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Summary
The surgical treatment of the rectal pathology can cause genitourinary morpho-functional 

changes, which are the cause of temporary or permanent sexual dysfunctions. In relation 
to the complexity of the rectal pathology, the type of surgical approach and the radioche-
motherapy, respectively the simple or complex vascular-nervous injuries determined intra-
operatively, we considered it would be useful to present the types of sexual dysfunctions 
determined. 

Furthermore, despite the lesions caused intraoperatively to the pelvic anatomical struc-
tures in women and men, apparently inexplicable, certain individuals who were subject to 
surgeries maintain their sexual functions having a normal erectile tone or a semi-erection, a 
peculiarity that allows them to have a penile-vaginal intercourse in the presence of a vaginal 
cuff dehiscence. Over time, the erectile dysfunction determined in some individuals has pro-
gressively improved. The question thus arises: if the neurovascular branches are sectioned, 
why does erection, semi-erection, ejaculation and orgasm occur? 
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The material is divided into two parts that 
will be presented successively in volume 2 
number 3 and 4.

3. Sexual dysfunction of 
lubrication of copulatory 
organs 
Normally, the penile and vulvar-vaginal 

erectile tissues are controlled by parasym-
pathetic impulses that dilate the vessels of the 
erectile tissue. The blood accumulates in the 
tissue that becomes very sensitive, by increa-
sing the sensitivity of the sensitive receptors 
of the hypertrophied area.

The secretion of the attached vulvar-va-
ginal glands produced by the involuntary 
contractions of the perineal and vaginal mus-
cles removes the transudate from the surface 
of the mucosa of the congestive vaginal and 
vulvar walls, produced by parasympathetic 
vegetative pathway. The falling, clear, trans-
parent liquid that is normally released in 15-
30 seconds from the onset of excitation, on 
the path of the pudendal nerves and the sacral 
plexus favours the penetration of the penis 
with ease and also the copulation.

The excitation helps men reaching the 
erectile tone of the phallus and the lubrication 
of the gland by the release of 1-3 translucent, 
falling drops, through the urethral orifice 
which, by moistening the gland, prepares the 
penis for penetration and copulation.

In this case, the sectioning of the neuro-
vascular elements of the pelvic organs has 
reduced the amount of secreted mucus, and 
thus, sometimes the sexual intercourse beca-
me painful, not only during the vaginal intro-
mission but also during the copulation. 

4. Sexual Copulation 
Dysfunction (SCD)
In the case of the studied group, the SCD 

was determined by the presence of the semi-
erection in 12 men and of the anerection in 
4 men. Copulation dysfunction was conside-
red to be the result of pararectal neurovascu-
lar lesions caused during surgery, during the 
dissection and exeresis of rectal pathology, 
which changed the local morpho-physiology. 
The presence of colostomy / ileostomy com-
ponents was added after surgery. 

In 5 men aged over 70, with semi-erec-
tion, sometimes the copulation was interrup-
ted because of the gradual loss of the erectile 
tone (abandoning erection) and thus the sexu-
al intercourse could not be ended.

This situation can be explained by the 
psychological, cerebral factors that reduce 
the excitability of the person.

The reduced information of the sensitive 
glans and the vulvar-vaginal receptors l reach 
the central structures of the brain, where the 
hypothalamus no longer activates the erecti-
on of the penis, so the copulation is gradually 
reduced or disappears.

In the case of men with semi-erection, the 
copulation was performed over 6-12 minutes, 
depending on the intensity of the man’s exci-
tation.

5. Sexual ejaculation 
dysfunction

The ejaculation is the culmination of the 
sexual intercourse in men and women, which 
normally occurs 2-20 minutes after the be-
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ginning of the intercourse. In this case, ejacu-
lation occurred 6-12 minutes after and lasted 
35 seconds on average. 

 Normally, during ejaculation, the excita-
tion of the sensitive receptors in the glans and 
vagina is very intense. As a reflex, through 
the medullary centres, the sympathetic im-
pulses that start from the spinal cord T12-
L2, through the sympathetic, hypogastric 
and pelvic nerves plexuses, reach the genital 
masses that fill and release the accumulated 
liquid causing the ejaculation (Guyton & 
Hall). The sensory impulses cause the con-
traction of the internal genital masses, the 
epididymis, ductus deferens, seminal vesi-
cles, prostate, bulb-urethral glands and of the 
ischio- and bulb-cavernous muscles, pelvic 
muscles, diaphragm and torso. In the case of 
post-surgery lesions, the effort of ejaculation 
is obviously more complex and involves se-
veral muscle groups - respiratory, abdominal, 
perineal muscles.

