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HeBponaTtus mosioBoro Hepsa. Kiimauueckuu ciydau
T.IO. barenbkoBa
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AHHOTAIIMA

HeBpomnartus MOJI0BOTO HEPBa, WU IMyAEHOHEBPOIATH, — pPe/ikoe 3a00JieBaHNEe, KOTOPOE XapaKTEepU3yeTCsl yIeMie-
HHEM WJIN CKAaTHEM II0JIOBOTO HepBa B Pa3JIMYHBIX aHATOMHUYECKHUX CTPYKTypax. HeBporarus mosioBoro HepBa 3HaYU-
TEJIPHO YXYy/IIaeT KAa4ecTBO JKH3HH IMAIlE€HTOB, CEPhe3HO OIPAHMYMBAET BBIIIOJHEHHE OOBIYHBIX IOBCETHEBHBIX JIE€H-
CTBUH. /IMarHO3 IMyIeHAOHEBPOIIATUH YACTO CTABUTCSA JOCTATOYHO ITO3JHO WU OMIUOOYHO M3-32 TOTO, YTO KIMHIUIECKIE
IIPOSIBJIEHUS MOTYT UMHTHPOBATh APYTHe MAaTOJIOTUH. B HacTosIlee BpeMs CyIIECTBYET JOBOJIBHO MajO MEAUIIMHCKOH
JIUTEPATyPhl U HAYYHBIX JAHHBIX I10 IUarHOCTUKE U JIEUeHUIO JAHHOTO 3a00s1eBaHusA. B 5Tol cTaThe IpescTaBieH cilyJyai
MyZIeHIOHEBPOIIaTHH Y MY>KUMHBI ¢ Ka06aMu Ha Ta30BYI0 60J1b Ha TPOTSIKEHUU 6 Mec.

Kmoueenle cro6a: 110J0BON HEPB, HEBPOIIATHS, JIEUEHUE, IyIeH/IOHEBPOIATH .
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Pudendal neuropathia. A case report
T.Yu. Batenkova
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ABSTRACT

Pudendal neuropathia is a rare disease caused by entrapment or compression of the pudendal nerve in various anatomical
structures. Pudendal neuropathia impacts the quality of patients’ life significantly, and restricts the activities of daily living
dramatically. The diagnosis of pudendal neuropathia is often made lately or wrongly because clinical manifestations can
mimic other pathologies. Currently, there is a paucity of medical literature and scientific data on the diagnosis and treat-
ment of this condition. This article presents a case of pudendal neuropathia in a man with pelvic pain complaints over a

period of 6 months.
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BBEJAEHUE

HeBpomnaTus moyI0BOTO HEPBa, WJIH IMyAEeH/I0HEB-
porartus, — 3TO peZIKOe U MaJIOU3BECTHOE 3a00JIeBa-
HUe, KOTOPOEe XapaKTepU3yeTcs YIeMJIEHUeM WU
CKaTHUEM II0JIOBOTO HEPBA, MPOSBIISIONIUMCS HeEH-

INTRODUCTION

Pudendal neuropathia is a rare and little-known
condition caused by entrapment or compression of
the pudendal nerve, manifested by neuropathic pain
(burning, tingling, shooting pain) in the sensitive
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pomatuyeckoii 0osblo  (CKKEHHe, ITOKaJIbIBaHUE,
3JIEKTPUUYECKUE Pa3ps/ibl) B UyBCTBUTEIBHON 00JIa-
CTH JJAaHHOTO HepBa (T.e. OT aHyca /10 JUCTAJTbHBIX
OT/IEJIOB TIOJIOBOTO WIEHA WIHM KJIUTOpPA) C MEXaHH-
yeckuM (GakTopoM (ycyTyOsiseTcs: WM IPOBOIUPY-
€TCs B MOJIOJKEHUHU CHUJIS U 00JIerdaercs B MOJIOXKe-
HUM CTOSI WK Jiexka) [1, 2].

HeBponaTus moJjIoOBOTO HepBa — PeNKHN CHH-
ZIPOM, U €ro UCTUHHAS PaCHpPOCTPAHEHHOCTb HEU3-
BecTHA. [lyneH/IOHEBpOTIATHSA BIIEpBBIE OBLIA OITH-
cana B 1987 r. goktopoMm Kepapom AMapeHKO y
Bestocunenucra. OH OIpEeNeNTHu COCTOSTHHE CIIOP-
TCMEHA KaK «CHH/IPOM BEJIOCHUIIEIUCTA», WU «CUH-
JipoM KaHasa AJjibKoka». B 1991 r. mokTop Axmef
IlMaduk BHEpBBIE OMHCAT METOH JEKOMIIPECCUH
II0JIOBOTO HEPBa.

CuauTaercs, YTO YacTOTa HEBPOIATHHU II0JIOBOTO
HepBa COCTABJIsAET 1 HA 100 000 Yesl., HO (dhakTuye-
CKasl PacCIpOCTPAHEHHOCTh, KaK I0JIaTraloT, 3HAYH-
TeJIbHO BbIIIe. IlyneHmOHeBpomaTHel KEHITUHBI
CTPAaJIAfoT B IBa pasa uaille, 4eM My:KuuHbl. CpemHee
BpeMsI IIOCTAHOBKHU JAMATHO3a COCTABJISAET 4 Tofa C
JMalia3o0HoM OT 1 710 15 JieT [1, 3—5].

[TpuuyrHa HEBPOIIATUH IIOJIOBOTO HEPBA HE BCET/IA
sicHa. I1o JaHHBIM JTUTEPATYPHI BBIAEAIOT MEXaHU-
yeckre U HeMexaHmueckre (akTopbl. MexaHude-
CKasi TpaBMa SIBJISIETCs. OCHOBHOM MPUYMHOM pa3BU-
THSI JAHHOTO 3a00JIeBaHMs.

[Tosi0BOI HEPB MOBpEXIAETCSA IPU XUPyprude-
CKHX OIlepanusax Ha OpraHax MaJioro Tasa (Hampu-
Mep, IPHU TUCTEPIKTOMHHU) U OeApe, MPHU ClazMe
MBIIII TA30BOTO JAHA (0COOEHHO BHYTPEHHSS 3allv-
paresibHas1 MBIIIIIA, MBI, TOAHUMAOIIAS 3aTHUH
MIPOXOJ), JABJIEHUU OKPYXKAIOIIUX CBI30K (KpecT-
[I0BO-OCTHUCTOH, KPECTIOBO-OyrOpHOW), TpU IIps-
MBIX TpaBMax fATOJUIl WM CIIHHBI, IPH OCTeoap-
TPUTE U OCTEOTIOPOTHUECKHUX TIEPEIOMaX, BaTHHAIIb-
HBIX POZIaX, XPOHUYECKUX 3aII0PaX, YACTOH e3/le Ha
BEJIOCHIIE]IE.

duTHec-yIpa)KHEHUsI, MOJHATHE TSDKECTEH C
[IpUCETAHUAMM, BBIIAZIAMH M KUMOM HOTaMH,
KapaTe ¢ KUKOOKCHHTOM, KaTaHHe Ha POJIUKAX, e371a
HAa KPOCCOBBIX MOTOITUKJIAX — BCE 3TO MOXKET CTaTh
IIPUYNHON HEBPOIIATUH II0JIOBOTO Hepsa. IIpenro-
JlaTaercsi, 4TO /JINTEJIbHOE CHAEeHWEe Ha MPAMOU
MIOBEPXHOCTU TAKKE MOIKET CIIOCOOCTBOBATH PA3BU-
TUIO IyZIEHI0OHEBPOIIATH .

K HeMmexaHWUeCKMM NpUYMHAM HEBPOIATHHU
[I0JIOBOTO HEPBA OTHOCATCA BUPYCHbIE HHOEKIINHI
(omosiceiBaromui repriec, BUY), iyuesas tepamnus u
caxapHbIii 1uaber [3, 4, 6—9].

[TonoBO# HEPB ABJIAETCA CMELIAHHBIM HEPBOM,
HECYIIM JIBUTATeJIbHbIE (20 %), BereTaTUBHBIE
(30 %) u uyBcTBUTENBHBIE (50 %) BookHa [5]. OH

area of this nerve (i.e. from the anus to the distal
parts of the penis or clitoris) with a mechanical com-
ponent (aggravated or triggered in a sitting position
and relieved in a standing or prone position) [1, 2].

Pudendal neuropathia is a rare condition, and its
true prevalence is unknown. Pudendal neuropathia
was first described in 1987 by Dr. Gerard Amarenco
for a cyclist. He defined this condition as cyclist’s
syndrome (Alcock canal syndrome). In 1991,
Dr. Shafik described for the first time the method of
pudendal nerve decompression.

The incidence of pudendal neuropathia is thought
to be 1 per 100 000, but the true incidence is believed
to be significantly higher. Women suffer from puden-
dal neuropathia twice as often as men. The average
time of diagnosis is 4 years (range: from 1 to 15 years)
[1,3-5].

The cause of pudendal neuropathia is not always
clear. According to the literature, mechanical and
non-mechanical factors are distinguished. Mechani-
cal trauma is the main cause of this condition.

