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A case history is presented, where hypersexuality could be conceptualized as a manifestation of persistent genital
arousal disorder / restless genital syndrome [PGAD/ReGS]. Female patient Sh., 75, who sought our medical
advice on April 16, 2015, presented complaints about a feeling of a “sexual drive in my pubic region”, burning in
her legs (along the inner surface of her thighs), in her pubis and on her abdomen over the pubis in a small area. “I
need intimacy, but I understand with my head that it is not necessary for me”. The above burning and sexual
desire were felt, but not always. The appearance of the desire coincided with the appearance of the burning. At
first, the burning developed and was followed by the desire, or on the contrary. The burning and desire could
begin in the morning and trouble her all day long, but when she was engaged into some activity, she changed over
and forgot about it. The appearance of the disorder was preceded with the death of her elder brother, who some
time before was actually a substitute for her father. He always supported her both morally and financially. He was
a rather valued personality for her, she loved him very much. Therefore, she took his death, which happened in
the beginning of December in 2013, very hard. The disorder, concerning which the patient consulted me, appeared
on February 14, 2014. She woke up in the night because of her heavy jittering, she felt a terrible sexual drive and
a bad burning in her lower abdomen over the pubis and on the inner surface of her thighs. She could not sleep any
more. The arousal, which appeared in the night, did not leave her till the morning and remained during the whole
day, but then became weakening. She was treated by different medical specialists. Though some weakening of
her symptoms was achieved, she failed to get rid of the disorder, which developed in her. As a result of our
analysis we supposed its cerebrovascular genesis, which impacted on functions of the brain. As a weighty
contributing factor we regarded her long-term distress caused by a manifested psychological trauma (the death of
the person who was extremely significant for the patient). Our treatment (hypnosuggestive therapy, Sonapax,
Hydazepam, irrigation of the pubis with 10% Lidocaine aerosol), where hypnosis was the main component (its
10 sessions were performed), resulted in complete disappearance of the symptoms. The interview performed 5
years after the end of the treatment demonstrated persistence and duration of the obtained results. The presented
clinical case is not very bright, but this fact can be explained to a great extent by the patient’s age that excluded
appearance of a number of phenomena typical for PGAD/ReGS.
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At present, there are 4 conceptualizations of
pathologic hypersexuality. Thus, it is conceptualized
as a type of obsessive-compulsive disorder (OCD),
sexual addiction (SA), a disorder of impulsivity,
disorder in the form of persistent genital arousal
(persistent genital arousal disorder [PGAD]) /
restless genital syndrome [ReGS]) (Kocharyan G.S.,
2019, 2020; Bancroft J., Vukadinovic Z., 2004;
Carnes P., 1983; Irons R., Schneider Jennifer P.,
1996; Orford J., 1985; Weiss Douglas, 1998).

Though each of the above conceptualizations
(models) of hypersexuality in some cases explains its
development and clinical manifestations better than
only Code 6C92 “Compulsive
(CSBD),
persistent inability to control intense and repetitive

others, sexual

behaviour disorder” characterized by
sexual impulses or sexual urges with resultant
repetitive sexual behaviour, was included into the
11th
Its symptoms can include

International Classification
Revision (ICD-11).

of Diseases,
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repetitive sexual actions, which become the chief
centre of the person’s life, up to neglection of one’s
own health and self-care or other interests, actions
and duties. It has been reported that this disorder is
also characterized by numerous unsuccessful
attempts to make the repetitive sexual behaviour
significantly = rarer despite its  unpleasant
consequences and little or no satisfaction from it. It
has been demonstrated that the pattern of inability to
control intense sexual urges with resultant repetitive
sexual behaviour manifests during a long period of
time (for example. 6 months or more) and causes
pronounced stress or significant disorders in one’s
personal, family, social, educational and professional
spheres or other important fields of functioning
(World Health Organization’s. ICD-11, 2019).

In order to treat hypersexuality both biological
2019, 2020) and
2019, 2020),

particularly hypnosuggestive therapy, are used. Here

treatment (Kocharyan G.S.,
psychotherapy (Kocharyan G.S.,

we would like to present a case history from our
clinical practice, where the existing pathology can be
conceptualized as a manifestation of PGAD/ReGS.
The key role in the treatment of the above case,
which proved to be effective, was played by
hypnosuggestive therapy.

Sh., 75,
humanitarian education, had retired and did not work

Female patient with a higher
at that time. She sought medical advice on April 16,
2015. She had got one son, who lived in Russia and
had got two children. She had been living with the
man, who was older by 4 years than she was, for
about 14 years. She was in a “common-law
marriage” with him. This man graduated from
military academy, held the rank of colonel (the same
was held by her husband) and at that time was a
retiree. She lived with him at her two-room flat.

