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A Medically Challenging Case of Ganglion Impar Neurolysis in a 
Patient with Significant Medical Comorbidities, Coccydynia, and 
Severe Disability

Kerolos Yousef, DO and Brian Monroe, MD

In this case report, we describe a case of chronic 
coccydynia refractory to ganglion impar block and 
the use of ganglion impar neurolysis for treatment.

CASE PRESENTATION
A 63 year-old man with extensive medical history, 

including pulmonary embolism on chronic anti-co-
agulation, diabetes mellitus, hypertension, coronary 
artery disease, depressive mood disorder, and morbid 
obesity (BMI of 46.58). He had very limited mobility 
due to severe cervical, thoracic, and lumbar stenosis 
resulting in significant weakness and myelopathy. He 
lives at home with his wife and he requires 24-hour 
care.
The patient presented to our clinic complaining of 

“tailbone pain.” The pain was located in his lower but-
tocks, radiated bilaterally, and was present for over 3 
months. Pain was throbbing/stabbing in nature, 9/10 
in severity, exacerbated by movement and alleviated 
by nothing. He was unable to sit upright and any 
movement was excruciating, as he stated, “I can’t lift 
my butt to put pants on.” Physical therapy, chiropractic 
manipulation, and medications (including high dose 
opioids and muscle relaxants) failed to help. He was 
evaluated for decompressive surgical interventions 
and deemed to be a very high risk surgical candidate.
Initially, a diagnostic and therapeutic ganglion impar 

block was performed using the Foye approach (7). 
The patient laid in the prone position on the proce-
dure bed. Under fluoroscopic guidance, a 22-guage, 
3.5-inch spinal needle was inserted posteriorly and 
advanced through the sacrococcygeal junction so that 
the tip of the needle was just anterior to the junction. 
Contrast medium was injected to confirm appropriate 
placement anterior to the coccyx. The contrast pattern 
seemed neither intravascular nor too far anterior into 
the rectum (as shown fluoroscopically in Fig. 1). A 5 
mL 0.5% bupivacaine and 80 mg methylprednisolone 

The term coccydynia is used to describe pain in the 
region of the coccyx. The majority of the cases of 
coccydynia occur due to chronic inflammation arising 
from pathologic instability and abnormal mobility of 
the coccyx (1). Clinical factors associated with such 
instability are related to obesity, trauma, childbirth, 
immobile coccyx leading to bursitis, and low back pain 
(2). Patients with high body mass index (BMIs) have 
a greater incidence for coccyx luxation, an abnormal 
mobility found in posttraumatic lesion caused by insuf-
ficient pelvic rotation while seating (3). 
The ganglion impar is a solitary retroperitoneal 

structure anterior to the sacrococcygeal junction. It 
is midline and represents the caudal termination of 
the paravertebral sympathetic chains. It is found at a 
variable position in the precoccygeal space and may 
lie up to 2 cm from its classically described location 
anterior to the sacroccocygeal joint (4). The ganglion 
impar receives nociceptive inputs from visceral af-
ferents that innervate the following structures: the 
perineum, the distal rectum, the anus, the distal 
urethra, the vulva, and the distal vagina (5). Gan-
glion impar block is an effective way to treat visceral 
and sympathetic pelvic and perineal pain of many 
pathologies both malignant and benign in nature (4). 
It is indicated to treat chronic coccydynia refractory 
to conservative therapy (6). Even though ganglion 
impar blocks are not curative, they have worthwhile 
palliative effects. They have high success rates for 
achieving substantial relief of pain, with many patients 
enjoying sustained relief (5).
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solution was injected. Patient experienced 2 days of 
significant improvement allowing him more mobility; 
however, his symptoms recurred. The same proce-
dure was then repeated with similar results.
Due to the disabling nature of his pain, an alcohol 

neurolytic ganglion impar was performed. An initial 
dose of 4 mL of 1% lidocaine was injected, resulting 
in pain resolution within 2 minutes. Subsequently, a 
4 mL denatured alcohol and 4 mL of 1% lidocaine 
solution was injected into the presacral space. The 
patient was discharged with 0 out of 10 pain level.
On follow-up, the patient reported no pain in his 

tailbone or low back area. He reported no loss of 
movement or strength compared to before the pro-
cedure. At 2 months, the patient reported continued 
100% pain resolution. He was able to participate in 
a more intense physical therapy rehab program with 
an overall increase in his functional status.

