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Abstract

Sexual activity is conditioned by the morphophysiology of the brain and the integrity of the 
genitals that become essential to the reproductive period in both women and men.

In the present case, the existence of a surgical pathology, due to the diversity of sexual dys-
functions, also determined sterility, directly affecting the perpetuation of the human species. The 
compression on the neurovascular elements in the right inguinal canal (Fig.1a,b,c), respectively 
on the pedicle and the right testicle, the blood vessels and the left testicle by the epiplocele became 
bulky and irreducible, determined the appearance and accentuation of sexual dysfunctions, these 
becoming complex.

The occurence of strong local pain in the scrotum generated reflex pain in the epigastrium and 
lumbar spine, which appeared during physical exertion by the patient. The pain symptoms were 
present daily, during the work process, imposing rest in a supine position. Peno-vaginal sexual 
intercourse and, less frequently, fellatio became rare, and sexual dysfunction became complex, 
namely libido, erection, copulation and orgasm, leading to infertility.

In this context, the sexual intercourse was more and more difficult, it did not lasted more than 
4-5 minutes, the patient had a reduced intensity orgasm and the volume of the eliminated sperm 
fluid was between 2.5-3 ml per sexual intercourse (3 ml, after several rest days), which determined 
the patient to see a sexologist.
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Introduction
Male patient V.G., 36 years old, from an 

urban environment, presented to our medical 
department, having as motivation the serious 
deterioration of his sexual behavior regar-
ding libido, the decrease of the penile erectile 
tone, the number of peno-vaginal and fellatio 
acts at 2-3 weeks, the duration of sexual in-
tercourse being a maximum of 3-5 minutes, 
and the elimination of sperm fluid has been 
reduced to 2-3 ml, in the last 4 months, the 
more abundant amount being after several 
days of physical rest.

All this has worsened in the last 2 months 
along with the intensity of pain in the scro-
tum, accompanied by concomitant pain in the 
epigastric region and in the lumbar spine.

Sudden pain occurred during physical 
exertion, which he did daily, according to his 
work duties. The pain required emergency 
rest, the inguinal hernia had become irredu-
cible.

At the sexual dysfunctions mentioned and 
included in the medical control performed as 
„complex”, in the last 2 months, the patient 
reported that the actual sexual intercourse 
became very rare, and in the presence of lo-
cal pain it was even avoided. During all this 
time, the peno-vaginal contact lasted about 2 
minutes after penetration,  the penis having a 
weak erectile tone.

It should be mentioned that he had an or-
gasm when performing the fellatio, even if 
this type of sexual contact was very rare.

The patient’s abnormal sexual activity re-
duced both the number of sexual acts and the 
intensity of his wife’s orgasms, from 2-3 se-
xual acts/week, to only one.

The reduction of the penile tone, the num-
ber of weekly sexual intercourse, the durati-
on of sexual intercourse, especially in the last 
months, as well as the determined state of 
sexual tension forced the patient to go to the 
doctor, who was chosen as sexologist.

C l i n i c a l  a n d  l a b o r a t o r y 
 e x a m i n a t i o n  o f  t h e  p a t i e n t

Personal pathological history

Right inguinal hernia appeared at the 
age of 16, after the accidental lifting of hea-
vy objects, and was reducible until the age 
of 35 when it became irreducible, respec-
tively severe pain appeared with the abo-
ve-mentioned manifestations, as well as the 
complexity of sexual dysfunction, directly 
affecting the patient’s fecundity and ferti-
lity.

 Two years ago he had a post-traumatic 
heel fracture.

Inspection

The scrotal bursae, testicles and the of the 
hernia sac were examined in standing and in 
supine positions.

- Voluminous hernia, produced in the right 
inguinal canal and scrotum

- Penis: length of 3.5-4 cm (Fig.2a). 

The glans detaches normally; the Tyson 
glands recesses are located on either side of 
the frenulum, the urethral meatus has its nor-
mal location and shape, without any patholo-
gical leaks

- The scrotal sac (Fig.2b): it is much en-
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larged and asymmetrical, with two halves of 
different consistency; the tegument is no lon-
ger wrinkled and widened at the base due to 
the weight of the testicles. The dimensions of 
the right hemiscrotum are: length=12 cm and 
width=10.5 cm. The scrotum is enlarged pre-
dominantly on the right side, corresponding 
to the affected inguinal canal.

Palpation

Right inguino-scrotal hernia, with volu-
minous epiploon, irreducible, painful to the 
touch.

