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Abstract

BACKGROUND: Rectosigmoidectomy usually leads to evacuation disorders and, depending 
on surgical aggressiveness, urinary and genito-sexual problems as well.

OBJECTIVE: Comments on the sexual adversities resulting from rectosigmoidectomy, with 
emphasis on their etiopathogenesis and behavioral consequences.

COMMENTARY: This article discusses the rectosigmoidectomy in its historical, present and 
future aspects. The impacts of the surgical and radiotherapy trauma on the genito-sexual structure 
were described, emphasizing their effects under anatomical, pathophysiological and behavioral 
point of view.

CONCLUSION: The rectosigmoidectomy has been progressively less aggressive to sexual 
functions with better outcome, due to advances on the surgical techniques, which lead to lower 
response to trauma.
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Introduction
 Rectosigmoidectomy is indicated for 

diseases of the rectum and sigmoid, which 
were not prevented or cannot be clinically 
treated. 

This procedure is mainly indicated for 
rectal and sigmoidal cancers, usually associa-
ted with chemo- and radiotherapy. 

Other indications are Hirshsprung’s disea-
se in children, megacolon, sigmoid volvus 
and complicated sigmoidal diverticulitis. 

Since the early post-operative, the pati-
ents complaint of stool evacuation disorders, 
mainly due to reduced water absorption and 
alimentary intolerance. 

After more aggressive surgeries, urinary 
and genito-sexual complications are frequent, 
as a result of the vascular and nervous section 
that affects the rectum, bladder, seminal vesi-
cles and vas deferens (Fig.1), respectively the 
uterus and appendages, bladder and perineal 
floor (Fig.2).

 It is worth mentioning that most of 
diseases that must be treated with rectosig-
moidectomy are also responsible for genito-
urinary complications. Thus, before perfor-
ming a surgical procedure, a care search for 
the patients’ clinical manifestations must be 
strongly considered. 

The sexual behavior of the patient prior 
to the disease should be taken into account, 
in order not to be attributed to the disease or 
treatment, in a wrong way, the sexual effects 
diagnosed after the treatment.

 The purpose of this article was to 
comment on the sexual adversities resulting 
from rectosigmoidectomy, with emphasis on its 
etiopathogenesis and behavioral consequences.

Aspects of sexual dysfunctions related 
to rectosigmoidectomy
 When analyzing surgical treatment, 

it should be noted that all operations can be 
performed in multiple ways. Therefore, it is 
not correct to attribute the post-operative ad-
verse effects only to the surgical procedure 
itself. 

The access route, surgical technique, ope-
rative strategies and the surgeon’s experience 
play pivotal role in the results of all operative 
therapeutics. Complementary actions are also 
responsible for adversities, sometimes attri-
buted to the surgical procedures. 

Emotional disorders related or not to the 
disease or to the treatment must be taken into 
account as well.

1 – Rectosigmoidectomy
 Rectosigmoidectomy must be consi-

dered in its historical, present and future as-
pects.

1.1 – The Past
 Until about half a century ago, in an 

attempt to obtain better therapeutic results, 
the operations were excessively aggressive 
with a high morbidity and mortality, many 
times greater than that of the disease itself. 

In that past, radio- and chemotherapy had 
not yet been specific and rationalized, there-
fore their results were uncertain. 

The only possibility of a cancer cure was 
its complete removal with a large free margin 
before metastases occurred. 

Even when curative, the operation was 
mutilating, sometimes followed by severe 
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Radiation dermatitis and genital fibrosis 
in males and females were followed vaginal 
and urethral stenoses, soft tissue infection, 
loosing of vaginal humidification and intense 
local pain.

 The inevitable consequence of these 
operations varied from dyspareunia and erec-
tion disorders until complete absence of se-
xual activity and infertility. 

In addition, neurogenic bladder required 
catheterizations to drain the urine. 

The sexual repulsion by the partner due 
to definitive colostomy, abdominal and pel-
vic scars was another sexual limitation factor 
and also a libido inhibitory aspect for male 
and female.

functional and aesthetic limitations. Adjuvant 
or neoadjuvant may increase survival, but at 
the expense of great suffering due to their 
side effects.

Within this reality, the treatment of the 
rectosigmoid cancer, with curative intent, 
included the complete removal of the rec-
tum and most of the sigmoid with definitive 
terminal colostomy, associated with en bloc 
removal of all connective, blood, lymphatic 
and neural tissue, and even the parietal peri-
toneum. 

In the postoperative period, the patients 
were submitted to chemo and radiotherapy, 
which damaged the remaining organs and tis-
sues. 