She

complaints about a feeling of a “sexual drive in my

Complaints and history. presented
pubic region”, burning in her legs (along the inner
surface of her thighs), in her pubis and on her
abdomen over the pubis in a small area. “I need
intimacy, but I understand with my head that it is not
necessary for me”. The above burning and sexual
desire were felt, but not always. The appearance of
the desire coincided with the appearance of the

burning. At first, the burning developed and was

followed by the desire, or on the contrary. In this
case, no engorgement of her genital and mammary
glands occurred, but before, when the disorder was
more severe, the nipples of her mammary glands
engorged. Now the sexual drive was expressed less
than earlier. During arousal her vagina was not
moistened. The burning and desire could begin in the
morning and trouble her all day long, but when she
was engaged into some activity, “I change over and
forget about it”.

Many years ago, a physician at a health resort
taught her how to perform autogenic training
(relaxation). In order to get rid of the symptoms that
troubled her, she would relax and they disappeared.
“When I’m lying or sitting, they trouble me to a far
lesser degree. If I lie or sit down, my symptoms abate
at once. Now, if | am engaged in something, [ don’t
think about it at all”. Before the beginning of her
treatment in December of 2015 it did not help at all.
Also, the patient said the following: “Well, I get up
in the morning, and this man is sleeping in another
bed in underpants. This arouses me, but I don’t want
him, because in order to make sex with man you
should love him or he should “envelope” a woman”.
She asked her common-law husband not to walk near
her semi-naked (in underpants).

At the age from 58 to 60 she lived a sex life with
him. Then he underwent an operation on his prostate
because of its adenoma, after that their sexual
relationship discontinued for some time. “After its
resumption [ didn’t reach orgasm in sexual
intercourses during intimacy with my common-law
husband because of his poor penile tension and other
sexual disorders; I was irritable, quick-tempered and
felt heaviness in my lower abdomen. Having
tormented myself in this way for 2 years I urged that
our sexual relationship should be broken off.” Even
more, the patient told her common-law husband that
if he did not agree to her demand then they would
have to part with each other. In general, the patient
characterized the quality of their sexual relationship
as “let’s call it a sex life”, because it paled into
significance by the side of sexual contacts with her
late husband, whom she married when she was 18
(“both the anatomy was another and the relations
were of another kind”). At the moment of

presentation, she lived with her common-law
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husband like a brother and a sister. During all her life
she had two men: her lost husband and her common-
law husband.

Her desire was not induced by any nonsexual
stimuli. Travelling by car or train, vibration from
mobile phones or visiting the toilet did not result in
aggravation of the symptoms. Any spontaneous
orgasms and preorgasmic states were absent. She
regarded the present symptoms as inappropriate,
obsessive and undesirable.

She did not masturbate, and masturbation was not
admissible for her. “I won’t do it; I don’t need it;
these symptoms should be eliminated. I believe that
even if I achieve orgasm it won’t help me.” Her last
orgasm was during an erotic dream 5 years after the
death of her husband (at the age of 53).

The relations with her husband were “beautiful”
and their sex life was “excellent”. When she was 48,
her husband and their 20-year-old son perished in a
car accident (they crashed in their own car). Then her
menses ceased at once. She lived 10 years without
man, because she “couldn’t betray my husband”.
Later she was “coupled” with the man, with whom at
the moment of presentation she lived together.

The appearance of the disorder was preceded with
the death of her elder brother; he actually was a
substitute for her father who fell during the Great
Patriotic War. Whenever it was necessary he
supported her both morally and financially. He was a
rather valued personality for her, she loved him very
much. Therefore she took his death, which happened
in the beginning of December in 2013, very hard. For
this reason ambulances visited her many times.

Before the above symptoms appeared, she did not
fall down and did not have any injuries of her
vertebral column.

The disorder, concerning which the patient
consulted me, appeared on February 14, 2014. “I
woke up in the night, because of my heavy jittering,
I felt a terrible sexual drive and a bad burning in my
lower abdomen over the pubis and on the inner
surface of my thighs”. And then I couldn’t sleep any
more, but rolled myself in a travelling rug and was
sitting till the morning”. Then there was not even a
thought in her head to suggest the man, with whom
she lived, engaging in sexual intercourse. “But he
couldn’t have done anything. At that moment I

needed man, but he was not nearby”. The arousal,
which appeared in the night, did not leave her till
the morning and remained during the whole day, but
then became weakening. “On February 18, I visited
a private gynaecology office. After his examination
the physician prescribed me Omnadren 250 or
Sustanon 250, Methyltestosterone [pay attention to
the total inadequacy of administration of the male
sex hormone in this case], fytor suppositories with
sea buckthorn. Using all these medicines, I didn’t
feel any improvement. Then I had to visit a
urologist, Candidate of Medical Science. After a
bladder
diagnosed in its cervix) the doctor prescribed me

ultrasound (little inflammation was
lavage of my bladder with hydrocortisone in
combination with Dioxydine and suppositories with
followed all
prescriptions of my doctors, but didn’t feel any

