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Editorial

To the Medical Academy of the State of Mineira, Brazil

Mr. President of the Academy José Raimundo Da Silva Lippi,

I am much honored to have been chosen as an „Effective 
Corresponding Member” of the Academy you are leading and  
I would like to show my appreciation. 

I thank Professor Academician Dr. Andy Petroianu,  
a personality of Brazilian surgery, who proposed me, as well  
as the members of the Academy who unanimously voted for me.

I am particularly impressed and grateful for the honourable 
words and eulogistic appreciation of the „Treaty of Clinical 
Sexology” and the magazine „Journal of Clinical Sexology”.

I hope they would benefit to the members of the Academy 
and Library in Brazil.

Thank you for your honorable words, 
President, Associate Professor Dr. Nitescu Vasile

The undersigned, President of the 
Romanian Society of Clinical Sexology and 
Human Procreation - Associate Professor Dr. 
Nițescu Vasile

I am honored to inform you that I was 
awarded the title of “Corresponding Member” 
of the Medical Academy in Mineira-Brazil.

The President of the Academy José 
Raimundo Da Silva Lippi and the Acade-
mician Dr. Andy Petroianu appreciated in 
praised terms the works published in the 
magazine “Journal of Clinical Sexology”, and 
the other papers and books that I have edited, 
considering them scientifically valuable, 
which is why I have sincerely thanked them.

Romanian Society of Clinical Sexology and Human Procreation
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Abstract: 
The disorders of sexual behaviour constituting the pudency are determined by the pre-

frontal cortex, subdivision of the cerebral cortex. The connection with other cortical, subcor-
tical and autonomic nervous areas determines the ability to control emotions, behaviors, and 
inhibits inadequate responses. The surgical treatment of the lesions directly interested in the 
prefrontal cortex removed the symptoms specific to the pudency.
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Introduction

Pudency is a feeling of self-conscious-
ness, decency, reservedness, discretion, shy-
ness and bashfulness linked to the issues of 
voluptuousness, of the bodily and spiritual 
pleasures and delights.

It involves the observance of the good 
manners, of the decorum and of the common 
sense, thus preventing the individuals to do 
or to say anything indecent in connection 
with the sexual issues. In the general way of 
things, pudency is reflected, or is manifes-
ted through actions, attitudes, behaviours, 
approaches, body postures and manners of 
dressing which are adequately put forth with 
bashfulness, shyness and noble-mindedness 
in order to eliminate the tendency to attract 
and gain the adherence of the persons of the 
opposite sex to the lascivious, impudent, sen-
sual and obscene acts of voluptuousness. The 
extravagant luxury, the enchanting gesticula-
tion and the manner of dressing which have 
the single objective to attract the persons of 
the opposite sex with the purpose to achieve 
an extremely intense fulfilment of the bodily 
instincts and lust, or in order to gain certa-
in material benefits, are already considered 
to be within the purview of the deliberate or 
pathological abnormal behaviours or as an in-
dication of the lack of self-control.

But the self-control can be influenced by a 
multitude of profoundly immoral commercial 
messages and advertisements.

This pornographic intoxication of the no-
etic feelings which is addressed to the spirit 
is much more difficult to weed out than the 
toxicity itself.

In order to perform the washing out of this 

informational abjectness we don’t have at our 
disposal and it is not available any medicine 
which might heal this ghoulish wound of the 
mind or which can help direct us towards the 
behaviours which are more adequate for the 
normal life situations.

In many instances, mainly in the cases 
in which there are injuries of the prefrontal 
lobe, they rouse up, especially in the young 
individuals, whiplashes of the immoral de-
sires which lay siege to their attention, will-
power, and even life itself.

When the power of the mind moves 
against the nature, when reason goes out the 
window, it becomes preoccupied especially 
by pleasures.

We live today in a world of pleasure, whi-
ch intensifies the desire to reduce the distan-
ces between the appetite for pleasure and its 
fulfilment.

In contrast to this, there are numerous 
passages of the philocalic writings which talk 
us round with regard to the importance of a 
close supervision of our thoughts, words and 
actions, as well of our life in its entirety.