I emphasize that, normally, the anejacula-
tion is blocking the orgasm, the climax of the 

sexual intercourse. Ejaculation and orgasm 
may be accompanied by muscle spasms from 
various areas of the body.

In the analysis conducted there were indi-
viduals with SED caused by:

- the anejaculation through lesions of the 
sympathetic lumbar nerve, respectively the 
sectioning of the afferent lumbar nerve thre-
ads with the involvement of the genitals;

- the sectioning of the afferent sympathe-
tic fibres coming from T12-L2;

- the denervation of the prostate and semi-
nal vesicles.

There was also a case of hypospermia 
with pathology of the remaining seminal flu-
id, caused by testicular morphological chan-
ges. The volume of the seminal fluid released 
was below 2 ml.

In general, the release of less than 3 ml 
of seminal fluid occurred in men aged around 
70, in patients with diabetes, prostate patho-
logy or subject to radiochemotherapy, when 

Fig.1 Table with the Sexual Dysfunctions analysed on our study
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the volume of the seminal fluid may decrease 
significantly. 

As I have mentioned, the ejaculation is 
normally determined reflexively by the exci-
tation of the sensitive receptors on the glans, 
vulva, and vagina, involved in the intercour-
se. In the case of the studied group, the sexu-
al dysfunction affected both stages: the filling 
up and the expulsion.

a) The filling up stage: 
In the present situation, the testicu-

lar morpho-physiological changes, caused 
during surgery cause the decrease of the re-
lease, and the testicular tone is lower during 
copulation, for which the testicle ascends sli-
ghtly to the outer orifice of the inguinal canal 
or no longer ascends. The albuginea no lon-
ger compressed the testicle and did not push 
the mature spermatozoa to the epididymis, 

ductus deferens and urethra. I emphasize that 
everything is controlled by the reflex centres 
of the ejaculation located in the medullary 
segment T12-L1-L2, and the ductus deferens, 
the seminal vesicles, prostate and smooth 
sphincter innervated by the sympathetic ner-
ves (in this case with nerve threads cut during 
surgery), have explained the filling defect 
and ejaculation. Normally, there is a small 
amount of seminal fluid that is released due to 
the existence of the remaining nerve threads 
and the axo-dentritic anastomoses that offer a 
little functionality through the axons-dendri-
tes connection in which the central impulse 
causes the erection and ejaculation.

The receptors whose stimulation cau-
ses contraction are of type Alpha 1, and the 
synapses penetrate deeply into the structure 
of the anatomical masses, being even less 

Fig.2 Classification of sexual dysfunctions-2nd part (Adapted after V. Nițescu)
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molecularly accessible.

b) The expulsion stage: The accumulated 
seminal fluid is released by repeated spasmodic 
contractions of the perineal muscles, 
especially the bulb and ischiocavernous 
muscles, at each relaxation of the striated 
sphincter. The expulsion of the seminal fluid 
depends of the sacral spinal cord (S2-S3-S4), 
through the internal pudendal nerve in which 
the parasympathetic fibres connect with the 
lower part of the hypogastric plexus and 
the nerve threads that innervate the striated 
sphincter, which it regulates. 

There were no cases of involuntary ejacu-
lation (loss of seminal fluid). 

In 3 cases it was appreciated that there 
was a very late and difficult ejaculation.

Ejaculation in the dorsal decubitus is 
easier.

The fellatio, by lack of decapsulation, re-
duces the person’s excitation and ejaculation.

Regarding the amount of seminal fluid re-
leased:

Some men released 2-2.5 ml of ejacu-
lated seminal fluid but, surprisingly 2 men 
aged over 70 ejaculated 3-4 ml, after a 1-1.5 
months abstinence, without a plausible expla-
nation.  

I point out that the decrease in the quality 
of the seminal fluid ejaculated in the vagina 
leads to the lack of PG-E1, E2, E3, F1, F2 
Alpha prostaglandins, of the semen plasma 
lipids, and thus there are no uterine contrac-
tions, respectively there is no suction and 
ascension of the seminal fluid in the uterine 

cavity and tubes, therefore, local vasculariza-
tion was not stimulated which, besides nutri-
tion, also determines pleasure by increasing 
the number of orgasms.

Regarding the retrograde ejaculation:

Normally, through the smooth (internal 
urethral) sphincter, the ascension of the semi-
nal fluid into the urinary bladder is prevented.  