Gravadin into my vagina. I
improvement, the sexual drive and burning over my
pubis and on the inner surface of my thighs didn’t
reduce. I became overstrung and irritable. Later I
was treated by a professor of gynaecology, whom I
found on my way of struggle for health. She took
me with understanding and paid much attention to
me. After a regular examination she prescribed me
Climakterin, Deprivox, Bromvamphor, Persen,
Hypothiazid, dried apricots, raisins, belladonna, St.
John’s wort and licorice. But this course of
treatment didn’t help me either. Being in despair, |
went on looking for help. On April 4, I visited
another professor of gynaecology at a medical
institution. I was treated to August 3, 2014. I took
Kleverol, Aphobazol, Climakterin and Deprivox.
Also, Femoston hormone was included, but it
caused haemorrhage in me. And again I turned out
to be in the process of search. During my treatment
I underwent MRI of my brain, spinal radiography,
computed tomography of my urinary system,
ultrasound of my thyroid gland, pelvic and visceral
organs; | constantly took blood tests including those
for different hormones. All the gynaecologists, who
examined me, haven’t revealed any pathology.” In
December of 2014 the patient was treated in one of
cardiology centres of the city. She shared the
problem with her physician in charge, who
recommended her to take Buspirone (an anxiolytic),

which she was taking during 4 months, and
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Finlepsin (an antiepileptic agent). After that she
consulted a neurologist, who prescribed her Lyrica
(an antiepileptic and anticonvulsive agent) and later
neogambin (a Ukrainian analogue of Lyrica). Later
another neurologist prescribed her Cerebrolysin (it
produces nootropic and neurometabolic actions),
Ceraxon (a nootropic agent) intravasally and lysine
(an essential amino acid), and then Ceraxon in
sachets that she had been taking by now. Her state
started to improve since December of 2014, that is
after she began taking the above medicines at the
cardiology department. After all this multi-staged
treatment her symptoms reduced but did not
disappear. Like before, she was constantly troubled
by appearance of an undesirable and tormenting
sexual desire as well as burning in her suprapubic
region and along the inner surface of her thighs.
Having not received the expected results, the patient
decided to consult a psychotherapist, and in this
way she came to us.

Platonic (romantic) libido. Its appearance failed
to be revealed by the age of 17. She did not fall in
love with anybody before she met her future
husband. She fell in love with him when she was 17,
but before she “didn’t care a bean about the male sex
at all”. After that they dated for a year. He
periodically came to the village, where she lived. At
first they kissed each other’s cheeks, went to the
cinema. She married at 18. On the day, when they got
married at a registry office, no sexual intercourse
occurred because her husband left her for a week to
take part in a military exercise. The intercourse took
place one week later. Soon sexual libido appeared,
orgasm developed in 3 months after the beginning of
their sex life, and in this period of time she also got
pregnant.

Menses. These started at the age of 17 (when she
was growing and did not fast). Her menses were
regular and accompanied with abdominal pains. The
latter discontinued at 19 after she bore her first son.
The menstruations lasted 3 days after 28 days
without any disorders. Up to the age of 48 they were
regular, but at 48 ceased at once after the tragedy
with her husband and son.

At the moment of presentation the patient was
diagnosed to have coronary heart disease and
angina pectoris. She pointed out that she had

attacks of paroxysmal tachycardia, bradycardia
and extrasystole. A node was found in her thyroid
gland, but its function was not affected. Four years
before she survived a concussion (she hit her head
in the flat). She said that she had a very good
memory.

Abstract from case history dated September
10, 2012. Clinical diagnosis: cervicocranialgia, a
mixed type; moderate pain syndrome; vertebral
artery syndrome; cervical osteochondrosis, an
unstable form; discirculatory atherosclerotic and
2,  with

vestibulo-atactic

hypertensive  encephalopathy, stage

intracranial hypertension,
syndrome and asthenic state.

Objectively: height = 164 cm, body mass = 80
kg; bra size = 4 (but she began from 1); no
hypertrichoses and hair stream from her pubis to her
navel were observed.

The following data of paraclinical methods of
examination were presented.

Thyroid ultrasound (October 27,
Conclusion: multinodular goiter, stage 1.

Hormonal investigations [progesterone, total
testosterone, follicle-stimulating hormone (FSH),
estradiol (E2)] (March 19, 2014). Total testosterone

=4.47 nmol/l (the norm for women over 50 =0.101-

2014).

1.42). As for the rest, no abnormalities were detected.

Hormonal investigations [prolactin, total
testosterone, estradiol (E2)] (May 12, 2014). No
abnormalities were detected.

Hormonal investigations (August 29, 2014).
Prolactin = 11.69 ng/ml (the norm for nonpregnant
women = 4.79-23.3 ng/ml).

Hormonal investigations (October 17, 2014).
Thyroid stimulating hormone (TSH) = 3.36 mcIU/ml
(the norm for adults = 0.27-4.2 mclU/ml); free
thyroxin (FT4) = 2.08 ng/dL (the norm for adults =
0.93-1.7 ng/dL).