Normally, the mind functions without 
wanderings and with no passionate perspec-
tives, with cleanliness and pudency with re-
gard to the reality and the rationality of the 
various processes, these being relatively con-
sistent modalities for the referencing of the 
individual in relation to certain aspects of the 
social life, as well as to his own person.

It is natural that the individuals should not 
follow up only the living up of the voluptu-
ousness through extremely intense feelings, 
appetites or sprees, that is of the indwelling 
and bodily pleasures which are induced by 
the sexual intercourse.
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Methods

After more than half a century of conti-
nuous and intense activity in the field of ne-
urosurgery, I had observed that the sense of 
pudency was dependant on the activity of the 
prefrontal cortex.

The prefrontal cortex is the most forward 
part of the frontal lobe of the cerebral cortex 
(Dănăilă and Golu, 1988; 2018).  

The prefrontal cortex is a major subdivisi-
on of the cerebral cortex, which plays a cri-
tical role in the initiation of activities, in the 
detection and in the resolving of the conflic-
ting plans for action, as well as in the media-
tion of complex processes such as attention, 
planning, decision making, emotion, and per-
sonality, and it is responsible for the evalua-
tion of our actions as being either a success 
or a failure relative to our intention (Dănăilă, 
2016; Dănăilă, 2018).

Nevertheless, the prefrontal cortex is the 
most distinctively cognitive and behavioural 
part of the brain.

As the seat of goals, foresight, and plan-
ning, the frontal lobes are perhaps the most 
uniquely human of all the components of the 
human brain.

Thus, prefrontal cortex plays the central 
role in the initiation of activities, in establi-
shing the goals and objectives and then in the 
devising of the plans of action which are re-
quired in order to reach these goals (Dănăilă, 
2016).

The physiology of a cortical region can be 
studied and comprehended only in the con-
text of its anatomical connections with the 
other structures.

The functions of the prefrontal cortex, 
which are to some extent still unclear, are 
reciprocally supporting and complete each 
other during the implementation of an indi-
vidual action.

The prefrontal cortex would not represent 
anything if it would not work in conjunction 
with other cortical areas, with the subcortical 
structures, as well as with certain areas of the 
motor and sensorial structures and with those 
of the autonomous nervous system.

As a whole, the prefrontal cortex contri-
butes to: the achievement of the emotional 
functions, the sequential control of the beha-
viours which are necessary for the planning 
and the settlement of problem-solving, of the 
abilities and of the success in the real life, the 
inhibition of the inadequate responses, the 
automation of various actions, the ecphora-
tion of the adequate decisional and creative 
capabilities and the successful projection in 
the past, as well as in the future.

The planning and the decision making 
are the two major functions of the prefrontal 
cortex (Dănăilă and Pascu, 2013).

During the progress of the sequences whi-
ch are directed towards the achievement of a 
certain purpose, the signals from the internal 
and the external environment are processed 
hierarchically, whereupon the internal sig-
nals are sent towards to the orbital prefrontal 
cortex while the external signals are directed 
towards the lateral prefrontal cortex.

There, the signals which had been menti-
oned above will mould or will generate other 
actions which will enter in the processing 
cycle of the internal or external environment 
which they will change until the achievement 
of the intended purpose.
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Figure 1

A 30-year-old woman who, besides the disorders which are specific to the dorsolateral prefron-
tal cortex, had also presented the degradation of the sense of pudency. The magnetic resonance 
imaging (MRI) examination had revealed on the anteroposterior and on the lateral images a 
large left prefrontal convexal meningioma (Figures 1a and 1b) which had been surgically re-
sected in its entirety (Figures 1c and 1d) (surgeon Leon Dănăilă). The entire symptomatology 
had disappeared after the surgical treatment.



Journal of Clinical Sexology - Vol.2, No.1: January-March 2019 9

At each hierarchic level of the cycle there 
are generated feedback connections with the 
previous levels.

Without this structuring it will not be possi-
ble the occurrence of any new executive acts, 
either acquired or behaviourally wrought, of 
any fluent speech acts, of any superior rational 
processes, as well as of any creative activities 
(Dănăilă, 2018). The prefrontal cortex is loca-
ted on the lateral orbital medial surface of the 
most anterior portion of the frontal lobe. The 
prefrontal cortex is the non-motor part of the 
frontal cortex (Dănăilă, 2018).

