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ABSTRACT 
 

    Ganglion impar block is used to treat chronic pelvic and perineal pain conditions in case of 
pharmacotherapy failure to control pain. In this case report, we present a neurolytic ganglion impar block 
as an effective method to control chronic pelvic pain resulting from post-surgical intra-pelvic adhesions in 
a 35-year-old female. We used a fluoroscopy-guided trans-sacrococcygeal ganglion impar block due to its 
simplicity. Pain level was evaluated using a numerical rating scale (NRS). We conclude that the trans-
sacrococcygeal ganglion impar block is a simple and effective method to treat chronic pelvic pain due to 
post-surgical intra-pelvic adhesions, thus decreasing the consumption of analgesic medications and sick 
leave days.     
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Introduction  
  Ganglion impar (Walther) block is used to treat many chronic pelvic pain conditions, adding neurolytic 
agent such as phenol or alcohol may prolong the block duration for more than six months. Intra-pelvic 
adhesions can cause moderate to severe pain, which in many cases is difficult to treat by ordinary 
analgesic medications and makes patients disrupt their work for many days. Ganglion impar block has 
been introduced to treat these types of pain. Ganglion impar is the only solitary sympathetic ganglion 
consists of fusion of the last two sacral ganglia, located retroperitoneal and anteriorly to the coccygeal 
bone between the sacrococcygeal junction and the tip of coccyx. [1][2][3] The significant correlation 
between the wide ranges of coccyx bone sizes and distances of the ganglion impar from the coccygeal tip 
was studied by Chang-Seak and colleagues. [4] 

Ganglion impar block was first reported by Plancarte et al. (1990) to treat perineal neuralgia, [5] and since 
that time, it was used with some modifications to treat many pelvic and perineum related pain conditions. 
In this case study, we present a successful ganglion impar block in a patient who suffered from chronic 
pelvic pain resulting from post-surgical adhesions. Malec-Milewska et al. used this technique, aided by 
pharmacological, pudendal nerve block and topical 
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 treatment, to achieve reduction of chronic pelvic pain due to either endometriosis or pelvic adhesions in 
18 women. [6] In this case study, we report the effectiveness of neurolytic ganglion impar block without 
the need to use other methods. 

Case presentation       

A 35-year-old female patient who suffered from intra-pelvic adhesions due to multiple surgical procedures 
complained of a lower abdominal pain for a long time. The diagnosis was based on intra-operative 
findings and follow-up ultrasonography and magnetic resonance imaging. She was treated with NSAIDs, 
spasmolytics and tramadol with little benefit. The patient refused any further surgical intervention so she 
was referred to the pain clinic. On the first visit, the patient was complaining of a lower abdominal pain 
which radiates to the perineum. The numerical rating scale (NRS) was 8/10. Ganglion impar block 
procedure was explained to both the patient and her husband, and they signed an informed consent form. 

The patient was positioned prone, and vital signs were continuously monitored. Two milligrams of 
midazolam was given. Under aseptic technique, the needle entry point was identified using fluoroscopy. A 
22-gauge spinal needle was advanced through the sacrococcygeal ligament until it reached the ventral 
surface of the sacrococcygeal junction. Proper needle tip position was then confirmed by injecting 3 cc of 
diluted iodixanol. After a mixture of 3 cc of 2% lidocaine, 2 cc of 0.5% bupivacaine and 80 mg of depot 
methylprednisolone were injected, the NRS score fell from 8 to 4 in the first 20 minutes, then to 2 after 
one hour. On the third day, the NRS was 3 and the patient returned to normal daily activities. Thus, we 
decided to perform neurolytic ganglion impar block using 8 cc of 6% phenol after 2 weeks using the same 
technique. The NRS score was monitored in each monthly visit, and the patient was satisfied. 

 

 

Discussion   
   Chronic pelvic pain is defined as a continuous pain that lasts 6 months or more. It occurs in 4–14% of 
women, [6][7] and its management is sometimes challenging. Furthermore, it can be caused by a variety of 
conditions related to the reproductive organs, urinary tract or bowel.  

The goal of treatment is to reduce symptoms and to improve the patient quality of life and overall function 
though that curative treatment is elusive, and evidence-based therapies are limited. The treatment options 
vary according to underlying cause.  

Laparoscopic surgery for adhesiolysis or endometrial tissue removal is an effective solution in the patients 
who are diagnosed with post surgical adhesions and endometriosis respectively. They may offer 
significant long-term pain relief in some patients. [8] In rare complicated cases hysterectomy, 
salpingectomy or oophorectomy are recommended. Because of its high morbidity hysterectomy is the last 
resort. Up to 40% will have persistent pain and at least 5% will have worse pain after hysterectomy. [9] In 
the case of failure of the surgery to control pelvic pain or patient refusal of the surgery the use of other 
modalities is recommended. 