The pudendal nerve is damaged during surgical
interventions for the pelvic organs (for example, dur-
ing hysterectomy) and thigh, in pelvic floor spasm
(especially the internal obturator muscle, the levator
ani muscle), pressure of the surrounding ligaments
(sacrospinous, sacrotuberous), in direct buttock or
back injuries, osteoarthritis and osteoporotic frac-
tures, vaginal delivery, chronic constipation, intense
cycling.

Physical exercises, weight lifting with squats,
lunges and leg presses, karate and kickboxing, roller
skating, riding cross-country motorcycles can cause
pudendal neuropathia. It is assumed that prolonged
sitting on an even surface can also contribute to the
development of pudendal neuropathia.

Non-mechanical causes of pudendal neuropathia
include viral infections (herpes zoster, HIV), radia-
tion therapy and diabetes mellitus [3, 4, 6—9].

The pudendal nerve is carrying both motor (20%),
autonomic (30%) and sensory (50%) fibers [5]. It
originates from the ventral branches of the sacral
plexus S2—S4, enters the deep gluteal space through
the lower part of the greater sciatic foramen, passes
below and anteriorly the piriformis muscle. Then, it
passes medially to the ischial tuberosity between the
sacrospinous and sacrotuberous ligaments, along
with the internal pudendal artery. Then the nerve
turns sharply and anteriorly, returning to the pelvis
through the lesser sciatic foramen, crossing the
pudendal canal (Alcock canal), where it divides into
its terminal branches: the inferior rectal nerve, the
perineal nerve and the dorsal nerve of the penis (or
clitoris) [1, 8, 10, 11].
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OepeT cBoe HAYaJIo U3 BEHTPAIbHBIX BETBEH KpECT-
IOBOTO CILIETEHUS S2—S4, BXOAUT B TJIyDOKOE sITO-
JIIUYHOE MTPOCTPAHCTBO Yepe3 HIKHIO YacTh 00JIb-
IIOTO CEJAJIUIIHOTO OTBEPCTUsS, IPOXOAUT HIDKE U
KIepeau TPYIIEBUIHON MBIIIIIBL. [locae mpoXoauT
MeIUIPHO K CEJAJIUIIHOMY OTPOCTKY MEXIY
KPECTIIOBO-OCTHUCTOU U KPECTIIOBO-OYTPUCTOU CBSA3-
KaMH, BMeECTe C BHYTPEHHEHN IIOJIOBON apTepuen.
3areM HepB Pe3KO MMOBOPAYUBAET KIIEPEIU, BO3BPa-
[asch B Ta3 Yepe3 Majloe CEeAINIIHOe OTBEPCTHE,
rmepecekasi IOJIOBOM KaHai (Takke Ha3bIBA€MBIH
KaHAJIOM AJIbKOKA), TZle OH pasjiesisgercs Ha CBOU
KOHEUHble OTBETBJIEHUs: HIDKHUN IPAMOKUIIEY-
HBIM HEpB, TPOMEXKHOCTHBI HEPB U JIOPCAJIbHBIN
HEPB I10JIOBOTO WieHa (uiu kiautopa) [1, 8, 10, 11].

AHATOMMYECKHUH XO/T [TI0JIOBOTO HEPBA CJIOKEH, U
[IO3TOMY BEPOSTHOCTH €ro CJaBJIEHUS OCTAeTCs
BBICOKOH. B 3aBHCHMOCTH OT JIOKQJIMU3AlUH KOM-
IIpeccuyl IIy/IeH/IOHEBPONIATHIO IIOAPA3/eJIA0T Ha
YyeThIpe THUIIA: TUI | — 3aleMJIeHHe 0] TPYIIeBU/I-
HOUW MBIIIIENA, KOT/[a CPAMHOU HEPB BBIXOAUT W3
0OJIBIIION CeaIUIIHON BhIeMKH; TUII 11 — 3amemie-
HUe MeXY KPEeCTI[OBO-OCTUCTBIMU U KPECTIIOBO-
OyTPUCTBIMU CBSI3KaMH, SIBJIseTCs Haunbosiee pac-
[IPOCTPAaHEHHBIM MECTOM VIIEMJIEHUS CPaMHOTO
HepBa; tun III — 3amemsienre B KaHaje AJIBKOKA;
T [V — 3aimemMieHre TEpMUHAIBHBIX BETBEH [3, 4].

HmKHUHA MPAMOKUIIIEUHbI HEPB WHHEPBUPYET
HapY)KHBIU aHAJIbHBIN CHUHKTED, CAUZUCTYIO 060-
JIOYKY HIKHEU TIOJIOBUHBI QHAJBHOTO KaHAIA U
[lepUaHaAJIBHYI0 KOXYy. [IpOMEeXHOCTHBIA HepB
oTZaeT T/Iy00KyI0 ABUTATEIbHYIO YaCTh K MBIIIIAM
YPOTEHUTATHLHOTO TPEYTOJIbHUKA U JIBYM IIOBEPX-
HOCTHBIM YYyBCTBUTEJIbHBIM BETBAM — MeJUAIb-
HOMY U JIaTepaJIbHOMY 3aJlHeMy ryoHOMY (MOIIIO-
HOYHOMY) HepBaM. JlopcasibHBIH HEPB KJIUTOpPA/
[I0JIOBOTO WIeHA IIPOXOIUT B/0JIb THLJIBHOM IIOBEPX-
HOCTH BTUX OPraHOB, WHHEPBUPYET ITOKPOBHYIO
KOKy. B TabJ1. 1 mpejicTaBjeHa HHHEPBAIUS BETBEH
II0JIOBOTO HepBa [5, 12].

Ta6smmua 1. MHHepBalys BeTBel M0J0BOT0 HEPBa
Table 1. The innervation of the pudendal nerve branches

The anatomical distribution of the pudendal
nerve is complex, and therefore, the probability of its
compression remains high. Depending on the site of
compression, pudendal neuropathia is divided into
four types: type I — entrapment below the piriformis
muscle as the pudendal nerve exits the greater sciatic
notch; type IT — entrapment between the sacrospi-
nous and sacrotuberous ligaments is the most com-
mon site of the pudendal nerve entrapment;
type III — entrapment in the Alcock canal; type IV —
entrapment of terminal branches [3, 4].

The inferior rectal nerve innervates the external
anal sphincter, the mucous membrane of the lower
half of the anal canal and the perianal skin. The peri-
neal nerve gives the deep motor part to the muscles
of the urogenital triangle and two superficial sensi-
tive branches — the medial and lateral posterior
labial (scrotal) nerves. The dorsal nerve of the clito-
ris/penis runs along the back surface of these organs
and innervates the integumentary skin. Table 1
shows the innervation of the pudendal nerve
branches [5, 12].

The lesion occurs mainly in the interligamentous
space. This space is formed by the sacrospinous and
sacrotuberous ligaments near the ischial spine. The
secondary site of lesion or compression of the nerve
is in the Alcock canal because of the falciform pro-
cess of the sacrotuberous ligament and/or fascia of
the internal obturator muscle. Nerve lesion may
affect one or more branches, or only a part of the
branches. This leads to a large number of diverse
complaints [13, 14].

Three main factors influencing the development
of pudendal neuropathia can be distinguished: vas-
cular, ionic and mechanical. There are controversies
as to which factor is more important, especially in
the early stages of compression. However, it is cur-
rently believed that the vascular factor prevails.

For the normal functioning of the nerve, a perma-
nent blood supply is necessary. When the pudendal

BeTBb HHHepBHpyeMBble aHATOMUYECKUE CTPYKTYPbI

Branch Innervated anatomical structures

YyBcTBUTEIbHAS Koa B 06/1aCTH TPOMEXKHOCTH U MOJIOBBIX OPTAaHOB

Sensory Skin in the perineum and genitals

JlBuraresbHas Hapy»xHbI# aHa/IbHBIN COUHKTED, MBIIILA, TOAHUMAIOLIAs 33IHUH IPOXO0J, TYKOBUUHO-Ty64aTast U

Motor CelaTUIHO-TIeLlePUCTAsT MBIILIb], TOIIEPEYHO-T10JI0CaThIH CPUHKTED YPETPHI, a TAKXKe IMIy60KHe U
MMOBEPXHOCTHBIE MBIIIIIbI TPOMEXHOCTH
External anal sphincter, the levator ani muscle, the bulbospongiosus and ischiocavernosus muscles,
the urethral striated sphincter, as well as the deep and superficial muscles of the perineum

BereraTuBHas JpeKIUs U OIyIeHHEe TO3bIBA K MOYEH CITYCKAaHUIO

Autonomous Erection and urge to urinate
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[ToBpeskaeHne TPOUCXOAUT B OCHOBHOM B
MEKCBAB0YHOM IIPOCTPAHCTBE. DTO MPOCTPAHCTBO
00pa3o0BaHO KPECTIIOBO-OCTUCTOH M KPECTI[OBO-
OyropHOU CBSI3KaMH BOJIM3U CENAJIUIIHON OCTH.
BTopuuHOE MeCcTO MOBPEXAEHUS U KOMIIPECCHU
HepBa HAXOJUTCS B KaHasie AJIbKOKA U3-3a CePIIo-
BHUIHOTO BBICTYTIA KPECTI[OBO-OYTOPHOU CBA3KH 1/
win  dacnuu  BHYTPEHHEW  3amupaTesIbHOHU
Mbliel. [ToBpexeHre HEpBA MOXKET 3aTPOHYTHh
OZIHY WJIA HECKOJIbKO BETBEH HJIM TOJIBKO YacTh
BeTBeH. JTO MPUBOJUT K OOJBIIOMY KOJIUYECTBY
CMellaHHBIX axob [13, 14].

