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Abstract

Introduction: Urological chronic pelvic pain syndrome (UCPPS) represents

a group of pain symptoms relating to patients with pelvic pain for which

treatment is largely unsatisfactory. The objective of this study is to

analyze the effects of a novel treatment strategy in males suffering from

UCPPS.

Methods: This retrospective, institutional review board–approved study

analyzed eight male patients aged 24 to 61 with UCPPS. All the patients had

a trial of antibiotic therapy, NSAIDs, and pelvic floor physical therapy

before the study. The Visual Analog scale (VAS) and Functional Pelvic Pain

scale (FPPS) were collected pretreatment. While continuing physical

therapy, patients underwent weekly ultrasound‐guided pelvic floor trigger

point injections to the iliococcygeus, pubococcygeus, and puborectalis with

lidocaine 1%. Concomitantly, patients received peripheral nerve

hydrodissection performed on the pudendal nerve and the posterior

femoral cutaneous nerve. The first two injections combined 1% lidocaine

with dexamethasone, while the next four injections consisted of 1%

lidocaine with traumeel (a homeopathic, plant‐derived anti‐inflammatory

medication). At the 6‐week follow‐up, each patient retook the VAS

and FPPS.

Results: The mean age of our patients was 31.8 years and the average

duration of symptoms of the UCPPS was 21 months. Pretreatment, the

mean VAS was 3.3 (STD 1.7) and the mean VAS posttreatment was 1.8 (STD

1.4); P < .05; 95% CI, 0.73 to 2.27. The mean FPPS pretreatment was 11.0
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(STD 8.0) and the mean FPPS posttreatment was 6.3 (STD 5.3); P < .05; 95%

CI, 0.03 to 9.22.

Conclusion: Our results show promise for a novel, nonopioid‐based treatment

for UCPPS.
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1 | INTRODUCTION

Urological chronic pelvic pain syndrome (UCPPS) is
newer nomenclature that has combined chronic prosta-
titis/chronic pelvic pain syndrome and interstitial cystitis,
which are two of the most prevalent chronic urological
pain disorders. According to the NIH, urologic chronic
pelvic pain syndrome is broken down into four cate-
gories: acute bacterial prostatitis, chronic bacterial
prostatitis, chronic pelvic pain syndrome, and asympto-
matic inflammatory prostatitis.1 UCPPS affects 2% to 16%
of men worldwide.2 In the United States, roughly 5% of
all ambulatory care visits were related to genitourinary
symptoms. Two million cases of which were diagnosed
with prostatitis.2 However, the diagnosis of prostatitis is
often given in the setting of a normal urological work‐up
when a diagnosis of UCPPS is more appropriate.

The NIH classification for UCPPS has the following
four categories.

• Category I—Acute bacterial prostatitis.
• Category II—Chronic bacterial prostatitis (CBP).
• Category III—Chronic pelvic pain syndrome (CPPS).
• Category IV—Asymptomatic inflammatory prostatitis.

Category II refers to patients with recurrent urinary
tract infections suggesting a prostate nidus of infection.

Category III, CPPS, is now the most commonly
diagnosed type of prostatitis. In this category, pain is
the main symptom in prostatitis without uropathogenic
bacteria. It is subdivided into category IIIA, inflammatory
CPPS, which is identical to nonbacterial prostatitis and
category IIIB, noninflammatory CPPS, which is identical
to prostodynia.3,4

Category IV refers to an inflamed prostate without
evidence of infection or symptoms.

Men with urological CPPS typically present with pain
in the perineum, lower abdomen, testicles, and penis.
The pain is often worse with ejaculation. The pathophy-
siology and etiology of UCPPS is unknown and is most
likely a complex interplay of several factors. One
hypothesis is that the signs and symptoms of UCPPS
are due to an initiating stimulus such as infection, reflux

of some toxic or immunogenic urinary substance, or
perineal or pelvic repetitive microtrauma. This starts a
cascade of events in an anatomically or genetically
susceptible male, resulting in a local response of
inflammation or neurogenic injury as a final common
pathway. The result is the clinical manifestation of
chronic perineal or pelvic pain and associated symptoms
with local and central neuropathic mechanisms some-
times involving areas outside the prostate or pelvis.5