In general, women do not like men who, 
during the fellatio release a very small amount 
of seminal fluid, and the penis with a semi-
erection is smaller in length and thickness, 
giving them a reduced state of excitation, 
including for manual heteromasturbation 
manoeuvres. In 3 men with retrograde ejacu-
lation the main cause was the prostatectomy 
performed before surgery.

Post-surgery “retrograde ejaculation” is 
explained by the involvement of Alpha 1 re-
ceptors, which inhibit the closure of the smo-
oth sphincter of the urethra. It does no longer 
contract, and ejaculation occurs retrograde 
into the bladder.

The ability to control ejaculation (the 
moment of the ejaculation)

The man can control ejaculation during 
the intercourse wishing to enhance the 
partner’s pleasure. The impossibility of con-
trolling ejaculation, in general, is explained 
by the existence of neuropsychological cau-
ses of the man or the couple.

Since the ejaculation and orgasm are con-
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enced erotic dreams, erection and nocturnal 
pollution, who underwent surgery through 
lower gastrointestinal endoscopy, without 
accidents and incidents during surgery and 
laparotomy surgery for rectal (rectosigmoid) 
non-cancerous pathology.

The pollution in this form appeared 9-16 
days after and was maintained with certain 
variations as such, depending on the biologi-
cal potential of the man, over the entire peri-
od of the supervision (3 years). 

- erotic dream, with low erectile tone, so-
metimes imperceptible because of the decre-
ase in vasocongestion of the penis or vulva 
and reduced pollution in the form of liquid 
spots on the underwear. The pollution appea-
red 18- 42 days after surgery.

- erotic dream of low intensity and short 
duration with anerection, anejaculation. 

I want to mention:

The accumulation of seminal fluid expla-
ins why the pollution is determined by the re-
flex mechanical excitation which relaxes the 
person.

The sectioning of some branches of the 
lower hypogastric plexus during surgery, 
which innervate the erectile structures of the 
penis and the vulva, may explain the decrea-
se of the erectile tone, as well as the lack of 
contraction for the elimination of the secreted 
fluid. I point out that with age, the amount of 
fluid released, in men and women, is reduced, 
as in the present case. In general, the volume 
of pollution in women is lower as compared 
to men.

The nocturnal orgasm in the woman is 
achieved in the absence of a discharge of the 
tension accumulated through the sexual inter-

trolled by the sympathetic nerves, in this 
case, because of their injury, the ejaculation 
was controlled with difficult or could no lon-
ger be controlled, just like in the case of men 
with semi-erection.

The lesion of the nerve branches is radical 
only exceptionally.

The release is under partial voluntary con-
trol, the reflex expulsion in the urethra requi-
ring a cerebral contribution. 

The emission of the seminal fluid is medi-
ated by the release of adrenaline and noradre-
naline or other local neurotransmitters such 
as oxytocin. 

The sensory receptors on the glans of the 
penis trigger afferent stimuli that pass throu-
gh the dorsal nerve of the penis into the spi-
nothalamic tract reaching the thalamus and 
sensory cortex .

There were no cases/people with rapid 
ejaculation. Normally, the rapid ejaculation is 
age dependent, a neuropsychological patho-
logy, it represents the decrease in serum tes-
tosterone, plasma magnesium, or Hypertiro-
xemia, or major neurological disorders, such 
as: multiple sclerosis or spina bifida.

Pollution and erotic dreams:

The nocturnal pollution is given by the 
nocturnal hormone pick and the load of the 
brain with specific hormones, a fact proven 
by the laboratory examinations.

In this case we encountered the following 
situations:

- 7 men aged between 52-59 who experi-
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Conclusions
- Rectal dissection and excision, by secti-

oning the neuro-vascular structures, determi-
ne morpho-functional changes of the pelvic, 
perirectal organs. In this context, the routes 
of elimination of the spermatic fluid and the 
produce of the secretory glands and drainage 
glands reduce the spermatic fluid quantitati-
vely and qualitatively, justifying the ejacula-
ted 2-2.5 ml, influencing both the human re-
production and the pleasure sensation of the 
sexual intercourse for the woman, to whom 
reduces the number of orgasms. Moreover, 
among other things, the prostatic fluid no 
longer has a coagulating action on the sper-
matic liquid, no longer modifies the vaginal 
pH alkalization, and the qualitatively defici-
ent sperm do not bring the specific genetic 
background of the one with normal structure, 
causing secondary pathology.

