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Summary
Background: Vulvodynia often occurs with unexplained 
vulvar pain and hyperesthesia, sexual dysfunction, and 
psychological disability, lacking an organic or microbio-
logical substrate. Case Report: A 25-year-old woman with 
generalized, unprovoked vulvodynia for 12 years was 
treated repeatedly with procaine 1% for 14 sessions after 
she had previously had numerous unsatisfying multidisci-
plinary treatments. We observed a decrease in pain scores 
on the visual analogue scale (VAS) from initially 8–9 to 
presently 0–2. Injection sites were: Head’s zones and trig-
ger points of the lower abdomen, regional hypogastric 
ganglia, bilateral maxillary sinus, and scars of the lower 
jaw. No major adverse events were observed. Injections to 
remote sites improved symptoms more strongly than 
local or regional therapy. After a 3-year follow-up the pa-
tient is free of symptoms. Conclusion: Therapy with local 
anesthetics (TLA, neural therapy) can be a useful addi-
tional therapy in complicated cases of vulvodynia. Further 
studies on the underlying mechanism of injections into re-
mote foci (interference field, stoerfeld) and the effective-
ness of TLA in chronic pain syndromes should be per-
formed.

Schlüsselwörter
Vulvodynie Vulväres Vestibulitis-Syndrom Fokus
Störfeld Lokalanästhesie Neuraltherapie Procain
Therapeutische Nervenblockade Chronische Entzündung

Zusammenfassung
Hintergrund: Die Vulvodnyie geht einher mit vulvären 
Schmerzen und Hyperästhesie unklarer Ursache sowie mit 
sexueller Dysfunktion und psychosozialen Störungen; 
meist lassen sich keinerlei organische oder mikrobiologi-
sche Ursachen identifizieren. Fallbericht: Wir behandelten 
eine 25-jährige Patientin mit Vulvodynie mittels Neuralthe-
rapie (Therapeutische Anwendung von Lokalanästhetika) 
über 14 Sitzungen. Die Patientin hatte zuvor seit über 12 
Jahren an Vulvabeschwerden gelitten, zuletzt mit zuneh-
mender Generalisierung und Dauerschmerz. Verschie-
dene, auch interdisziplinäre Therapien hatten keinerlei 
Verbesserung gebracht. Unter Neuraltherapie kam es zu 
einer Schmerzreduzierung auf der  Visuellen Analogskala 
(VAS 0–10) von 8–9 auf zuletzt 0–2. Folgende Injektionen 
wurden durchgeführt: Head’sche Zonen und Trigger-
punkte des Genitale, suprapubische und parazervikale 
 Injektion in den Bereich des Frankenhäuser-Ganglions, 
Nasennebenhöhlen und Narben von einer Umstellungsos-
teotomie des Kiefers. Es wurden keine schwerwiegenden 
Nebenwirkungen beobachtet. Ferninjektionen führten zu 
einer deutlicheren und länger anhaltenden Besserung als 
lokale und segmentale Injektionen. 3 Jahre nach Therapie-
ende ist die Patientin weiterhin beschwerdefrei. Schluss-

folgerung: Neuraltherapie kann eine sinnvolle Ergänzung 
bei schwerwiegenden Verläufen von Vulvodynie sein. 
Weitere Studien sind erforderlich, um die zugrundeliegen-
den Mechanismen, die Wirkung von Ferninjektionen in 
Störfelder und die Wirksamkeit der Therapie mit Lokalan-
ästhetika zu erforschen.
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Clinical Examination
Infectious (bacteria, chlamydia, parasites, or candida), atopic, or other 
dermatological diseases were excluded by clinical examination and labo-
ratory tests. Psychosocial exploration did not show signs of psychic illness 
or major psychosocial stress except for disillusion concerning the success 
of any further therapy. There were no signs of pelvic floor muscle 
dysfunction.

Treatment
After obtaining the patient’s informed consent, injections of local anes-
thetics (TLA) to different sites were repeated with increasing time inter-
vals from 1 per week up to 1 every 4–8 weeks. Injection sites were deter-
mined and techniques performed according to published knowledge of 
TLA [13, 14], using procaine in a 1% saline solution with benzoyl alcohol 
as a preservative agent (Steigerwald Inc., Darmstadt, Germany). The 
quantity of applied LA ranged from 3–15 ml (maximum dose 3 mg/kg BM).  
Injection procedures are described in table 1.

