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Abstract

Aim: There is lack of evidence of the role of sacral root neuromodulation (SNM) in the management of chronic
pelvic pain syndrome (CPPS). We evaluated the effectiveness of cycling sacral root neuromodulation (CSNM) in the
management of CPPS in patients non responders to conservative treatment.

Methods: A prospective, single center, cohort study was carried out on all patients with CPPS refractory to
conventional treatment, who underwent test stimulation using the tined lead between February 2012 and March
2016. During test stimulation the tine lead was positioned along the third sacral nerve, on the side where they
reported more pain. Success was defined as >50% improvement of pain and concurrent urinary symptoms. After a
successful SNM test period of 4 weeks, patients received a permanent implant. We also included 9 more patients
already with a permanent implant and partial responders to continuous mode in neuromodulator programming. To
assess pain and quality of life, all patients filled-in a VAS scale and SF-36 and McGill questionnaires, at baseline,
after the 4-week test period ad after the permanent implant.

Results: Overall 22 consecutive adult patients were suitable to undergo a cycling test stimulation; 19 out of them
(86.3%) underwent a permanent implant after a satisfactory test phase, using a codified cycling mode of
programming. Eighteen naive patients out of nineteen (94.7%) maintained the benefits of the test stimulation at a
mean follow up of 21.3 months. VAS scale, McGill and SF-36 questionnaires scores improved significantly in all
domains with a 95% satisfaction rate; 7 out of the 9 already implanted patients (77.7%) significantly improved their
pain control.

Conclusion: CSRN appears to be effectiveness in treating CPPS in both naïve and previous implanted partial
responder patients.

Keywords: Sacral root neuromodulation; Chronic pelvic pain
syndrome; Cycling sacral root neuromodulation

Introduction
Failure to adequately diagnose and treat patients with pelvic pain

often leads to the development of a chronic pelvic pain syndrome
(CPPS).

These patients generally present undiagnosed, taking multiple
medications including analgesics, anxiolytics and hypnotics. Electrical
stimulation of peripheral nerves using implanted electrodes for the
therapy of intractable pain has been used for the past 30 years [1].

In most cases, neuropathic pain is the cause of a CPPS, which is not
only due to the entrapment of the pudendal nerve, as believed in the

past, but also to an inflammation of this nerve and/or an alteration of
pain receptors and central pain pathways [2].

Transcutaneous electrical nerve stimulation (TENS) has been the
most commonly form of electrical modulation used in the past to treat
chronic pain [3-6]. Actually there is lack of evidence of the role of
sacral root neuromodulation (SNM) in the management of CPPS
refractory to conventional treatment. Commonly SNM patterns
provide for continuous stimulation [7].

However in the management of idiopathic urgency urinary
incontinence in women, it has been shown an equivalent benefit
between cyclic and continuous stimulation patterns [8]. The
application of cyclic stimulation pattern to CPPS patients would bring
benefits in terms of energy and consequently a reduction in both nerve
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stress and fibrosis and a delay of re-intervention for neuromodulator
battery replacement.

All these could result in a better cost-benefit balance with
favourable effects on long-term efficacy and sanitary costs.

The first aim of our study was to evaluate the effectiveness of cycling
stimulation pattern applied to the sacral nerve, named cycling sacral
root neuromodulation (CSRN), using the same parameters utilized for
TENS analgesia. This mode in SNM programming is innovative as only
continuous mode of neuromodulator programming have been
described in the literature.

Moreover, the parameters used during stimulation were not
reported in most papers. The second aim was trying to further detect if
CSRN can improve the outcome in CPPS patients with partial response
to “conventional” SNM, as several articles in the treatment of CPP
[9-12] reported an overall mean success rate of 60%.

Material and Methods
From February 2012 to March 2016, we carried out a prospective,

single center, cohort study enrolling all patients with CPPS refractory
to conventional treatment, candidate to a test stimulation of SNM.

All patients had a test stimulation using a tine lead inserted along
the third sacral nerve root, on the side where they reported more pain;
the lead positioning was guided by the evidence of somato-sensory
evoked potentials (SSEP’s), or the more exacerbating pain at pressure
on Alcock canal (Tinel’s sign + ) (Table 1) [1].

All patients complained of one or more symptoms related to some
pelvic floor dysfunction (urinary, fecal, and sexual).