In humans, there is no primary sulcus 
which demarcates the posterior limit of the 
prefrontal cortex.

In the following section we shall present 
the three prefrontal lobe syndromes: (1) the 
dorsolateral prefrontal syndrome; (2) the 
orbitofrontal syndrome; and (3) the medial 
prefrontal syndrome, as well as the sympto-
matology in whose context into which fits the 
degradation of the sense of pudency.

1) The dorsolateral prefrontal syndrome  

The injury of the lateral areas of the 
prefrontal lobes is manifested through an 
acquired sociopathy which comprises the 
following symptoms: the degradation of the 
sense of pudency (Fig. 1), the inability to in-
hibit the inadequate responses, the disinhibi-
tion of the instinctive behaviours, the absence 
of the critical sense, the disappearance of pu-
dency, the inableness to achieve self-monito-
ring, the distancing of the individual from the 
environment, the absence of the mental flexi-
bility and of creativity, the lack of the ability 
to make decisions and to plan the required ac-
tions, the inability to control the behavioural 
sequences, the anchorage of the individual in 

the present, the incapacity of the individuals 
to project themselves accurately and success-
fully both in the past and in the future, the 
abolishment of the degree of appropriateness 
of the behaviour and of the capability to an-
ticipate the outcomes of the individual acti-
ons, as well as defects in the control, the re-
gulation, and the integration of the cognitive 
activities (Fig. 2). The defects in the control, 
the regulation, and the integration of the cog-
nitive activities tend to predominate in the 
patients with dorsolateral lesions, i.e., when 
the lesion is located on the top or on the outer 
side -the convexity- of the prefrontal lobes. 
This syndrome had been described as being a 
metacognitive disorganization which reflects 
a reduced state of mental control.

The persons concerned perform very well 
at tests, but they demonstrate an unintelligent 
performance in the everyday life.

The appearance  of copulation (penetra-
tion) and ejaculatory dysfunction in mature 
rats, respectively the modification of sexual 
behaviuor in prefrontal cerebral cortex le-
sions were released by Agmo & Villaponda 
(1995) and Yamanouchi & Arai (1992).

According to some authors (Crowe & 
Ponsford-1999) male prefrontal cortex would 
play a role in determining erotic images and, 
in the case of those with brain trauma , they 
would have a lack of sexual image.

The appearance of copulation (penetra-
tion) and ejaculatory dysfunction in mature 
rats, respectively the modification of sexual 
behaviuor in prefrontal cerebral cortex le-
sions were released by Agmo & Villaponda 
(1995) and Yamanouchi & Arai (1992).

According to some authors (Crowe & 
Ponsford-1999) male prefrontal cortex would 
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Figure 2

A 43-year-old woman who had presented with a 2-month history of moderate weakness on the 
right side, headache, the degradation of the sense of pudency and other disorders specific to 
lesions of the dorsolateral prefrontal cortex which had been described in the text.
The preoperative computed tomography (CT) scan shows the presence of a well-circumscribed 
left side frontal cystic astrocytoma (a and b). The postoperative CT scan demonstrates the com-
plete removal of the tumour (c and d) (surgeon Leon Dănăilă). After four months the frontal 
syndrome had disappeared.
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Figure 3

An olfactory groove meningioma in a 37-year-old woman who had received treatment for the 
degradation of the sense of pudency and for other psychiatric problems.
The CT scan images with contrast enhancement had shown the enhancing lesion located on the 
midline of the anterior part of the floor of the frontal fossa (a big olfactory groove meningio-
ma) (a and b). The axial and the lateral images of the postoperative contrast-enhanced CT scan 
reveal the complete resection of the tumour (c and d). The frontal syndrome had disappeared 
after surgery (surgeon Leon Dănăilă).    
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Figure 4