The scrotal sac is hard, reluctant, tense, of 
markedly increased consistency, irreducible, 
with no coughing impulse and very painful.

No pathological structures were perceived 
on palpation of the corpora cavernosa.

There is an inequality regarding the size 
and consistency of the two scrotal bursae.

On the right side, the scrotal tegument has 
no mobility on the deep planes, but there are 
adhesions between the epididymis and the 
testicle.

Laboratory tests

Spermiogram
The patient had less than 4% normal 

sperms at all spermograms performed. The 
identified teratospermia was assessed as „se-
vere”. Sperm abnormalities were found, that 
had small heads (microcephaly), large heads 
(macrocephaly), or two heads (double head) 
and short, malformed tails. Other changes 
specified: some sperms had no oval head, 1.5 
times longer neck, short flagella. 

Fig.1a The origin and termination of the venous networks of the scrotum and testicle, after 
Repciuc (1)
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Fig. 1b Vessels and Nerves of the Penis and Spermatic Cord, after Clemente (2)

Fig. 1c Testis, Epididymis and Spermatic Cord, schematic vertical section, after Moore&Agur (3)
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in this context, remain simple informations, 
resulting in no impulse erotic and erection. 
Thus, the patient’s sexual conduct is missing, 
the situation being recognized by his sex 
partner, also.

Libido and erection dysfunction occurred 
in this case by secondary deficit (hyposexua-
lity), after the period of normal development.

The lack of sexual impulses led to a de-
crease in the frequency of sexual intercourse.

Erectile dysfunction is characterized by 
disturbance of the erection mechanism of the 
penis, which no longer has the ability to obta-
in and maintain the tone necessary for vul-
vo-vaginal penetration and performing ferti-
lizing intercourse.

Normally, without an erection you cannot 
have intercourse, ejaculation and orgasm. In 
this case, as a result of compression of neu-
rovascular lesions, there were morphological 
and structural changes in the groin, testicles 
and scrotum, with atrophy of the seminiferous 
tubules, respectively with slowing of sperm 
maturation and determining their pathologi-
cal appearance. At the same time, these chan-
ges led to a decrease in the activity of Leydig 
cells and a reduction in germinal epithelium. 
The damage to the sensory nerves directly 
affected, in a negative sense, vasodilation.

Vascular erectile dysfunction is arterioge-
nic (due to deficiency of arterial blood irri-
gation) and phlebogenic-due to deficiency of 
venous drainage, in the case presented being 
both interested.

In relation to the degree of alteration of the 
penile erection, erectile dysfunction occurs 
after a short period, constituting secondary 
erectile dysfunction, thus explaining the dys-
function of libido and erection.

In the analyzed samples, the presence of 
agglutination of the type was observed: grade 
1-isolated head (no more than 10 agglutina-
ted sperm are present, many free sperm are 
observed), all these morphological changes 
having a special impact on the mobility and 
penetration into the oocyte.

In this context, the sperm could not pass 
through the ovarian cell lining explaining in-
fertility, respectively the misfortune of con-
ceiving a child.

Hormonal lab tests:
Serum Testosterone-chemiluminescence 

(CLIA)=300.31ng/dl (262-870ng/dl)

Regarding the sexual dysfunctions

The libido and erectile dysfunction

These were determined by compressing 
the neurovascular formations located in the 
right inguinal canal (Fig.1), compressing 
the testis and right scrotum, respectively the 
vascular nerve elements and the left testicle, 
directly modifying their functionality, a fact 
proven, for example, by lowering plasma tes-
tosterone. and sperm quality.

Compressive pathology has also altered 
the patient’s biological fertilizing potential, 
and complex pathology has reduced the de-
sire for sexual intercourse, by decreasing the 
factors that determine sexuality. 

The lack of eroticization of the brain de-
creased the onset of sexual response by cor-
tical cerebral control (Vasile Nițescu-Treaty) 
to endo- and exogenous arousals, real and 
imaginative, against the background of the 
body’s receptivity, because exciting stimuli, 
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Fig. 2a,bThe shape and sizes of the scrotal sack and penis before surgery 

Fig. 2b

Fig. 2a
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consultation, the patient also reported the pre-
sence of a modest erection, obtained through 
maneuvers of autoeroticism (masturbation), 
as well as spontaneous erection during sleep 
(pollution). 

Also, even though initially there was a 
semi-erection (incomplete erection) that 
allowed vaginal penetration on a dehiscent 
vulva, by stimulating the arousal of his sex 
partner by manual maneuvers, the increase 
in arousal was gradual, allowing, at the be-
ginning to perform a satisfactory sexual inter-
course by achieving orgasm.