Additionally, we included 9 more patients (3 male and 6 female,
mean age 45 ± 1.3 years) with a SNM permanent implant (Table 1) for
CPPS, partial responders to a continuous mode in neuromodulator
programming, in order to evaluate if the new parameters of
stimulation could improve their symptoms.

Both naïve and implanted patients had been weaned of their
analgesic medication (drug wash out ) for at least 21 days before the
procedure, and pain intensity was evaluated by a VAS scale [13], in
association with SF-36 questionnaire [14] before the procedure, after
the test stimulation and after the permanent implant.

In addition all patients filled the McGill Pain questionnaire [15] for
a more comprehensive evaluation. The VAS scale score ranges from 0
to 10. The SF-36 questionnaire scores range from 36 to 180.

The McGill Pain questionnaire scores range from 0 to 78. For the
SF-36 questionnaire higher scores represent a better outcome on QoL.
For the VAS scale and the McGil Pain questionnaire higher score
means a higher level of symptoms or problems.

All patients received a unilateral implant at the root of S3, following
the conventional technique described in the literature by Tanagho and
Schmidt [16], modified in 2002 with the introduction of the tined lead
[17].

The tined lead is a quadripolar in-line lead containing 4 cylindrical
electrodes of equal length that are spaced equidistantly. An anchoring
mechanism proximal to the electrodes forms an integral part of the
lead body and comprises 4 tine elements with each tine element
consisting of 4 flexible, pliant tines.

The system was studied to be implanted in and engage subcutaneous
tissue, particularly muscle tissue, to inhibit axial movements of the lead
body and consequent dislodgment of the stimulation electrodes

The apparatus consists of a directional guide wire, a metal dilator
with a concentric plastic sheath and a dilator locking mechanism. The
sheath is slightly tapered at the distal end to allow smooth transition to
the dilator.

The dilator is made of stainless steel tubing tapered at the distal end
for smooth insertion. The directional guide is made of stainless steel
wire rounded at each end. It has depth markings etched into the
surface along the distal end [17].

The patient is placed prone. Using local anesthesia a foramen needle
is inserted in the S3 foramina, on the same pain side, which is then
stimulated to ensure the correct sensory and motor response. The
inner style of the needle is removed and replaced with the directional
guide.

The foramen needle is removed, and the dilator and introducer
sheath are placed over the directional guide and advanced into the
foramen. The directional guide and dilator are removed, leaving the
introducer sheath in place.

The lead is passed through the introducer sheath until the proximal
electrode enters the foramen. Electrodes 0 to 3 are tested while the
patient is observed for responses [17]. Simultaneous fluoroscopy is
essential to place correctly and confirm the position of the tined lead in
relation to optimal patient sensory responses (at least 3 poles of the
tined lead working between 1.0 and 1.5 V or less).

We started to stimulate at the sensory threshold, using a 4-8 Hz
pulse rate and a 30 minutes on and 3 hours off cycle. If not comfortable
or effective we changed the parameters and cycling pattern, after one
week interval, to obtain better comfort and effectiveness for the
patients.

If non responders to low frequency stimulation patients underwent
a new high frequency trial (using a 100 Hz pulse rate at 0.1 V below
the sensory threshold and adapting the on-off cycle to the pain
perception).

We advised them to switch on the device when the pain started and
to switch off when it was relieved. All patients completed the test phase
of SNM without side effects or complications.

After 4-week test stimulation, all patients were re-evaluated and
those with an improvement of at least 50% in their main symptom
(VAS) and in SF-36 and McGill questionnaires underwent permanent
implant.

All previously implanted patients underwent the same trial protocol,
with no requirement to implant a new neuromodulator.

Statistical analysis was performed using the Statistical Package for
Social Science (SPSS Inc, Chicago, IL) version 18.0. Continuous
variables with normal distribution were reported as means and
standard deviations; the Friedman test and the GLM Repeated
Measures were used to compare the continuous variables as
appropriate.