The results of this therapeutics were se-
vere suffering of patients due to recurrent 
urinary infections, chronic cystitis, hematu-
ria, colitis with hematochezia and persistent 
abdominal pain. 

Fig. 1 Nerve formations that can be sectioned during rectal dissection
(Adapted from Latarjet and Bonnet 1931,*1)
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However, the vessels and nerves to the 
urinary and genital systems can be totally 
preserved.

 The perfect knowledge of anatomy 
is required in all pelvic surgeries to preserve 
important structures without losing the onco-
logical and other surgical principles. 

In general, the anastomosis of the sigmoid 
or left colon with the anorectal region is fea-
sible by using a circular stapler, preserving 
the anal sphincter mechanism. 

In this way, patients can be cured of their 
cancer by maintaining normal urinary, defe-
catory and sexual functions. 

From the immediate postoperative period, 
patients may return to their personal, pro-
fessional, social and family activities witho-
ut the limitations imposed by unnecessarily 

Fig. 2Pelvic innervation in female (Adapted after Hofferl 1957,*1)

1.2 – The Present
 The scientific advance of Medicine 

during the last 30 years has completely chan-
ged the reality of rectosigmoidectomy. 

The propaedeutic methods and current 
epidemiological control have identified the 
rectosigmoid cancer in early stage. 

When in situ, the complete removal of the 
tumor is possible through endoscopic muco-
sal resection, which allows its cure. 

Serial post-operative colonoscopies at de-
fined periods according to each patient pre-
vent new cancers by removal of precancerous 
polyps (Fig.3.a,b,c,d). 

In more advanced cancer, en bloc recto-
sigmoidectomy with pelvic floor connective 
tissue, including lymphatic tissue mesorec-
tum and the lateral ligaments is indicated. 
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aggressive operations.

 However, the high risk of low ana-
stomosis fistulas, with consequent stenosis 
and pelvic abscesses, should be highlighted. 

To reduce the incidence of these compli-
cations, colostomies are indicated in the he-
patic angle of the colon, which prevented the 
transit of gas and feces through the operated 
region. 

In the past 30 years, these colostomies 
have been replaced by decompression ileosto-
mies, with results similar to those of colosto-
mies, but their size is smaller, and they are 
aesthetically better accepted. 

The stoma must remain for at least three 
months, until complete anastomotic healing 
or, when fistula occur, until its definitive cure.

 The ileostomy or colostomy sho-
uld be closed carefully, to avoid fistula and 
incisional hernia, which would require new 
surgical treatments and worsening of the ab-
dominal aesthetic aspect. This closure is ac-
ceptable only after the security of a perfect 
stool transit. 

The protective ileostomies and colosto-
mies interfere with the aesthetic aspect of the 
abdomen and are disgusting to sexual part-
ners. 

In addition, there is the emotional aspect 
of who has undergone an aggressive operati-
on and may still need additional treatments. 

Thus, negative consequences on the libido 
of patients and their sexual partners is expec-
ted, even if there is no neurovascular injury.

Fig. 3.a,b,c,d 
Adenomatous rectosigmoid polyps(1*)

Fig. 3.b

Fig. 3.a

Fig. 3.d

Fig. 3.c
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The surgeon has access to the pelvic struc-
tures with a very improved view in three di-
mensions. In this way, the surgeries became 
safer, with lower risk of injury to vessels and 
nerves.

 Rectosigmoidectomies using robotic 
devices have been rapidly accepted in many 
surgical centers around the world. The main 
difficulty is the high cost of the equipment, 
which restricts its use to medical centers with 
greater financial capacity. 

However, as with laparoscopic equipment, 
certainly, in a short time, costs will be redu-
ced due to the increased medical demand.

 Very soon, the treatment of choice 
for rectal and sigmoid diseases will be by la-
paroscopy, using robotic equipment. 

This much less aggressive procedure with 
less inflammatory response to trauma will 
certainly permit a faster hospital discharge, 
even on the same day of the operation. 

The incidence of complications resulting 
from this procedure, including urinary and 
sexual dysfunctions, has already been redu-
ced to a minimum. 

The absence of colostomy or ileostomy 
will improve the aesthetic results, keeping the 
body attractive as it was before the operation. 

A normal sexual activity will be possible 
since the immediate postoperative period.

 On the other hand, in the presence of 
larger tumors and higher-risk anastomoses, 
the protective ileostomy or colostomy will 
continue to be a reality that will interfere with 
the emotional and aesthetic aspects, interfe-
ring with libido. 

Laparoscopic rectosigmoidectomy 
 Over the past quarter of century, 

open pelvic surgeries have been progressi-
vely replaced by laparoscopic procedures. 

Currently, laparoscopy became the stan-
dard access route for rectosigmoidectomy. 