Transvaginal ultrasound of pelvic organs (May
13, 2014). Conclusion: no voluminous pathology is
detected.

Magnetic resonance imaging of the brain
(March 18, 2015). Conclusion: focal changes in the
white matter of the frontal lobes — probably,
manifestations of cerebral microangiopathy. The
“empty” Turkish saddle is forming. Secondary
dilation of the subarachnoid space of the ventricles
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against a background of a reduced volume of the
the
manifestations of catarrhal polysinusitis. MRI signs

substance in hemispheres. Moderate
of previous left-sided otitis.

Ultrasound examination [liver, gallbladder,
pancreas, spleen, kidneys, urinary bladder] (March
17, 2014). Conclusion: no organic pathology is
detected.

Heart ultrasound (January 22, 2015).
Conclusion: sclerotic changes in the aorta, left
ventricular hypertrophy, left atrial enlargement.

Multislice computed tomography of the urologic
region (May 13, 2014). Conclusion: CT signs of
renal cysts, liver cyst.

Administrations:

1. Sonapax (25 mg tab.) at an ascending dose: day
1 — % tab. 2 times, day 2 — % tab. 2 times, day 3 — %2
tab. 3 times, later 1 tab. 2 times a day, and after that
1 tab. 3 times a day.

2. Hypnosuggestive therapy.

April 20, 2015. She noted that at that time she felt
burning in the whole abdomen over her pubis (it
involved the whole abdomen over the pubis with a
wide expansion of that feeling upwards, to the right
and left) as well as on the inner surface of her thighs
and in her back. Also, some “partial sexual desire”
existed. The appearance of burning in her back and
spreading of the region of burning over her pubis
versus the complaints on presentation could be
attributed to the fact that the taking of Finlepsin and
Buspirone by the patient was cancelled, but the dose
of Sonapax (I prescribed with a gradual increase) was
still small.

April 20, 2015. The first
hypnosuggestive therapy was given. The following

session of

suggestions were made: the apprehension and
anxiety leave her; her organism is filled with rest; she
is calm and even-tempered always and everywhere;
her brain structures, responsible for sexual drive,
calm down, get inhibited and fall asleep, therefore
the above sexual drive leaves her, goes away and
dissipates; the burning in her abdomen, on the inner
side of her thighs and in her back leaves, goes away
and dissipates.

The patient pointed out that immediately after the
given session all unpleasant feelings and sexual
arousal smoothed down.

April 22, 2015. Her state improved, the sexual
troubled
(burning) was present only in the suprapubic region

arousal less, the wunpleasant feeling
(a small area), and there was no burning in other
places. If compared with the state in the beginning of
the treatment, the severity of her disorder reduced by
30%.

April 22, 2015. The
hypnosuggestive therapy was given. By the content

suggestions it  completely

second session of
of  therapeutic
corresponded to the first session, but additionally
(the patient complained about disturbance of her
sleep) a suggestion towards its normalization was
made.

Immediately after the given session all the
symptoms disappeared. It was recommended to
supplement Sonapax treatment with application of
Menovasine on her pubis. Besides, in order to
alleviate the burning, it was recommended to use
irrigation of the pubis with 10% Lidocaine aerosol on
the pubic region 2-3 times a day.

April 24, 2015. She noted that during 2 days after
the 2" session of hypnosis she did not feel any sexual
arousal or burning at all, but in the morning the
burning appeared just over her pubis with the desire.
She pointed out that those two symptoms manifested
themselves by 4 points (of the 10 points, which took
place before the beginning of the treatment).

April 24, 2015. The third
hypnosuggestive therapy was given. By the content

session of

of therapeutic suggestions it was the same as the
second one, but it ended with additional suggestions
towards reduction of sensitivity of nerve endings in
the region of pubis and its anaesthesia as well as
reduction of sensitivity of the nerves supplying the
pubis and its adjacent regions.

Immediately after the end of the hypnotic session
all  her
disappeared. Answering numerous questions the

symptoms (burning, sexual drive)
patient stated that even in case of some light pressure
on her pubis the sexual arousal increased. It was
recommended to substitute Phenazepam for
Sonapax.

April 27, 2015, She failed to get Phenazepam,
because it belongs to narcotic substances. Her
neurologist and therapeutist did not want to prescribe

it for her. At that time the patient took Sonapax by 25
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mg thrice a day. “There is some vague, slight and
non-exerting desire” and some burning in her
suprapubic region on a small area. A day before
nothing troubled her at all. Two days before she felt
a very light desire and burning over her pubis, and
the same was on that day. The severity of her
disorders by the 10-point system was 3 points. She
had already begun using Lidocaine spray. A day
before she sat with the man, with whom she lived
together, on a sofa and, unlike before, did not
respond to him at all. “With my head I recognize that
I don’t need it. When I touch my genital organs
during intimate washing, I don’t have any desire,
though it is caused by pressing on my pubis; but
yesterday, however, after a pressure on my pubis the
desire was practically absent.” She noted that
Sonapax caused dryness in her mouth and the feeling
of instability when walking. Last three days she took
only 1 tab. (25 mg) of Sonapax a day.