Mo3KHO BBIIEJTUTH TPH OCHOBHBIX (paKTOpA, BJIU-
SAIOIIUX HA pa3BUTHE HEBPOIIATHUU ITOJIOBOTO HEPBa:
COCYZIUCTBIA, WOHHBIM U MexaHuUueckuil. Cyte-
CTBYIOT PAa3HOIJIACHUS OTHOCHUTEJIBHO TOTO, KaKOH
(dakTop BarkHee, 0COOEHHO HA PAHHUX CTAJTUSAX KOM-
npeccur. OZHAKO B HACTOSIIEE BPeMs CUUTAETCS,
YTO MPeobIaiaeT COCYAUCTIN (HaKTop.

Jlna HOpMasbHOrO (YHKIMOHUPOBAHUS HEpPBa
HEeOOXOMMO TIOCTOSHHOE KpoBOcHaOxkeHue. IIpu
VIIIeMJIEHU Y TI0JIOBOTO HEPBA Pa3BUBAETCS OJTHOBpE-
MEHHO THIIOKCHSA, OTEK, UIeMus U Gudpo3 Hepra.
CHUKeHHe KPOBOTOKA BCETO Ha 30—50 % MPUBOIUT
K OKUCIUTETbHOMY (ochOpPUINPOBAHUIO U BBIpA-
0OTKE aHTHUTEJ, YTO CHIKAeT 3OPEKTUBHOCTH
HAaTPUEBOU IOMIIbI, AKCOIIA3MAaTHUYEeCKOH TpaHC-
TIOPTHOM CHCTEMBI U IEJIOCTHOCTH KJIETOUHON MeM-
OpaHbl, YTO MPUBOJHUT K HAPYIIEHUIO HJIU IOTEPE
repeiavu o0 HEPBHOMY BOJIOKHY.

[ToMHMO BBIIIIEOTHUCAHHBIX MATO(PUBUOIOTHYE-
ckux (aKTOPOB, OJTHOBPEMEHHO PA3BHUBAETCS BEHO3-
Has OOCTPYKIIHs, BBI3bIBAIOIAs BEHO3HBIN 3aCTOM,
YTO IPUBOJUT K OTEKY B SH/[OHEBPAJIBLHOU TKAHHU C
MOBBIIIIEHNEM JIaBJIEHUS BO BHYTPHUIIYYKOBOM ITIPO-
CTPAHCTBE, UTO yCUJINBAET 3(PDEKTHI HCXOTHOU KOM-
npeccun. Eciim KoMmpeccusi yBEJIMUHUBAETCSA WJIH
OTEK COXpAHSETCs B TEUEHUE JUTUTETBHOTO TIEPUO/IA,
mpoucxoAuT npoiudeparus Gudpo61acTOB BHYTPH
HEpBa C MPEIIECTBYIOITHUM IIPOIECCOM JeMUETHHU-
3anuu. Ecoiu mpudmHa coxpaHsiercsi, @uOpo3 MOKeT
BBI3BATh BTOPUYHYIO THIIOKCHIO B CETMEHTaxX HEPBA,
IIOCKOJIBKY HapyIllaeTcss KpoBooOpareHue u 00MeH
MESK/Ty COCYJIUCTBIM CILJIETEHHEM U HEPBOM [5].

[Tpu nynenmoHeBpomaTuu 00JIb OOHAPYKUBa-
eTcsl B 30HE/30HAX MHHEPBAIMHU II0JIOBOTO HEPBA.
BoJib MOKeT BO3BHUKATH B 00J1aCTU BYJIbBBI, BjIara-
JIUIIA, KJIUTOPA, TPOMEKHOCTH U MPSAMON KUIIKU Y
JKEHIIUH, a TaKKe B TOJIOBKE IIOJIOBOTO WJIEHA,
MOIIIOHKE, 32 UCKJIIOUEHUEM STHYEK, TPOMEKHOCTH U
NpAMOM KUIIIKe y My:KUuWH. BoJjib MOKeT OBbITh
BBI3BAaHA MOYEUCITyCKaHUEM, fieheKaIuen, daKyJIs-
[ped, BariHAJIbHBIM TPOHUKHOBEHHEM, OPra3MoOM
WIA TPOCTO TO3BIBAMHU HAa MOYEHUCIYCKAHHE WJIH

nerve is entrapped, hypoxia, edema, ischemia and
fibrosis develop simultaneously. A decrease in blood
flow by only 30—-50% leads to oxidative phosphoryla-
tion and the production of antibodies, which reduces
the effectiveness of the sodium pump, axoplasmic
transport and cell membrane integrity, thus leading
to disruption or loss of neurotransmission.

Besides the abovementioned pathophysiological
factors, venous obstruction develops simultaneously,
causing venous stasis, which leads to endoneural tis-
sue edema with increased pressure in the intrafas-
cicular space, adding to the effects of initial compres-
sion. If compression increases or edema persists for
a long time, fibroblast proliferation occurs inside the
nerve with a preceding process of demyelination. If
the cause persists, fibrosis can cause secondary
hypoxia in nerve segments, as the circulation and
nutrient exchange between the vascular plexus and
the nerve are disrupted [5].

Pudendal neuropathia is manifested by burning
neuropathic pain in the innervation area of the
pudendal nerve. Pain can occur in the vulva, vagina,
clitoris, perineum and rectum in women, as well as in
the glans penis, scrotum, except for the testicles,
perineum and rectum in men. Pain can be caused by
urination, defecation, ejaculation, vaginal penetra-
tion, orgasm, or urge to urinate or defecate. Stress
and menstrual cycle disorders increase pelvic pain.

Pudendal neuropathia can be unilateral or bilat-
eral. If the neuropathia is rather distal, affecting only
a certain branch of the pudendal nerve, then the pain
may be limited to the clitoris, or vulva, or vagina, or
only the rectum.

A small proportion of patients may experience
pain outside the pudendal nerve innervation region,
besides the classic symptoms of pudendal neuro-
pathia. In these cases, it may manifest as an unspeci-
fied neuropathic pain in the lower abdomen, poste-
rior aspect of the thigh, or even in the lower back,
and may be associated with muscle spasm. Pain syn-
drome can extend to the suprapubic, inguinal, femo-
ral, anal, coccygeal regions and the superior medial
aspects of the thighs.

Patients with pudendal neuropathia often have
concomitant symptoms, such as frequent urination
and urinary urgency, symptoms mimicking intersti-
tial cystitis, dyspareunia and persistent genital
arousal.

Neuropathic pain is burning, tingling, pressing,
and dull. Patients have severe hyperalgesia (hyper-
sensitivity and severe pain in response to a mild nox-
ious stimulus), allodynia (pain in response to an
innocuous stimulus) and paresthesia (tingling or
numbness) commonly known as creeping sensation.
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nedekanuio. CTpecc 1 UBMEHEHUS] MEHCTPYaJIbHOTO
[MKJIa YCHJINBAIOT TA30BYIO OOJIb.

[TynenoHeBpOIaTs MOKeT OBITH OJTHOCTOPOH-
Hel wiu ABycropoHHel. Ecim HeBpomartus 6osee
JIUCTJTBHASI, 3aTParuBaroIias JUIIb ONpeeIeHHYIO
BETBb IIOJIOBOTO HEPBAa, TOrAa 0OO0JIb MOXKET OBITh
OTpaHUYEHa TOJIbKO KJIUTOPOM, WJIM BYJIbBOH, MJIH
BJIATQJTUIIEM, WJIH TOJBKO MIPAMON KHUIITKOH.

Heb60J1bI110# TIPOIIEHT HAIEHTOB MOXKET UMETh
0oJIb BHE 30HBI WHHEPBAIIUK IIOJIOBOTO HEpBa B
JIOTIOJTHEHHE K KJIACCHYECKHM CHMIITOMAM ITy/I€H/10-
HEBpPOIIATHUU. B 3THX c/lydasx OHA MOMKET IIPOsIB-
JIATHCSA B BUJIE HEOIPEIEJIEHHON HEBPOIIATUUECKON
0oJii B HUKHEH YacTH jKUBOTA, 3aJHEH yacTu Oeapa
WIN Ja’ke B HUKHEH YacTH CIIMHBI U MOXET OBITh
CBsI3aHA C MBIIIEYHBIM crtadzMoM. BoJjieBol cuHApOM
MOKET PacCIpOCTPAHUTHCA B HAAJI00KOBYIO, Iaxo-
By10, O€ZIpeHHYI0, aHAIBHYIO, KOITYUKOBYIO 00J1aCTH
U BEPXHIOI0 MeJIMAJIbHYIO YacTh Oejiep.