Using over the counter pain remedies, such as acetaminophen, aspirin, ibuprofen and naproxen may 
provide partial pain relief. Cochrane review indicates lack of non-steroidal anti-inflammatory drugs 
effectiveness for endometriosis. [10] Opioid medications such as codeine, tramadol or fentanyl patch may 
provide long-term  pain control when the other options have failed. 
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Hormonal therapies are recommended if the pain coincides with a particular phase of the menstrual cycle 
or endometriosis. They include birth control pills, gonadotropin-releasing hormone injections or progestin-
releasing intrauterine devices. [11][12][13] 

Some types of antidepressant such as tricyclic antidepressants (e.g.; amitriptyline, nortriptyline) and 
serotonin-noradrenaline reuptake inhibitors (e,g.; venalfaxine, duloxetine) or anticonvulsants (e.g.; 
gabapentin, pregabaline ) may be helpful in relieving chronic pain if neuropathic pain is suspected. [14] In 
literature there was a small study shows that the combination of gabapentin and amitriptyline was more 
effective than amitriptyline alone. [15] 

Physiotherapy has an important role in many cases and it may improve the pain effectively. It includes 
stretching exercises, massage and other relaxation therapy. In some cases the use of transcutaneous 
electrical nerve stimulation (TENS) which delivers electrical impulses that inhibit pain pathways may be 
helpful. In literature there was one study of 58 women diagnosed with chronic pelvic pain and treated with 
TENS after failure of multidisciplinary management. The result was reduction of skin pain sensitivity 
associated with an increase in pelvic pain threshold (p< 0.0001). [16] 

Different types of Psychotherapy such as cognitive behavioral therapy and biofeedback may be helpful in 
many cases that associated with depression, personality disorders or sexual abuse. When combined with 
standard gynecologic care, somatocognitive therapy improved psychological stress, pain and motor 
function of women with chronic pelvic pain. [17] 

Interventional pain management may have an important role in chronic pelvic pain control. It includes 
trigger point injections with local anesthetic and steroid mixture or botulinum toxin, selective nerve 
blockade, superior hypogastric plexus block, ganglion impar block and spinal cord stimulation. Ganglion 
impar block is a preferred method to control pain due its safety and simplicity. 

Ganglion impar controls the sympathetic and nociceptive nerves from most of the pelvic structures. 
Ganglion impar block techniques include different approaches; transsacrococcygeal ligament approach 
(Toshniwal et al., 2007), transsacrococcygeal joint approach, paramedial approach (Allister, 2007) and 
paracoccygeal cork screw approach (Foye and Patel 2009); various positions prone, lateral and lithotomy 
and lastly different guidance techniques like fluoroscopic, ultrasound and computed tomography guidance. 
The transsacrococcygeal joint remains the most popular approach due to its simplicity and effectiveness. 
The procedure is done under a strict sterile technique and the needle is advanced under fluoroscopy 
guidance through the sacrococcygeal disk and correct needle placement is then confirmed by 
administration of contrast dye and appearance of comma sign in the retroperitoneal space on lateral 
fluoroscopic projection.[18] (Figure 1) A successful diagnostic block is assessed by significant pain relief. 
Following that a therapeutic block is performed with neurolytic agent like phenol or alcohol. The 
procedure usually takes 15 minutes and the patient can leave the hospital at the same day. 
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Figure 1: Lateral fluoroscopy view showed the trans-sacrococcygeal approach for ganglion impar block and dye 
contrast injection at the retroperitoneal area (Comma sign) . 

 

 

This study presents a case of chronic pelvic pain that indicates block of the ganglion impar. The trans-
sacrococcygeal approach to the ganglion was used under fluoroscopy guidance to confirm correct 
placement of the needle tip and to avoid rectal perforation. Nebab and Florence described an alternative 
method using curved spinal needle insertion through the anococcygeal ligament to avoid excessive tissue 
damage.[19] 

For long-term effect, we performed ganglion impar neurolysis using 6% phenol after a successful block 
with local anaesthetics and steroid without any recorded complication. Pain NRS was significantly 
reduced after the procedure. Phenol (carbolic acid) was introduced in the 1950s.[20] It has local anaesthetic 
effects and can provide significant pain relief, lasting from 6 to 12 months.[21] It`s mechanism of action 
includes nervous tissue destruction by protein denaturation, protein coagulation, segmental demyelination 
and Wallerian degeneration.[22] 

 

 

 

Conclusion  
  The ganglion impar block is an effective method in the treatment of chronic pelvic pain with minimal or 
no complication. It can reduce the consumption of variable analgesic agents and decrease sick leave days. 

 

 

References  
1. Rastogi R, Agarwal S, Enany N, Munir MA. Sympathetic blockade. In : Smith HS, editor. Current Therapy in 

Pain. 1st ed. Philadelphia: Saunders; 2009. p. 612-620. 