A p ≤ 0.05 was considered statistically significant.
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Patient
initials Sex

Side of
pain SSEP’s Tinel’s sign

Main Pelvic floor
dysfunction 1st stage

Initial Parameter
Pattern (Hz)

Parameter
Adjustment (Hz)

AL F Left Pathologic + O.D. + 6 100

DRG F Left Pathologic + OAB + 8

RC M Right Normal + - -

GG M Left Pathologic + OAB + 8

FT F Left Pathologic + Dy + 5 100

GT F Left Pathologic + Dy + 5

FC F Right Pathologic + O.D. + 7

LD F Right Pathologic + Dy + 5

RT F Left Pathologic + OAB + 8

CM M Left Pathologic + - -

GB F Left Pathologic + O.D. + 7 100

SF F Right Normal + OAB + 8

AG F Left Pathologic + OAB + 8

FR F Left Pathologic + Dy + 5

PP F Left Pathologic + O.D. + 6

PR M Left Pathologic + - -

AR F Right Pathologic + OAB + 5

CB M Left Pathologic + - + Failure*

CZ F Right Pathologic + OAB + 5

GC F Left Normal + O.D. + 4

AA F Left Normal + Dy + 6

FZ F Left Pathologic + O.D. + 5

Patient
initials Sex

Side of
pain SSEP’s Tinel’s sign

Main Pelvic floor
dysfunction New trial test mode

GM M Left Pathologic + OAB + 5

FP F Left Pathologic + - -

MC F Right Normal + OAB + 5

FC F Left Pathologic + Dy + 4 100

GA M Left Pathologic + OAB + 8

SDM M Right Pathologic + - -

BL F Left Pathologic + O.D. + 4

PR F Left Normal + OAB + 7

GN F Right Normal + Dy + 6

Table 1: Patient database (22 naive + 9 implanted pts).
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Results
Overall 22 consecutive adult patients (5 male, 17 female), mean age

43 ± 2.4 years affected by CPPS and non-responders to conservative
therapy, were suitable to perform a SNM test stimulation.

Nineteen patients out of twenty-two (86.3%) underwent a
permanent implant after a satisfactory test phase (Table 1). We
reviewed all implanted patients with a six months control protocol or
as needed. VAS score and questionnaires were completed at each
follow up visit.

Eighteen naive patients out of nineteen (94.7%) maintained the
benefits of the first stage (Table 1) at a mean follow up of 21.3 months.
Seven out of the nine already implanted patients (77.7%) improved
their pain control in a definitive way, reducing it by 50% or eliminating
adjuvant drugs (Table 1).

Neither complication nor collateral effects were observed during the
follow up. Within a 6-month follow-up four patients out of the total
twenty-five responders to CSRN (16%) required an adjustment of the
parameters of stimulation (from 4-8 Hz to 100 Hz) with good
outcomes.

VAS scale, McGill and SF-36 questionnaires improved consistently
in all domains and patients reported an overall satisfaction rate of 95%
when asked if they could recommend this therapy to a friend or a
relative [18-21]. Tables 2 and 3 show VAS scale, McGill and SF-36
questionnaires scores in naïve and already implanted patients,
respectively.

Instrument
Before 1st stage
(mean ± SD)

During 1st stage
(mean ± SD)

At follow up
(mean ± SD)

P
value

VAS scale 8.4 ± 0.9 2.1 ± 1.2 1.3 ± 0.7 0.02

McGill quest. 70.3 ± 3.2 12.2 ± 2.6 9.1 ± 1.1 0

SF-36 quest. 31.9 ± 2.8 157.7 ± 8.7 161.1 ± 3.4 0.003

Table 2: Naive patients, Pain and QoL evaluation in 18 naive patients.

Instrument

Before changing
parameters
(mean ± SD)

During Trial
(mean ± SD)

At follow up
(mean ± SD) P value

VAS scale 4.1 ± 1.3 1.9 ± 0.6 1.2 ± 0.5 0.05

McGill quest. 36.4 ± 4.4 13.7 ± 2.2 11.3 ± 2.9 0.042

SF-36 quest. 80.2 ± 3.8 151.1 ± 6.4 159.7 ± 4.1 0.02

Table 3: Implanted patients, Pain and QoL evaluation in 7 previously
implanted patients.

Pelvic floor dysfunction symptoms (mainly overactive bladder and
dyspareunia) improved as pain was improving and disappeared within
three to six months and even before the complete remission of pelvic
pain itself.

Two out of the three non-responders patients to the test phase
(Table 1), the patient who did not maintain the treatment benefit after
the implant, and two out of nine already implanted non responders to
the new neuromodulation course didn’t show any associated pelvic
floor dysfunction.

Later, all these non-responders had pain symptom relief with the
inferior hypogastric plexus blockade.