An olfactory groove meningioma in a 49-year-old woman who, besides several moderate cha-
racteristic disorders caused by the compression of the orbital prefrontal cortex, had also pre-
sented the degradation of the sense of pudency. The magnetic resonance imaging (MRI) exa-
mination reveals an olfactory groove meningioma with bilateral extension (a and b), which had 
been surgically resected in its entirety (c and d). 
The symptomatology had disappeared after the surgical treatment (surgeon Leon Dănăilă). 
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The most common causes of the orbito-
frontal syndrome include ventral frontal 
meningiomas, arteriovenous malformations 
(Figures 5 and 6), injuries following the 
acceleration-deceleration head trauma, viral 
infections (e.g., the Herpes simplex encepha-
litis and the Creutzfeldt-Jacobs disease), as 
well a multiple sclerosis (Dănăilă et al., 1996; 
Dănăilă, 2018).

The patients with the orbitofrontal syn-
drome (due to cerebral tumours, cerebrovas-
cular illnesses, and head injuries) are known 
to be “selfish”, boastful, puerile, profane and 
sexually explicit.

These patients might engage in shoplift-
ing, in sexually aggressive behaviours, in 
reckless driving, or in other actions which are 
commonly perceived as being antisocial.

The orbitofrontal cortex intervenes in the 
determination of sexual arousal (Franciss et 
al 1999), especially through manual maneu-
vers (Redout et al 2000)).

Orbitofrontal cortex lesions can induce 
promiscuous sexual behaviour, such as pu-
blic self-masturbation or exposing genital or-
gans (Starkstein & Robinson 1997; Malloy et 
al. 1993; Miller et al., 1896).

Thus, this disinhibited and euphoric syn-
drome which is characterized by impulsivity, 
social inappropriate behaviour, aggressiveness 
and sexual disinhibition had been attributed to 
the orbitofrontal regions (Dănăilă, 2018). 

The orbitofrontal cortex intervenes in the 
determination of sexual arousal (Franciss et 
al 1999), especially through manual maneu-
vers (Redoute et al 2000)).

Orbitofrontal cortex lesions can induce 
promiscuous sexual behaviour, such as pu-

play a role in determining erotic images and, 
in the case of those with brain trauma , they 
would have a lack of sexual image.

2) The orbitofrontal cortex lines the 
ventral surface of the frontal lobe on the floor 
of the anterior cranial fossa. The orbital (ba-
sal, ventral) prefrontal cortex plays a key role 
in impulse control and in the regulation and 
the maintenance of the on-going behaviour. 
In the healthy persons, this region is involved 
in the expression of the aggressive behaviour, 
but the intellect is not grossly impaired.

The damage located here can give rise to 
disinhibition and impulsivity, with associated 
behavioural problems such as aggressive out-
burst, misplaced jokes or withering scorns, 
beatitude, silliness, puerility, euphoria, disin-
terest, stereotypies, perseverations, the deg-
radation of the self-criticism, of the a moral 
sense, the lack of the sense of pudency and 
sexual promiscuity (Figures 3 and 4).

The lesions located in the orbital frontal 
cortex can also disrupt a patient`s ability to 
be guided by the future consequences of his 
or her actions, thus leading to poor decision-
making (Bechara et al., 1999; Dănăilă, 2018). 
However, they have no foresight of the con-
sequences of their actions.

Thus, there are marked abnormalities in 
the realms of reasoning, personal and social 
decision-making, emotional control, and 
feelings.

The disruption in the ability to control the 
feelings and the emotions often results in ex-
plosive aggressive outbursts which are char-
acterized by socially unacceptable, tactless, as 
well as vulgar manifestations (Dănăilă, 2018).
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Figure 5.

Anteroposterior (a) and lateral (c) views of a left internal carotid artery angiogram that reveal 
the presence of a Spetzler-Martin Grade III arteriovenous malformation which was fed by the 
anterior cerebral arteries and drained in the anterior part of the superior sagittal sinus. 
The postoperative left internal carotid angiography had demonstrated the complete resection 
of the arteriovenous malformation (b and d) (surgeon Leon Dănăilă). This 45-year-old woman 
presented a partial degradation of the sense of pudency and also several other symptoms which 
are characteristic for the deterioration of the orbital prefrontal cortex. The entire symptomato-
logy had disappeared after the surgical treatment.
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The patients who sustain damage at the 
level of the frontal areas of the brain, with the 
loss of the affective capacity, will have low 
drive states, even for the basic needs as those 
for food or drink; in those who are only mod-
erately muted emotionally, the life-sustaining 
drives will remain intact, but the sexual inter-
est might be reduced, along with the interest 
in initiating and maintaining the social or the 
vocational activities. Another deficit was the 
loss of the control of the urinary and rectal 
sphincters due to the involvement of the vol-
untary motor centres located in the paracen-
tral area.