[TarueHTHI ¢ HEBpOIIATHEW IIOJIOBOTO HEpBa
YacTO MMEIOT COIYTCTBYIOIIHE€ CHUMIITOMBI, TaKHe
KaK yJallleHHOe MOUYEHCIyCKaH€e U UMIIEPaTHBHBIE
MO3BIBBI, CHMIITOMbBI, UMUTHPYIOIIHE WHTEPCTUIIHI-
JIbHBIN ITUCTHUT, TUCIIAPEYHUIO U CTOMKOE CEKCYaTb-
HOe BO30Y:K/IeHue.

HeBpomaTuueckas 60JIb HOCUT KTYUUH, IOKAJTbI-
BAIOIIUH, AABANUHN U TYIIOH XapakTep. Y marjueHToB
HaOJIIOTaeTcsl BbIpasKeHHAsT TUIlepayire3usi (IOBBI-
[IeHHasi YyBCTBUTEJIBHOCTh U BBIpA)KEHHAsA O0JIb B
OTBET Ha cJIa0ObI 00JIEBOY Pa3ApasKUTEIb), AJIOAU-
HusA (607 B OTBET Ha HEOOJIEBOH pa3/IpaskKUTENb) U
rapecre3uu (OIIyIeHUe TTOKAIBIBAHUSA WA OHEME-
HUSI, IITPOKO U3BECTHBIE KaK « MYPAIIIKHU TI0 KOXKE» ).
Kak mpaBmio, CHUMITOMBI IPHUCYTCTBYIOT, KOTI/Ia
MMAIUEeHThl CUJIAT, U MEHee BBIPAYKEHBI WU MOTYT
Jlaske OTCYTCTBOBATh B MOJIOXKEHWH JIEXKA UJIN CTOS.
[Ipy cupeHun Ha YyHUTaze O00JIb 3HAYUTEHHO
MeHbIIle, UeM Ha cTysie. CUuTaeTcs, YTo 3TO SABJIEHHE
CBsI3aHO C JIaBJIEHUEM Ha CellaJINIIHbIe OYTPhI, a He
Ha MBIIIIIHI TA30BOT'O THA.

[TareHTHI OOBIYHO TPOCHIMAIOTCA YTPOM C
MHUHUMAJIbHBIMU CUMIITOMAaMHU HUIn 6e3 HUX; OZHAKO
OoJsib OyleT ycuauBaThCcs B TeueHHWe JHA. Yacro
MMaIEeHThI COOOIIAIOT 00 OIIYIIEHUH ITPUCYTCTBUS
MHOPO/THOTO TeJia BO BJIaTaJIUIIE WU O TOM, UTO OHH
CUJIAT HA KAKOM-JTH0O IpeiMeTe, HAapUMep Ha TeH-
HHUCHOM Ms4e, Ms4e /i rosibda. OgHol 3 Hanbo-
Jlee YaCThIX Kajt00 sIBJIAETCs OIIyIeHNE « PaCKaIeH-
HOU KOUepTHU» BO BJIATAJIUIIE WJIN B IPSIMOU KUIITKE
[1,7,13].

JluarHocTMKa HEBPOIATHH II0JIOBOTO HEpBa
3aTpy/IHEHA, U ITAITUEHTHI YaCTO CTPAJIAI0T HECKOJIBKO
JieT ot 6ok, Tpex/ie ueM Oy/ieT MOoCTaByieH Ipa-
BUJIBHBIH Har€os [15].

Generally, symptoms are in a sitting position, and
are less pronounced or may even be absent in a lying
or prone position. When sitting on a toilet, the pain is
much less than on a chair. It is believed that this phe-
nomen is associated with pressure on the ischial
tuberosity, and not on the pelvic floor muscles.

Patients usually wake up in the morning with or
without minimal symptoms; however, the pain will
worsen throughout the day. Females often report
foreign body sensation in the vagina, or that they are
sitting on an object, such as a tennis ball, a golf ball.
One of the most common complaints is sensation of
a “hot poker” in the vagina or rectum [1, 7, 13].

Diagnosis of pudendal neuropathia is difficult,
and patients often suffer from pain for several years
before a correct diagnosis is made [15].

Diagnosis of pudendal neuropathia is often based
on the exclusion of other conditions that cause pain
in the pelvic floor muscles. The differential diagnosis
of pudendal neuropathia includes vulvodynia, pelvic
floor tension myalgia, interstitial cystitis and neural-
gias of other pelvic nerves — obturators, genitofemo-
ral, or ilioinguinal [1].

The most important element of the diagnosis is
medical history taking, clinical examination and a
pudendal nerve block. In 2008, the Nantes criteria
for the diagnosis of pudendal neuropathia was pub-
lished. These criteria are currently widely used in the
diagnosis of patients with pudendal neuropathia.

The Nantes criteria are grouped into 4 categories:
inclusion criteria — basic, complementary and exclu-
sion criteria, as well as associated signs.

Inclusion criteria:

1. Pain is associated with the anatomical distribu-
tion of the pudendal nerve.

2. Pain is mainly in a sitting position.

3. The patient does not get up at night because of
pain, although many patients may experience diffi-
culty falling asleep due to pain.

4. There is no identifiable sensory loss.

5. Relief of pain occurs with a pudendal nerve
block.

Complementary criteria:

1. Pain is described as burning, shooting or stab-
bing in nature and is associated with numbness.

2. Allodynia or hyperpathia.

3. Foreign body sensation or heaviness in the rec-
tum or vagina.

4. Pain progressively increases and peaks in the
evening, but stops when the patient lies down and
falls asleep.

5. Pain is more on one side.

6. Pain is more prominent posteriorly and occurs
a few minutes or hours after defecation.
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JlmarsocTuka ImyZeHZOHEBPOIIATUH YacTO OCHO-
BBIBaeTCA HA WCKJIIOUEHUH JPYTUX COCTOSTHUH,
BBI3BIBAIOIIUX 00JIb, BO3HUKAIOIIYI0 B MHBIIIIAX
TazoBoro pAHa. JuddepeHIUaNTBHBIA JUarHO3
HEBPOIIATHU IT0JIOBOTO HEPBA BKJIIOYAET: BYJIbBO/IH-
HUIO, MUAJITHIO HAIPS?KEHUS Ta30BOTO IHA, UHTEP-
CTUITUAJIBHBIA IFICTUT U HEBPOIIATUU JPYTHUX Ta30-
BBIX HEPBOB — 3aIIUpaTeJIbHBIX, O€IPEHHO-II0JIOBOTO
WJIHA TIOAB3A0IIHO-IIaX0BOTO [1].

HaunbGoJsee BasKHBIM 3JIEMEHTOM IMATHOCTUIECKOTO
mporiecca fBJsieTcss cOOp aHaMHe3a, KIMHHYECKHH
ocMOTp U 6JIOKa/ia M0JI0BOro HepBa. B 2008 r. 6putn
omyOyinkoBa HaHTCKue KpuUTepuH AMArHOCTUKH
HEBPOIIATUH II0JIOBOTO HEPBA. DTH KPUTEPHUH B HACTO-
silliee BpeMsl IIHPOKO HCIIOJNIB3YIOTCS B TIOCTAHOBKE
JTMATHO3a y TAIEHTOB C IIy/I€EH/I0HEBPOIIATHEH.

HaHTckue KpuTepru CrpynIupoBaHbI B 4 KaTero-
pUM: KpUTEPUHU BKJIIOUEHUS] — OCHOBHbIE, JOTIOJTHU-
TeJIbHbIE U KPUTEPUU UCKIIOUEHHs, 2 TAKXKE COITYT-
CTBYIOIIIIE IPU3HAKU.

Kpumepuu sxarouenus:

1. Bosp cBsi3aHAa ¢ aHATOMUYECKUM PACIIOIONKe-
HUEM CPaMHOTO HepBa.

2. Bosib MpenMyIIeCTBEHHO B MOJIOKEHUHU CH/IS.

3. IlanueHT He BCTaeT HOUBIO M3-32 OOJIH, XOTA
MHOTHE alUeHThl MOTYT HUCIBITHIBATh TPYAHOCTH C
3achllIaHUeM U3-3a 60JIH.

4. UneHTudunupyemMoi oTepu 4yBCTBUTEIBHO-
CTH HeT.

5. Ob6sieryenue 60 TPOUCXOAUT IPHU OJIOKAzE
CPaMHOTO HepBa.

/JlonoanumenvHbsle Kpumepuu:

1. Bosib omuChIBaeTCA Kak Krydas, CTPEJIAIOIas
WJIN KOJIIOIIASA 1I0 CBOEH IIPUPOJiEe U CBA3aHA C OHe-
MEHHEM.

2. AJUTOVHYS VJIU TUTIEPIIATHS.

3. OmryieHre MHOPOAHOTO TeJyIa WU TSXKECTH B
IIPSAMOY KUIIIKe WU BIATJIHIIE.

4. BoJib TIOCTENIEHHO YCUIUBAETCA U JOCTUTAET
MaKCHMyMa BeYepOM, HO IpeKpaIiaeTcs, KOoraa
MAIMEHT JIOKUTCS U 3aChINAET.

5. Bosib cusibHee ¢ 0JTHOM CTOPOHEI.

6. Bostb 60J1€€ BRIpaKEHA C3a/I¥ 1 BO3HUKAET Uepe3
HECKOJIbKO MUHYT HJIN YacOB IT0cJIe leeKaIum.

7. BoJyile3HEHHOCTb, OIyIIaeMas BOKDYT cena-
JIMIITHOTO OTPOCTKA BO BpEMS MAJIbIIEBOTO BATHHATb-
HOTO WIN PEKTAJIIBHOTO MCCIIEZI0BAHUSA.

