212 53587 8 156 64993 5 100.0% -0.56 -1.70, 0.59]
Subtotal (95% CI) 8 5 100.0% .0.56 [-1.70, 0.59]

Heterogeneity. Not applicable
Test for overall effect Z=0.95 (P = 0.34)

C) ES versus analgesia

-

-2
Favours [experimental] Favours [control]

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean _ SD Total Mean SD Total IV, R 95%CI IV,R 95% CI
2.1.1 Medium term (4-6 months)
Lamina 2008 9 093 8 1338 15 8 -3.3214.97,-1.67) R —
) 3
D) ES versus sham tablets Favours [experimental] Favours [control]
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean _ SD Total Mean SD Total IV, Random, 95% CI IV, Random, 95% CI
4.1.1 Medium term (4.6 months)
Lamina 2008 3 093 8 1588 155 8 -509(7.34,-283) ——+—
-4 -2 2 4

E) ES + analgesia versus analgesia

Experimental Control Std. Mean Difference
Study or Subgroup _Mean _ SD Total Mean SD Total IV, Random, 95% CI

Favours [experimental] Favours [control]

Std. Mean Difference
IV, Random, 95% CI

3.1.1 Short term (3 months)
Tantawy 2018 445 088 31 675 1186 32 -2.20-2.84,-1.57) —+
4 -2 2 4
Favours [experimental] Favours [control]
F) ES (TTNS) versus ES (PTNS)
Experimental Control Mean Difference Mean Difference
Study or Subgroup  Mean  SD Total Mean SD Total IV, Fixed, 95% CI IV, Fixed, 95% CI
8.1.1 Short term (3 months)
Sevim 2023 653 179 38 531 161 42 1.22(047,1.97) e —
-2 - 1 2

G) ES + biofeedback versus multi-modal therapies

Experimental Control Std. Mean Difference

Favours [experimental] Favours [control]

Std. Mean Difference

Study or Subgroup _ Mean __ SD Total Mean _ SD Total IV, Random, 95% CI ' 95% ClI
5.1.1 Short term (3 months)
Pandey 2020 <1251 3841 39 -11.03 3433 40 -0.04 -0.48,0.40) -+
5.1.2 Long term (>6 months)
Pandey 2020 -938 288 39 -005 071 40 -0.46 [-0.90,-0.01) -+
4 2 2 4

H) EMT+ medication versus medication

Favours [experimental] Favours [control]

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean  SD Total Mean SD Total IV, Fixed, 95% CI IV, Fixed, 95% CI
7.1.1 Short term (3 months)
Paick 2006 277 545 19 4 636 21 -0.20 [-0.83,0.42) —T
-2 A 1 2

Favours [experimental] Favours [control]

Figure 2. Forest plots - pain
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A) EMT versus sham EMT

D) ES + biofeedback versus multi-modal therapies

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV,R 95% CI
6.3.1 Short term (3 months)
Kessler 2014 29 21424 30 29 2578 30 602% 000[0.51,051)
Rowe 2005 118 6654 10 194 7525 7 398% -1.03 207,002
Subtotal (95% C1) 40 37 100.0% 041 [1.39, 0.58)
Heterogenelty. Tau*= 0.35,Chi*= 302, df=1 (P=008), *=67%
Testfor overall effect Z= 081 (P=042)
6.3.2 Medium term (4.6 months)
Kessler 2014 31 28918 29 29 2678 30 1000% 007 [0.44,0.58) t
Subtotal (95% C1) 29 30 100.0% 0.07 [-0.44, 0.58)
Heterogeneity. Not applicable
Testfor overall effect Z= 027 (P= 0.79)
6.3.3 Long term (>6 moaths)
Rowe 2005 1212 53587 & 156 64993 5 1000%  -0.56[1.70,0.59) i—
Subtotal (95% C1) 8 5 100.0% -0.56 [-1.70, 0.59]
Heterogeneity. Not applicable
Testfor overall effect Z= 0.95 (P=0.34)
-2 -1 0 1 2
Favours [experimental] Favours [control)
B) ES versus sham ES
Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean  SD Total Mean SD Total IV, Random, 95% CI IV, Random, 95% CI
1.3.1 Short term (3 months)
Kabay 2009 29 11 45 61 16 44 -2.32-2.86,-1.77] -
4 -2 0 2 4
Favours [experimental] Favours [control]
C) ES (TTNS) vs ES (PTNS)
Experimental Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total IV, Fixed, 95% Cl IV, Fixed, 95% CI
8.2.1 Short term (3 months)
Sevim 2023 292 074 38 269 081 42 023[011,057) -t
-2 R 0 1 ]