Cairns, in 1941, and Kreindler, Macovei, 
Cardas and Dănăilă, in 1966, had described 
the akinetic mutism which was produced by 
the lesions of the medial-basal prefrontal re-
gions.

The clinical conditions are characterized 
by absolute mutism and complete immobil-
ity, with the exception of the eyes which are 
kept open and move in all directions. The 
patient appears to be awake and maintains a 
sleep-wake cycle, but there cannot be estab-
lished any communications with the patient, 
through either painful or auditory stimuli.

Consequently, we can assert that the 
medial surface of the prefrontal lobe plays a 
minor role in the sense of decency, which is 
nothing more than the feeling of pudency.

The most common causes of the medial 
prefrontal syndrome are represented by the 
midline meningiomas of the falx cerebri, the 
infarctions following the occlusion of the 
anterior cerebral artery and of its branches, 
multiple sclerosis, the infections of the cen-
tral nervous system, as well as the frontotem-
poral dementia (Dănăilă et al., 1996).

blic self-masturbation or exposing genital or-
gans (Starkstein & Robinson 1997; Malloy et 
al. 1993; Miller et al., 1896).

3) The medial prefrontal syndrome

The anterior cingulated cortex occupies a 
mid-frontal position, and it is closely linked 
to the prefrontal cortex. The anterior cingu-
late cortex had been traditionally linked to 
emotion. According to Posner and Rothbart 
(1998), it also plays a role in the social de-
velopment through the regulation of distress.  

The hallmark feature of the medial apa-
thetic syndrome is a severe reduction in spon-
taneity and motivation. 

Thus, the patients with medial syndrome 
are able to generate internally organized 
plans for action, but they lack the impetus to 
carry them out. This syndrome is also charac-
terized by a reduced interest in the environ-
ment (Dănăilă, 2018).

In general, the patient has a flattened af-
fect, which is illustrated by a blunted facial 
expansion.

The overall alteration in motivation and in 
motor activity is a result of the lesions which 
involve the medial motor cortices (Morecraft 
and Yeterian, 2002, Dănăilă and Golu, 2006; 
Dănăilă, 2018).

The lesions that involve the pathways 
which connect the cortical areas located be-
tween, and just under the hemispheres with 
the drive and affective integration centres in 
the diencephalon are the most apt to affect the 
emotional and the social behaviour by damp-
ening or nullifying altogether the capacities 
emotional experience as well as those for 
drive and motivation (Barrash et al, 2000; 
Dănăilă, 2019).
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which occur when the damage is isolated wi-
thin a specific prefrontal region.

Therefore, the patients with lesions which 
involve regions of the basal ganglia or of the 
mediodorsal nucleus of the thalamus that are 
topographically interconnected with the dor-
solateral prefrontal cortex might present with 
behavioural disorders that are essentially the 
same as those which occur in the patients 
with damage restricted to the dorsolateral 
prefrontal cortex.    

Lesions located in the prefrontal cerebral 
cortex modify the sexual behavior, and the 
appearance of penetration and ejaculation 
dysfunctions had been previously demonstra-
ted in rats. The pathologic processes genera-
ted inside the prefrontal cortex also take res-
ponsibility for determining the normal erotic 
ideas and images. The lesions in the frontal 
orbital cortex initiate the public deviant se-
xual behavior of the respective person - like 
showing their genitals in a social environ-
ment, public automasturbation, etc.

CONFLICT OF INTERESTS
The authors declare that there is no con-

flict of interest

Conclusions
Nevertheless, the prefrontal cortex is the 

most distinctively “cognitive” and behav-
ioural part of the brain.

The prefrontal cortex is the largest in hu-
mans, and it distinguishes our species from 
other primates.