 
JOURNAL OF THE ROYAL MEDICAL  SERVICES 
Vol.27   No.1   April  2020                                                                     80 

2. Romanes GJ, editor. The Peripheral Nervous System, Cunningham’s Textbook of Anatomy. 12th ed. Edited by 
Romanes GJ. Oxford: Oxford University Press; 1981. p. 731-837. 

3. Moore KI, Dalley AF. Clinically Oriented Anatomy. 4th ed. Philadelphia: Lippincott Williams & Wilkins; 1999. 
4. Chang-Seak OH, MD., Ph.D., In-Hyuk Chung, MD., Ph.D., Hyun-Ju Ji, B.S., Duck-Mi Yoon, MD., Ph.D.  

Clinical implications of topographic anatomy on the ganglion impar. Anesthesiology 2004; 101(1):249-250.  
5. Plancarte R, Amescua C, Patt RB, Allende S. Presacral blockade of the ganglion of walter (ganglion impar). 

Anesthesiology 1990; 73(3A):A751. 
6. Malec-Milewska M, Horosz B, Sekowska A, Koleda I, Kosson D, Jakiel G. Pharmacological treatment and 

regional anesthesia techniques for pain management after completion of both conservative and surgical treatment of 
endometriosis and pelvic adhesions in women with chronic pelvic pain as a mandated treatment strategy. Ann Agric 
Environ Med 2015; 22(2):353-356. 

7. Speer LM, Mushkbar S, Erbele T. Chronic pelvic pain in women. Am Fam Physician 2016; 93(5):380-387. 
8. Farr R. Nezhat,MD, Ruth Ann Crystal, MD, Ceana H. Nezhat, MD, Camran R. Nezhat, MD.  Laparoscopic 

Adhesiolysis and Relief of Chronic Pelvic Pain, Journal of the Society of Laparoendoscopic Surgeons. 2000 oct-Dec; 
4(4): 281-285. 

9. Lamvu G. role of hysterectomy in the treatment of chronic pelvic pain. Obstet Gynecol. 2011;117(5):1175-1178. 
10.  Allen C, Hopewell S, Prentise A, Gregory D. Non-steroidal anti-inflammatory drugs for pain in women with 

endometriosis. Cochrane Database Syst Rev. 2009(2):CD004753.  
11. Harada T, Momoeda M, Taketani Y, Hoshiai H, Terakawa N. Low dose oral contraceptive pill for dysmenorrheal 

associated with endometriosis: a placebo-controlled, double-blind, randomized trial. Fertil Steril. 2008;90(5):583-
1588. 

12. Schlaff WD, Carson SA, Luciano A, Ross D, Bergqvist A. Subcutaneous injection of depot medroxyprogesterone 
acetate compared with leuprolide acetate in the treatment of endometriosis-associated pain. Fertil Steril. 
2006;85(2):314-325. 

13. Brown J, Pan A, Hart RJ, Gonadotropin-releasing hormone analogues for pain associated with endometriosis. 
Cochrane Database Syst Rev. 2010 (12):CD008475. 

14. Cheong YC, Smotra G, Williams AC, Non-surgical inter-ventions for the management of chronic pelvic pain. 
Cohrane Database Syst Rev. 2014;(3):CD004753. 

15. Sator-Katzenschlager SM,Scharbert G, Kress HG, et al. Chronic Pelvic Pain treated with gabapentin and 
amitriptyline: a randomized controlled pilot study. Wien Klin Woochenschr. 2005;117(21-22):761-768. 

16.  Ferreira Gurian MB, Poli Neto OB, Rosa E Silva JC, Nogueira AA, Candido Dos Reis FJ. Reduction of Pain 
Sensitivity is Associated with the Response to Treatment in Women with Chronic Pelvic  Pain. Pain med. 2014 Dec 
19. 

17. Eccleston c., Palermo T.M., Williams A.C., Lewandowski A., Morley S. Psychological therapies for the 
management of chronic and recurrent pain in children and adolescents. Cochrane database of systemic reviews. 
2009;(2)CD003968. 

18. Nitesh Gonnade, Neeraj Mehta, Pushpinder S Khera, dewesh Kumar, Renagarajan Rajagobal, Pramod K 
Sharma. Indian J Radiology Imaging. 2017 Jul-Sep; 27(3): 324-328. 

19. Nebab EG, Florence IM. An alternative needle geometry for interruption of the ganglion impar. Anesthesiology 1997; 
86:1213-1214. 

20. Patt RB. Cancer pain. Philadelphia, PA: JB Lippincott; 1993. 
21. Turker G, Basagan-Mogol E, Gurbet A, Ozturk C, Uckunkaya N, Sahin S. A new technique for superior 

hypogastric plexus block: the posteromedian transdiscal approach. Tohoku J Exp Med 2005; 206:277-281. 
22. Anderson SR. Textbook of Regional Anesthesia. Philadelphia, PA: Churchill Livingstone; 2002. p. 263-272. 