- In the case of spermatogenesis dysfunc-
tions (either quality and quantity of sperms), 
secondary to rectal pathology, some authors 
showed a recovery of 50-80% in 2-5 years. 
In our data, the recovery after 3 years was 
5-10%, in relation to the age and oligo-, ne-
cro- and azoospermia were within the inferti-
lity rates considered normal, significantly hi-
gher after the age of 65-75 years. The spread 
of malignant lesions to the bladder and pros-
tate, as well as the oncotherapy, increases the 

course. Also, at the level of the brain, psycho-
logical factors can cause or inhibit nocturnal 
ejaculation (nocturnal emissions in children 
at puberty and teenagers).

6. Orgasm dysfunction

Normally, in men, orgasm is related to the 
ejaculation of the seminal fluid, and in wo-
men it can be determined by copulation by 
the direct stimulation of the clitoris through 
reciprocal pubic, hetero-contact or self-mas-
turbation of the vaginal hypereroticism area 
(H area), stimulation by kissing, touching the 
breasts, fellatio, cunnilingus, vibrational pel-
vic, vulvar, vaginal stimulation.

The orgasm is all the more powerful as the 
erotic intensity towards the partner is higher.

The sensation of maximum satisfaction 
from the cerebral, psychic and sexual point 
of view determines the orgasm reflex by the 
rhythmic muscular contraction due to the 
spinal reflexes, the sensation of pleasure and 
relaxation during the period of resolution, re-
laxing the brain.

In this case, the intensity of orgasm was 
significantly lower or absent in men and wo-
men, with the exception of 16 individuals (11 
men and 5 women), who underwent surgery 
through lower gastrointestinal endoscopy.
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excitability (Coculescu). Neurotransmitters 
released at the synapse or inter-neuronal le-
vel, trigger the nervous impulse (Hakanson), 
a context in which the brain, through blood 
mediators, so by bloodstream, or neurotrans-
mitters through nerve influx, can intervene to 
improve ED symptoms, even if, for example, 
by section ascending and descending medul-
lary pathways explaining the complexity of 
ED determination, especially penile erection.

Sacral medullary reflex arc S2- S4:

The manual maneuvers performed on the 
external genitalia, through medullary reflex 
arc at the sacral S2-S4 level, cause an erec-
tion, in our case, the erection of the penis or 
vulva, due to the sectioning of the pararectal 
neuro-vascular elements.

The semi-erection created the possibility 
of a somewhat complete sexual intercourse 
regarding lubrication, penetration, copulati-
on, ejaculation and orgasm, with the particu-
larities presented in the paper.

In order to obtain the erection, the re-
maining, non-dissected neurovascular ele-
ments participated, with the brain, in order to 
prove the complexity of the processes invol-
ved in determining the sexual act.

In this context, we also explained why 
the administration of erection enhancement 
drugs, such as phosphodiesterase inhibitors 
5, not only failed to restore the desired erec-
tion, but also led to dizziness, heart attack or 
stroke, sometimes with very serious reper-
cussions.

pathology of the types of sexual dysfunctions 
regarding the erection, the fertile intercour-
se, the quantity and quality of the semen, the 
orgasm.

 - Early diagnosis of recto-sigmoid can-
cer is difficult due to the long asymptomatic 
evolution. We consider that only the scree-
ning, from a certain age, of both men and wo-
men, can reduce the recto-sigmoid neoplasm 
pathology and improve or reduce the sexual 
dysfunctions, which are all the more serio-
us as the more advanced the recto-sigmoid 
pathology is. An example would be Erectile 
Dysfunction (ED), which occurs frequently 
in advanced stages of recto-sigmoid cancer 
or associated with prostate cancer, according 
to the data presented in the text.

- The testicular germinal epithelium is 
destroyed by radiotherapy, although Ley-
dig cells are less sensitive, often continuing 
to produce small amounts of testosterone 
(Guyton).

 - Obtaining the erection needed for copu-
lation is based on 2 determinants: the brain 
and medullary reflex arc S2-S4.

The brain:

Neuromodulators, blood compounds that 
act on specific remote receptors, such as do-
pamine (the pituitary neurohormone, which 
transmits adenohypophysis information to the 
endocrine system, is secreted by the caudate 
nucleus and putamen of the black substan-
ce - substantia nigra), which is the inhibitor 
of prolactin and TSH. Sexual intercourse is 
a stimulus for dopamine release in the brain, 
which determines the pleasure of the act. Ne-
uromodulators are released perineurally and 
interstitially with paracrine and neurocrine 
effect on the adjacent cells that modify their 
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