April 27, 2015. The fourth
hypnosuggestive therapy was given, which by its

session of

scenario fully corresponded to the third one.

It was recommended to take Hydazepam (1 tab. =
0.02 g) by 2 tab. 2-3 times a day as well as to irrigate
the pubic region using an aerosol with Lidocaine.
The taking of Sonapax was cancelled.

April 30, 2015. She took Hydazepam (2 tab. by
0.02 g in the morning and in the evening). I suggested
taking the medicine in the morning and in the
daytime, because the above symptoms did not
trouble her in the evening. On the day after the fourth
session (on Monday) nothing troubled her at all, the
same happened both on Tuesday and Wednesday.
But that morning (on Thursday) she felt a slight
burning, but then even a very deep pressure on her
pubis did not cause any desire. The patient pointed
out that when on that day she acted on her clitoris it
produced pleasant sensations (some bliss, some
minimum desire, which passed away very rapidly). I
explained to her that the appearance of such
sensations in case of the above action should be
regarded as normal.

The patient informed: “When all this began with
me | was ready to have everything excised [she
meant her genital organs], only not to be troubled
with it. Now I can live with it after | began being
treated by you, while before I would agree to run my

head into the snare (not completely, i.e. not to
commit suicide, I’'m speaking in images).”

After she discontinued taking Sonapax there was
no dryness in her mouth and imbalance. All the time
she slept well (I made proper suggestions for her).
There was not any suprapubic burning in the
morning. She was afraid that the pleasant sensations
in the region of her clitoris, which she had felt on that
day, might result in relapse of her symptoms again.

The fifth session of hypnosis was given. Its
scenario was the same as during the fourth session.
The following suggestions were made as special:
“Your brain structures, responsible for sexual drive
and sexual arousal, calm down... They calm down,
get inhibited and fall asleep... Therefore the sexual
drive and sexual arousal become weaker, leave you,
go away, dissipate and remain in the past... The
nerves, which are in the vicinity of the pubis and
supply it, calm down, the sensitivity of nerve endings
located in the pubis and suprapubic region
reduces...Anaesthesia develops in the pubis region,
sensitivity in the suprapubic region decreases...
Your burning leaves the suprapubic region, goes
away, dissipates and remains in the past...”

Every time during hypnosis the patient dropped
minimally into its second stage.

May 4, 2015. She said that Hydazepam, which
she then took by 0.05 g twice a day, made her reel.
Before she took it at smaller doses and everything
was normal. It was recommended not to take
Hydazepam on that day any more (before her visit to
me she had already taken 0.05 g of Hydazepam) and
beginning from next day take %2 tab. of Hydazepam
(1 tab. = 0.05 g) plus Antistress by 1 capsule twice a
day. Last time she visited me on Thursday. After the
hypnosis session on Thursday nothing troubled her,
the same was on Friday and Saturday, but on Sunday
evening the sexual desire appeared and rapidly
disappeared after distraction of attention. On that day
the above desire (without her desire!) appeared in
the morning. Then those were transitory desires,
which rapidly disappeared after distraction of
attention. During all 5 days after the 5™ session of
hypnosis she did not feel any burning in her
suprapubic region and on the inner surface of her
thighs. Then a pressure on her pubis did not cause

any sexual desire/arousal.
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May 4, 2015. The sixth session of
hypnosuggestive therapy was given. The
suggestions were targeted at fixation of

disappearance of sexual drive and burning in the
suprapubic region that “went away, dissipated, were
forgotten”. An emphasis was made on the fact that it
had happened before. No suggestion towards
reduction of sensitivity in the region of her pubis, its
nerve receptors and development of anaesthesia in it
was made.

May 8, 2015. In the morning of May 5, 2015 her
sexual desire appeared, but rapidly (about 10 minutes
later) disappeared. It was concentrated in her
suprapubic region. She characterized it as a “pleasant
obsession, but undesirable for me.” No burning was
present. She pressed on per pubis, but it did not cause
any sexual desire. At that time she did not respond
sexually to her common-law husband, shower and
genital hygiene and did not use an aerosol with
Lidocaine. Earlier (before she consulted me) her
drive was constant and undesirable. “I feel well, I’'ve
become an absolutely another person”. She said that
already the first session of hypnosis exerted a very
strong positive effect on her. At that time she took
Hydazepam by 0.025 g twice a day and Antistress by
1 capsule 2 times a day.

May 8, 2015. The
hypnosuggestive therapy was given. The same

seventh session of
suggestions as during the previous session were
made.