During NT, no major psychosocial events occurred and no other treat-
ments were initiated. The patient had no changes in her psychosocial 
background (same job, same partner) since the beginning of NT.

Results

Clinical Course of Therapy

Ongoing analgetic therapy was not interrupted until TLA be-
came successful. Injections to regional reflex and trigger 
points did not have a significant effect. Vaginal injection into 
the region of the hypogastric ganglion (Frankenhäuser’s gan-
glion) on January 21st, 2008 led to a first long-lasting (> 2 
weeks) pain relief from VAS 8 to an average of 6. 

After additionally injecting LA into the patient’s bilateral 
maxillary sinus, further relief of pain was observed, from VAS 
6 to an average of 5. 

A pre-existing vaginal cyst was surgically removed on July 
7th, 2008. Histological examination showed fibrotic inflamma-
tion without any evidence of malignant behavior. Following 
surgery, there was an interim deterioration of vulvar com-
plaints. In August 2008, a combination of injections into the 
hypogastric plexus and the cavum retzii led to an immediate 
improvement after therapy, which however did not last more 
than 4 days. This improvement lasting for some days could be 
repeated several times.

In order to further improve the clinical effect of therapy, a 
combination of genital injection sites with injections to the 
mandibular nerve and the palatine arch in November 2008 
led to a pain relief to VAS 3 for the first time, lasting for 
more than 2 weeks. Omitting the remote injections into the 
oral region in January 2009 did not relieve complaints. Only 
after repeating this combination in February 2009, was a suc-
cessful relief of pain observed reaching VAS 1–2 (fig. 1). 
After continuous improvement from February 2009 onwards, 
therapy intervals could be prolonged step-by-step up to sev-
eral months.

Introduction

Vulvodynia often presents with unexplained vulvar pain and 
hyperesthesia, sexual dysfunction, and psychological disabil-
ity, lacking an organic or microbiological substrate. Preva-
lence varies from 9–12% [1]. Vulvodynia can have an acute 
onset, sometimes linked to episodes of vaginitis or therapeutic 
procedures such as cryosurgery (provoked vulvodynia) [2]. 
Biopsy usually reveals normal tissue histology, yet sometimes 
an increased number of nerve fibers [3]. Pain is described as a 
burning and stinging irritation or rawness, but not itching [4]. 
A classification of vulvodynia was published by the British So-
ciety for the Study of Vulval Disease (BSSVD) [5].

Satisfying therapeutic options are scarce. In general, anti-
bacterial, antifungal, and analgetic drugs are frequently ap-
plied, such as desensitizing ointments based on capsaicin [6], 
systemic analgesics (e.g., opiates), anticonvulsives (pregaba-
lin), surgical excision [7], and/or antidepressants [8], all with 
limited effect. Therefore, the BSSVD advocates a holistic ap-
proach, not only focusing on the primary site of pain [5]. 
These authors suggest a therapy trial with local anesthetics 
(LA) in all vulvodynia subsets. Therapy with local anesthetics 
(TLA), or neural therapy (NT), is commonly used in Central 
Europe [9, 10]. We performed TLA/NT in this desperate case.

Case Report 

A 25-year-old Caucasian woman suffering from generalized, unprovoked 
vulvodynia for 12 years consulted our gynecological practice in October 
2007 with discomfort in the genital area, hyperalgesia, and recurring 
burning sensations around the mons pubis and the outer labia, which era-
diated to the lower abdomen. Pain scores during the last 2 years varied 
from 7–9 in a visual analogue scale (VAS) of 0–10 [11]. The VAS is a fre-
quently used quantification system in patients suffering from chronic vul-
vodynia [12].