UCPPS treatment is empirical, with unsatisfactory
patient outcomes.6 Current treatment options in UCPPS
include antibiotics for infection. Antibiotics target infec-
tion, inflammation, and voiding difficulties. In addition,
anti‐inflammatories and alpha blockers are often used in
UCPPS treatment. Opioids are not standard of care for
treatment for UCPPS.7 Nonpharmacological treatments
include acupuncture, physical therapy, and trigger point
release. Physical therapy also plays an important role in
UCPPS. Pelvic floor physical therapy consists of muscle
control exercises, biofeedback, manual therapy, acupres-
sure, nerve gliding, muscle energy, and mobilization
techniques.8 Pelvic floor physical therapy has been
shown to significantly improve symptoms in women
with pelvic floor myofascial pain. Furthermore, pelvic
floor physical therapy for pelvic floor muscle hypertonia
has been shown to alter local arterial blood flow to
improve pelvic floor pain and UCPPS symptoms in men.9

Trigger point injections in women with chronic pelvic
pain have been shown to have positive results.10 More-
over, trigger point injections to the pelvic floor muscu-
lature, consisting of iliococcygeus, pubococcygeus, and
puborectalis muscles, can potentially treat myofascial
dysfunction in the pelvic floor. (Figure 1)

Our treatment protocol aims at treating the myofascial
pain and neurogenic inflammation concomitantly, ulti-
mately decreasing the upregulation of the central nervous
system. The protocol we propose uses a peripheral nerve
hydrodissection technique, which is a type of procedure
that removes adhesiolysis by introducing anesthetic or
saline under pressure into planes of dissection.11

The technique uses an anesthetic solution to separate
the nerve from its adjacent fascia or muscle to decrease
nerve hypersensitivity and create space and ultimately
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improve blood flow around the nerve which will
secondarily decrease neurogenic inflammation. Our
protocol addresses neural sensitization as this is con-
sidered a central event in the pathogenesis of CPPS.12

2 | METHODS

This retrospective, institutional review board–approved
study from May 2017 to May 2018 analyzed eight male
patients aged 24 to 61 with UCPPS (Table 1). All patients
had a trial of NSAIDs in combination with antibiotic
therapy, and had pelvic floor physical therapy pre‐ and
posttreatment. Patients’ scores on the Visual Analog scale
(VAS) and Functional Pelvic Pain scale (FPPS) were
collected pretreatment (scales are noted in Figures 2
and 3). While continuing physical therapy, patients

FIGURE 1 Male pelvic anatomy

TABLE 1 Patient population and demographic data (n = 8)

Average age 30.25

Average duration of pain 3.88 y

Relevant medical comorbidities
Hip labral tears N = 3
Lumbar radiculopathy N= 2
Testicular cancer N= 1
Anxiety/depression N= 1
Fibromyalgia N= 1

Failed medications
Opioid medications N= 2
Duloxetine N= 4
Pyridium N= 3
Gabapentin N= 1
Silodosin (Rapaflo) N = 1
Pregabalin (Lyrica) N = 1
Tricyclic antidepressants N = 2

Previous interventions
Epidural steroid injections N= 3
Nerve blocks N= 1
Antibiotic prostate injections N= 1

Competitive athletes N = 5

FIGURE 2 Visual Analog scale

HUI ET AL. | 3



underwent weekly external ultrasound‐guided pelvic
floor trigger point injections using a 27 gauge spinal
needle to the iliococcygeus, pubococcygeus, and pubor-
ectalis. The first two injections combined 1% lidocaine
with dexamethasone, while the next four weekly injec-
tions consisted of 1% lidocaine with traumeel, a plant‐
derived anti‐inflammatory medication and its compo-
nents are described in Figure 4.13

Concomitantly, patients received ultrasound‐guided
peripheral nerve hydrodissection performed on the
pudendal and the posterior femoral cutaneous nerve.
Hydrodissection involves injection of saline or fluid to
create space around the nerves, separating them from
surrounding fascia and adjacent structures. These

treatments lasted for 6 weeks. After completion of
treatment, a 6‐week follow‐up was scheduled and each
patient retook the VAS and FPPS.