May 15, 2015. During one week after the given
session no sexual drive appeared. It appeared on that
day in the morning, but it was minimum and
transitory (during 5 minutes). Immediately after its
appearance she took Hydazepam. No burning was
present. Any pressure on her pubis and intimate
washing did not cause the desire. Her common-law
husband did not trigger any sexual emotions either.

May 15, 2015. The eighth
hypnosuggestive therapy was given. The same

session of

suggestions as during the previous session were
made.

May 22, 2015. A day after the session she
developed some slight desire, which lasted 15
minutes. It disappeared at once as soon as she
sprayed an aerosol with Lidocaine on her pubis.
Three days later the desire appeared again. It was

controlled with Hydazepam and Antistress. In the
morning the desire appeared again, but smoothed
down by itself after 10 minutes. Its intensity by the
10-point scale was 0.5-0.6 points. Within that whole
period no burning occurred.
May 22, 2015. The
hypnosuggestive therapy was given. The same

ninth session of
suggestions as during the previous session were
made.

May 29, 2015. She noted that a day after the
session and 3 days after it as well as that morning she
had the sexual drive, which lasted 15 minutes and
went away after her pubis was sprayed with
Lidocaine aerosol. The severity of the sexual drive
was the same as she mentioned during her previous
visit. The sexual desire appeared over her pubis. That
was not any general desire, but the one, which
appeared just in that region, “I believe that it is
directly inside my pubis”. The patient informed that
she was reeling very much and suffered from
excessive sleepiness. She sprayed her pubis with
Lidocaine aerosol. I cancelled taking of Antistress
capsules.

May 29, 2015. The tenth
hypnosuggestive therapy was given. As for special

session of

suggestions, the following ones were made: “The
structures and cellules of your brain, which are
responsible for severity of the sexual drive, calm
down... They calm down, get inhibited and fall
asleep... Therefore the sexual drive and sexual
arousal go away, dissipate; leave your organism and
remain in the past... Unpleasant sensations in your
suprapubic region and in the region of the inner
surface of your thighs have become things of the
past... This burning has left your organism, gone
away, dissipated and remained in the past...”

The patient called me 2 days later and said that
she felt very well (she did not have any drive, any
burning, any sleepiness, any reeling). She was
recommended to spray her pubis with Lidocaine
aerosol 2 times a day (in the morning and in the
evening) during 10 consecutive days.

In conclusion it should be noted that in view of
the acute onset of the analysed disorder we may
suppose (1) its cerebrovascular genesis, which
impacted on functions of the brain. As a weighty
contributing factor we should name long-term
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distress caused by a manifested psychological
trauma (the death of the person who was extremely
significant for her).

Positive shifts in the dynamics of the above
disorder began appearing in the process of her
treatment at a cardiology inpatient department, when
she was administered an anxiolytic and an
Nevertheless

normalization of her state (this refers to the

antiepileptic agent. the complete
characterized pathology) was achieved only after the
treatment provided by us (hypnosuggestive therapy,
a mild neuroleptic agent, a tranquillizer, anaesthesia
of the pubic region).

The presented clinical case is not very bright,
but this fact can be explained to a great extent by
the patient’s age that excluded appearance of a
number of phenomena typical for the above
pathology. The interview performed on April 10,
2020, i.e. 5 years after the end of the treatment,
demonstrated persistence and duration of the
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TTHEPCEKCYAJIBHICTbD: KJITHIYHE CITIOCTEPEKEHHSI

