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Case Presentation

A woman in her early 40s was evaluated for bothersome stress urinary incontinence and vaginal pain
following a second vaginal delivery 4 years prior. This vaginal birth was uncomplicated but did include
an episiotomy. Following the delivery, she reported a constant vaginal irritation and burning sensation
at the surface of her vaginal opening. The pain worsened during menses, as she found that blood
irritated the tissues. She sometimes also experienced a rectal burning sensation. The burning
sensation in the vaginal introitus was worse when she sat for long periods or sat on a hard surface; it
did not wake her from sleep. She had no radiation of this pain into the lower extremities or the pelvis.
She had no UTl-like symptoms. She had tried topical estrogen cream and steroid creams for this pain
with minimal improvement. She denied dyspareunia. She had a hormonal IUD to manage heavy and
painful menses. She denied any prior history of pelvic, sacral, or coccygeal trauma.

The patient’s past medical history included hypothyroidism managed by levothyroxine. Her past
surgical history included nasal septoplasty and cosmetic facial surgery.

Evaluation

The patient’s pelvic examination was notable for normal-appearing labia majora and labia minora with no
erythema, edema, or lichenification of the surrounding skin. Her vestibule appeared normal, with well-
estrogenized vaginal and introital tissues. She had moderate urethral hypermobility, and no pelvic organ
prolapse was elicited with Valsalva maneuvers on examination. No motor or sensory deficits were noted
on examination. She had no evidence of bacterial infection in the vagina; her urinalysis was negative.

Comment

Pudendal neuralgia is a painful neuropathic condition. It can be caused by compression, inflammation,
entrapment, or infection of the pudendal nerve, but it may also be idiopathic in nature. The condition
can present in a variety of ways because of the complex course of the pudendal nerve. Some patients
present with unilateral burning pain in the structures innervated by the pudendal nerve, including the
perineum and rectum as well as the vulva, vagina, and clitoris in women and the glans penis and
scrotum in men. Patients may also present with common urologic symptoms, including urinary
frequency, urgency, dyspareunia, and painful bladder syndrome.! The neuropathy associated with the
condition can present as a burning pain and as paresthesias and allodynia. Unique to this condition is
the finding that the pain worsens when in the seated position and is improved or relieved completely by
standing. The course of the pudendal nerve, adjacent to bony structures in the pelvis and through
muscles of the pelvic floor, lends this nerve to compression in certain positions (Figure 1). The pain
generally worsens throughout the day, since activity can increase friction and inflammation; pain is
typically absent upon awakening in the morning.?
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Figure 1. Anatomy of the pudendal nerve through Alcock’s canal.

The hallmark symptom of pudendal neuralgia in females is a burning sensation in the vulva, vaginal
vestibule, or vaginal canal. In postmenopausal women, these symptoms are often attributed to
genitourinary syndrome of menopause and treated with topical vaginal estrogen therapy. Burning
in the vaginal vestibule can also be attributed to vulvodynia/vestibulodynia, and treatment
approaches include topical anesthetics, topical gabapentin, topical hormonal formulations, and, in
severe cases, vestibulectomy. A diagnosis of pudendal neuralgia should be considered in cases of
vaginal and introital burning and pain when the aforementioned therapies have not been effective.
Furthermore, pudendal neuralgia can be misdiagnosed as persistent genital arousal disorder,
interstitial cystitis, sacroiliitis, piriformis syndrome, lumbosacral radiculopathy, and coccydynia. In
addition, persistent vaginal pain and neuralgia-type symptoms following vaginal delivery can be
indicative of pudendal neuralgia, especially in the setting of a traumatic and/or assisted delivery
with forceps or another instrument.