8. AHOMaJIbHBIN pe3ysIbTaT HelpodUus3uoIoruye-
CKHX TECTOB.

Kpumepuu uckniouerus:

1. BoJib UCKITIOUUTETHHO B 00J1aCTH, HE UHHEPBU-
pyeMoii cpaMHBIM HEPBOM: KOITUMKOBAs, ATOIUYHAS
WJIA TUIIOTACTPaIbHAS.

2. BoJib, cBA3aHHAA C 3yI0M.

7. Tenderness felt around the ischial spine during
a digital vaginal or rectal examination.

8. Abnormal result of neurophysiological tests.

Exclusion criteria:

1. Pain exclusively in the area not innervated by
the pudendal nerve, such as the coccyx, pubis or
hypogastrium.

2. Pain associated with pruritus.

3. Pain that is completely paroxismal in nature.

4. Imaging abnormality that determines the cause
of the pain.

Associated signs:

1. Pain in the buttock.

2. Sciatic pain.

3. Pain in the medial aspect of the thigh (indicates
obturator nerve involvement).

4. Pain in the suprapubic region.

5. Increase frequency of urination or pain with a
full bladder.

6. Pain after ejaculation.

7. Pain worsens hours after sexual intercourse.

8. Erectile dysfunction.

9. Normal results of electrophysiological tests.

To make a diagnosis of pudendal neuropathia, a
patient must have all 5 inclusion criteria without any
exclusion criteria [1, 3, 4, 8—10, 14, 16, 17]. No addi-
tional examination can confirm or exclude the diag-
nosis of pudendal neuropathia. Blood tests do not
help in making a diagnosis [7].

Although reproduction of the pain and paresthe-
sia on palpation via digital rectal examination may
indicate pudendal neuropathia, a physical examina-
tion is usually nonspecific. Conventional x-rays,
musculoskeletal ultrasound and MRI have no evi-
dence confirming their diagnostic value [10].

Nevertheless, pelvic MRI and any other addi-
tional examinations necessary in a clinical context
help to rule out other diseases.

Electroneuromyography with bulbocavernosus
reflex assessment, pudendal nerve terminal motor
latency testing, assessment of somatosensory evoked
potentials, distal motor latency of the pudendal
nerve, sympathetic skin response, Doppler ultra-
sound, pudendal nerve ultrasound are recom-
mended, but not specific enough to diagnose puden-
dal neuropathia [1, 3—5, 7, 13, 17, 18].

Since there is no confirmatory diagnostic test,
pudendal neuropathia is a diagnosis of exclusion.
The following are the conditions and syndromes
between which a differential diagnosis of pudendal
neuropathia is made [3, 4]:

1. Compression by an external object, including a
benign tumor or metastases.

2. Superficial skin infections in dermatomes
covered with the pudendal nerve.
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3. BoJsib, KOTOpasi HOCUT IOJTHOCTHIO MPUCTYIIO-
00pa3HBIN WU MTAPOKCU3MAIbHBINA XapaKTep.

4. AHOMaJIMsT BU3yasIM3allud, KOTOpas OIpee-
JIsIET IPUYHHY OOJIH.

ComyTcTBytolyie TpU3HAKU:

1. Boss B groguiie.

2. CepanuinHasi 60J1b.

3. Bosib B MenmanibHOM yacTu Gespa (ykasbpIBaer
Ha MOpa’KeHHe 3aMpPaTeIbHOTO HEPBA).

4. Boab B HaZ;TIOOKOBOH 00J1aCTH.

5. YyallieHHOe MOYEHNCITyCKaHHe WU O0JIb Ipu
IIOJTHOM MOYEBOM ITy3bIpe.

6. boJsib TiOCIIe 9AKYIIAUN.

7. Bosb ycuimBaercs depe3 HECKOJIBKO YacoB
IOCJIE TI0JIOBOTO aKTa.

8. dpexrmibHadA TUCHYHKITUA.

9. HopMasibHBIN pe3ysIbTaT 3J1eKTPOGU3UOIOTH-
YeCKHX TECTOB.

JI7isl TTOCTAaHOBKY JHArHO3a HEBPOIATHUH IT0JIO-
BOr'O HepBa NAlMEHT JIOJKEH HMMETh BCe 5 KpHUTe-
pueB BKIIOUEeHHsT 0e3 KaKux-nb0 KpPUTEPHUEB
WCKJIIOueHus [1, 3, 4, 8—10, 14, 16, 17]. Hukakoe
JIOTIOJTHUTEJIbHOE 00C/IEIOBAaHUE HE MOKET IO/ TBEP-
JIUTh WU UCKJIIOYUTH JUATHO3 HEBPOIIATHH II0JIO-
BOTO HepBa. AHAJIM3bI KPOBH He ITIOMOTAIOT B ITOCTa-
HOBKe Jiiartosa [7].

XoTs BocIIpou3sBeieHre 00U U TTapecTe3uil mpu
BHYTPEHHEH Ma/bIIallid — IOCPEJACTBOM IaJIbIle-
BOTO PEKTAJIBHOTO HCCIEIOBAHUSA — MOMKET YKa3bl-
BaTh Ha MyeHI0HEBPOIATHIO, GU3UKAIbHOE 00cIe-
oBaHUe OOBIYHO HecrenuduaHo. OOBIYHBIE PEHT-
reHOTPAMMBI,  YJIbTPa3BYKOBOE  HCCJIEOBaHHE
OIIOpHO-ZIBUTaTeibHOTO anmnapara 1 MPT He umeroT
JIOKA3aTeJIbCTB, TOJITBEPKAAIONINX UX JUATHOCTHU-
YEeCKYIo IEHHOCTbD [10].

Tem He meHee nmpoBenenue MPT Taza u J1r00bIX
JIDYTUX JIOTIOJTHUTEJIBHBIX KCCIIeIOBAHUN, HEOOXO0-
JUMBIX B KJIHHUYECKOM KOHTEKCTe, IIOMOTAIoT
HCKJIIOUUTH JApyTue 3a060IeBaHMUs.

AexTpoHelpomMuorpadus ¢ OmeHKou 6yabpbo-
KaBepHO3HOro pedJieKkca, TECTUPOBAHUE JIATEHT-
HOCTH MOTOPHBIX OKOHYAHUH II0JIOBOTO HEPBA,
OIleHKa COMATOCEHCOPHBIX BHI3BAHHBIX IMOTEHITHA-
JIOB, TUCTAJIbHOU MOTOPHOU JIATEHTHOCTH II0JIO-
BOTO HEpBa, CUMIIATHYECKON KOXKHOU peakIuH,
yJBTPa3ByKOBasi Jorjieporpadus, yJIbTPa3BYyKO-
BO€ HCCJIEJJOBAHHE IIOJIOBOTO HEPBA PEKOMEHJ0-
BaHbI, HO HEJJOCTATOUYHO CIENUMUUHBI I OCTa-
HOBKHU JHarHosa MyJeHJaoHeBponaTuu [1, 3—5, 7,
13, 17, 18].

ITocKOJIBbKY ITOATBEPIKAAIOIIETO TUATHOCTUIECKOTO
TecTa He CyIIeCTBYeT, HEBPOIATHs II0JIOBOTO HEpBa
SIBJISIETCS IMATHO30M HCKJIIOUeHusA. Huke mpejcras-
JIeHbI 3a00JIEBaHMs, COCTOSIHUS U CHHIPOMBI, C KOTO-

3. Neuropathy of the sacral region caused by
damage to the sacral plexus.

4. Birth trauma that causes perineal stretching.

5. Complex regional pain syndrome is a chronic
pain condition that causes pain in one of the limbs
and usually occurs after an injury.

6. Chronic prostatitis.

7. Prostatodynia.

8. Vulvodynia.

9. Vulvar vestibulitis.

10. Chronic pelvic pain.

11. Coccygodynia.

12. Sacroiliac joint dysfunction.

13. Piriformis syndrome.

14. Ischiatic bursitis.

15. Interstitial cystitis.

There are three types of treatment: surgical, non-
pharmacological and pharmacological. According to
the literature, patients with signs of pudendal neuro-
pathia for over 10 years have less chance of recovery
because of the long duration of nerve damage [1].

Non-drug treatment is one of the most important
components of treatment. It includes the use of a
doughnut-shaped seat cushion; avoiding painful
stimuli (cycling, motorcycling or horse riding),
adapting, in collaboration with an occupational ther-
apist, the workplace; cognitive behavioral therapy.
Other activities to avoid are: hip flexion exercises,
jogging, rowing, gymnastics, skiing and snowboard-
ing. Approximately 20 to 30% of patients report pain
reduction exclusively as a result of nonpharmaco-
logical treatments [3, 4, 17].

