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For many years, different types of pain were classified as nociceptive based on the presence of an actual tissue injury or a threat to 
non-neural tissue that activated nociceptors. Pain that did not fall into this category was classified as neuropathic, defined as “pain 
initiated or caused by primary injury or dysfunction in the nervous system”1. In 2011, the updated definition of neuropathic pain was 
changed to “pain caused by injury or disease of the somatosensory nervous system”1. The change caused a gap in the classification of 
certain clinical conditions that did not show “activation of nociceptors” or “lesion or disease of the somatosensory nervous system”2. 
These conditions were characterized by alterations in the nociceptive system with widespread pain, without signs of injury or disease 
of the somatosensory system, with the presence of hypersensitivity even in apparently normal tissues.
On the other hand, the adoption of a term such as “idiopathic pain” could contribute to the stigmatization of these patients1,3. The-
refore, a task force of the International Association for the Study of Pain (IASP) proposed the term “nociplastic pain” to include those 
conditions that did not fit into the classification of nociceptive or neuropathic pain2. This editorial seeks to present the historical 
evolution of this term and discuss the current challenges for clinicians and researchers. 
Alterations in the nociceptive system, without consistent evidence of injury or disease in the somatosensory system, can be attributed 
to structural and functional changes in the central nervous system, including central sensitization (CS)4. The first proposals to include 
the term CS in a group of clinical conditions emerged in 20105,6. Reference studies6,7 presented, through a consensus of experts, a 
structured approach that listed clinical criteria suggesting nociceptive, peripheral neuropathic and central sensitization mechanisms 
for musculoskeletal pain. In 2014, another study8 presented a flowchart for the classification of people with CS based on the following 
mandatory criteria: (i) exclusion of neuropathic pain and (ii) pain intensity disproportionate to the supposed source of nociception. 
When neuropathic pain is not present and the pain is considered to be of a disproportionate nature, at least one of the following 
criteria must be present: (i) diffuse distribution of pain and (ii) a score of 40 or more on the Central Sensitization Inventory (CSI).
Considering that CS is a neurophysiological mechanism and not a descriptor for the classification of pain, in 2016 the IASP adopted 
the term “nociplastic pain” as a third descriptor. This term, derived from “nociceptive plasticity”, reflects changes in nociceptive path-
ways2. Nociplastic pain is defined as “pain that arises from altered nociception, despite there being no clear evidence of actual tissue 
damage or threat causing the activation of peripheral nociceptors or evidence of disease or injury to the somatosensory system causing 
the pain”. In 2021, the IASP presented the classification system for nociplastic pain involving the musculoskeletal system9. 
These criteria consider that for patients to be classified with “possible nociplastic pain” they must: (i) report pain lasting for at least 3 
months; (ii) report a regional distribution of pain rather than discrete; (iii) report pain that cannot be entirely explained by nocicep-
tive or neuropathic mechanisms; (iv) show clinical signs of hypersensitivity to pain. In order to be classified as “possible nociplastic 
pain”, in addition to the 4 criteria described above, patients must present: (i) a history of painful hypersensitivity in the area of pain, 
i.e. sensitivity to touch, movement, pressure or heat/cold; and (ii) at least one of the comorbidities: sensitivity to sound, light and/or 
odors, sleep disturbance, fatigue or cognitive problems9. 
The significant advances in terminology, definitions and clinical criteria are recognized. However, significant limitations and challen-
ges remain. The use of the phenotype-based classification term is considered more appropriate than mechanism-based classification. 
The justification is that phenotype refers to observable or measurable characteristics and, to date, the precise mechanisms of nociplastic 
pain have not been fully clarified, suggesting that the term “nociplastic” does not reflect a neurophysiological mechanism.
There are still no “reference standard” tests to properly identify nociplastic pain. Another point that can cause confusion is the assump-
tion that nociplastic pain is a synonym or underlying mechanism for primary chronic pain (PCP) (MG30.0), which is included in the 
International Classification of Diseases (ICD-11). 
PCP is a concept aimed at classifying and recognizing a group of painful clinical conditions as a disease. Nociplastic pain is not inclu-
ded in the PCP definition and should therefore be understood as a descriptor of pain characteristics, rather than a diagnostic entity. 
Furthermore, current classification systems for nociplastic pain have only been suggested for the musculoskeletal system and should 
not be extrapolated to other conditions such as headaches, abdominal and pelvic pain.
It should be noted that the development of criteria for pain classification based on phenotypes is constantly evolving. In order to move to-
wards the clinical implementation of this classification, research must establish the validity, usefulness, reliability and diagnostic accuracy of 
these criteria10. Research should identify whether certain characteristics are specific to a given pain phenotype. Studies should provide eviden-
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ce on prognostic value and state whether treatments based on pain 
phenotype are more effective or not. Taking these gaps into conside-
ration, clinicians should be careful when implementing the current 
nociplastic pain classification system and recognize the limitations 
and variability of pain characteristics with the possibility of patients 
not fitting into any of the three classifications, having overlapping 
characteristics, or features that change over time.

