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Abstract

Introduction: Iatrogenic inferior hypogastric plexus neuropathy is a well-reported side effect of
rectal prolapse surgery. This case report emphasizes the importance of careful evaluation of surgical
strategy in pelvic surgery.

Case presentation: A 60-year-old Swiss Caucasian woman developed disabling pelvic pain in the
right iliac fossa, radiating to the upper posterior side of the right thigh and right labium majus
characterized by electric feelings. This followed resection and bilateral rectal fixation to the sacral
promontory as treatment for rectal prolapse. Investigations included a multidisciplinary neurological
pain evaluation. A computed tomography scan did not reveal any cause. Revision surgery was
performed and a foreign body, a thread, was found wrapped around the inferior hypogastric plexus
and was removed. Four years later, the patient remains asymptomatic.

Conclusion: This case emphasizes the importance of careful identification of the inferior
hypogastric plexus during primary pelvic surgery.

Introduction
Post-operative disabling chronic pelvic pain with sexual
dysfunction in women due to iatrogenic inferior hypo-
gastric plexus (IHP) neuropathy is a well-reported side
effect of pelvic surgery, described mainly after hysterect-
omy but also following total mesorectal resection and
rectal prolapse operations [1-3].

Case presentation
A 60-year-old Swiss Caucasian woman suffering from
depression was referred for chronic pelvic pain. Her medical

history revealed that a hysterectomy for benign disease
had been performed 17 years previously and a laparotomy
and surgical repair had been carried out for rectal prolapse
two years previously. That procedure included sigmoid
resection and bilateral rectal fixation to the sacral promon-
tory with polypropylene thread. Her hospital stay was
uneventful but early increasing pain in the right iliac fossa,
radiating to the upper posterior side of the right thigh and
right labium majus was reported. The pain was character-
ized by electric feelings that decreased after defecation. She
reported dyspareunia but no urinary complaints. One year
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later a new laparotomy with adhesiolysis was performed
but the pelvic pain remained unchanged. New investiga-
tions included a computed tomography scan and a
complete multidisciplinary neurological evaluation with
abdominal wall lidocaine infiltration allowed exclusion
of ilioinguinal or genitofemoral neuropathy. A possible
iatrogenic hypogastric plexus neuropathy was considered
mainly based on the history and status. Digital rectal
examination precisely reproduced the pain on the right
lateral side of the proximal rectum. A second laparotomy
was performed and a 3.0 polypropylene thread used during
the initial surgery was exposed and found to be causing
partial entrapment of the inferior hypogastric plexus
(Figure 1). The foreign material was removed. Some
granulation tissue was described histologically but had no
neuroma. Pelvic pain disappeared after the revision surgery.
The recovery was uneventful and four years later the patient
remains asymptomatic.

Discussion
Chronic pelvic pain in women is defined as noncyclic
pain lasting for 6 months [4] or more and includes
several symptoms such as dyspareunia, vulvar pain,
dysmenorrhea and complaints of pain in the lower
abdomen, pelvic floor, or uterus [5]. Chronic pelvic pain
is often associated with psychological disturbances like

depression or anxiety [6]. Diagnosis is challenging, often
frustrating both the patient and surgeon. Evaluation starts
with a careful review of the pain history and a thorough
physical examination [7,8].

Treatment options may be medical or surgical. Medical
treatments may include hormonal suppression, pain
medications, physical therapy or psychotherapy [9].
Some trials suggest that steroids can be useful in relieving
symptoms [10]. Progesterone on the other hand is the
medical gold standard treatment for endometriosis [11].
Surgical treatments range from diagnostic laparoscopy or
neuroablative procedures to partial resection of pelvic
organs or hysterectomy. Carter et al. [12] reported
successful pain reduction in about 80% of women treated
by laparoscopy or laparotomy after 3 years of follow-up.

Conclusion
Our case emphasizes the importance of careful identifi-
cation of the inferior hypogastric plexus during primary
pelvic surgery.