Discussion
The trans-foraminal sacral nerve root stimulation, currently used to

treat voiding dysfunction, is not specifically indicated for treatment of
pelvic pain. However a number of publications stated the ability of
such stimulation to relieve pain, as well as relieving voiding symptoms
in pelvic pain patients treated for coinciding pelvic dysfunction
[18-21]. This is the first study demonstrating the effectiveness of CSRN
in the management of CPPS in patients refractory to conventional
treatment or only partially responding to continuous sacral nerve
stimulation, with more than 85% improvement in naïve patients and
up to 77% in patients already implanted.

Siegel et al. [22] reported a 60% significant improvement in pelvic
pain in 10 patients at a median follow-up of 19 months. Everaert et al.
[23], treating a series of chronic pelvic pain, reported that success was
inversely related to neuropathic pain, but that the 11 patients who
responded appeared to have a lasting response up to 3 years. In both
case seriers a continuous SNM was used for therapy resistant pain.

Taking into account the previously implanted patients group as a
surrogate for a “control arm”, the improvement of pain symptoms
confirms that intermittent neuromodulation can offer better results
than the conventional one used up to date.

In our study all the non-responders did not show any associated
pelvic floor dysfunction. The absence of an associated pelvic floor
dysfunction might be considered as a negative predictive sign for the
good outcome of a neuromodulation therapy in CPPS, because of a
potential visceral origin of pain, as they positively responded later to
inferior hypogastric plexus blockade [21,24] .

Though the exact pathogenesis of CPPS remains unknown, in these
patients pelvic floor hyperactivity and pelvic congestion are a common
phenomenon [23,25].

CPPS is often interconnected to the dysfunction of the pelvic floor,
with associated symptoms such as overactive bladder, urinary
retention, constipation, dyschezia and dyspareunia. The pain cycle
theory explains why pelvic floor spasms and pelvic pain are patho-
physiologically linked [3,26].

One possible working mechanism for neuromodulation in the
treatment of CCPS is based on the gate control theory. This theory
states that pain perception depends on a pattern of peripheral nervous
input. It is believed that there is a mechanism at the spinal segment
level which regulates the interaction between afferent nerve signals and
pain sensation [27,28].

Interneurons of the spinal cord dorsal horn create gating
components and inhibition or facilitation of afferent fibers, modulating
the input to the spinal transmission neurons. It’s also believed that the
impulses from the dorsal horn are controlled by a descending system
containing fibers from the brainstem, thalamus and limbic lobes
[27-28].

There are also suggestions that dysregulated central nervous system
responses may have a major role in the etiology and persistence of CPP
[28-29].

In CPPS, as in other chronic pain syndromes, brain alterations (e.g.,
reduction in relative gray matter volume) were recently detected ,
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raising the question of whether they could be a new target in the
treatment of the disease and explaining the unsatisfactory results of
peripheral treatment concepts [30,31].

Neuromodulation supposed to restore the control at the spinal
segmental gate as well as at supraspinal sites such as the brainstem and
the limbic system nuclei.

TENS may be an effective and safe treatment for refractory CPPS in
men [32].

Actually, because the pathogenesis of CPPS is poorly understood,
numerous therapeutic approaches have been tried including
antibiotics, analgesics, a1-blockers, 5a-reductase inhibitors, intravesical
instillations, electrotherapies, and transurethral interventions. Novel
concepts for the treatment of CPPS are percutaneous tibial nerve
stimulation, electroacupuncture, high-frequency sacral magnetic
stimulation, sacral neuro-modulation (SNM), and pudendal
neuromodulation [33]. Yet another type of neuromodulation is TENS,
which has been established for the treatment of chronic
musculoskeletal pain and may also be a valuable option in pelvic pain
[34]. Advantages of TENS include the fact that it is a noninvasive
procedure, applicable at home, not expensive, and without adverse
events.

CSNM works exactly like TENS, utilizing the same
neurophysiological pathways and mechanisms of action, but only
recruiting a larger number of fibers with a better result, avoiding the
fatigue of muscles and overstimulation of nerves present with
continuous SNM, and with less pelvic floor contracture, the latter
being a fundamental part of pain persistence [35]. Recent research
with PET scanning indicates that at the level of the brain, the activity
of centers in the paraventricular grey matter can be enhanced or
reduced by sacral nerve stimulation [36].