In the case of erectile dysfunction, the pa-
tient also showed a decrease in erectile tone 
during intromission or intercourse, as he re-
ported.

Ejaculation and orgasm dysfunction 

In the presented case, the amount of ejacu-
lated sperm liquid during sexual intercourse 
did not exceed 3-3.5 ml, an important negati-
ve role being played by testicular pathology 
through neurovascular and direct compressi-
on. 

The ejaculation reflex was directly and 
negatively influenced, post-traumatic. Asper-
mia and necrospermia may be caused by tes-
ticular morphological changes, as evidenced 
by their postsurgical disappearance.

Ejaculation and orgasm were hardly 
achieved by changing the determining mus-
cles. Ejaculation was premature and organic 
due to the epiplocele attached to the testicles 
in the block. Orgasm, as a perceived psycho-
sensory phenomenon, was of low intensity 
and present during ejaculation.

It is noteworthy that these disorders were 
caused by the large incarcerated epiplocele, 
inguino-scrotal, monoblock fixed, for a cer-
tain period, causing painful local ulceration, 
which determined the appearance of complex 
sexual dysfunctions.

Vascular changes in the groin, in additi-
on to chronic smoking, decreased the quality 
of the gametes, due to the precariousness of 
tissue oxygenation, even causing structural 
changes in DNA, secretion of sex hormones 
and altered sperm quality, as evidenced by 
the results of repeated spermograms  which 
revealed the sperm pathology, especially that 
of germ cell maturation.

Smoking also favored the deposition of li-
pids on the endothelium of the vascular walls, 
in this case at the level of the testicular arte-
rioles.

All the above mentioned shortened the 
period of maintaining erectile tone, causing 
secondary erectile dysfunction, respectively 
a low erectile tone, which lasted 3-4 minutes.

Secondary erectile dysfunction - anesthe-
sia, in this case - occurs after a previous erec-
tile or semi-erectile condition, which allowed 
vaginal interference. By reducing penile 
tone, copulation and orgasm have often been 
difficult.

The male hypogonadism, in the patient in 
question, was determined by testicular patho-
logy aggravated by the voluminous, irreduci-
ble epiplocele, monoblock fixed, finally the 
patient requesting the specialist consultation 
for the existence of his accentuated, complex 
sexual dysfunctions.

During the complex, specialized medical 
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The preoperative paraclinical assess-
ment revealed comorbidities: dyslipidemia 
(cholesterolemia = 287mg / dl); moderate 
hepatomegaly; hepatic steatosis, colonic an-
giodysplasia (of transverse and ascending 
colon); mild diffuse inhomogeneous hyper-
trophy of the prostate.

On 03.03, surgery is performed and a 
right inguinal hernia of 12/10 cm is found, 
with persistence of the peritoneo-vaginal ca-
nal with a large epiploon incarcerated in the 
scrotum.

Adhesiolysis, partial omentectomy, hernia 
sac base ligation and excision are performed. 

II. 
Surgical evaluation and treatment
Case presentation: male patient, 36 years 

old, obese (BMI = 34kg / sqm), former 
smoker, was hospitalized between 01.03.-
11.03.2022 in the General Surgery Clinic 
with right inguino-scrotal voluminous, in-
carcerated, painful in taxis hernia, in order to 
undergo curative surgery. 

It has to be mentioned that the patient 
was sent to the surgeon by the sexologist, to 
whom he had addressed for complex sexual 
dysfunctions, for pain and enlargement of the 
right inguinal region and of the right hemis-
crotum as well as for infertility.
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Fig. 3a

Fig. 3a,b,c,d,e,f During surgery-images made by the operating team of Prof. Dr. M. Beuran 
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Fig.3 d

Fig. 3b

Fig.3 c

Fig. 3a,b,c,d,e,f During surgery- images made by the operating team of Prof. Dr. M. Beuran 
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Fig. 3f

Fig. 3a,b,c,d,e,f During surgery-images made by the operating team of Prof. Dr. M. Beuran 

Fig. 3e



Journal of Clinical Sexology - Vol. 5; No.1: January- March 2022 15

www.journalofclinicalsexology.com

Complex sexual dysfunctions by voluminous non-reducible, incarcerated, inguinoscrotal, monoblock fixed epiplocele 
Vasile Nițescu1, Mircea Beuran2, Sebastian Vâlcea2, Bogdan Dimitriu2,Andy Petroianu3, Bogdan Marinescu4, Valentin Nițescu5

Fig. 4 a,b,c After surgery 

Fig. 4a

Fig. 4b

Fig. 4c
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-the right testicle had dimensions (length) 
of 8/6 cm, and the left one 5/2.5 cm (Fig.4 
a,b,c).