Abbreviation
IHP, inferior hypogastric plexus.

Competing interests
The authors declare that they have no competing interests.

Consent
Written informed consent was obtained from the patient
for publication of this case report. A copy of the written
consent is available for review by the Editor-in-Chief of
this journal.

Authors’ contributions
SR conceived the case report. MM was involved in drafting
the manuscript and revising it critically. CF made
contributions to the acquisition of data. ND was involved
in critically revising the manuscript and has given final
approval of the version to be published.

References
1. Morpurgo E, Hall MC, Galandiuk S: A simple technique for

identification and preservation of the hypogastric nerves
during rectal surgery. Arch Surg 2004, 139:1106-1109.

2. Butler-Manuel SA, Buttery LD, A’Hern RP, Polak JM, Barton DP:
Pelvic nerve plexus trauma at radical and simple hyster-
ectomy: a quantitative study of nerve types in the uterine
supporting ligaments. J Soc Gynecol Investig 2002, 9:47-56.

3. Bambrick M, Fazio VW, Hull TL, Pucel G: Sexual function
following restorative proctocolectomy in women. Dis Colon
Rectum 1996, 39:610-614.

4. ACOG Committee on Practice Bulletins - Gynecology: ACOG
Practice Bulletin No. 51. Chronic pelvic pain. Obstet Gynecol
2004, 103:589-605.

5. Mathias SD, Kuppermann M, Liberman RF, Lipschutz RC, Steege JF:
Chronic pelvic pain: prevalence, health-related quality of life,
and economic correlates. Obstet Gynecol 1996, 87:321-327.

6. Steege JF, Metzger DA, Levy B: Chronic Pelvic Pain: An Integrated
Approach. Philadelphia: WB Saunders Company; 1998.

Figure 1. Innervation of the pelvis and position of the stitch
(S) with two possible explanations: direct contact with inferior
hypogastric plexus and direct trauma with the tips of the
polypropylene stitch. 1. Inferior hypogastric plexus.
2. Superior hypogastric plexus. 3. Sacral splanchnic nerves.
4. Pelvic slanchnic nerves. R: Rectum. U: Uterus. B: Bladder.

Page 2 of 3
(page number not for citation purposes)

Journal of Medical Case Reports 2009, 3:9214 http://jmedicalcasereports.com/jmedicalcasereports/article/view/9214



7. Leserman J, Zolnoun D, Meltzer-Brody S, Lamvu G, Steege JF:
Identification of diagnostic subtypes of chronic pelvic pain
and how subtypes differ in health status and trauma history.
Am J Obstet Gynecol 2006, 195:554-560.

8. Carter JE: A systematic history for the patient with chronic
pelvic pain. JSLS 1999, 3:245-252.

9. Lamvu G, Williams R, Zolnoun D, Wechter ME, Shortliffe A, Fulton G,
Steege JF: Long-term outcomes after surgical and nonsurgical
management of chronic pelvic pain: one year after evaluation
in a pelvic pain specialty clinic. Am J Obstet Gynecol 2006,
195:591-598.

10. Prentice A: Medical management of chronic pelvic pain.
Baillieres Best Pract Res Clin Obstet Gynaecol 2000, 14:495-499.

11. Howard FM: Chronic pelvic pain. Obstet Gynecol 2003,
101:594-611.

12. Carter JE: Surgical treatment for chronic pelvic pain. JSLS 1998,
2:129-139.

Do you have a case to share?

Submit your case report today
• Rapid peer review
• Fast publication
• PubMed indexing
• Inclusion in Cases Database

Any patient, any case, can teach us
something

www.casesnetwork.com

Page 3 of 3
(page number not for citation purposes)

Journal of Medical Case Reports 2009, 3:9214 http://jmedicalcasereports.com/jmedicalcasereports/article/view/9214


	Introduction
	Case presentation
	Discussion
	Conclusion