Favours [experimental] Favours [control]

E) EMT + medication versus medication

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total IV, Random, 95% CI IV, Random, 95% CI
5.3.1 Short term (3 months)
Pandey 2020 -282 866 39 -27 84 40 -0.01 [0.45,0.43) -+
5.3.2 Long term (>6 months)
Pandey 2020 -344 1056 39 002 013 40 -0.46 (0.91,-0.01] -
4 -2 2 4

Favours [experimental] Favours [control)
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Figure 3. Forest plots - urinary symptoms
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A) ES versus shamES

C) ES + biofeedback versus multi-modal therapies

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total IV, Random, 95% CI IV, Random, 95% CI
1.2.1 Short term (3 months)
Kabay 2009 21 09 45 67 21 44 -2831343,-224) -

4 -2 0 2 H
Favours [experimental] Favours [control]

B) ES (TTNS) vs ES (PTNS)

Experimental Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total IV, Fixed, 95% ClI IV, Fixed, 95% CI
8.3.1 Short term (3 months)
Sevim 2023 2711 08 38 226 093 42 045([007,083) B —

2 -1 0 1 2

Favours [experimental] Favours [control]

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total IV, Random, 95% CI IV, Random, 95% CI
5.2.1 Short term (3 months)
Pandey 2020 577 2079 39 66 2054 40 -0.01 [[0.45,0.43] -+
5.2.2 Long term (>6 months)
Pandey 2020 -4.03 1237 3% -003 019 40 -0.46 [-0.90,-0.01) -

4 2 2 4
Favours [experimental] Favours [control]

D) EMT versus sham EMT

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total IV, Fixed, 95% CI IV, Fixed, 95% CI
6.2.1 Short term (3 months)
Kessler 2014 65 20459 30 79 24102 30 -0.51 |-1.03,0.00] L a—
6.2.2 Medium term (4.6 months)
Kessler 2014 6.1 23661 29 74 2678 30 -0.51 |-1.03,0.01) I —

-2 A ( 1 2
Favours [experimental] Favours [control)

E) EMT+ medication versus medication

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean  SD Total Mean SD Total IV, Random, 95% CI IV, Random, 95% CI
7.3.1 Short term (3 months)
Paick 2006 6.53 2 19 583 358 ra 0.230.39,0.86) R

-2 A 0 1 2

Favours [experimental] Favours [control]

Figure 4. Forest plots - QoL

medications, a similar benefit is seen.?> There were
also preliminary results indicating the benefits of ES in
improving urinary symptoms and QoL in the short (<12
weeks) and long term (>6 months) respectively.??26
However, further studies arerequired before supporting
its widespread clinical use on men with CP/CPPS.

It was hypothesised that EMT could improve symptoms
by altering the motor and sensory components of
the PF, such as PF tonic muscle spasm and neural
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hypersensitivity.*? In this review, EMT did not show
clinical and statistical benefits inimproving pain, urinary
symptoms and/or QoL when compared to sham EMT?’;
and medication?* in the short (<12 weeks), medium (>12
weeks to <6 months) and/or long term (>6 months).
While EMT appears to be a safe treatment option, its
effectiveness needs to be assessed with larger, more
robust clinical trials.

There was a reduction in pain, urinary symptoms and
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QoL with manual therapies.®> 4° These findings are
consistent with other studies that have also reported
pain improvement following connective tissue
manipulation and PF myofascial trigger point release
(MTPr),4 MTPr and paradoxical relaxation training.*4
The changes in patients’ symptoms may be attributed
to transient pain inhibitory effects on the peripheral
and central nervous system; changes to tissue texture,
inflammatory biomarkers, behavioural responses such
as kinesiophobia; natural recovery; or the placebo
effect.®

PFB wasanotherinterventionthatyieldedimprovement
in pain, urinary symptoms and Qol.3?*4 %739 |t aims to
provide visual feedback of proprioceptive function, to
retrain function when PF muscle contraction (PFMC)
and relaxation execution is an issue.“® However, not
all studies included in this review had explicitly stated
how PFB was delivered, particularly whether PEMC,
PF muscle relaxation or a combination of the two were
used; and whether verbal instructions were provided
along with electromyography or in isolation, and vice
versa. Future studies should ensure PFB processes
and rationales are included in their methodologies
to enable better replication of study interventions.
It is important to note that some of the studies in
this review included PFMC as part of its relaxation
training.”® %2 |t was unclear whether patients were
instructed to perform gentle contractions to aid PF
muscle relaxation or full muscular contractions. The
latter is contrary to the recommendation made by
the American Urological Association [AUA] (Grade
A evidence) that hypothesises PFMCs may increase
pain.*” However, it is also important to note that 67%
(4/6) of the articles cited in the AUA guidelines used
PFMC as part of the intervention.®” These articles
reported improved outcomes in NIH-CPSI, AUA
symptom and/or VAS scores for women*®48 and men.**
Future studies should provide explicit instructions on
the degree of PFMC patients are asked to perform as
part of their PF relaxation training.