The patient was unable to cycle or to wear tight clothes. The use of 
female hygiene products and sexual intercourse were made impossible by 
the before-mentioned symptom complex. Repeated microbiological test-
ing did not show any pathological microorganisms. Numerous local treat-
ments with fatty and watery ointments, cotrimazol, estriol, or antibiotics 
had been performed unsuccessfully. In 2003 treatment with topical antibi-
otics (gentamycine) and skin ointments (olive oil, betaisodona, zinc oint-
ment) as well as topical corticosteroids (triamcinolon) was initiated, but 
brought no significant relief. In 2004 a coagulation of her labia was per-
formed, resulting in further deterioration. Histological evaluation at that 
time showed nonspecific inflammation with hyperkeratosis and an in-
creased number of nerve cells in the affected area, leading to the diagno-
sis of a vulvar vestibulitis syndrome (VVS). Treatment with gabapentin 
up to 300mg/d over a period of 1 year did not improve the situation. Cap-
saicin had to be interrupted due to side effects. Further treatment with 
amitryptilin 50 mg for 2 months was started, but non-effective.

There is no history of allergy, metabolic diseases, smoking, or drug 
abuse. The patient had normal body weight (BMI = 19), a regular men-
strual period, no pregnancy, and no major surgery except for a surgical 
correction of her prognatism with mandible wedge excision in 2001. After 
this surgery, the patient reported an immediate and long-lasting deterio-
ration of her vulvar complaints. The possible importance of this notifica-
tion will be discussed later.
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systemic approach similar to acupuncture. Many data in basic 
research have been accumulated on possible effects of LA 
beyond sodium ion channel blockage, such as anti-inflamma-
tory [17, 18] and immune-stimulating effects [19]. Clinical 
data of 227 publications about positive effects of LA in 
chronic inflammation have been summarized in 2006 [19]. 
Vulvodynia may be a form of chronic sterile neurogenic in-
flammation [20]. Kevin Tracey reported that LA can inter-
rupt the release of proinflammatory substances at the termi-
nal plate of the neuron [21]. A review of the literature on 
these ‘alternative effects’ of LA was published in 2012 [22]. 
For these reasons, local anesthetics (TLA/NT) may be useful 
in treating vulvodynia.

However, unspecific effects like patients’ expectations 
may play a crucial role in complex interventions such as NT 
[23]. It is remarkable that the breakthrough of the therapy 
effect was achieved only after injections into a remote area, 
the lower jaw, and was unexpected by the patient. The pa-
tient’s general lack of hope may therefore have played only a 
minor role.

The rationale of remote injections was the patient’s history 
of deterioration of complaints after jaw surgery in 2001. A ‘di-
agnostic’ injection into the region of the respective scars of 
the lower jaw was followed by a sudden and long-lasting im-
provement. What was the nature of this effect?

NT can be administered at different types of sites. The 
most common method is injecting into the area of complaints 
(local therapy). In segmental neural therapy injections are ap-
plied into Head’s zones, trigger points, reference points of the 
respective meridians, in and around related joints, and in soft 
tissue, all within the same spinal segment. Third, regional 
therapy may influence neuroanatomical control instances, 

Current State after Therapy

Since 2010 the patient has remained almost completely free of 
symptoms (VAS 0–1) without any need for drug therapy (fig. 
1). A prophylactic refreshing of TLA is performed every 4–6 
months, most recently in December 2011. All findings on 
gynecological clinical examination (e.g., Pap smear, microbi-
ology) are normal. Bike-riding, swimming, use of sanitary 
tampons, and vaginal intercourse are possible without com-
plaints. The patient gave us informed consent for pseudo-
nymic data evaluation.

Side Effects

Injections with procaine 1% were overall tolerated well. Oc-
casionally mild dizziness and orthostatic dysregulation lasting 
4–10 min occurred. Nausea and dragging abdominal pain oc-
curred only once after the 9th therapy session in November 
2008 for less than 1 day, resolving spontaneously without fur-
ther treatments.

Discussion

We report the case of a patient with long-lasting vulvodynia 
successfully treated with repeated injections of procaine. Sys-
temic treatment with opioids and anticonvulsants could be 
stopped completely after improvement of symptoms.

