CENTRAL EUROPEAN JOURNAL OF UROLOGY

CASE REPORT

Erectile function recovery after laparoscopic decompression
of pudendal artery and nerve: a documented case report
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The aim of this article is to report the effectiveness of laparoscopic decompression of pudendal artery
(PA) and nerve for erectile dysfunction (ED) restoration. A 32-year-old man presented with a long-term
complaint of ED not responsive to medical therapy. Endocrine screening and neurological evaluation
did not show any abnormalities. Color Doppler ultrasound revealed the absence of blood flow in the

right PA. After failure of conservative treatments and in accordance to the patient’s desire, laparoscop-
ic pudendal artery decompression was performed. The patient reported significant amelioration
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larization of the right PA.

CASE PRESENTATION

A 32-year-old Caucasian man with no previous re-
markable medical history presented to the hospital
with a complaint of erectile dysfunction (ED) not
responsive to medical therapy [phosphodiesterase
type 5 (PDE-5) inhibitors for the last 3 years], and
concomitant poor orgasmic sensation. He also com-
plained of urinary urgency associated with perineal
hypoesthesia, particularly on the glans, and testis
pain. The symptoms started 13 years ago and have
progressively deteriorated.

On physical examination, external genitalia ap-
peared normal, although a reduced temperature
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of ED one month after surgery. At 8-months follow-up, Doppler ultrasound showed complete revascu-

on the glans and dysesthesia of the perineum were
documented. Patient’s ITEF-5 score was 5. Endocrine
screening and neurological evaluation did not reveal
any abnormalities.

Color Doppler ultrasound (US) of the pudendal ar-
tery (PA) revealed the absence of blood flow in the
right PA.

Pudendal nerve (PN) infiltration, under computed
tomography (CT) guidance, led to a temporary relief
of symptoms.

Since pudendal compression was the suspected etiol-
ogy causing these symptoms, and in accordance to
the patient’s wish, right PN and artery decompres-
sion was performed through a laparoscopic approach.

doi: 10.5173/ceju.2020.0088.R1
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Surgical technique

With the patient under general anesthesia and in an ex-
tended Trendelenburg position, we performed a trans-
peritoneal laparoscopic dissection technique. A perito-
neal incision was made external to the right umbilical
artery, with the preservation of the right vas deferens.
The obturator nerve and vein were identified. Then,
the internal obturator muscle was visualized and the
arcus tendineus of the levator ani muscle was exposed.
The fibers of the coxigeous muscle covering the sa-
crosciatic ligament were then cut close to the ischi-
atic spine and the ligament itself was incised exposing
and therefore decompressing the PA and PN entering
Alcock’s canal. At the end of the decompression, the
right PA was noted to be pulsating (Figure 1).
Postoperative complications were not reported and the
patient was discharged the day after, with the indica-
tion to take tadalafil 5 mg once daily until medical con-
sultation.

As early as 1 month postoperatively, the patient
reported improvement in his erectile function and

tadalafil was discontinued. In addition, testicular
pain fully subsided after surgery, however the glans
dysesthesia persisted.

Eight months postoperatively, the Doppler US showed
a normal blood flow in the right PA; moreover, the pa-
tient continued to report significant improvement in
his erectile function (ITEF-5 score of 18).

The patient has been followed for a total of 2 years af-
ter surgery, reporting a full recovery of his sexual func-
tion, with no additional complaints for the time being.

DISCUSSION

ED is a worldwide and emerging problem, with
a constant increase during the recent years [1].
However, when a rare endocrinologic disorder is exclud-
ed, the etiology remains unclear, particularly in young
patients. Although PDE-5 inhibitors have revolution-
ized the treatment of ED since 1998, some patients
are resistant to medical treatment (ED is frequently
multifactorial or related to both psychogenic and physi-
ological factors) or are not keen on lifelong treatment.

Figure 1. Principal steps of laparoscopic PN decompression. A. Peritoneal incision lateral to umbilical artery. B. Progressive expo-
sition of obturator? vein, internal obturator muscle and tendinous arch of levator ani muscle; C. Incision of sacrospinous ligament
and coccygeus muscle fibers. D. Complete isolation of pudendal artery and nerve from its entrance into deep pelvis to Alcock’s
canal. Subsequent transposition of pudendal nerve from the ischiatic spine.
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Pudendal nerve entrapment (PNE), also known
as Alcock’s canal syndrome, is a well described cause
of perineal pain. Diagnosis is traditionally based on
the Nantescriteria[2], centered on painasmain symp-
tom. In our experience, there are many different func-
tional symptoms varying according to the location
of PN involvement. The most commonly reported
are: anorectal (i.e. sensation of foreign body into
the anus, tenesmus), vaginal (i.e. sensation of for-
eign body into the vagina, burning during and af-
ter sexual intercourse), sexual (decrease in orgasm
quality, ED, premature ejaculation), and urinary
(i.e. burning during micturition or pollakiuria, fre-
quently diagnosed as ‘sterile cystitis’ or ‘chronical
prostatitis’).

Here, we present an unusual approach to ED treat-
ment. In this case, ED was just one symptomatic
presentation of PNE, and the patient’s erectile func-
tion was completely restored after surgical decom-
pression of the PA and nerve (PDE-5 inhibitors were
administered only for the first month after surgery).
Poor orgasmic sensation, urinary urgency and skin
hypoesthesia in the region of the glans and testis,
as well as ED, were all due to chronic compression
of the PN.

ED from PNE is described by only a few reports in
the current literature. PNE can be caused by a neu-
rogenic mechanism or by compression of the puden-
dal artery [3, 4].

The penile vascularization is ensured by several
branches of the internal PA.

PA and nerve enter the deep pelvis below the sacro-
sciatic ligament and can be therefore compressed
at this site together with the PN, leading to chronic
neuralgia and reduction of the penile blood supply,
therefore causing ED.
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After failure of conservative measures, surgical de-
compression is the only treatment that can achieve
symptoms resolution [5].

Recently, Luther et al. reported a case of ED resulting
from PNE successfully treated with bilateral puden-
dal neurolysis through a transgluteal approach [6].
However, as the main concerns about the open surgi-
cal techniques described to treat PNE (transperineal,
transgluteal, and via the ischiorectal fossa) are their
invasiveness, difficultly of access and limited visibili-
ty, over the last years minimally invasive surgery has
been proposed to overcome these limitations [7, 8, 9].
Described by Erdogru et al. in 2014 [7], the lapa-
roscopic approach combines the same effectiveness
of trans-gluteal approach with the high-definition vi-
sualization of the deep pelvic anatomy, and allowing
for an atraumatic and blood-free dissection.
However, this surgery is performed only in few
centers of excellence, and outcomes data although
promising are overall lacking and not supported
by randomized trials.

Based on our experience performing several laparo-
scopic PN and PA decompressions since 2014, surgi-
cal treatment of PNE greatly improves symptoms,
with the reversal of ED being the most evident ame-
lioration, as early as the first month after surgery.
This is probably related to the vascular origin, differ-
ently from neurogenic symptoms which can require
up to two years to improve.

Although larger cohorts and prospective trials are
needed to validate this approach, this case report
shows the effectiveness of PN laparoscopic decom-
pression for ED restoration.
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