In addition, the prefrontal cortex has re-
gions for the emotional, and personality pro-
cesses, as well as for pudency (sense of de-
cency) and social cognition, thus empowering 
the individuals to know “how to behave”.

By simply considering the large diversity 
of the connections of the prefrontal area, it is 
difficult to conceive that a lesion of any area, 
either single or in combination, should result 
in a clinical picture which we could consider 
to be unique for all the cases with an anatomi-
cally identical lesion (Dănăilă, 2018).

However, there are certain groups of 
symptoms which tend to occur together af-
ter the occurrence of a prefrontal lesion, and 
they differ depending on the location and the 
magnitude of the lesion (Dănăilă, 2018). The 
lesions located within the extended cortical 
or subcortical neural system might produce 
functional deficits which are similar to those 
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Abstract: 
The morphophysiological changes of the seminal fluid components that negatively influ-

ence male fertility are determined by specific genital pathology and / or the decrease of the 
biological potential in relation to the age.

Establishing the age of the man in which the most normal spermatozoa structures are 
found is the subject of the study.

The age considered favorable for the actual procreation of the male was considered to be 
between 20- 60 years. In this study it was concluded that most of the normal spermatozoa 
forms were found in the age group of men who were 41-50 years old.

We consider the cases of procreation of adolescents under the age of 20, or of the seniors 
over the age of 70-80 to be special, from whom optimal spermatozoa are selected for ferti-
lization (♂ 82 years old).
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INTRODUCTION

The seminal plasma consists of secretions 
of the epididymis, the ductus deferens, the se-
minal vesicle, the prostate, the bulbo-urethral 
glands and the testicular secretions, ensuring 
the  fertility, survival and motility of the sper-
matozoa.

The seminal fluid contains proteins, fats, 
carbohydrates, enzymes, hormones, citric 
acid, carnitine, minerals and prostaglandins, 
each one having a specific role and value for 
fertility,  such as the spermatozoa secreted by 
the convoluted seminiferous tubules bring 
the specific genetic background [15].

In fact, this diversity of shape and substance 
of abnormal spermatozoa, that appears in elder-
ly,  is responsible for abortions, pre- and postnatal 
mortality of the conception product, infertility. 
It is known that with the advancing age, male se-
xual relations rise due to the decrease in biologi-
cal potential and associated diseases (V.Nitescu), 
the ejaculate volume is lower and the morphophy-
siology of the sperm changes from normality.

However, in studies comparing seminal cha-
racteristics of fertile fathers of over 60 years of 
age and those of less than 35 years of age, the 
older men showed a higher spermatozoid density 
with lower motility.  

The results of these papers presented no 
difference in either the seminal volume or 
the concentration of normal spermatozoid 
morphology [1,2,3,4,5]. Sperm deficiencies 
occur in 30% of infertile men [3,6,7,8].

Some studies have reported a reduction in 
the daily spermatogenesis in aging groups. This 
condition is associated with an increase in serum 
gonadotrophin and a drop in testosterone levels 
[1,8,9,10,11]. Testicular biopsies and the radio-
immunoassay of the gonadotrophic hormone indi-
cate a lower Sertoli cells function, less cytoplasm 
in the Leydig cells, as well as diminished and 
thickened lamina propria of seminiferous tubules 
[5,8,10,11,12,13,14].

Although semen quality seems to decli-
ne with age in elderly men, spermatozoid 
characteristics remain normal, according to 
World Health Organization (WHO) standards 
[1,2,4,16,17]. In cases of infertility, the aging 
effect on the quantity of semen can be signifi-
cant enough to impact the sperm function [3]. 
The reduction in semen quality, along with a 
reduced sex life, may have a negative effect 
on a couple’s fertility [3,5].

Due to scarce and controversial data con-
cerning semen related with age, the present 
study sought to assess sperm characteristics 
at different ages in an attempt to analyze the 
relationship between male age and spermato-
zoid forms.