-performing 1-2 sexual acts per week;

-the erection mechanism of the penis has 
been clearly improved;

- the erectile tone of the penis was signi-
ficantly increased in intensity and lasted for 
5-7 minutes;

 -the orgasm produced had a higher inten-
sity, and the ejaculation occurred with signi-

ficantly stronger muscle 
contractility;

- the elimination of 
the sperm fluid was of 
3-4.5 ml;

- erectile dysfunction 
is to be assessed as being 
stable after a 3 months 
period;

- the sexual impulse increased, the libido 
being appreciated as having normal values;

All these prove that, due to the surgical 
correction of the pathology, the patient retur-
ned to his normal life, removing the sensory 
and motor nerves damage, which, for a long 
time, had modified and limited the vasodilati-
on as well as the peripheral determination of 
the sensory organs, especially the one of the 
receptors.

After surgery, in this context, the re-entry 
into patient’s normal sexual status no longer 
imposed the need for the presence of much 
stronger arousing stimuli, which, as could be 
seen, ultimately led to complex sexual dys-
functions, as previously these stimuli were 
not useful.

The hernia is treated with 15/8 cm propylene 
mesh (alloplastic retrofunicular procedure) 
and aspiration drainage, intraoperatively fin-
ding that the involved omentum had necrosis 
areas (Fig.3).

The postoperative evolution of the patient 
was favorable, with discharge from the hos-
pital on the ninth day after the intervention 
with the main diagnosis: large right inguinal-
scrotal hernia with large epiploon incarcerati-
on NYHUS 3b (indirect inguinal hernia with 
enlargement of the internal ring and posterior 
floor defect), respectively with secondary di-
agnoses of: 1. inflammato-
ry diseases of the scrotum; 
2. peritoneal adhesion.

The surgeon’s recom-
mendations for discharge 
from the hospital were: 
hypocaloric, hypolipide-
mic diet, according to the 
indications; suppression of 
sutures over an interval of 7 days; avoiding 
intense physical exertion for 3 months; re-
evaluation at the sexologist after 30 days.

III.
Conclusions
The side effects of neurovascular compre-

ssion, in the inguinal canal and on the scro-
tum formations, determined the existence of 
sexual dysfunction pathology reported by the 
patient. 

This clinical picture was remitted after the 
corrective surgery, even in a short period, of 
respectively 2 months, when:
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Diagnosis: large right inguinal-
scrotal hernia with large epiploon 
incarceration NYHUS 3b (indirect 

inguinal hernia with enlargement of 
the internal ring and posterior floor 

defect)
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tion of the case as a surgical emergency.

The functional disorders of the male ge-
nital organs activity caused by the associated 
pathology, in this case by inguino-scrotal her-
nia with epiploon incarceration, explain the 
complexity of sexual dysfunction and, finally, 
the destruction of reproductive capacity due 
to teratospermia, a reason for the inability to 
procreate, an essential bodily function for the 
human species perpetuation.
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The patient’s clinical case and its evolu-
tion are particular because the complications 
are directly related to the precocity of the dia-
gnosis and to the surgery performed. 

In this case, the omental incarceration (ir-
reducibility) and the local pain that required 
emergency surgical treatment, occurred after 
an evolution of about 20 years, when the ta-
xis was no longer possible, due to the risks 
involved. 

Increased pressure in the herniated sac 
blocks the lymphatic and the venous draina-
ge of the omentum and causes edema of the 
herniated viscera, increasing the pressure in 
the herniated sac, which, together with the 
strangulation ring (that was surgically secti-
oned-kelotomy), reduces or even suppresses 
the arterio-venous circulation of the hernia-
ted epiploon, causing local discoloration, pe-
techiae and areas of necrosis (Valentin Nites-
cu) (Fig 3 d,e,f).

In the presented clinical case, the patient’s 
evolution was related to the precocity of the 
diagnosis and of the surgical intervention. 

Hernia healing by the simple taxis maneu-
ver was no longer possible, due to the risks it 
causes, as there was no precise assessment of 
the stage of intrasacular lesions, thus it was 
compulsory the strangulation ring sectioning 
(kelotomy).

The pathology of sexual dysfunctions and 
of infertility, determined by the above menti-
oned surgical condition, led to the classifica-
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