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Abstract

A 62-year-old woman presented with an 8-year history of chronic persisting pelvic pain. She de-
scribed constant throbbing, stabbing vaginal pain. A pelvic floor neurophysiological assessment of
the pudendal nerve was performed by performing a needle EMG to the left and right external anal
sphincter assessing for insertional activity and recruitment pattern. A quantitative assessment of
the motor unit action potentials [MUAPs] was also performed. Tests confirmed a left pudendal
neuropathy with chronic denervation in the left external anal sphincter, with reasonable muscle
function, with a recruitment pattern of 65% - 70% of normal. The CAR showed an elevated sensory
threshold with a normal distal latency. All other conventional pudendal nerve treatments includ-
ing oral antiepileptic medication, neuromodulation and pudendal nerve blocking injections had
failed, and the patient was exacerbated by the persisting pain and discomfort. In this case, 30 in-
ternational units (iu) of botulinum toxin type A in 10 divided doses of 3 iu were injected along the
nerve. Four days later the patient reported a significant improvement in the pain symptoms. She
was reviewed 3 weeks later and for the first time in 8 years had made the 70 mile journey to the
clinic as a passenger in her husband’s car. This case highlights a new therapeutic option of botuli-
num toxin type A injection, along the nerve length, for this common painful condition. It seems to
have clinical veracity as unlike other therapeutic option the affect lasts for 3 or 4 months.

Keywords

Pudendal Neuropathy, Vaginal Birth, Pelvic Pain, Migraine, Pelvic Migraine, Botulinum Toxin
Injection, Pelvic Floor Neurophysiology

1. Introduction

Pudendal nerve dysfunction can occur in up to 1/3 of all vaginal births. It can result in faecal and urinary incon-
tinence, as well as sexual dysfunction and pain. The pain in many cases presents as a throbbing discomfort, with
sensory alteration in the perineum, which can be exacerbated by defecation or prolonged sitting. The throbbing
discomfort mimics the headache associated with migraine. Pelvic pain is often described as “a headache in the
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pelvis”. The treatment of pelvic floor pain usually concentrates on relieving muscle spasm with myofascial re-
lease treatments being a popular therapy. Over the past decade, migraine headache therapy has included
botulinum type A therapy at 39 points over the facial nerves. This has proven to have a positive effect on throb-
bing headache prevention. We presented a case of painful pudendal neuropathy which was successfully treated
with a 10 points injection therapy of botulinum toxin A along the course of the pudendal nerve, in a similar
methodology to the migraine therapy suggesting that the neuropathic pain was associated with pudendal neu-
ropathy mirrors migraine headaches, and perhaps the condition could be renamed “pelvic migraine”.

2. Case Report
2.1. History

A 62-year-old woman presented with an 8-year history of chronic persisting pelvic pain. She described constant
throbbing, stabbing vaginal pain which she associated with episodes of burning. She also described constant
perineal sensory alteration, with vulvar tingling, which she described a being like a “nettle sting” and numbness
in the vaginal vault. The pain was exacerbated by defecation and symptoms subsided on urination. By the time
of presentation, she was unable to travel in a motor car for long periods due to pain on prolonged sitting. She
travelled in the main by bus as she could stand during the journey. Her problems started after a hysterectomy
which was performed for uterine fibroids. She had no evidence of interstitial cystitis. She had 2 adult children,
both delivered vaginally without complication. She had previously suffered from polio and developed a post-
polio syndrome in her 30’s which affected her right arm. She was referred for assessment of the pudendal nerve.

2.2. Electrodiagnostic Assessment

A pelvic floor neurophysiological assessment of the pudendal nerve was performed by performing a needle
EMG to the left and right external anal sphincter assessing for insertional activity and recruitment pattern. A
quantitative assessment of the motor unit action potentials [MUAPs] was also performed. The integral structure
of the full length of the pudendal nerve was achieved by performing the Clitoral Anal Sacral Reflex (CAR) on
the right and left sides. These 2 tests are recommended by the World Health Organisation (WHO) as the most
appropriate neurophysiologic tests of pudendal nerve function and give clear clinical information of nerve func-
tion and the presence or absence of recovery [1] which will affect therapeutic options.