*Correspondence to: 1*Professor Andy Petroianu, Avenida Afonso Pena, 1626 - apto. 1901
Belo Horizonte, MG 30130-005, Brazil

Phone / fax number: 55 - 31 - 3274-7744 OR 55 - 31 - 98884-9192,  
E-mail: petroian@gmail.com



Journal of Clinical Sexology - Vol.2, No.1: January-March 2019 21

at room temperature of 26 ºC and morphological 
aspects. 

After diluting the semen in 1:20 solution (0.1 
mL sperm in 1.9 mL of a 0.9% saline solution), 
sperm cells were counted in a Neubauer chamber 
by using an optical binocular microscope. The 
counts of the morphologic spermatozoa were done 
blindy and included the five chamber quadrants; 
the four lateral quadrants, used in hematology for 
leukocytes counts; plus the central area, used for 
erythrocyte counts. The total spermatozoid counts 
were multiplied by one million to obtain the exact 
number of spermatozoids per mL. According 
to morphology, spermatozoids were classified 
as normal (oval) or abnormal (tapered, round, 
amorphous, immature, double-headed, double-
tailed, macrocephalic or microcephalic) [3,14,16]

The descriptive method for the mean and the 
standard error of the mean (SEM) was used for 
statistical analysis. Results were compared using 
the analysis of variance (ANOVA), followed by 
the Tukey-Kramer test for multiple comparisons. 
Bonferroni correction was applied to ANOVA. 
Differences were considered significant for values 
amounting to p < 0.05. 

RESULTS

No difference in semen volume, sperm 
concentration or sperm morphology was ob-
served among the groups. No difference was 
found among sui generis smell, light gray co-
lor, viscosity within the normality limits and 
pH = 7. The ejaculated volume varied betwe-
en 2.0 and 3.2 (mean = 2.5 ± 0.2) ml. A higher 
concentration of spermatozoids was found in 
the two groups of over 41 years of age when 
compared to the other two groups. (20 – 30: 

METHODS

This study was performed according to the 
Helsinki Declaration and was approved by 
the Committee of Ethics in Research of the 
Federal University of Minas Gerais, Brazil, 
under protocol number 0429/15. All volunte-
ers agreed to participate in this investigation, 
and signed the Informed Consent Form.

The semen of 80 healthy men, between 21 
and 60 years of age, were studied after three 
to five days of sexual abstinence. This peri-
od was established based on the New 2010 
WHO Standards (5th edition) for the Eva-
luation of Human Semen recommendations 
[2,16,17,18,19]. Volunteers were distributed 
into four age groups (n = 20): 21 to 30 (23 ± 
5), 31 to 40 (33 ± 4), 41 to 50 (45 ± 2) and 51 
to 60 (58 ± 3) years of age.

The volunteers were selected by directed 
anamnesis referring to sexual background 
(frequency of sexual activity, erectile or eja-
culation disorders and previous paternity). 
Men with previous urological disease or en-
docrine disorders, such as diabetes mellitus; 
those using any drug; those who were infer-
tile or with a family history of infertility; or 
those presenting any other sexual disturbance 
were not included in this study. The presence 
of leukocytospermia in the sperm specimen 
excluded the patient from this investigation.

A single specimen of sperm from each volun-
teer was collected into a sterile flask, which was 
immediately hermetically closed. Volume, aspect, 
odor, viscosity and pH of the seminal fluid were 
assessed immediately after sperm harvesting. The 
microscopic characteristics of the spermatozoids 
were defined approximately one hour later, the 
characterization of which included total motility 
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associated with an impairment in the testicu-
lar blood supply, causing parenchymal loss 
and sclerosis of the seminiferous tubules. This 
sequence of events is most commonly due to 
autoimmune inflammatory testicular atrophy, 
and has been described as a cause of reducti-
on in spermatogenesis and a decrease in libi-
do with advancing age [2,10,13,19,20]. Pros-
tatic disorders are also related to a reduction 
in seminal fluid in elderly men [13,20]. Chan-
ges in the biochemistry of human semen have 
been reported with aging, showing decreases 
in the concentrations of fructose, kallikrein 
and prostate specific antigen (PSA), as well 
as raised liquefaction times. Recent studies 
have shown sperm DNA damage is signifi-
cantly higher in older men [21,22]. These al-
terations could cause age-related declines in 
sperm motility and fertilizing ability [2,4,8].

