


Resolution of Neck Pain and Recovery of Drug-Associated Erectile Dysfunction Following Conservative Management in Cervical Spondylosis: A Case Report


ABSTRACT
Cervical spondylosis is a degenerative disorder of the cervical spine that commonly causes chronic neck pain and functional limitations in older adults. Although pharmacologic therapy, including neuropathic pain agents, is usually the first line of management, it can cause adverse effects such as erectile dysfunction, which may limit its usefulness and necessitate conservative management like physiotherapy.
A 67-year-old male civil servant presented with a six-month history of right-sided neck pain and a burning sensation that began after abrupt neck rotation during exercise. Radiographs showed osteophyte formation and straightening of the cervical lordosis. Medical management included Amlodipine, Neurovite, and the neuropathic pain agent Gabapentin, which provided minimal relief but triggered erectile dysfunction shortly after initiation, prompting discontinuation and referral for physiotherapy.
The patient underwent eight physiotherapy sessions over four weeks, consisting of cervical mobilization (Grades II and III), soft-tissue mobilization, cryotherapy, progressive neck stabilization exercises, strengthening exercises, and ergonomic counseling.
Following treatment, pain reduced (NPRS: 8/10 to 2/10), disability decreased (NDI: 27% to 8%), and the drug-induced erectile dysfunction completely resolved (IIEF-5: 10/25 to 25/25). Cervical range of motion improved across all planes, and no radicular signs were observed.
This case highlights the role of structured physiotherapy in improving pain and function in cervical spondylosis and was associated with recovery of drug-related erectile dysfunction after medication cessation, although causality cannot be definitively established.
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INTRODUCTION 

Neck pain is one of the most prevalent musculoskeletal disorders worldwide, second only to low back pain in contributing to disability. In 2020, approximately 203 million people were affected globally, with projections suggesting this number may rise to 269 million by 2050 as populations age [1]. Cervical spondylosis, a progressive age‑related degenerative disorder of the cervical spine, commonly causes neck pain and functional limitation in older adults [2].

While pharmacologic therapy including analgesics, muscle relaxants, and neuropathic agents may provide temporary relief, they often fail to restore function and can be associated with adverse effects, as observed in this patient, who developed erectile dysfunction during medical management [3].

In contrast, physiotherapy offers a targeted, conservative approach that addresses the underlying musculoskeletal deficits [4]. Through manual therapy, therapeutic exercise, postural correction, and patient education, physiotherapy can reduce pain, restore mobility, strengthen supporting musculature, and improve function without the risks associated with long-term medication use [5].

Although physiotherapy has been shown to improve erectile function in men with sexual dysfunction through interventions such as pelvic floor exercises, electrical stimulation, and biofeedback [6], its role in reversing medication‑induced erectile dysfunction remains unexplored. Medication‑related sexual side effects may be under-recognized in older adults[7]  The aim of this case report is to describe the role of structured physiotherapy in managing cervical spondylosis and its potential influence on drug-induced erectile dysfunction.



CASE PRESENTATION
A 67-year-old married retired civil servant presented to the Physiotherapy Department on 11th June 2025 with a six-month history of right-sided neck pain. Written informed consent was obtained from the patient for publication of this case report and any accompanying images or data. The report follows CARE guidelines [8]. Institutional Review Board approval was waived as per local protocol for single-case reports.

His symptoms began in December 2024 during an early morning jog, when he sharply rotated his neck and heard a cracking sound, followed by a burning pain on the right side of the neck. The pain worsened with heavy lifting and use of high pillows but eased with flat pillows, ice, and rest.

He initially self-medicated with paracetamol without relief, then sought care at Rivers State University Teaching Hospital in February 2025, where Baclofen and Neurovite were prescribed. Cervical X-ray confirmed cervical spondylosis with osteophytes from C2–C6 and loss of cervical lordosis. Following persistent burning pain on the right side of the neck, further treatment was with Gabapentin 300 mg tablets, three times daily (TID). It provided mild relief but led to erectile dysfunction, prompting discontinuation. The erectile dysfunction developed after starting Gabapentin, and the patient reported normal erectile function prior to medication, supporting a drug-induced etiology.