There is some evidence that a systemic approach like acu-
puncture [15] or transcutaneous electrical nerve stimulation 
[16] is effective in treating vulvodynia. TLA also implies a 

Fig. 1. Course of 
complaints since start 
of therapy. Y-scale: 
VAS (0–10). Square 
dots: Complaints 
(VAS) immediately 
after each neural 
therapy intervention. 
Rhomboid dots: 
Complaints (VAS) in 
the time interval 
 between therapy ap-
pointments, according 
to the patient’s esti-
mation of the average 
VAS during the last 
weeks. After injec-
tions, short-time im-
provement for some 
days (21.01.2008, 
13.10.2008) as well as 
short-time deteriora-
tion for 1–2 days 
(06.11.2008, after vaginal surgery for a vaginal cyst) could be seen. VAS 0–2 remained constant without intermediate deterioration since 18.12.2009.
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success in NT does not follow a linear curve, as we could see 
in our case. Thus, patients and physicians should be aware of 
transient deterioration in the course of therapy.

Furthermore, NT implies different therapeutic regimens 
for any individual patient. Intralesional injections, as sug-
gested by the BSSVD [5], based on data of Murat Dede and 
colleagues [31], may not be sufficient alone. As this case 
shows, a thorough history may be necessary in difficult cases 
to achieve a breakthrough with remote techniques. However, 
the basis for these injections, the thus far unproven stoerfeld 
concept of NT, is an obstacle for many physicians to become 
familiar with this therapy. Some promising data have been 
collected from gnathology, where neuralgia-inducing cavita-
tional osteonecrosis (NICO) has been named after its capabil-
ity of inducing remote neuralgia [32]. However, methodologi-
cally rigorous clinical research will be necessary to elucidate 
the underlying focal theory of chronic diseases.

Although many physicians in Central Europe use TLA/NT 
[9], its rationale is unclear. The widespread use and high pa-
tient satisfaction [10], in contrast to the lack of scientific data, 
call for further studies. Our findings may contribute to a bet-
ter understanding of the clinical effects of TLA/NT, which is 
requisite for designing clinical studies. This successful treat-
ment of a severe case of vulvodynia may lead to the careful 
assumption that NT can be a sufficient treatment option, 
whether it is applied primarily or after numerous insufficient 
standard procedures. 
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whereby regional ganglia may be addressed in order to re-es-
tablish normal vegetative function of the respective area. In 
our patient, we used regional or ganglia therapy by injections 
into the hypogastric ganglion. Another method is systemic 
therapy, which can be successful in acute inflammation [24].

Finally, the most complex mode of administration is inject-
ing LA into remote areas which seem to have no neuroana-
tomical connection to the disturbed area. The rationale of in-
fluencing these so-called stoerfelds (interference fields, Ger-
man: ‘Störfelder’ [25]) is a hologram-like connection of every 
area of the body to any other one [25]. This concept is well 
known from Traditional Chinese Medicine. Thus, a holistic 
approach is necessary to reveal distant disturbances chroni-
cally influencing other regions of the body. In our case, the 
jaw scar from major dental surgery may have been such a sto-
erfeld for the genital region. Similar observations were made 
by Marco Schmidt and colleagues [26] with successful treat-
ment of musculoskeletal diseases by LA injections into the 
wisdom teeth, also inducing remote effects according to the 
stoerfeld concept.

We do not know the causes of these remote effects. A first 
systematic description of remote effects was published in 1953 
by Max Ratschow [27]. The connection between trigeminal 
and vagal nuclei [28] may serve as a toggle between facial af-
ferent and abdominal efferent nerves, thus connecting dental, 
cervical, and abdominal areas. Further studies will be neces-
sary to reveal this interesting, but somewhat irritating concept 
of connections throughout the body.

Advantages and Disadvantages of the NT Approach

TLA/NT may be a useful additional therapy option in such 
difficult-to-treat diseases as vulvodynia. LA have few side ef-
fects [29], and numerous gynecologists and anesthesiologists 
are familiar with the injection techniques used in this case 
[30]. However, there are some limitations of this therapy regi-
men. Several treatment appointments may be necessary. The 
danger of fixating the patient to invasive techniques should be 
kept in mind. Therefore, psychosocial exploration is recom-
mended before starting any invasive therapies. Therapeutic 
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