In the same way TENS-induced activity in small diameter muscle
afferents (Aδ, GIII) leads to the activation of brainstem nuclei such as
the periaqueductal grey (PAG) and nucleus raphe magnus (nRM).
These nuclei form the descending pain inhibitory pathways [27].
Several neurophysiological mechanisms of action, following TENS,
have been suggested in the past [5], these include simple blocking of
pain transmission by a direct effect on the spinothalamic tracts,
activation of descending inhibitory pathways, effect on central
sympathetic systems, segmental inhibition through coarse fiber
activation and brain stem loops; inhibition by increasing GABA levels
in the dorsal horn and activation of a thalamo-cortical mechanism
masking the nociceptive input.

The currently suggested mechanisms by which TENS produces
neuromodulation include the following:

• Presynaptic inhibition in the dorsal horn of the spinal cord
• Endogenous pain control (via endorphins, enkephalin, and

dynorphin)
• Direct inhibition of an abnormally excited nerve (gate control)
• Restoration of afferent input

Studies show marked increases in beta endorphin and met-
enkephalin with low-frequency TENS and demonstrated reversal of
the anti-nociceptive effects by naloxone [29]. These effects have been
postulated to be mediated through micro-opioid receptors.

Pain relief by means of the pain gate mechanism involves activation
(excitation) of the A beta (Aβ) sensory fibers, and by doing so,
reducing the transmission of the noxious stimulus from the ‘C’ fibers,

through the spinal cord and hence on to the higher centers. The Aβ
fibres appear to appreciate being stimulated at a relatively high rate (in
the order of 80 - 130 Hz or pps). It seems difficult to find a single
frequency that works best for every patient, but this range appears to
cover the majority of individuals [27].

A delta (Aδ) fibers respond preferentially to a much lower rate of
stimulation (in the order of 2 - 5 Hz, even though some authors
consider a wider range of 2 – 10 Hz), which will activate the opioid
mechanisms, and provide pain relief by causing the release of an
endogenous opiate (encephalin) in the spinal cord which will reduce
the activation of the noxious sensory pathways. Again, it is unlikely
that there is a single (magic) frequency in this range that works at the
best for everybody [27].

Our study has important limitations. It is a nonrandomized,
prospective analysis with a small sample size. Strengths include the use
of standardized symptoms and QoL instruments and a clear
description of the stimulation parameters. Advantages of CSRN are a
reduction in both nerve stress and fibrosis and a delay of re-
intervention for neuromodulator battery replacement.

Conclusion
The published literature on the effectiveness of TENS in a variety of

medical conditions, and CPPP specifically, reports a wide range of
outcomes. Generally TENS provides an initial relief of pain in 70-80%
of patients, but the success rate decreases after a few months to around
20-30% [4].

CSRN is able, also, to increase the lifetime of the implanted
neuromodulator battery, avoiding to the patient 1 or 2 more
replacement during their life, with consequent improvement of
satisfaction.

Furthermore, CSRN treatment relieved the symptoms of CPPS as
well as one or more symptoms related to pelvic floor dysfunction
(urinary, fecal, and sexual) with a great impact on patients' satisfaction
rate.

Our preliminary data showed that CSRN gave better results than
conventional treatments, also improving the outcome of those patients,
already implanted, who were partial responders to continuous
neuromodulation therapy.

Parameters and patterns of neuromodulation are very clear and
easily applicable for whoever wants use this new procedure to improve
the outcome of CPPS in patients non responder to conservative
therapy. The results of our study should be confirmed in larger,
prospective, well-designed studies.

References
1. Novak CB, Mackinnon SE (2000) Outcome following implantation of a

peripheral nerve stimulator in patients with chronic nerve pain. Plast
Reconstr Surg 105: 1967-1972.

2. Elbadawi AE, Light JK (1996) Distinctive ultrastructural pathology of
non ulcerative interstitial cystitis: new observations and their potential
significance in pathogenesis. Urol Int 56:137-162.

3. Nnoaham KE, Kumbang J (2008) Transcutaneous electrical nerve
stimulation (TENS) for chronic pain. Cochrane Database Syst Rev 16:
CD003222.

4. Peters K, Carrico D, Burks F (2009) Validation of a sham for
percutaneous tibial nerve stimulation (PTNS). Neurourol Urodyn 28:
58-61.

