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PATHOLOGIC SIGNIFICANCE OF THE INTERNAL PUDENDAL VEIN
IN THE DEVELOPEMENT OF INTRAPELVIC VENOUS
CONGESTION SYNDROME

Kazumi Kamoi
Department of Urology, Kyoto Prefectural University of Medicine
(Director: Prof. H. Watanabe)

(Background) The insufficent circulatin of the internal pudendal vein is a characteristic sign
observed in the patient with intrapelvic venous congestion syndrome (IVCS). The present study
was designed to reveal the pathophysiological significance of it in IVCS.

(Methods) Twenty-seven men with IVCS and nine men without IVCS were used in this study.
The circulatory status in the internal pudendal vein was evaluated by three dimensional magentic
resonance venography (3D-MRV). From the coronal MRI (the original image of 3D-MRV) on the
slice of the ischiorectal fossa, the thickness of the obturator internus muscle and the pararectal
fatty tissue was measured. The interval between the ischial supine, locating at the bottom of the
pelvis, was also measured. Using eleven cadavers, the pelvic cavity was examined carefully in
terms of the course of the internal pudendal vein.

(Results) The finding of interruption in the internal pudendal vein by 3D-MRV was observed
at the ascending portion in all cases with IVCS. Although the thickness of the obturator internus
muscle was not significantly different between two groups, the thickness of the pararectal fatty
tissue in IVCS group was significantly thinner as compared to control group (3.0 + 0.4 vs 3.6 £+
0.1 cm, p<0.01). The interval between the ischial supine in IVCS group was significantly
narrower as compared to control group (7.9 £ 1.1 vs 9.4 + 0.5 cm, p<0.01).

In cadavers, it was comfirmed anatomically that the ascending portion of the internal
pudendal vein passed through the pudendal canal (the Alcock’s canal) accompanied by the
internal pudendal artery and the pudendal nerve.

(Conclusions) It was suggested that anatomical factors, such as the thinner pararectal fatty
tissue or the narrower interval between the ischial supine, might cause the development of IVCS,
according to the compression of the Alcock’s canal.
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Fig. 1 Stereoscopic view (la) and schema (1b) by
3D-MRYV image in a normal subject. The capsular
veins of the prostate as well as the internal
pudendal vein are observed clearly. The internal
pudendal vein was devided into three parts,
descending (D), transverse (®) and ascending,

(®) portion.
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Fig. 2 Coronal MRI (2a) and schema (2b) on the
slice of the ischiorectal fossa in a normal subject.
Thickness of the obturator internus muscle (),
thickness of the fatty tissue (@) and interval
between the ischial spine (@) were measured. 1s:
ischial bone Fa: fatty tissue Re: rectum Ob:

obturator internus muscle.
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Fig. 3 Coronal MRI (3a) and schema (3b) on the

slice of the ischiorectal fossa in a patient with
IVCS. Note the remarkably narrow interval
between the ischial spine and the thin pararectal
fatty tissue in the ischiorectal fossa. Is: ischial
bone Fa: fatty tissue Re: rectum Ob: obturator
internus muscle.
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Fig. 4 Schematic view shows the course of the
internal pudendal vein through the Alcock’s
canal. Ob: obturator internus muscle. Sy:

symphysis pubis Bl : bladder Pr: prostate.

Fig. 5 Photograph shows the course of the Al-
cock’s canal (Al). Is: ischial supine Re: rectum.
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Table 1 Findings on 3D-MRV

Dilation of Dilation of Interruption of Dilation of the
the prostatic the pudendal the internal plexus behind
capsular vein plexus pudendal vein the bladder

V& gge 25 (93%? 24 (89%):| 27 (100%? 21 (78%):|
control group 2(22%) 2(22%) 0 1(11%)

*p<0.01

Table 2 Interrupted portion of the internal pudendal vein

Interruted portion of the
internal pudendal vein

Number of the case
in Lt. side (N=27)

Number of the case
in Rt. side (N=27)

Ascending portion only 22 20
Transverse and ascending portion 3 5
All portion 2 2

Fig. 6 Interval between the ischial spine on the
slice of the ischiorectal fossa measured by coro-
nal MRIL.
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Fig. 7 Thickness of the obturator internus muscle
at the ischiorectal fossa measured by coronal
MRI.
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Fig. 8 Thickness of the pararectal fatty tissue in
the ischiorectal fossa measured by coronal MRI.