The electrodiagnostic assessment confirmed a left pudendal neuropathy with chronic denervation in the left
external anal sphincter, with reasonable muscle function, with a recruitment pattern of 65% - 70% of normal.
The CAR showed an elevated sensory threshold with a normal distal latency.

2.3. Treatment

The patient was initially treated with a combination of oral medications which included anti-epileptic medica-
tion, anti-inflammatory medication which included both steroidal and non-steroidal agents, as well as oral sidi-
anafil to improve pelvic blood supply. There was an initial improvement in the intensity of the pelvic pain. A 12
treatment course of posterior tibial nerve neuromodulation was performed over a 4-week period. Symptoms im-
proved during the course of the therapy but symptoms regressed 2 weeks after the last treatment. Pudendal nerve
blocking injections were previously performed with little affect. These were repeated with a similar negative
outcome.

As in many cases of pudendal neuropathy the diagnosis was confirmed but the therapeutic options were lim-
ited. It was decided to administer a trial injection of botulinum toxin. This therapy had previously been success-
ful in a case of spasmodic levator ani syndrome [2], and is often used in cases of resistant pelvic floor pain.
Botulinum therapy has become a mainstay of migraine headache pain over the past number of years [3], with
significant clinical outcomes using a 39 points injection montage over specific facial nerves and muscles [4].
The mechanism of action is not completely understood but it is thought to be due to a reduction in muscle spasm
and a direct effect on sensory nerve function.

In this case 30 international units (iu) of botulinum toxin type A in 10 divided doses of 3 iu were injected
along the nerve. The injections were guided using a combination of ultrasound guidance and nerve stimulation
guidance injecting through a Teca MyoJect Luer Lock disposable hypodermic needle electrode and recording
the stimulated response at the external anal sphincter. The initial injection was placed at the junction of the sac-
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rospinous and sacrotuberous ligament with injections being placed at 2 cm distances along the nerve length with
the final 3 injections being placed in the perineum 2 cm lateral to the anus and vagina.

4 days later the patient reported a significant improvement in the pain symptoms. She was reviewed 3 weeks
later and for the first time in 8 years had made the 70 miles journey as a passenger in her husband’s car. She de-
scribed herself as being pain free. At 3 months she described some mild symptoms on defecation. She had no
symptoms of faecal or urinary incontinence. She had a repeat therapy at 4 months using a similar protocol and
has remained symptom free and is capable of sitting for periods of hours.

3. Discussion

Pudendal neuropathy is a common but frequently unspoken cause of severe pelvic floor pain, sexual dysfunction
as well as faecal and urinary incontinence [5]. It is also a cause of significant social isolation. The nerve can be
injured during child birth and research has indicated that 1/3 of all vaginal deliveries can result in a pudendal
nerve injury with 1/3 of these persisting with clinical dysfunction [6]. On this basis there are upwards of 1 mil-
lion new cases of pudendal neuropathy every year in the USA. Up to the 1980’s little was known about the con-
dition. Patients frequently failed to highlight the problem associated with this nerve injury due to a combination
of embarrassment and shame due to the intimate area that is affected by the nerve’s dysfunction. Many patients
simply suffer on without ever seeking help for this painful and disabling condition.

The nerve is formed by the 2", 3 and 4™ sacral nerve roots and travels into the pelvis through the greater
sciatic and lesser sciatic foramen before it travels through Alcock’s Fashia. It gives off 3 terminal branches; the
haemorrhoidal, perineal and clitoral [7]. The nerve can be injured at any point along its course but is frequently
compromised by the baby’s head at the level of the ischial spine during the 2" stage of labour. The nerve is also
vulnerable during cycling by pressure on the saddle on the sacrotuberous and sacrospinous ligaments and is re-
ferred to as “Cyclist Syndrome” [8].