An eight-session, four-week physiotherapy program commenced as shown in Table 1. These included cervical mobilization using Grades II–III anteroposterior and rotational mobilizations targeting the C2–C6 segments. Soft-tissue mobilization was applied to the upper trapezius, levator scapulae and the sternocleidomastoid muscles.  Cryotherapy was used locally to reduce inflammation and pain. Posture retraining and ergonomic counselling were provided, focusing on pillow height, workstation setup, and neck alignment. Progressive neck strengthening exercises targeted the deep cervical flexors, scapular stabilizers (middle/lower trapezius, rhomboids), and cervical extensors with graded resistance. The patient was also prescribed a home exercise program consisting of neck stretches, chin tucks, and posture correction exercises to be performed daily

Physical examination revealed forward head posture, limited right rotation and lateral flexion, as shown in Table 2, and no neurological deficits. Baseline scores were NPRS 8/10, NDI 27%, and IIEF-5 10/25. The IIEF-5 score of 10/25 reflects moderate erectile dysfunction that developed after initiation of Gabapentin. Spurling’s test, cervical compression test, cervical distraction test and Roos test were performed and were negative for radicular symptoms.


Gabapentin was discontinued in June 2025, physiotherapy was initiated the same month, and follow-up assessments were performed. By week four, pain had reduced to 2/10 (NPRS), disability to 8% (NDI), and IIEF-5 had improved to 25/25, indicating full restoration of erectile function. These gains exceeded the MCID thresholds for NPRS and NDI [9,10].

The patient’s erectile function improved after both discontinuation of Gabapentin and structured physiotherapy. While a causal relationship cannot be definitively established, the timing suggests physiotherapy may have contributed to functional recovery in conjunction with drug cessation.


Table 1 shows each intervention employed alongside the frequency, intensity and time:

	Interventions
	Week 1
	Week 2
	Week 3
	Week 4

	Neck mobilization exercises 
	
 10 reps x 3 sets
2 times daily


	
 10 reps x 3 sets
2 times daily


	15min x 3 sets
2 times daily


	15min x 3 sets
2 times daily



	Sustained Passive Stretches
	10-20 seconds hold per stretch 3 reps
	10-20 seconds hold per stretch 3 reps
	
 20-30 seconds hold per stretch 3 reps
	
 20-30 seconds hold per stretch 3 reps

	Soft Tissue Mobilization to muscles of the neck
	Effleurage for 5 mins

	Effleurage for 5 mins

	Effleurage for 5 mins

	Effleurage for 5 mins


	Cryotherapy
	10 minutes
	10 minutes
	10 minutes
	10 minutes

	Stabilization Exercises 
	 10 reps x 5 times

	 10 reps x 5 times

	10 reps x 5 times

	10 reps x 5 times




Table 1: Physiotherapy interventions administered over four weeks, including type, frequency, intensity, and duration and showing exercise progression according to patient’s tolerability. 



 Goniometric measurements before intervention revealed restricted and painful cervical movements, particularly during lateral flexion and rotation. Following physiotherapy, full and pain-free range of motion (ROM) was achieved across all movements from a neutral position as shown below:
	Movements 
	Normal range
	Pre-intervention (°)
	Post-intervention (°)

	Flexion
	0–45
	0- 41
	0-43

	Extension
	0–45
	0-42
	0- 45

	Right Lateral Flexion
	0–45
	0-36
	0- 42

	Left Lateral Flexion
	0–45
	0-40
	0-42

	Right Rotation
	0–60
	0-54
	0-57

	Left Rotation
	0–60
	0-57
	0-60


Table 2: Cervical range of motion before and after physiotherapy intervention, measured with goniometry on Active ROM. 
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After four weeks of structured physiotherapy, he regained full cervical range of motion, could comfortably rotate his neck to both sides, and resumed reading and household activities without discomfort.

Postural education and stabilization exercises played a pivotal role in his recovery. The patient was taught ergonomic corrections, including maintaining a neutral spine while sitting, avoiding prolonged neck flexion during reading, and using a low, supportive pillow during sleep. Ice therapy and soft tissue mobilization provided immediate relief during the early sessions, while progressive mobilization and strengthening exercises sustained long-term functional gains.

By the end of rehabilitation, he reported improved quality of sleep, absence of burning pain, and complete resolution of movement limitation, enabling him to return fully to his daily routine without discomfort. The patient was followed up at 1 month and 3 months post-physiotherapy. At both follow-ups, neck pain remained significantly reduced, cervical range of motion was maintained, and erectile function remained stable as assessed by IIEF-5 scores. No recurrence of symptoms or adverse events was observed during this period. It is important to note that the patient did not use phosphodiesterase-5 inhibitors (e.g., sildenafil) or any other pharmacological treatment for erectile dysfunction during the rehabilitation period.