Vibratory stimulation has been used in other non-
urological conditions, such as chronic local or
widespread musculoskeletal pain and fibromyalgia.*?
The “gate control theory” stipulates that activating
other nerve fibres that conduct non-noxious stimuli,
such as vibration can inhibit the peripheral and central
nociceptors, thereby reducing an individual's pain
severity.”® While the external vibratory stimulation in
this review showed an improvement in pain outcomes,
the study had a high risk of bias. Therefore, further
studies are required to establish its credibility before
recommending it for men with Type Il CP/CPPS.

The study enrolment and diagnostic criteria for patients
with Type Il A/B CP/CPPS were inconsistent across
the included studies despite PERG's recommendations
for comprehensive subjective, physical and diagnostic
assessments.” These discrepancies may be attributed
to two factors. First, the training of urologists may
differ between institutions; and second, in clinical
contexts, the thoroughness of subjective and objective
examinations may be limited by external time pressure.®
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Psychological distress and erectile dysfunction are
commonly reported by men with CP/CPPS.52 In this
review, no studies have conducted psychological and
sexual assessments on men with CP/CPPS. The lack of
attention to these symptoms might have contributed
to the chronicity (persistence and/or recurrence) of
symptoms seen in these men.>® Furthermore, the pain
type experienced by the patients, whether acute,
subacute, or chronic, was not assessed and managed
accordingly. This may explain the partial resolution of
the symptoms experienced by some patients but not
others. Future studies should consider incorporating
these assessments and evaluating the impact of their
management plans on pain, urinary symptoms and
Qol.

Musculoskeletal tenderness within the PF is one of the
key features of Type Il A/B CP/CPPS.6 However, the
UPOINT domain of tenderness (T), which indicates
referral to pelvic health physiotherapy, lacks clarity.
The description includes tenderness and spasm, which
require two separate measures representing pain and
tone respectively. This lack of clarity can lead to the
mistaken belief that pain and tone are synonymous.
Clarifying this domain would aid clinicians in choosing
the optimal treatments based on specific patient
findings. Furthermore, PF examination is not routinely
offered by a urologist, unlike a DRE, which is routinely
used to assist the diagnosis of prostate malignancy.>*
This examination differs significantly from the
comprehensive PF examination conducted by a
specialty-trained pelvic health physical therapist,>*
suggesting that future studies should consider having
both medical specialists and physical therapists
conduct comprehensive examinations before arriving
at a diagnosis of CP/CPPS.

Although multiple pain locations were reported across
the included studies, most interventions only targeted
the PF without providing a strong rationale for the
connection between PF and pain location. While it
is plausible that targeting the PF muscles addresses
pain experienced in the perineum, peri-anal, anal,
rectal, scrotal and testicles, other urological conditions
such as bladder, prostate and abdomen could also
contribute to pain in these regions. Furthermore, while
there were reports of pain improvement, the specific
locations where these improvements occurred were
not explicitly stated. These findings suggest that
clinicians should consider confirming the presence and
location of pain reported by the patients as part of their
physical assessment and provide a strong rationale for
the mechanism of such PF treatment for the clinical
presentation.

Limitations

One of the limitations of this review is the lack of robust
clinical trials. The GRADE evidence presented for all
interventions appears very low. As a result, making
strong recommendations for the use of ES and EMT;
or any other inventions on men with CP/CPPS is not
possible. Second, pooling of data from other studies
was challenging due to considerable heterogeneity
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found in the symptoms reported, study designs and
interventions provided. Future studies should consider
these factors so that the study outcomes are rigorous,
replicable, and generalisable to this specific patient
cohort.

CONCLUSIONS

Preliminary findings suggest that ES appears to be a
promising intervention for pain, urinary symptoms and
QoL whenused inisolation or in combination with other
therapies. Other forms of intervention such as PFB
and targeted manual therapy can be considered as a
complementary treatment, if supported by subjective
and physical examination findings and strong rationale.
At present, there is very low-level evidence supporting
the use of any interventions found in this review
on men with CP/CPPS. Clinicians should consider
individualising treatments based on patients’ clinical
presentations and specific exam findings until results
from high-quality studies with rigorous enrolment
criteria and robust RCTs become available.
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