Yours sincerely,
 

Felipe J. J. Reis1

Thais Cristina Chaves2

 
1. Federal Institute of Rio de Janeiro, Department 

of Physiotherapy, Rio de Janeiro, RJ, Brazil.
Grupo de Pesquisa Dor em Movimento (Pain in Movement 
Research Group), Department of Physiotherapy, Physiology 
and Human Anatomy, Faculty of Physical Education and 

Physiotherapy, Vrije Universiteit Brussel, Brussels, Belgium.
School of Physiotherapy and Occupational Therapy, 

McGill University, Montreal, Canada.
https://orcid.org/0000-0002-9471-1174

E-mail: felipe.reis@ifrj.edu.br

2. Federal University of São Carlos (UFSCar), Professor of 
the Department of Physiotherapy, Postgraduate Program in 

Physiotherapy, UFSCar; Postgraduate Program in Rehabilitation 
and Functional Performance, Ribeirão Preto Medical School, 

University of São Paulo; Coordinator of the Movement and Pain 
Research Laboratory - LabMovDor, São Carlos, SP, Brazil.

https://orcid.org/0000-0002-6222-4961
E-mail: thaischaves@ufscar.br

REFERENCES

1. Jensen TS, Baron R, Haanpää M, Kalso E, Loeser JD, Rice ASC, Treede RD. A new 
definition of neuropathic pain. Pain. 2011;152(10):2204-5. 

2. Kosek E, Cohen M, Baron R, Gebhart GF, Mico JA, Rice ASC, Rief W, Slu-
ka AK. Do we need a third mechanistic descriptor for chronic pain states? Pain. 
2016;157(7):1382-6. 

3. Cohen M, Quintner J, Buchanan D, Nielsen M, Guy L. Stigmatization of patients 
with chronic pain: the extinction of empathy. Pain Med. 2011;12(11):1637-43. 

4. Nijs J, George SZ, Clauw DJ, Fernández-de-Las-Peñas C, Kosek E, Ickmans K, Fer-
nández-Carnero J, Polli A, Kapreli E, Huysmans E, Cuesta-Vargas AI, Mani R, Lun-
dberg M, Leysen L, Rice D, Sterling M, Curatolo M. Central sensitisation in chronic 
pain conditions: latest discoveries and their potential for precision medicine. Lancet 
Rheumatol. 2021;3(5):e383-e392

5. Nijs J, Van Houdenhove B, Oostendorp RA. Recognition of central sensitization in 
patients with musculoskeletal pain: application of pain neurophysiology in manual 
therapy practice. Man Ther. 2010;15(2):135-41. 

6. Smart KM, Blake C, Staines A, Doody C. Clinical indicators of ‘nociceptive’, ‘periphe-
ral neuropathic’ and ‘central’ mechanisms of musculoskeletal pain. A Delphi survey of 
expert clinicians. Man Ther. 2010;15(1):80-7. 

7. Smart KM, Blake C, Staines A, Doody C. The Discriminative validity of “nocicepti-
ve,”“peripheral neuropathic,” and “central sensitization” as mechanisms-based classifi-
cations of musculoskeletal pain. Clin J Pain. 2011;27(8):655-63. 

8. Nijs J, Torres-Cueco R, van Wilgen CP, Girbes EL, Struyf F, Roussel N, van Oos-
terwijck J, Daenen L, Kuppens K, Vanwerweeen L, Hermans L, Beckwee D, Voogt 
L, Clark J, Moloney N, Meeus M. Applying modern pain neuroscience in clinical 
practice: criteria for the classification of central sensitization pain. Pain Physician. 
2014;17(5):447-57.  

9. Kosek E, Clauw D, Nijs J, Baron R, Gilron I, Harris RE, Mico JA, Rice ASC, Sterling 
M. Chronic nociplastic pain affecting the musculoskeletal system: clinical criteria and 
grading system. Pain. 2021;162(11):2629-34. 

10. Nijs J, Kosek E, Chiarotto A, Cook C, Danneels LA, Fernández-de-Las-Peñas C, 
Hodges PW, Koes B, Louw A, Ostelo R, Scholten-Peeters GGM, Sterling M, Alkas-
sabi O, Alsobayel H, Beales D, Bilika P, Clark JR, De Baets L, Demoulin C, de 
Zoete RMJ, Elma Ö, Gutke A, Hanafi R, Hotz Boendermaker S, Huysmans E, 
Kapreli E, Lundberg M, Malfliet A, Meziat Filho N, Reis FJJ, Voogt L, Zimney 
K, Smeets R, Morlion B, de Vlam K, George SZ. Nociceptive, neuropathic, or 
nociplastic low back pain? The low back pain phenotyping (BACPAP) consortium’s 
international and multidisciplinary consensus recommendations. Lancet Rheuma-
tol. 2024;6(3):e178-e188.

https://orcid.org/0000-0002-9471-1174
file:///D:/BrJP_v7/textos/h
file:///D:/BrJP_v7/textos/h