I'. C. Kouapsin

Xapxiecvka meduuna akademis nicCIAOUNIOMHOT oceimu

eyn. Amocosa, 58, m. Xapwkie, 61176, Vkpaina

HaBomutscst icTopis XBopoOH, e TilnepceKcyanbHiCTh MOXKHa OyJI0 KOHIENTYyalli3yBaTH sSK IPOSIB po3naxy B (opMi MOCTiiHOTO
reHitalibHOTO 30ymKeHHS (persistent genital arousal disorder) / cuHIpOMy pO3IpaTOBaHMX CTAaTeBHX OpraHiB (restless genital
syndrome) [PGAD / ReGS]. Xsopa ILI., 75 pokiB, sika 3BepHyJacs 10 HAc 3a JiKyBajibHOWO gonomoroo 16.04.2015 p., npen’siBiina
CKapry Ha BiTYYTTs «CTaTEeBOrO MOTATY B 00JacTi JJ00Ka», ediHHs B HOrax (110 BHYTPILIHII MOBEPXHI CTErOH), B JIOOKY 1 Ha )KUBOTI
BHIIe T00Ka Ha HEBENHKiH mromti. «MeHi oTpidHa GJIM3BKICTB, aje TOI0BOIO PO3YMIilo, IO MeHi e He Tpebay. [Ieuinns i cekcyanbHe
OaxxaHHs OyBaroTh He 3aBxaH. [1osiBa 6akaHH: 30iraeThCs 3 BAHUKHEHHAM NediHHA. CIIOYaTKy 3’ ABISE€ThCA MIEUiHHS, 8 HOTIM OakaHHSA,
a60o HaBrnaky. [TediHHS 1 OaXkaHHS MOXYTb IIOYATHCS 3 PaHKY 1 TYpOYIOTh HPOTArOM BChOTO JHS, ajie KOJIM YMMOChH 3aifHsATa, TO
MepeMHKaEThCs 1 3a0yBae mpo 1e. [losiBi po3naay mepenyBana cMEpTh CTapUIOro OpaTa, KU CBOTO 4acy MPAaKTUYHO 3aMiHUB T
Oarpka. Bin 3aBxau momomaras iif i MOpalibHO, 1 MaTepianbHO. st Hel BiH OyB Jyke 3HAUYIIOK OCOOMCTICTIO, BOHA HOTO JIykKe
mobuna. ToMy HOro cMepTh, sika Tpanuiacs Ha mo4aTky rpyass 2013 poky, BoHa dysKe BaKKO NepexuBana. Posiaj, 3 pUBOY SKOTO
HawieHTKa 3BepHyJacs 10 MeHe, BUHHUK 14 motoro 2014 p. BHoui npokuHynacs, ii CHIBHO TPSICIIO, Biquyiia CHIbHUI CEKCyalbHUIt
HOTAT 1 CHJIbHE II€YiHHS BHU3Y XXKMBOTA HaJ JIOOKOM Ta Ha BHYTPIIIHIH cTOpoHi cTeroH. He Morya catu. 30y DKeHHS, [0 BUHUKIIO
BHOYI, HE Bi{IycKao 11 10 paHKy i 30epiranocs Ha HACTYITHHH JeHb, ajle MOTIM rovano ciaadmary. JlikyBanacs y pi3HuX JikapiB. Xoda
OyJI0 NOCATHYTO JesiKe OCIaOJeHHS CUMITOMATHKH, aje Mo30yTucs BiJ posnady, SKMHl pO3BHHYBCS y Hei, BOHa He 3Moria. B
pe3ysbTaTi MPOBEACHOI0 aHali3y MH MPUIYCTUIIN HOro LepeOpoBacKyIIPHUN T'eHe3, 110 BigOmiocs Ha QyHKI[IOHYBaHHI FOJIOBHOTO
MO3Ky. B sikocTi Baromoro crpusto4oro (akropa po3risaaig TpUBaInil AUCTpeC, 00yMOBICHUH BUPAKEHOIO IICUXOTPABMOIO (CMEPTh
HaJ[3BUYAHO 3HAYYIIOI0 IS MalieHTKH JToauHu). [IpoBeneHe HaMu JiKyBaHHS (TiTHOCYreCTHBHA Teparlisi, COHANAKC, Tia3enam,
3pomenHs 106ka 10% aeposorneM sigokaiHy), TOTOBHIM KOMIIOHEHTOM sIKoi OyB TimHO3 (mpoBeaeHo 10 Horo ceaHCiB), MpHU3BENIO 10
MOBHOT'O 3HUKHEHHS cuMnToMaTtik. OMUTYBaHHS, IPOBEACHE Yepe3 S POKIB ITiCist 3aKiHUCHHS JIIKYBaHHsI, CBITYUTh PO CTIHKICTS i
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TPUBANICTh OTPUMAHUX Pe3yNbTaTiB. HaBeneHuit KIiHIYHUN BHIIAJ0K HE € TyXKe SICKpaBUM, TIPOTE IIe B 3HAYHIN Mipi MOKHA MOSCHUTH
BIKOM TaI[i€EHTKH, 1110 BUKJIOYAJI0 MOXIIUBICTh HOsIBU HU3KU (heHOMeHiB, xapakTtepHux it PGAD / ReGS.
KJIFOYOBI CJIOBA: rinepcekcyabHiCTh, KJIIHIYHE CIIOCTEPEKEHHSI, )KiHKa, TITHO3, 610JI0TIYHA Teparis.