The pudendal nerve is the major somatic nerve of the perineum, containing both motor and
sensory function, in addition to some autonomic function. The pudendal nerve originates at the
S2-S4 level as part of the sacral plexus. The nerve roots, which originate in both the dorsal root of
the spinal cord and Onuf’s nucleus in the ventral horn, converge within the sacral plexus to travel
together as the pudendal nerve. The nerve has a unique path in which it quickly exits the pelvis
through the greater sciatic foramen inferior to the piriformis muscle. In this gluteal region, it travels
around the sacrospinous ligament closest to the ischial spine. It then passes medially through the
lesser sciatic foramen and enters the anal triangle of the perineum. At this point, the pudendal
nerve enters the perineal region and travels along the lateral wall of the ischioanal fossa in the
pudendal canal (Alcock’s canal), which is made of fascia of the obturator internus muscle. Within
the canal, the nerve splits into its 3 terminal branches, the inferior rectal nerve, the perineal nerve,
and the dorsal nerve of the clitoris and the penis. The inferior rectal nerve travels medially to
provide motor innervation to the external anal sphincter and surrounding levator ani muscles. It
also provides sensory innervation to the skin of the anal triangle. The perineal nerve has 3 portions:
a deep motor branch and 2 superficial sensory branches. The deep motor branch travels to



provide motor innervation to the transverse perinei muscle, the bulbospongiosus muscle, and the
ischiocavernosus muscle, as well as to the external urethral sphincter. The 2 superficial sensory
branches innervate the labia majora in women and the posterior scrotum in men. Finally, the dorsal
nerve of the penis and the clitoris travels superficially along the lateral aspect of the pelvis parallel
to the ischiocavernosus muscle toward the inferior aspect of the pubic symphysis, where it enters
the clitoris and the penis, providing innervation to the glans of each structure.

The most common etiology of pudendal neuralgia is compression of the nerve, resulting in
pudendal nerve entrapment syndrome. Compression and entrapment result from adjacent muscle
spasm or direct pressure from ligaments, as well as from foreign bodies or scarring from prior
surgery, such as surgery for vaginal prolapse. Trauma, including pelvic injury or irritation from bike
riding and childbirth, can also produce entrapment of the nerve.® Pudendal neuralgia is a clinical
diagnosis and the condition has 5 suggested criteria:!

1. Painin the territory of the pudendal nerve

2. Pain worsened by sitting

3. Pain that does not wake the patient from sleep
4. No objective sensory loss on examination

5. Positive anesthetic pudendal nerve block

Imaging is not typically useful for diagnosis but can help to exclude alternative diagnoses such as
spinal cord lesions, cauda equina syndrome, or disc disease, among others. Magnetic resonance
neurography, a newer modality for evaluating the peripheral nerves in the pelvis, can be used to
image the course of the pudendal nerves. If suspicion is high for pudendal neuralgia, an in-office
pudendal nerve block can be both diagnostic and therapeutic. The pudendal block can be
performed by landmark palpation or under image guidance with fluoroscopy, ultrasound, or CT
scan. A transperineal approach is carried out with 1 finger in the rectum for a male or 1 finger

in the vagina for a female and injection performed with 10 mL of local anesthetic.* If the patient
experiences relief from the nerve block, this suggests a diagnosis of pudendal neuralgia and
treatment can include pelvic floor physical therapy and referral to a pain specialist for long-acting
nerve block performed at the level of the ischial spine with a lower dose of local anesthetic and a
small dose of steroid. If this block is also short-lived, pudendal nerve radiofrequency ablation can
be considered and, rarely, surgical decompression of the pudendal nerve.®

Conclusion

Pudendal neuralgia is an underdiagnosed clinical syndrome that requires an astute clinician with a
high index of suspicion. The symptoms of pudendal neuralgia are characterized by vaginal and
introital burning made worse with sitting and made better with standing. Pelvic surgeons and health
care providers for women should consider this syndrome in cases of refractory symptoms that are
not responsive to standard topical treatments and pelvic physical therapy.
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Our renowned urologic specialists have pioneered numerous advances in the surgical and pharmacological

treatment of urologic disease.

For questions and/or patient referrals, please contact us by phone or by e-mail.
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