As for pharmacological treatment, tricyclic anti-
depressant (amitriptyline) monotherapy, at a low
and progressive dose, or a selective serotonin and
norepinephrine reuptake inhibitor (duloxetine), or
an antiepileptic agent (gabapentin, pregabalin), an
alpha-adrenergic (clonidine) is recommended as
first-line therapy. A combination of several class of
drugs is often used. In pudendal neuropathia, opi-
ates as the main treatment option are not recom-
mended [3, 4, 17].

Currently, physiotherapy, including transcutane-
ous electrical nerve stimulation (TENS), cryother-
apy, and lipofilling are poorly studied. These modali-
ties are recommended as additional in the treatment
of pudendal neuropathia [3, 4, 17, 18].

Pudendal nerve block is effective in the short term
and serves the main diagnostic tool. This procedure
can be performed with the aid of ultrasound, X-ray
or computed tomography and can be unguided.
Approximately 25% of patients report pain relief that
lasts for more than one month after pudendal nerve
block.

Journal homepage: http://jsms.ngmu.ru

133



Bamenvkosa T.FO. / Journal of Siberian Medical Sciences T. 8, N? 2 (2024)

pbIMu ripoBosiuTCs AU pepeHIraIbHaA AMATHOCTUKA
HEBPOIIATHH ITOJIOBOTO HepBa [3, 4]:

1. ChapyieHHe BHENIHUM WCTOYHUKOM, BKJTIOYAS
JI0OpOKAYECTBEHHYIO OITyXOJIb FUIU METACTa3UpPOBAHUE.

2. [ToBepXHOCTHBIE MH(DEKITUH KOKHU B J€PMATO-
MaX, TOKPBITHIX CPAMHBIM HEPBOM.

3. HeBponaTus KpecTIioBOU 06J1acTH, BRI3BAaHHAS
MIOBPEXKAEHUEM KPECTIIOBOTO HEPBHOTO CILJIETEHUS.

4. TpaBMma mpu pogax, KOTopast BI3bIBA€T PACTS-
JKeHHe IIPOMEeKHOCTH.

5. KoMmmuiekcHbIN pernoHapHbIN 60JIeBON CHUH-
JIPOM — XpPOHHUYECKoe O0JIeBOe COCTOSHUE, KOTOPOE
BBI3BIBAET 0O0JIb B OJHOH M3 KOHEYHOCTEH 1 OOBIYHO
BO3HUKAET ITOCJIE TPABMBI.

6. XpoHnYecKUii IpoCTaTUT.

7. IIpocraronuHus.

8. BysbBoauHUA.

9. BectubyuT ByJIBBBL.

10. CHHJIpOM XPOHUUYECKOH Ta30BOU OOJIH.

11. KoknuroguHus.

12. IuchyHKIIH KPECTI[OBO-IIO/IB3/IOIIIHOTO CyC-
TaBa.

13. CUHAPOM TPYIIIEBU/THON MBIIIIIIHIL.

14. Bypcut cegaiMiHON KOCTH.

15. UHTepcTUIIAIbHBIN ITUCTHT.

BoizienAaoT Tpu BUZA JI€UEHUs: XUPYPTUUYECKOe,
HeMeIUKaMeHTO3HOe u MeIUKaMEeHTO3HOE.
CorviacHO JTaHHBIM JIUTEPATYPBI MAIUEHTHI C CUM-
NITOMaM# IIyIEHIOHEBPOTIAaTUH B TeueHUe OoJsiee
10 JIeT UMEIOT MeHbIIIe IIIAaHCOB Ha BBI3ZIOPOBJIEHIIE
H3-32 OOJIBIIION ITPOJIOI?KUTETLHOCTH ITOBPEXKIEHUS
HepBa [1].

HemenukaMeHTO3HOE JIeUeHUE SIBJISIETCS OTHUM
u3 HanboJiee BAXKHBIX KOMIIOHEHTOB JiedeHHA. OHO
BKJIIOYAeT B Cebs HCIIOJIb30BAHHUE IOAYIIKU JIJIs
cuzieHbsA B (popMe MOHYNKA; n3beraHme BHI3BIBAIO-
mero 60JIb TaBJIEHUS B IPOMEKHOCTH (€3/1a Ha BEJIO-
curiezie, MOTOIIMKJIE WJIM BEPXOBas €3/1a), ajjarra-
ousi, B COTPYZHUYECTBE C 3ProTepareBTOM, pabo-
Yero MecTa; KOTHUTUBHO-IIOBEJIEHUECKYIO TEPAIIUIO.
Jpyrue BUIBI EATEIBHOCTH, KOTOPBHIE CJIEAyeT
n3beratb: yIpakHeHHWs Ha crubanue Oezxpa, Oer
TpyCILIOH, TpebJIsA, TAMHACTHKA, KAaTaHHUE HA JIbDKAX U
cuoybopse. [IpuMepHO OT 20 70 30 % maIUEeHTOB
OTMEYAIOT CHIDKEHUE OOJIM TOJIBKO OT HeMeUKa-
MEHTO3HOTO JieueHus [3, 4, 17].

Yrto KacaeTcs MeJUKAMEHTO3HOTO JIEUeHWs, B
KayecTBe JIEKAPCTBEHHOU Tepanuu IepBOU JIMHUU
PEKOMEH/IOBAaHA MOHOTEpANusA TPULUKINIECKIM
AHTUJIETIPECCAHTOM (AMUTPUNITWINH), B HU3KOU U
IIPOTPECCUBHOM 103€, UJIU CEJIEKTUBHBIM UHTUOUTO-
poM 0OpaTHOTO 3axBaTa CEPOTOHMHA U HOpazpeHa-
JiiHa (AyJIOKCETUH), WM MIPOTUBOSMIIENITHUYECKUM
cpeactBoM (rabameHTWH, mperabaiuH), anabda-

If all the described treatments are ineffective, sur-
gery may be offered. Surgical decompression directly
free the pudendal nerve in the Alcock canal, is con-
sidered the most effective long-term treatment and a
potential cure for pudendal nerve entrapment. Sur-
gical decompression is recommended to patients
who have all five Nantes criteria. Overall success
with surgical decompression is about 70% (60 to
80%) [3, 4, 15, 18].

Sacral neuromodulation and pulsed radiofre-
quency ablation are not widespread compare with
surgical decompression. These treatment modalities
are used when the main surgery is ineffective [3, 4].

AIM OF THE RESEARCH

To present a rare case report of pudendal neuro-
pathia.

MATERIALS AND METHODS

The diagnosis of pudendal neuropathia was
made according to the Nantes criteria. The clinical
examination included medical history taking, regis-
tering patient’s complaints, and a neurological
examination. Clinical investigations and lab tests:
pelvic MRI, electroneuromyography of the puden-
dal nerve with bulbocavernosus reflex assessment,
complete blood count and biochemistry. T1, T2,
DWI mapping pelvic MRI was performed in ante-
rioposterior and lateral projections, without con-
trast enhancement.

CASE REPORT

A 65 old man K., was referred to an urologist at
Sverdlovsk Regional Clinical Hospital No. 1 with pel-
vic pain. Previously examined by a surgeon at the
place of residence. The surgeon has ruled out surgi-
cal pathology as the cause of pelvic pain.

The patient associated his pain with prostate dis-
ease. After the urologist’s examination and investiga-
tion, that ruled out prostate disease as the cause of
these pelvic pains, the patient was referred to a neu-
rologist.

During the initial examination, the patient com-
plained of dull pains in the sacral region on both
sides, in the testicles (Visual Analogue Scale score: 5
in the morning, 10 in the evening), which increased
in a sitting position and by the end of a business day,
burning in the anus. The pain never occured at night.
The patient also denied urination or defecation dis-
orders, as well as foreign body sensation in the rec-
tum. To relieve the pain syndrome, nimesulide 200—
400 mg at bedtime was used — without a long-lasting
positive effect.
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aJIpeHOMUMETHKOM (KJIOHUMH). YacTo HCIOoIb3y-
ercsi KOMOHMHAIUA HECKOJIPKUX MPEnapaToB PasHbIX
KJIaccOB. B paMKkax JiedeHUs Iy/I€HJOHEBPOIIATHH
He PEeKOMEH/IyeTCsl MCIO0JIb30BaTh OMMHATHI B Kade-
cTBe (DOHOBOTO JIeYeHus [3, 4, 17].

duznoTEpANIUA, B TOM YHC/IE YPECKOKHAS DIIEK-
Tpuueckas crumysisinuu HepBoB (TENS), kpuorepa-
nust, JTUNOGUJIMHT B HACTOSIIEe BPeMs HeIoCTa-
TOYHO U3y4yeHbI. /laHHbIE METObI PEKOMEH/IOBAHbI
KaK JIOTIOJTHUTEJIbHBIE TTPY JIEYEHUH MyAeH0HEBPO-
nartuu [3, 4, 17, 18].