The majority of pelvic floor pain symptoms are a combination of neuropathic pain and muscle spasm. In this
case the symptoms were predominantly neuropathic in nature, with burning pain and sensory alteration being the
cardinal symptoms. The electrodiagnostic evaluation confirmed the neuropathy. The condition has also been re-
ferred to as “a head ache in the pelvis” and treatment protocols to reduce pelvic muscle spasm have been de-
signed. The Stanford Protocol and the Wise-Anderson Protocol are regularly utilised by clinicians and are out-
lined in the publication “A Headache in the Pelvis” [9].

The myofascial release techniques and trigger point therapy assist in reducing muscle spasm but often fail in
cases of pudendal neuropathy where symptoms return quickly due to the persisting pathology which triggers the
spasm and pain.

Conventional therapy for the neuropathic type pain that occurs in cases of pudendal neuropathy usually in-
cludes a combination of [1] oral medication such as Gabapentin Pregablin, the anti-depressant Amitriptyline [2],
neuromodulation both remotely at the Tbial nerve and directly at the sacral plexus, and [3] nerve blocking injec-
tion. All therapeutic modalities had failed and the patient was quite distressed by the constant pain, which had
taken a significant toll on her quality of life. She was willing to try any non-conventional therapy to resolve her
ongoing complaint.

The procedure involves injecting over the pudendal nerve. This carries the risk of injury to the pudendal ar-
tery which travels beside the nerve for much of its course. Therefore the potential risks of the procedure have to
be carefully explained to the patient, and signed informed consent is essential. The procedure is made signifi-
cantly safer by the use of ultrasound to identify the structures, and the use of the Doppler ultrasound modality to
confirm the location of the vascular structures. Nerve stimulation of the pudendal nerve with External Anal
Sphincter recording further improves the accuracy of the placement of the injection. The potential pitfalls of the
procedure include disruption of the vascular structures, but careful needle placement using the 2 guidance
methods significantly reduces this risk. Overdosing with the toxin will weaken muscles. This may have an effect
on continence. However the use of low dose botulinum toxin at different sites, in a similar way to migraine
therapy appears to get over this potential side effect. The procedure in this case was atraumatic and without
complication. The only discomfort that the patient experienced was on the initial stimulation of the nerve by the
needle electrode. This did not reoccur in the subsequent stimulations.

The advantage of this therapy in cases of resistant painful pudendal neuropathy is the relatively rapid onset of
action, and the duration of therapeutic response. As with migraine repeat therapy may be required but only at 3 -
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4 months duration [4]. Hence the therapy has a significant and positive affect on quality of life, as the patient
may have to attend 3 or 4 times a year, rather than the more frequent attendances required for myofascial ther-
apy. The therapy also avoids the side effects associated with the oral medication used to treat neuropathic pain
syndromes. The patient’s view was that the further therapy, when necessary, was a small price to pay and con-
sidered the time input to be analogous to attending her hair dresser.

4. Conclusion

This case highlights a new therapeutic option of botulinum toxin type A injection, along the nerve length, for
this common painful condition. It seems to have clinical veracity as unlike other therapeutic option the affect
lasts for 3 or 4 months. Further research is required to quantify the therapeutic response and to clarify the affect
that botulinum toxin has on the sensory function of peripheral nerves. However, in this case, the clinical out-
come was rapid and sustained over a 3 months period—the methodology of the injection therapy being similar
to that of migraine. The frequently encountered symptom of throbbing pelvic pain identified in this case of pu-
dendal neuropathy, mirrors the throbbing headache found in over half of all migraine cases. Perhaps rather than
a headache in the pelvis, should this type of pudendal nerve pain be retitled “Pelvic Migraine”?
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