(cm)

s r———p<ao1—~—j
4
8
4 8
3.5
O\
34
o
2.5 1 o
o
g
o
151 8 % meantSD
1 -
control IVCS
(N=9) (N=27)

BE#Z IVCSHTEECEL > (p<0.01), 2DZ
Lo, IVCS BEHIZIBWTRIEFEH &KL T, Al
cock BOEHE# BT 5 72 DEBEIEI M & 5
BEER BT+ ThH 2 2 £, Alcock EDHEHE, X
S5 IZIENESEIROBEDOFRFA E R ED TRV E
s Nz, SSBEREOHOTH 2R EHEHER
R LI:E 25, IVCSEHETEECHk,L - (p<
0.01). 2D e»s, IVCS OFEARHE & L THRER
Ewo ML BER EREEZ sk,
ERMBEEEICRES LT, —BRA BT oY
2, BE»SSBRIOMHERELL I THREL LT,
Alcock BfEEH LRI W2 EEABPME I LT
379 Z i, HEEHEO Y RV Alcock & %2 E#EHE
T5ZEREoTHIEEI N3 BEHHROREENR
HEEzONTWDS, 20D REETHRORBEEHNE
Y232k, Alcock EWEBRERICEFEL, P
HREEEZIFRT L ELIEHERL TW5S, IVCS
BEIWAH S NIABENZERIE, Alcock & 13 ERFHE
DB EDQATIZ L > TEHEZZIRTWI L&)
BLTwb EEZ N,

ek X D prostatodynia DGk & L T Hit4E
o oa 70y - F = T rF I F—2H
72b DY, =) b NP RREESE D ST 5
By ETREMBARNT 70— F 00D E BRI
Y, L OFEMEESIATWS, Lel, wihd
WERIBRETEZRRBIBONLTORVLOBEIRTS
%, SEoOmIE» 5, IVCS DERBERICB T 5 Al-
cock EDBEBEMNIHE 50l o7z, 2L T, Alcock
B OB & 2 NEIEIROER T 225, IVCS

1219

REIEE T RERBRTHEL EEZOND, 5,
D& BH UKL L 72, IVCS OR#E
FEOHFENBE THSH EHEZ 5,

w8
IVCS 1281 5% b By 2 7R BB T b % N IR #RIR

DERALE, NEAEME I L> TEKS L3 Al

cock B & BT 5 HNAL TR - Tz, NEEEREIRO B

HAEEETFERE LT, NEA#EMOEEC L 5 Al

cock B DAL, REMRRIZ L b7 S Alcock B

DOHNEH» S DHEHEDRTREME VSR S h iz,

Faxz51hizn, IVCS LWy FH L Wa 2L S

n, KT OWTH T, ZKREE2Bb - - BEiEL

BB, TIERREE 2P ui Y /NS EMTERT,

EEAT TR FEEEAE I, BLLVBEHOBRERT

5.

X ®
1) #0 w, FREE, KL &, FEEA L IVEE

PEEIR > - BHEIRERIC DV T— b W B AT IZIRE

OF L VR —, HWRSEE, 85, 103, 1994,

Terasaki, T. Watanabe, H., Saitoh, M.,

Uchida, M., Okamura, S. and Shimizu, K.:

Magnetic resonance angiography in pros-

tatodynia. Eur. Urol., 27, 280—285, 1995.

3) WRFHFIE | BEANHIK S - HEEEE (Intrapelvic
venous congestion syndrome) DEZHBIIZ BT 5%
EISHEE IR L RSB A 7 — F 775D
B, HWRESEE 87, 1009—1017, 1996,

4) fhEF By r b Y ——FIRE L BRI
OAEHES., HKERE, 47, 149—155, 1988,

5) Beneventi, F.A. and Noback, G.J.: Distribu-
tion of blood vessels of the prostate gland and
urinary bladder: Application to retropubic
prostatectomy. J. Urol,, 62, 663—671, 1949,

6) Shinaki, M., Merritt, J.L. and Stillwell, G.K.:
Tension myalgia of the pelvic floor. Mayo Clin.
Proc., 52, 717—722, 1977.

7) Oberpenning, F., Roth, S., Leusmann, D.B., Van
Ahlen, H. and Hertle, L.: The Alcock syn-
drome : Temporary penile insensitivity due to

2

~

compression of the pudendal nerve within the
Alcock canal. J. Urol., 151, 423—425, 1994,

8) Amarenco, G., Lanoe, Y., Perrigot, M. and
Goudal, H.: Un nouveou syndrome canalaire :
la compression du nerf honteux interne dans le
canal d’Alcock ou paralysie perineale du cyclis-
te. Presse Med., 16, 399, 1987,

9) Meares, EM. Jr.: Prostatitis syndromes : New
perspectives about old woes. J. Urol., 123, 141
—147, 1980.



1220

10) Buck, A.C., Rees, RW.M. and Ebeling, L.:
Treatment of chronic prostatitis and pros-
tatodynia with pollen extract. Br. J. Urol., 64,
496—499, 1989,

11) #iNRER @ BMERISIAR S & BISTBRERE R E O B PR
HIRRSE. 26 4 3. BISZAR S BERIER IO X 3 2 BEA
%, WERACE, 36, 801—806, 1990.

12) Miller, H.C.: Stress prostatitis. Urology, 32,
507—510, 1988,

13) Krieger, J.N. and Egan, K.J.: Comprehensive
evaluation and treatment of 75 men reffered
chronic prostatitis clinic. Urology, 38, 11—19,
1991.

14) Servadio, C. and Leib, Z.: Chronic abacterial
prostatitis and hyperthermia. A possible new
treatment ? Br. J. Urol., 67, 317—323, 1991.

(19954F12 A5 H 32T, 19964E7 H22H 523, FiplE#)