Biiokama mosioBoro HepBa 3¢ deKTUBHA B Kpat-
KOCPOYHOH IIE€PCIEKTUBE U CIYKUT B OCHOBHOM B
KayecTBe [IMarHOCTUYECKOr0 MHCTPyMeHTa. JlaHHast
MpOIlelypa MOKET IPOBOAUTHCS IO KOHTPOJIEM H
0e3 KOHTPOJISI VJIBTPA3BYKOBOTO WCCJIEIOBAHUS,
PEHTIeHOCKOIIUY WJIX KOMITBIOTEPHOI TOMOTpaduu.
OKo0J10 25 % maIueHToB coO0IIAaT 00 00JIerYyeHun
6osn, JuIAIEeMes 0oJiee OHOrO MecsIia Iocse 0J10-
Ka/Ibl II0JIOBOTO HEPBA.

Ecsu Bce omnycaHHbIE METO/bI JIEUEHUs He IIOMO-
raloT, MOKET OBITh ITPEZJIOKeHa orepanus. Xupypru-
yecKast IEKOMITPECCHS, OTIEPAIHsI 10 HEIIOCPE/ICTBEH-
HOMY 0CBOOOKIEHUIO CPAMHOT'O HEPBa B KaHasie AJib-
KOKa, cumuTaercs Hanbosiee 3(GEKTUBHBIM T0JITO-
CPOYHBIM METOIOM JIEUYEHUs U IOTEHI[HAIHLHBIM
CPEZICTBOM H3JIEYeHUsA OT YIIEeMJIEHHUs II0JIOBOTO
HepBa. XUpypruyeckas JEKOMIIPDECCHS ITOKa3aHa
ManueHTaM, UMEIIUM Bce IATh HaHTCKUX KpuTe-
pueB. OOmKH ycrex XUpyprudeckon JEKOMIIPECCHHU
cocTaBJIseT 0KoJ10 70 % (ot 60 10 80 %) [3, 4, 15, 18].

Takuie METOIbI, KaK CaKpaJibHas HEHPOMOIYJIsi-
WS, UMITYJIbCHAS PaIM0YacTOTHas abJisaiusi, Ipu-
MEHSIOTCS He TaK YacTo, KaK XUPypTrudecKasi IeKOM-
npeccusi. JlaHHbIE METObI HCIIOJIB3YETCS IIPU HEA(P-
(bexTUBHOCTH BEAYIIEr0 XUPYPTUYECKOTO METOZa
nedyeHus 3, 4].

IIEJIb NCCJIEAOBAHUA

[IpencTaBuTh peAKUN KIWMHUYECKUH CIIydau
HEBPOIIATHUHU II0JIOBOTO HEPBA.

MATEPUWAJIBI 1 METO/IbI

Jlmarso3 HeBpONATUHU IIOJIOBOTO HEPBA IIOCTaB-
JIeH B COOTBETCTBUM ¢ HaHTCKUMH KpUTepUAMU.
Kiuauueckoe o6cieioBaHrE BKIOYAIO cOOp aHAM-
He3a, K00 O0JIPHOTO U HEBPOJIOTHYECKUH OCMOTP.
VHcTpyMeHTaIbHbIE M J1aOOPAaTOPHBIE HCCIIET0BA-
HuA: MPT opranos masioro tasa, 3JIeKTpPOHEHPOMHU-
orpagus moJI0OBOTO HEPBA € OIEHKOU OysIbOOKaBep-
HO3HOTO peduiekca, o0Iui 1 GHOXUMUYECKHE aHA-
au3sl kpoBu. MPT opranos Mmasioro Ta3a BbHIIIOJTHEHO
B IpsAMON U 6okoBOoU mpoeknwusax, B Ti, T2, DWI
pexxumax 6e3 KOHTPACTHOTO YCUJIEHHUS.

From a history: pelvic pain worries for approxi-
mately 6 months. The patient denies having any
injury, surgery, or cycling. He repeatedly used non-
steroidal anti-inflammatory drugs to relieve pain,
which were effective for a short time. Diabetes mel-
litus, HIV infection, multiple sclerosis, and radiation
therapy were excluded.

No significant abnormalities were found during
the neurological examination. Tests for sacrospinous
ligament tension, the Bonnet test, and piriformis
muscle palpation were negative. The patient also
denied pain any low back pain. There were no move-
ment limitation in this region of the spine.

The patient underwent pelvic MRI — no abnor-
malities. Electroneuromyography of the pudendal
nerve with bulbocavernosus reflex assessment
revealed pudental neuropathy on the left side.
A shortening of latency on the left was noted. Sen-
sory nerve conduction is normal (Fig. 1). At the time
of diagnosis, diagnostic pudendal nerve block in the
Sverdlovsk Regional Clinical Hospital No. 1 and in
the territory of the Sverdlovsk region was not per-
formed.

Considering the presence of four of the five inclu-
sion Nantes criteria: pain is associated with the ana-
tomical distribution of the pudendal nerve: pain
appears mainly in a sitting position; the patient does
not get up at night due to pain; the absence of sen-
sory loss, as well as positive results of electroneuro-
myography with bulbocavernosus reflex assess-
ment — a diagnosis of bilateral pudendal neuropathia
was made.

Initially, the patient was prescribed gabapentin
300 mg twice a day. A decrease in pain syndrome
was recorded (Visual Analogue Scale score: up to
3—4 points). After correction of therapy (gabapentin
300 mg was increased to three times a day), the pain
syndrome completely regressed. The patient refused
physiotherapy and other treatment modalities.

CONCLUSION

Pudendal neuropathia is a more common condi-
tion than is believed, and it should be considered
more often to avoid delays in diagnosis and treat-
ment.

The diagnosis of pudendal neuropathia should be
based on the Nantes criteria and the results of clini-
cal and additional tests.

The diagnosis of pudendal neuropathia is mainly
clinical. In the presence of 4 main clinical and diag-
nostic criteria (pain in the pudendal nerve region;
pain is mainly in a sitting position; absence of night
pains and identifiable sensory loss), a diagnostic
pudendal nerve block should be performed. Benefit
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KINHUYECKHUU CJIYUAU

MyxunHa K., 65 seT, ObUT HallpaBJjieH Ha IIpHeM
K yposiory B CBep/AJIOBCKYIO O0JIACTHYIO KJIMHUYeE-
ckyto 6ospHUIYY NO 1 ¢ 6osisiMu B Tazy. Panee ocmo-
TPEeH XUPYProM IO MeCTy JKUTeIbCTBA. laHHBIM clle-
[HTICTOM ObLIa UCKITIOUEHA XUPYpriudecKas 1maro-
JIOTHS, KaK IIPUYIHA Ta30BOH 60JIH.

Cgoto 60JIb TIAITUEHT CBA3BIBAJ C 3a00IeBAaHUEM
IpezicTaTeIbHON 2Kese3nl. Iloce ocMoTpa u obce-
JIOBaHUs Y YPOJIOTA, UCKJIIOUMBIIEro 3aboJieBaHue
IIpeficTaTeIbHON JKejie3bl, KaK NPUYHHY JTaHHBIX
Ta30BBIX 0OJIEH, ManueHT ObLI HApaBjeH K HEB-
poJtory.

[MTarueHT MperbABIIAN Kaja00bl HA MOMEHT IIep-
BUYHOTO OCMOTpPA Ha HOMWIIKe 0O0JIU B KPECTIIOBOM
oT/ieJie TTO3BOHOYHUKA C JIBYX CTOPOH, B SHMYKAX
(5 6a/oB yTpoMm, 10 6GaymoB Beuepom 1o BAIIID),
KOTOPasi YCUJIMBAJIACH B TIOJIOXKEHUS CUA U K KOHITY
pabouero aHsA, HA X¥oKeHUe B obsactu aHyca. bosb
HUKOI7Ia He Oecrokomsa HOYbI. Takke IMalyeHT
OTpHUIIAJ HapyIIeHWe MOYEHCIyCKaHUs Wiu naede-
KaI[UW, 9yBCTBO HHOPO/IHOTO TeJIa B IPSMOU KUIIIKE.
Jna xynupoBaHus 60J€BOTO CHHAPOMA HCIOJIB30-
BaJI HUMeCYJTU, 200—400 MT Ha HOYb — 6€3 Mpo/I0JI-
JKUTEJIBHOI'O IIOJIOKUTEBbHOr0 addeKTa.

AnamHe3 3a6osieBaHuA: 60JIb B Ta3y GECIIOKOMIIA
OKO0JIO 6 Mec. OTpHUIlaeT TpaBMBbl, OIIepaTUBHBIE BMe-
[IaTEeIBCTBA WIU €3]y Ha Besiocunesie. Mcmomb30Ban
HEO/THOKPATHO HeCTepPOU/IHble IIPOTHBOBOCIIAIH-
TeJIbHbIE TPEeNnaparhl /Ui KyIUpOBaHUs 00JIEBOTO
CHUHZPOMA, KOTOpbIe ObUTH 3 (PEKTUBHBI HETIPOIOJI-
s)kutesnbHOe Bpems. Caxapubiii auaber, BUY-
nHEKINA, paccessHHBIN CKIEPO3, JIyuyeBas Tepamus
OBbLTN UCKJTIOYEHEI.