DISCUSSION 
This case describes the non-surgical management of cervical spondylosis–related neck pain in a 67-year-old male, highlighting the potential role of physiotherapy in achieving pain relief, functional recovery, and resolution of drug-induced erectile dysfunction. Cervical spondylosis is a degenerative disorder of the cervical spine involving progressive disc desiccation, osteophyte formation, and facet joint arthropathy that lead to chronic neck pain, stiffness, and restricted motion [11]. It is commonly associated with age-related wear and tear and is prevalent among individuals above 50 years [11].

The patient’s presenting complaint of burning sensation suggested possible neuropathic involvement, which led to initial prescription of Gabapentin. However, physiotherapy assessment, including cervical compression/distraction and Spurling’s tests, revealed no radicular symptoms, and pain did not radiate to the shoulders or upper limbs, helping differentiate cervical spondylosis from cervical radiculopathy. Radiographic findings confirmed cervical spondylosis with osteophyte formation and straightening of the cervical spine. 

Initial pharmacologic management with Gabapentin (a gamma-aminobutyric acid analogue that modulates neuropathic pain), Baclofen (a GABA_B receptor agonist acting as a muscle relaxant), and NSAIDs provided partial relief but resulted in erectile dysfunction. This complication aligns with reports that centrally acting agents may interfere with dopaminergic and nitric oxide pathways essential for erectile function [12]. Erectile dysfunction is a recognized adverse effect of gabapentin, with clinical reports documenting its onset shortly after therapy initiation  [13]. Following discontinuation of these medications, erectile function improved, suggesting a reversible drug-induced effect. It is important to acknowledge, however, that the improvement may be attributable to either medication cessation, physiotherapy, or a combination of both.

Several mechanisms have been proposed in the literature that may be relevant to the observed outcomes.
Reduction in pain and central sensitisation during rehabilitation may have restored autonomic balance and improved central modulation of sexual function, consistent with evidence that exercise induces sympathetic neural adaptations and enhances autonomic regulation [14]. Increased physical activity and enhanced cardiovascular conditioning may have promoted endothelial and neurovascular function, consistent with studies linking exercise to improved erectile outcomes [15,16]. Targeted cervical rehabilitation may also have reduced neuromusculoskeletal strain and promoted overall well-being.

Physiotherapy was tailored to address pain, stiffness, and postural dysfunction while promoting functional restoration. Cryotherapy was applied to alleviate inflammation and burning sensation in the cervical region [17]. Manual therapy, including cervical joint mobilization, was administered to improve range of motion and reduce stiffness [18]. Neck-specific exercises strengthened deep cervical flexors and improved posture [19], while stabilization exercises enhanced neuromuscular control and cervical stability [20]. Patient education focused on ergonomic advice, posture correction, and activity modification to prevent recurrence [21].

After eight sessions, the patient’s pain score decreased from 8/10 to 2/10, with marked improvement in neck mobility, posture, and daily activity tolerance. Notably, erectile function was restored following withdrawal from pharmacological agents and consistent physiotherapy, highlighting potential systemic benefits of non-pharmacologic rehabilitation. Follow-up at 1 and 3 months demonstrated sustained improvements in neck pain and erectile function, suggesting that the benefits of the physiotherapy program were maintained. While causality cannot be definitively established, the sustained effect highlights the potential value of conservative management in similar cases. Although sexual dysfunction associated with centrally acting medications is well documented, reports describing its reversal following physiotherapy for cervical spondylosis are limited.





CONCLUSION 

This case illustrates that evidence-based physiotherapy may contribute to pain reduction, functional restoration, and improvement in drug-induced complications in older adults with cervical spondylosis. Clinicians should be aware of potential medication-related adverse effects and consider early physiotherapy as part of a holistic management plan. Recommendations should be interpreted cautiously, given that evidence derives from a single patient. Further studies are warranted to explore the relationship between rehabilitation, medication cessation, and sexual function in older adults.

LIMITATIONS 

This report represents a single case. Therefore, the findings are not generalizable. The relative contributions of medication cessation versus physiotherapy to the resolution of erectile dysfunction remain uncertain. Given the known reversibility of medication-induced erectile dysfunction after withdrawal, the observed improvement may be fully attributable to gabapentin discontinuation rather than physiotherapy.
Additionally, objective measures of autonomic function or endothelial health were not assessed, limiting mechanistic interpretation.
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