Citation: Cappellano F, Ciotti GV, Tafuri A, Munch C, Bassi S, et al. (2017) Cycling Sacral Root Neuromodulation: Pilot Study to Assess the
Effectiveness of This Mode in Neuromodulator Programming for the Treatment of Chronic Pelvic Pain Syndrome. Med Sur Urol 6: 193.
doi:10.4172/2168-9857.1000193

Page 5 of 6

Med Sur Urol, an open access journal
ISSN:2168-9857

Volume 6 • Issue 4 • 1000193

https://doi.org/10.1097/00006534-200005000-00008
https://doi.org/10.1097/00006534-200005000-00008
https://doi.org/10.1097/00006534-200005000-00008
https://doi.org/10.1159/000282832
https://doi.org/10.1159/000282832
https://doi.org/10.1159/000282832
http://dx.doi.org/10.1002/nau.20585
http://dx.doi.org/10.1002/nau.20585
http://dx.doi.org/10.1002/nau.20585


5. Robb KA, Bennett MI, Johnson MI, Oxberry SG (2008) Transcutaneous
electric nerve stimulation (TENS) for cancer pain in adults. Cochrane
Database Syst Rev 16.

6. Whitmore KE, Payne CK, Diokno AC, Lukban JC (2003) Sacral
neuromodulation in patients with interstitial cystitis: a multicenter
clinical trial. Int Urogynecol J Pelvic Floor Dysfunct 14: 305-308.

7. Amend B, Khalil M, Kessler TM, Sievert KD (2011) How does sacral
modulation work best? Placement and programming techniques to
maximize efficacy. Curr Urol Rep 12: 327-335.

8. T Hoen LA, Groen J, Scheepe JR, Blok BF (2017) Intermittent sacral
neuromodulation for idiopathic urgency urinary incontinence in women.
Neurourol Urodyn 36: 385-389.

9. Peters KM, Feber KM and Bennett RC (2007) A prospective, single-blind,
randomized crossover trial of sacral vs pudendal nerve stimulation for
interstitial cystitis. BJU Int 100: 835-839.

10. Comiter CV (2003) Sacral neuromodulation for the symptomatic
treatment of refractory interstitial cystitis: a prospective study. J Urol 169:
1369-1373.

11. Powell CR, Kreder KJ (2010) Long-term outcomes of urgency-frequency
syndrome due to painful bladder syndrome treated with sacral
neuromodulation and analysis of failures. J Urol 183: 173-176.

12. Marinkovic SP, Gillen LM, Marinkovic CM (2011) Minimum 6-year
outcomes for interstitial cystitis treated with sacral neuromodulation. Int
Urogynecol J 22: 407-412.

13. McCormack HM, Horne DJ, Sheather S (1988) Clinical applications of
visual analogue scales: a critical review. Psychol Med 18: 1007-1019.

14. Ware JE, Kosinski M, Keller SK (1994) SF-36 physical and mental health
summary scales: a user’s manual, The Health Institute, Boston, USA.

15. Bryne M, Troy A, Bradley LA, Marchisello PJ, Geisinger KF, et al. (1982)
Cross-validation of the factor structure of the McGill Pain Questionnaire.
Pain 13: 192-201.

16. Tanagho EA, Schmidt RA (1988) Electrical stimulation in the clinical
management of the neurogenic bladder. J Urol 140: 1331-1339.

17. Spinelli M, Giardiello G, Gerber M (2003) New sacral neuromodulation
lead for percutaneous implantation using local anesthesia: description
and first experience. J Urol 170: 1905-1907.

18. Martellucci J, Naldini G, Carriero A (2012) Sacral nerve modulation in
the treatment of chronic pelvic pain. Int J Colorectal Dis 27: 921-926.

19. Marcelissen T, Jacobs R, van Kerrebroeck P, de Wachter S (2011) Sacral
neuromodulation as a treatment for chronic pelvic pain. J Urol 186:
387-393.

20. Fariello JY, Whitmore K (2010) Sacral neuromodulation stimulation for
IC/PBS, chronic pelvic pain, and sexual dysfunction. Int Urogynecol J 21:
1553-1558.

21. Mayer RD, Howard FM (2008) Sacral Nerve Stimulation:
Neuromodulation for Voiding Dysfunction and Pain. Neurotherapeutics
5: 107-113.

22. Siegel S, Paszkiewicz E, Kirkpatrick C, Hinkel B, Oleson K (2001) Sacral
nerve stimulation in patients with chronic intractable pelvic pain. J Urol
166: 1742-1745.