B xozme HEBpOJIOTMUECKOTO OCMOTpa He OBLIO
BBISIBJIEHO CYIIIECTBEHHBIX OTKJIOHeHWH. TecThl Ha
HaTsDKEHUE  KPECTI[OBO-OCTUCTOU  CBA3KH, TECT
BoHHe, maspnanus TPYMIEBUAHOM MBIIIIBI TaJTH
OTPHUIIATEJIbHBIHN pe3yJIbTaThl. [larueHT Tak:Ke OTPH-
naer 0O0JIEBOH CHHJIPOM B IOSCHUYHOM OT/Iese
[I03BOHOYHUKA. OTpaHINYEeHNs IBIKEHU B TAHHOM
oT/1eJie IIO3BOHOYHHKA He ObLIO BBISIBJIEHO.

[Mamuenty Opwta npoBemena MPT opranos
MaJIOTO Ta3a — NaTOJIOTUH He BHISBJIEHO. DJIeKTPO-
HeWpoMmuorpadus I0JOBOTO HEpBA C OIEHKOHU
O0yn1600KaBepHO3HOTO pedJiekca BBISABUIIA ITy/I€H-
JIAJIbHYI0 HEBPONATHIO ¢ JIeBOH cTOpoHBI. OTMe-
YeHO YKOpOuYeHHe JIATEHTHOTO Iepuoja cJeBa.
CeHcopHas MPOBOAUMOCTH B HOopMe (puc. 1). Ha
MOMEHT JIMAaTHOCTUKHU JUAaTHOCTHYECKasA OJI0Kaza
cpaMHOTO HepBa B YycjoBusaX CBepAIOBCKOM
00JIACTHOH KJIMHHYECKOW OoibHHIBI N 1 UM Ha
Tepputopuu CBep/IJIOBCKON 00JIACTH HE BBIMOJ-
H1JIaCh.

from neural block strongly confirms the accuracy of
the diagnosis of pudendal neuropathia (5th crite-
rion). If performing a pudendal nerve block is impos-
sible, pudendal neuropathia cannot be excluded.

Pudendal neuropathia can be treated with modi-
fications of behavioral patterns; antidepressants and
antiepileptic drugs; physiotherapy; pudendal nerve
block; surgical routes such as pudendal nerve decom-
pression, sacral neuromodulation and pulsed radio-
frequency ablation.

C yueToM HaIU4Us YeThlpex u3 msatu Hautckux
KpHUTEpHEB: 00JIEBOY CHHJIPOM CBSI3aH C aHATOMH-
YeCKUM pACIOJIOKEeHHEM CPaMHOT0 HepBa, 00Jb
IIPEUMYIIECTBEHHO B IMOJIOXKEHUU CHASA U He Gec-
IIOKOUT B HOYHOE BpEMs, OTCYTCTBHE UYBCTBH-
TeJIbHBIX HapylIeHUH U MOJIOXKUTeIbHbIE Pe3yib-
TaTaMU BdJIeKTpoHelpomuorpaduu ¢ OIeHKOHU
Oy 1b00KaBEpHO3HOTO pediekca — ObLJI TOCTaBIEH
JINaTHO3 «JIByCTOPOHHAS HEBPONATHA I0OJIOBOTO
HEpBa».

[TepBoHAYaJIbPHO NANKEHTY OBLJIO HA3HAYEH raba-
IIeHTUH 300 MT 2 pasa B cyTku. Ha ¢one jeuenus
OBLIIO OTMEUEHO CHIKeHUe 0071eBOT0 CHHIpoMa (710
3—4 6aymoB o BAIIT). ITocsie KOppEKIIMU Teparuu
(yBesimueHa ji03a rabameHTHHA 300 MT JI0 3 pa3 B
cyTKH) 0OJIEBON CHHAPOM ITOJTHOCTHIO PETPECCHUPO-
Bas1. OT pusnoTepanuu U Apyrux MeTO/I0B JIeueHUsd
MalueHT OTKa3aJICs.

3AK/IIOYEHUE

HeBponaTtus mosioBoro HepBa sABjsercsa Oosiee
pacupocTpaHeHHBIM 3ab0JieBaHHEM, YeM OOBIYHO
CUHTAETCs, U €T0 CJIeIyeT YUallle MPUHIMATh BO BHU-
MaHUe, YTOObI N30eKaTh 3a/IEPKKU B JIUATHOCTUKE
U JIEUEHUH.

Jluarnos myZieHAOHEBPOIIATUH JOJKEH OCHOBBI-
BaTbCs Ha HAaHTCKUX KPUTEPUSIX U PE3YJIbTAaTaX KJIH-
HUYECKOTO U JIOTIOJIHUTEIFHOTO HCC/Ie/IOBAHIH.

Jlnarso3 HEBPOIATHU II0JIOBOTO HEPBA B OCHOB-
HOM KJIWHWYecKuid. [Ipm HAIUYUM 4 OCHOBHBIX
KJIMHUKO-/TUaTHOCTUYECKUX KpuTepueB (0601ab B
06J1acTH TIOJIOBOTO HepBa, 0O0JIb MIPEUMYIIECTBEHHO
IIpU CUIEHUH, OTCYTCTBHE HOUHBIX 00JIEH U 00BEK-
THBHOH IIOTEPH YYBCTBUTEJIBHOCTH) CJIE/TYET IIPOBE-
CTH JUATHOCTUYECKYI0 aHECTEe3UOJIOTHYECKYIO 0JI0-
Kaay 1oJIoBOTO HepBa. [losoxurenbHbIA d(derT
6J10Kazpl  yOEUTETHHO IOJITBEPIKAET IIPABIIIb-
HOCTh KJIMHUYECKOTO IOJIO3PEHUs Ha Iy/IeH/IOHEB-
ponatuio (5-#i kpurepuii). I[Ipu HEBO3MOXKXHOCTHU
[IPOBEJIEHUS JIAHHOTO BHJIA JINATHOCTHKU, HEJIb3s
HCKJTIOUATh HEBPOIIATHUIO IIOJIOBOTO HEPBA.
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Oo6mue nanupie DMI-uccaenosanus / EMG data
CPB cencopnasi / NCV (sensory)

IIpo6a | Touka ctumymsiuuu |Jlar., mc| Amrur., MxB| Jiut., mc|Ilnomt., 1Bxc|Crum., MA | Ctum., mc [Pacct., mm | Bpems, mc | Ckop., m/c
N (oTBeeHu) Lat., ms|Ampl., uV |Dur, ms |Area, nVxs |St., mA St., ms Length, Time, ms | Vel., m/s
Point of stimulation mm
(lead)
JlopcanbHbIil HepB OJI0BOTO wWieHa, cipaa, S3—S4 / Dorsal penile nerve, at the right, S3—S4
1 N [43 |67 [3.6 6.7 [7 [0.1 [100 [2.42 [413

UccaenoBanue nposenenns no HepBy / Nerve conduction assessment

CPB cencopnasi / NCV (sensory)
JlopcanbHbI HEpB TOJIOBOTO 4WieHa, crpasa, S3—S4 / Dorsal penile nerve, at the right, S3—S4

1.5 M (ms) 1.5 MkB (V)

Crum. cnipasa / Right-sided St.

HIICH

JlonosiHuTeILHBIE METONUKH (OlleHKA Oy IL00KaBePHO3HOTO peduiekca)
Additional methods (bulbocavernosus reflex assessment)

JlopcasibHBIH HEpB MOJIOBOTO WieHa, cripaBa, S3—S4 / Dorsal penile nerve, at the right, S3—S4

5 e (ms) 7.5 MkB (V)

N Jlat., mc |Ammr., MxB | {mut., mc | Ilnomr., MBxMmc |Ctum., MA |Ctum., Mc
Lat., ms |[Ampl., uV |Dur, ms |Area, mVxms |St., mA St., ms
1 [33.5 0.031 6.04 0.04 24 0.2

JlopcanbHbIil HepB MONOBOTO 4ieHa, cieBa, S3—S4 / Dorsal penile nerve, at the left, S3—S4

5 e (ms) 2.5 MkB (V)

N Jlat., mc |Amrut., MxB [Jmut., mc |[Imomr., MBxwmc |Ctum., MA |Ctum., MmC
Lat., ms |Ampl., uV |Dur, ms |Area, mVxms |St., mA St., ms
1 ]10.2 0.234 6.24 0.34 24 0.1

Puc. 1. dnextponeiipomuorpadus (M) mos10Boro HepBa ¢ OIeHKOH 6y1b00KaBepHO3HOTO pediekca
(CPB — ckopoCTb pacrnpocTpaHeHus BO30ykeHst; JIaT. — JIaTeHTHBIN TepHO; AMIUL — aMIUIUTY/IA;
Jlnut. — puutenbHOCTh; [nom. — wromane; CTuM. — ctuMysiss; Pacrt. — paccrosiue; CKOp. — CKOPOCTB)
Fig. 1. Electroneuromyography (EMG) of the pudendal nerve with bulbocavernosus reflex assessment
(NCV — nerve conduction velocity; Lat. — latency; Ampl. — amplitude; Dur. — duration;

St. — stimulation; Vel. — velocity)
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[IyneHnOHEBPOIIATUIO MOXKHO JIEUUTh C IIOMO-

b0 MOAUGUKAIINY TATTEPHOB OBEIEHU S, AHTH-
JIETPECCAHTOB U MTPOTHUBO3MUIENITUUECKHUX IIpera-
paros, busuoTepanuu, 6;10Ka (bl IIOJIOBOTO HEPBA,
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