DISCUSSION
Several factors have contributed to coccydynia in our 

patient. His elevated BMI has put him at increased 
risk for developing coccydynia (3). Furthermore, 
his chronic back pain with severe spinal stenosis 
worsened his ability to move. Prolonged sitting and 
immobility have exacerbated his coccydynia. Minor 
trauma from prolonged sitting on hard, narrow, or un-
comfortable surfaces is an etiology for nontraumatic 

coccydynia (8). These factors have led to worsening 
luxation injury. Furthermore, his comorbid conditions 
further deteriorated his functional status and quality of 
life. After failing conservative management, ganglion 
impar block was the reasonable next approach. This 
block was initially described by Plancarte et al (9) 
using a spinal needle introduced through the ano-
coccygeal ligament and directed under fluoroscopic 
guidance to lie with its tip retroperitoneally at the 
sacrococcygeal junction. With our patient, we used 
the Foye technique, which is done through inserting 
a spinal needle through the sacrococcygeal junction 
so that the tip of the needle reaches just anterior to 
the junction (7). Methylprednisolone was added to our 
block to help treat any potential inflammatory process 
that may be present as well as prolong the duration 
of the block (10). The block was effective, but failed 
to provide lasting relief. 
Chemical neurolysis has been reported as an ef-

fective method to treat both malignancy related and 
nonmalignancy related chronic pelvic pain (11). It re-
quires the administration of an agent that can destroy 
neural structures involved in the perception of pain to 
promote long lasting analgesia. The most common 
agents used for chemical neurolysis are ethyl alcohol 
and phenol. Ethyl alcohol has a neurodestructive ef-
fect on somatic nerves, which spares the basal lamina 
around the Schwann cell tube. This permits regenera-

Fig. 1. A) Fluroscopic locatization AP. B) Flu-
roscopic localization lateral. 
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tion, which accounts for the return of function and pain 
weeks to month after the neurolytic procedure. These 
changes are permanent for sympathetic ganglia since 
the cell bodies are destroyed and regeneration is not 
possible; however, destruction doesn’t always occur 
since ganglia cells are somewhat more resistant than 
nerve fibers. Phenol causes protein coagulation and 
necrosis with axonal and Wallerian degeneration. 
Unlike alcohol, phenol damages the neural tube and 
regeneration is nonspecific since there is no predeter-
mined path for the regenerating axon to follow. There 
is complete necrosis of the sympathetic ganglia at 24 
hours, with degeneration complete at 45 days and 
evidence of regeneration at 75 days, a much more 
rapid recovery than with alcohol (12).
In the literature, there is a report of 3 patients with 

rectal cancer who underwent chemical ganglion 
impar neurolysis (13). Over a 6 month follow-up 
period, these patients experienced significant pain 
relief, reporting a score of less than 3 on the visual 
analog scale (VAS), compared to a score of 9 or 10 
preintervention. Another study of 6 patients with ad-
vanced pelvic malignancies who underwent ganglion 
impar neurolysis had significant reduction in their VAS 
scores and consumption of opioids while experiencing 
a rise in their performance status (14).

Neurolysis is generally reserved for end of life care 
and patients with malignancy due to risk of surround-
ing nerve damage (15). In our patient, the benefit 
outweighed the risk since he had a very restricted 
functional status due to significant weakness and 
limited mobility. The use of chemical neurolysis al-
lowed him to regain functionality and participate in 
physical therapy leading to a positive impact on his 
overall health condition. There have not been any 
reports in the literature of the use of alcohol neuroly-
sis for chronic coccydynia due to luxation injury. It is 
reported in the literature the use of radiofrequency 
thermocoagulation of the ganglion impar for the treat-
ment of chronic coccydynia with success in patients 
unresponsive to conservative treatment (16). And 
there is only one other case study that reported the 
use of alcohol neurolysis of the ganglion impar for the 
treatment of chronic coccydynia after spinal arachnoid 
cyst removal (17). 

CONCLUSION 
This is a very unique case of chemical neurolysis of 

the ganglion impar in a patient failing multiple thera-
pies. It provides insight in its utility for select patients 
with chronic coccydynia refractory to conservative 
treatment. 
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