23. Everaert K, Devulder J, De Muynck M, Stockman S, Depaepe H, et al.
(2001) The pain cycle: implications for the diagnosis and treatment of
pelvic pain syndromes. Int Urogynecol J Pelvic Floor Dysfunct 12: 9-14.

24. Wesselmann U, Czakanski PP (2001) Pelvic pain: a chronic visceral pain
syndrome. Curr Pain Headache Rep 5: 13-19.

25. Hamman W (1993) Neuropathic pain: a condition which is not always
well appreciated. Br J Anaesth 71: 779-781.

26. Kemler MA, Barendse GA, van Kleef M, Egbrink MG (2000) Pain relief
in complex regional pain syndromes due to spinal cord stimulation does
not depend on vasodilatation. Anesthesiology 92: 1653-1660.

27. Melzack R, Wall PD (1965) Pain mechanisms: a new theory. Science 150:
971-979.

28. van der Pal F, Heesakkers JP, Bemelmans BL (2006) Current opinion on
the working mechanisms of neuromodulation in the treatment of lower
urinary tract dysfunction. Curr Opin Urol 16: 261-267.

29. Fall M, Baranowski AP, Elneil S, Engeler D, Hughes J, et al. (2010) EAU
guidelines on chronic pelvic pain. Eur Urol 57: 35-48.

30. Mordasini L, Weisstanner C, Rummel C, et al. (2012) Chronic pelvic pain
syndrome in men is associated with reduction of relative gray matter
volume in the anterior cingulate cortex compared to healthy controls. J
Urol 188: 2233-2237.

31. Schmid HP, Abt D, Engeler DS (2014) Words of wisdom: Re: Refractory
chronic pelvic pain syndrome in men: can transcutaneous electrical nerve
stimulation help? Eur Urol 65: 669-670.

32. Schneider MP, Tellenbach M, Mordasini L, Thalmann GN, Kessler TM
(2013) Refractory chronic pelvic pain syndrome in men: can
transcutaneous electrical nerve stimulation help? BJU Int. 112: 159-163.

33. Peters KM, Feber KM, Bennett RC (2007) A prospective, single-blind,
randomized crossover trial of sacral vs pudendal nerve stimulation for
interstitial cystitis. BJU Int, 100: 835-839.

34. Sikiru L, Shmaila H, Muhammed SA (2008) Transcutaneous electrical
nerve stimulation (TENS) in the symptomatic management of chronic
prostatitis/chronic pelvic pain syndrome: a placebo-control randomized
trial. Int Braz J Urol 34: 708-714.

35. Johnson M (2007) Transcutaneous Electrical Nerve Stimulation:
Mechanisms, Clinical Application and Evidence. Rev Pain 1: 7-11.

36. Linnman C, Moulton EA, Barmettler G, Becerra L, Borsook D (2012)
Neuroimaging of the periaqueductal gray: state of the field. Neuroimage
60: 505-522.

 

Citation: Cappellano F, Ciotti GV, Tafuri A, Munch C, Bassi S, et al. (2017) Cycling Sacral Root Neuromodulation: Pilot Study to Assess the
Effectiveness of This Mode in Neuromodulator Programming for the Treatment of Chronic Pelvic Pain Syndrome. Med Sur Urol 6: 193.
doi:10.4172/2168-9857.1000193