2.1 | Inclusion criteria

Adult male patients aged 18 years or more presenting
with the following symptoms.

1. Pain in one or more locations—groin, scrotum, penis,
perineum, suprapubic, low back, and/or anus for
majority of time in the last 3 months or more.

2. Along with the above, the presence of one or more of
the following:
• Dysuria.
• Ejaculation pain.
• Lower urinary tract symptoms involving storage or
voiding of urine.

• Erectile dysfunction.
3. Completion of a course of antibiotics (2‐12 weeks)/

NSAID combination.
4. Completion of 8 to 12 weeks of pelvic floor physical

therapy.
5. All patients underwent a complete urological workup

described below. These tests were performed by a
urologist before patient consultation with the physia-
trist. The urologic workup was normal for all patients.
• Urinalysis.
• Midstream culture.
• 2‐glass prostate test.
• Prostate ultrasound.

FIGURE 3 Functional Pelvic Pain scale

FIGURE 4 Properties and ingredients of traumeel
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2.2 | Exclusion criteria

1. Active infection.
2. History of metastatic bone cancer.
3. History of pelvic fracture.
4. Interstitial cystitis.

2.3 | Statistical analysis

In view of the small sample size and retrospective nature
of the study, the data were analyzed using the Student t
test with a P value of less than .05 correlating with a
statistical difference.

3 | RESULTS

Our study included eight male patients aged 24 to 61 with
diagnosed UCPPS. The mean age was 31.8 years and each
subject was treated with pelvic physical therapy, trigger
point injections, and nerve hydrodissection. Zero patients
were lost to follow up. Each patient tolerated the 6‐week
sessions of hydrodissection and trigger point injections
without significant adverse events. We measured pain
results based on the VAS and overall function was based on
the FPPS. The FPPS is a 5‐point scale (0‐4) that measures
function in relation to these factors: bladder, bowel,
intercourse, walking, running, lifting, working, and sleep-
ing. Before initiation of treatment, subjects had a mean VAS
of 3.3 with a standard deviation of 1.7. At the 6‐week follow‐
up postprotocol, the mean VAS was 1.8 with a standard
deviation of 1.4 (P< .05; 95% CI, 0.73‐2.27). The mean FPPS
before the treatment was 11.0 with a standard deviation of
8. At the 6‐week follow‐up, the mean FPPS improved to 6.3
with a standard deviation of 5.3 (P< .05; 95% CI, 0.03‐9.22)
in Figure 5. There was a statistically significant improve-
ment in pain at the 6‐week follow‐up examination.

4 | DISCUSSION

UCPPS is considered to have a significant component of
central and peripheral neuropathic hypersensitization.14

In addition, up to 85% of men with chronic pelvic pain
may have pelvic floor tenderness15 and these areas of
tenderness reproduce the patient’s pain with palpation in
many cases.16 Currently, there is no standard treatment
algorithm for UCPPS.

It is generally agreed upon that clinicians take a broad
approach to defining UCPPS. UCPPS is not a homo-
genous group of patients with prostate, bladder, and

pelvic pain. UPOINT, which is an acronym for urinary,
psychosocial, organ specific, infection, neurologic/sys-
temic, and tenderness, represents a six‐point character-
ization system that was developed to facilitate multifacet
treatment approaches to UCPPS.17 Pelvic floor therapy is
the initial mainstay of therapy but beyond this, there is
little evidence for the best next step in treatment. The
treatment protocol described includes a three‐pronged
approach to treat the myofascial pain, neurogenic
inflammation, and central sensitization addressing the
potential underlying pathophysiology of UCPPS.