This procedure allows for a better three-
dimensional and amplified view of the pelvic 
structures. 

In this way, the vessels and nerves for the 
urinary and genital systems can be preser-
ved more easily. In addition, the laparosco-
pic treatment is less aggressive than the open 
procedure. 

Therefore, the postoperative progression 
is better, with less pain and faster recovery of 
the patient, who is discharged from the hos-
pital in less time. 

The patients may return to their normal 
sexual activities without restrictions or limits, 
in a shorter time.

1.3 – The Future
 Laparoscopic procedures have 

advanced very quickly with the introduction 
of thinner and more malleable devices, per-
mitting less aggressive and more accurate 
surgeries. 

The introduction of robotic arms, control-
led by electronic means, was responsible for 
a more precise surgical treatment, without 
losing the technical principles and following 
the correct oncological purposes. 

The tools can be introduced through a sin-
gle port in the umbilical region, improving 
the aesthetic aspect, with only a scarcely vi-
sible scar. 
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2 – Radiotherapy
Neoadjuvant radiotherapy in rectal and 

sigmoid cancers has been shown to be effec-
tive in reducing the tumor in advance of a less 
aggressive surgery, without losing the onco-
logical principles. 

Complementary treatment does not cure 
cancer, but it controls its progress and incre-
ases survival. 

Both chemotherapy and radiotherapy 
have been making extraordinary advances 
with progressively better results. 

 Nevertheless, radiotherapy is accom-
panied by more adverse side effects in the 
pelvic structures than surgery. 

In addition to acting on cancer cells, 
the radiotherapy causes severe regional in-
flammatory response and destroys the mu-
cosa integrity of all organs, including the 
rectum, vagina, uterus, bladder, sigmoid and 
part of descending colon. 

This treatment also damages vascular en-
dothelium and neuronal fibers. Consequently, 
the patients complaint of chronic pain, recur-
rent cystitis, dysuria, hematuria, urinary in-
continence or retention, in addition to reduc-
tion of bladder expansion. 

The effects of radiotherapy on rectum and 
colon lead to cramping, diarrhea, fecal in-
continence and hematochezia. Most of these 
manifestations are related to food intolerance 
and to the duodenocolic reflex, which indu-
ces the colon mass movement.

 Venous thrombosis and arterial ste-
nosis are relatively common in pelvic sur-
geries due to manipulation and blood stasis 
after a prolonged surgery. 

In addition, the inflammatory effect of the 
radiotherapy reduces the blood flow, which 
becomes more severe after the regional fibro-
sis. 

In men, the blood reduction is linked to 
erectile dysfunction. 

In women there is an accentuate decrease 
of vaginal humidification and loss of clitoral 
and vulvar engorgement. Furthermore, vagi-
nal inflammation and fibrosis is associated 
with its stenosis and occlusion that causes 
dyspareunia and incapacity to sexual interco-
urse.

 The direct action of radiotherapy on 
pelvic nerves causes neuritis, ischemia and 
destruction of both afferent and efferent fi-
bers. 

As a result, the patients complain of pel-
vic pain, neurogenic bladder and passing sto-
ol disorders. 

Sexual dysfunctions are very common as 
well, comprising insensitivity, erection inabi-
lity and loss of libido.

Final considerations

 Rectosigmoidectomy remains the 
most appropriate treatment for sigmoid and 
rectum cancers. 

The adverse effects of this treatment on li-
bido and sexual functions were dramatically 
reduced with the advances on surgical tech-
nique and by using more adequate devices, 
including laparoscopy. 

It should be emphasized that good thera-
peutic results according to oncological prin-
ciples depend on the quality of the surgeon, 
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who must be perfect in his or her knowledge 
of pelvis anatomy and physiology as well as 
in minimally invasive surgical methods. 

The surgery must be performed with care 
for the patient and never be aggressive or lo-
sing the patience. 

A high quality surgical procedure is 
followed by good results with less response 
to trauma and complications.

 Adversities due to surgical mal prac-
tice and radiotherapy are always followed by 
patient’s sorrows and reduction in the quality 
of life, despite obtaining greater survival. 

Both surgery and radiotherapy may cause 
sexual disorders including loss of libido due 
to vascular and nervous damages and also for 
aesthetic reasons, such as pathological scars, 
hernias and stomas. 

 Sexual dysfunctions may be also re-
lated to other factors not related to a specific 
disease or treatment. 

About 20% of men and more than 40% of 
women have sexual and libido dysfunctions 
not associated with any physical problem at 
any age even in youth. 

All these people will probably maintain 
their psychological or social disorders after 
having a disease and being adequately trea-
ted. 
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