Page 6 of 6

Med Sur Urol, an open access journal
ISSN:2168-9857

Volume 6 • Issue 4 • 1000193

https://doi.org/10.1002/14651858.cd006276.pub2
https://doi.org/10.1002/14651858.cd006276.pub2
https://doi.org/10.1002/14651858.cd006276.pub2
https://doi.org/10.1007/s00192-003-1080-1
https://doi.org/10.1007/s00192-003-1080-1
https://doi.org/10.1007/s00192-003-1080-1
http://dx.doi.org/10.1007/s11934-011-0204-2
http://dx.doi.org/10.1007/s11934-011-0204-2
http://dx.doi.org/10.1007/s11934-011-0204-2
http://dx.doi.org/10.1002/nau.22938
http://dx.doi.org/10.1002/nau.22938
http://dx.doi.org/10.1002/nau.22938
https://doi.org/10.1111/j.1464-410x.2007.07082.x
https://doi.org/10.1111/j.1464-410x.2007.07082.x
https://doi.org/10.1111/j.1464-410x.2007.07082.x
https://doi.org/10.1097/01.ju.0000053863.96967.5a
https://doi.org/10.1097/01.ju.0000053863.96967.5a
https://doi.org/10.1097/01.ju.0000053863.96967.5a
https://doi.org/10.1016/j.juro.2009.08.142
https://doi.org/10.1016/j.juro.2009.08.142
https://doi.org/10.1016/j.juro.2009.08.142
http://dx.doi.org/10.1007/s00192-010-1235-9
http://dx.doi.org/10.1007/s00192-010-1235-9
http://dx.doi.org/10.1007/s00192-010-1235-9
https://doi.org/10.1016/0304-3959(82)90029-x
https://doi.org/10.1016/0304-3959(82)90029-x
https://doi.org/10.1016/0304-3959(82)90029-x
https://doi.org/10.1016/s0022-5347(17)42038-6
https://doi.org/10.1016/s0022-5347(17)42038-6
https://doi.org/10.1097/01.ju.0000092634.64580.9a
https://doi.org/10.1097/01.ju.0000092634.64580.9a
https://doi.org/10.1097/01.ju.0000092634.64580.9a
http://dx.doi.org/10.1007/s00384-011-1394-2
http://dx.doi.org/10.1007/s00384-011-1394-2
http://dx.doi.org/10.1016/j.juro.2011.02.2694
http://dx.doi.org/10.1016/j.juro.2011.02.2694
http://dx.doi.org/10.1016/j.juro.2011.02.2694
http://dx.doi.org/10.1007/s00192-010-1281-3
http://dx.doi.org/10.1007/s00192-010-1281-3
http://dx.doi.org/10.1007/s00192-010-1281-3
https://doi.org/10.1016/j.nurt.2007.10.063
https://doi.org/10.1016/j.nurt.2007.10.063
https://doi.org/10.1016/j.nurt.2007.10.063
https://doi.org/10.1097/00005392-200111000-00028
https://doi.org/10.1097/00005392-200111000-00028
https://doi.org/10.1097/00005392-200111000-00028
https://doi.org/10.1007/s001920170087
https://doi.org/10.1007/s001920170087
https://doi.org/10.1007/s001920170087
https://doi.org/10.1093/bja/71.6.779
https://doi.org/10.1093/bja/71.6.779
https://doi.org/10.1097/00000542-200006000-00024
https://doi.org/10.1097/00000542-200006000-00024
https://doi.org/10.1097/00000542-200006000-00024
http://dx.doi.org/10.1097/01.mou.0000232047.87803.1e
http://dx.doi.org/10.1097/01.mou.0000232047.87803.1e
http://dx.doi.org/10.1097/01.mou.0000232047.87803.1e
http://dx.doi.org/10.1016/j.eururo.2009.08.020
http://dx.doi.org/10.1016/j.eururo.2009.08.020
https://doi.org/10.1016/j.juro.2012.08.043
https://doi.org/10.1016/j.juro.2012.08.043
https://doi.org/10.1016/j.juro.2012.08.043
https://doi.org/10.1016/j.juro.2012.08.043
https://doi.org/10.1016/j.eururo.2013.11.025
https://doi.org/10.1016/j.eururo.2013.11.025
https://doi.org/10.1016/j.eururo.2013.11.025
https://doi.org/10.1111/bju.12005
https://doi.org/10.1111/bju.12005
https://doi.org/10.1111/bju.12005
https://doi.org/10.1111/j.1464-410x.2007.07082.x
https://doi.org/10.1111/j.1464-410x.2007.07082.x
https://doi.org/10.1111/j.1464-410x.2007.07082.x
https://doi.org/10.1590/s1677-55382008000600005
https://doi.org/10.1590/s1677-55382008000600005
https://doi.org/10.1590/s1677-55382008000600005
https://doi.org/10.1590/s1677-55382008000600005
https://doi.org/10.1177/204946370700100103
https://doi.org/10.1177/204946370700100103
https://doi.org/10.1016/j.neuroimage.2011.11.095
https://doi.org/10.1016/j.neuroimage.2011.11.095
https://doi.org/10.1016/j.neuroimage.2011.11.095

	Contents
	Cycling Sacral Root Neuromodulation: Pilot Study to Assess the Effectiveness of This Mode in Neuromodulator Programming for the Treatment of Chronic Pelvic Pain Syndrome
	Abstract
	Keywords:
	Introduction
	Material and Methods
	Results
	Discussion
	Conclusion
	References