In this retrospective trial, eight male patients with
UCPPS were treated with a combination of pelvic floor
physical therapy, pelvic floor trigger point injections, and
hydrodissection of the pudendal nerve and posterior
femoral cutaneous nerve. Both the VAS and FPPS had
statistically significant improvement with the treatment
protocol. The results show patients experienced improved
overall pain and improvement in daily functions including
bladder/bowel function, intercourse, walking, running,
lifting, working, and sleeping.18

Hydrodissection is a therapy for adhesiolysis and
nerve desensitization by introducing saline or anesthetic

FIGURE 5 A, VAS pre‐ and posttreatment. B, FPPS pre‐ and
posttreatment. FPPS, Functional Pelvic Pain scale; VAS, Visual
Analog scale
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under pressure into planes of dissection, ultimately increas-
ing space for nerves to glide.19 There is very little literature
on the effectiveness of hydrodissection, especially targeting
nerves causing pelvic pain. However, Clendenen et al (2015)
performed hydrodissection followed by corticosteroid injec-
tion of the infrapatellar branch of the saphenous nerve in
patients with chronic medial knee pain following total knee
replacement.20 The patients’ VAS improved from a baseline
of 8‐10 to 3‐4 at follow‐up between 6 to 12 months.20 Wu
et al21 performed a prospective, randomized, double‐blinded
controlled study comparing hydrodissection of the carpal
tunnel with one 5‐mL dose of normal saline to a control
group. The intervention group had significantly greater
improvement at the second and third month posttreatment
month follow‐up according to the Boston Carpal Tunnel
Syndrome Questionnaire Score and 5‐point Global Response
Assessment.21 Conceptually, desensitizing aberrant firing of
peripheral nerves will not only help treat peripheral
sensitization but also inhibit the feedback loop that drives
central sensitization, as shown in fibromyalgia patients.22

Trigger point injections to treat myofascial pain are
commonly used in men with UCPPS. The mechanism of
action of trigger point injections is not completely under-
stood but it may include the interruption of the positive
feedback loop that perpetuates pain. Its etiology is theorized
to stem from metabolic imbalance at the peripheral
myofascial tissue and this effect on the centralized pain
phenomenon.23 Based on these theories, trigger point
injections could potentially address both peripheral and
central sensitization of UCPPS. In a retrospective evaluation
of patients who received at least 1 trigger point injection
accompanied with a pudendal block or ilioinguinal block,
Chronic Prostatitis Symptom Index scores dropped from an
initial score of 28.8 to 21.8. This indicates improvement in
pain, urinary symptoms, and quality of life.10 Another study
targeting levator ani trigger point injections in 18 women
with chronic pelvic pain yielded a mean preinjection VAS of
88% with a 3‐month postinjection VAS of 36%. Six of the 18
patients reported being completely pain free.24 A rando-
mized comparative study of pelvic floor physical therapy
versus levator ani directed trigger point injections (LTPI)
investigated their efficacy in treating levator‐related pelvic
pain and sexual function. Both groups reported reduction of
vaginal pain with no significant difference between the two
groups in the percentage of patients reporting greater than
50% improvement (59% of PT and 58% of LTPI). However,
the change in the Numeric Rating scale (NRS) per treatment
session favored LTPI. We propose the combination of pelvic
floor physical therapy and LTPI may lead to more significant
and faster improvement in NRS compared with each
treatment alone.

Our study is the first of its kind looking at possible
synergistic effects of pelvic floor physical therapy, trigger

point injections, and nerve hydrodissection in patients
with UCPPS. It may be advantageous to consider
initiating treatment of UCPPS with this three‐prong
approach in patients who plateau or fail to progress after
8 to 12 weeks of pelvic floor physical therapy alone. Some
limitations of our study include a small sample size,
retrospective in nature, short follow‐up, and no control
group. In addition, multiple treatments were used
together, including use of combined 1% lidocaine with
dexamethasone, then 1% lidocaine with traumeel, per-
ipheral nerve hydrodissection, trigger point injections,
and pelvic floor physical therapy, making it difficult to
evaluate their individual merit. This study opens the door
to future studies investigating the long‐term durability of
this multifaceted treatment and/or the effectiveness of
each individual treatment modality.

5 | CONCLUSION

Our results show promise for a novel, nonopioid‐based
treatment for UCPPS by using ultrasound‐guided pelvic
floor trigger point injections combined with peripheral
nerve hydrodissection with lidocaine, traumeel, and
dexamethasone along with a pelvic floor physical therapy
program.
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