IT'NNEPCEKCYAJIBHOCTbD: KIMHUYECKOE HABJIIOJEHHUE
I'. C. Kouapsin
Xapvkosckas MeOUYUHCKAs akaoemus NOCIeOUnIOMHO20 00pa306aHUs
ya. Amocosa, 58, Xapvros, 61176, Yxkpauna
[IpuBomutcs uctopust OONE3HH, TAE TUIEPCEKCYaATbHOCTh MOXHO OBIIO KOHIIENITYaJIM3UPOBATh KaK MPOSBICHHE persistent genital
arousal disorder) / restless genital syndrome) [PGAD / ReGS]. Bonpnas I11., 75 net, koTopast o0paTriach K HaM 3a Je4eOHON TOMOLIBIO
16.04.2015 r., mpenbsBmiIa Kano0bl Ha OIIYNICHUE «IIOJIOBOTO BJICUCHUS B O0JACTH JOOKa», MOKCHHWE B Horax (IO BHYTpEHHEH
MMOBEPXHOCTH Oeziep), B T0OKe M Ha )KUBOTE BHILIE 00K Ha HEOONMbLIOH rutomany. «MHe HyKHa O1M30CTh, HO TOJIOBOW MOHUMAIO, YTO
MHe 3T0 He Hajo». JKoKeHHe 1 ceKCyallbHOe XelaHue ObIBatoT He Beerna. IosBrnenne xenaHus COBIAAAeT C BOSHUKHOBEHHEM >KXKEHMSI.
Bhauaie nosiBisieTcs ¥OKeHHUE, a TOTOM XKeJlaHHe, WK Hao00poT. JKokeHue U jkellaHue MOTYT Ha4aThCsl ¢ yTpa U OSCIIOKOST B TEUCHHE
BCETO JHs, HO KOTJ[a 9YeM-TO 3aHsiTa, TO MepekirodaeTcs U 3a0bBaeT 00 3ToM. [losiBIIeHNIO paccTpolCTBa MPEAIIeCTBOBAIA CMEPTh
crapiero opara, KOTOPBIH B CBOE BpeMs MPAKTUUECKH 3aMeHMI eif otia. OH BCeraa moMoral el 1 MOpajbHO, H MaTepHaibHO. [
Hee OH ObLI BeCbMa 3HAYMMOMW JIMYHOCTBIO, OHA €ro O4eHb Jroouna. [To3ToMy ero cMepTh, KOTOpas CIy4diach B Hauyajie JeKaOps
2013 r., oHa OUYCHB TSDKENO NepexxuBaa. PaccTpoiicTBo, 0 MOBOLY KOTOPOTO MalMeHTKa 00paTHiack Ko MHE, BO3HUKIIO 14 deBpainst
2014 r. Houslo pocHyach, €e CHIBHO TPSICIIO, MOYyBCTBOBAJIA CHIIBHOE MOJIOBOE BIIEUEHHE M CHIIBHOE MOKCHHE BHHU3Y JKMBOTA HaJ
100KOM 1 Ha BHyTpeHHei cropone 6exep. He Morna cnats. Bo3nukiee Houbto BO30y K I€HHE HE OTITYCKAJIO €€ IO yTpa U COXPaHAIOCh
Ha CIIe YOI JeHb, HO IOTOM Haydaso ociabeBaTh. Jleunachk y pa3nuuHbIX Bpadeil. XoTs ObUTO JOCTUTHYTO HEKOTOPOE OcliabieHne
CUMITOMATHKHU, HO W30aBUTHCS OT Pa3BUBIIETOCS y HEE PacCTPOMCTBAa OHA HE CMoIa. B pe3ynbrare IPOBENEHHOIO aHaIHM3a MbI
MIPEANONIOKIIN eT0 IIepeOpOBACKYIIAPHBIN I'eHe3, OTpa3sUBIIMICS Ha (YHKIMOHHPOBAHHH TOJOBHOIO Mo3ra. B xauecTBe Becomoro
CcrocoOCTByrOmEro (hakTopa paccMaTpUBANM UTUTEIBHBIA AUCTpecC, OOYCIOBICHHBIH BBIPAKCHHOW IICHXOTpaBMO# (CMepTh
Ype3BbIYAKHO 3HAYMMOTO ISl TMalMeHTKH denoBeka). IIpoBeneHHOe HaMu JeueHHe (TMITHOCYTTECTHBHAs TepalMs, COHAIaKC,
rujgasenam, opoiieHue yooka 10% a3po3osieM JIMJOKaWHA), TJIABHBIM KOMIIOHCHTOM KOTOpOM Obul rumHOo3 (mpoBeneHo 10 ero
CEaHCOB), IPUBENIO K ITOJHOMY HCYE3HOBEHHUIO cHMITOMAaTuKH. OHpoc, IPOBEICHHBIH CITyCTS 5 JIET IOciIe OKOHYAaHUs JICUCHHS,
CBHJETEIBCTBOBAT O CTOWKOCTH M JUINTEIFHOCTH MOIyYEHHBIX Pe3yIbTaToB. [IpuBeIeHHBIN KIIMHNYECKU CITydail He SBISIETCS OYEHb
SPKHUM, OJHAKO 3TO B 3HAUUTENILHOH CTENIEHH MOXHO OOBSICHUTH BO3PACTOM MAIMEHTKH, YTO UCKIIIOYAIO0 BO3MOXKHOCTh MOSBICHUS
psina ¢peHomeHoB, xapaktepHslx 1t PGAD / ReGS.
KJIFOUYEBBIE CJIOBA: runepcekcyaibHOCTh, KITHHHYECKOE HAOIIOICHNE, KEHIINHA, TUITHO3, OMOJIOTHYECKas TEePaITHs.
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