In this study, no volunteer complained of 
any sexual abnormality and the seminal fluid 
presented normal physical and chemical cha-
racteristics. Furthermore, the concentration 
of a 

normal (oval) spermatozoid shape, con-
sidered ideal for fecundation, was higher in 
men over 41 years of age. No volunteers of 
60 years of age or older were examined in 
this study due to the difficulty of finding men 
with no health disorder and who agreed to 
be included in this study. The analysis of the 
sperm motility at room temperature of 26ºC 
was not ideal. A lower temperature compa-
ring with the 36ºC – 37ºC of the body envi-
ronment could inhibit the motility, but the 
temperature was the same during the assess-
ment of all spermatozoa, thereafter a possible 
error in results was constant for all groups.

The results of this work conflict with the 
data from prior literature regarding sperma-

83 ± 49 X 106 / ml, 31 – 40: 76 ± 46 X 106 / 
ml, 41 – 50: 105 ± 49 X 106 / ml, 51 – 60: 173 
± 25 X 106 / ml). No sperm specimen with 
leukocytospermia was found in this study.

The microscopic analysis one hour after 
seminal fluid harvesting identified a similar 
percentage of mobile spermatozoids in the 
four groups (20 – 30: 70.0 %, 31 – 40: 69.1 %, 
41 – 50: 76.7 %, 51 – 60: 75.4 %). However, 
the normal oval spermatozoids were more 
frequent in the group of 41 to 50 years of age 
when compared to the other three groups (p 
= 0.03) (1 – 30: 27.8 ± 4.4 %, 31 – 40: 28.2 ± 
6.3 %, 41 – 50: 38.0 ± 8.1 %, 51 – 60: 30.4 ± 
7.7 %). Plasma membrane integrity was pre-
served in all spermatozoids of all cases.

DISCUSSION

Previous inconclusive and even inconsis-
tent studies have reported that an increased 
male age is significantly associated with a de-
crease in semen volume, a decline in morpho-
logically normal spermatozoa, as well as a 
reduction in progressive motility and sperm 
concentrations [1,2,4,15,16]. Semen quality 
is an indirect measure of fertility; however, 
the fertility of a given semen sample cannot 
be established with certainty. Some compara-
tive studies with healthy subjects showed that 
spermatogenic capacity is higher after three to 
five days of sexual abstinence [2,3,15,16,18]. 
By contrast, more immature spermatozo-
ids with lower motility have been described 
during shorter intervals. In the present study, 
the sperm from all volunteers was harvested 
after three to five days of sexual abstinence. 

Atherosclerotic vascular disturbance is 
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tozoid characteristics. According to these re-
sults, aging up to 60 years of age improves 
the aspect and motility of the spermatozoids 
with no negative influence on a man’s se-
minal fluid. Additionally, the lowest rate of 
abnormal spermatozoid shapes found in men 
over 41 years of age suggests that they may in 
fact have a higher rate of fertility.

CONCLUSION

More normal forms of spermatozoids are 
found between 41 and 50 years of age.
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Review

tal mesorectal excision for the treatment of 
rectal cancer in 1979 [3]. In 1991, Warren 
Enker detailed the preservation of autonomic 
nerves in the total excision of mesorectum 
[4]. Sympathetic innervation produces re-
laxation of smooth rectal muscles and mus-
cle contraction of the internal anal sphincter 
(IAS). Parasympathetic stimulation produces 
contraction of rectal smooth muscle and re-
laxation of IAS. The external anal sphincter 
(EAS) is torn by the shy nerve and is volun-

Surgical anatomy of the rectum
Rectal surgery has been traditionally asso-

ciated with sexual and urinary complications 
[1,2]. This conception has changed signifi-
cantly over the past decades, with the additi-
on of evidence that an anatomical dissection 
following embryological plans leads to simi-
lar oncological results but with a significant 
increase in quality of life. A decisive step was 
taken by Bill Heald, who introduced the to-

„Keeping and renewing is almost as noble as creating”

Voltaire –” Philosophic dictionary”
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Figure 1: 

Cadaver dissection. SHP – superior hypogastric plexus, HN – hypogastric nerve, MF – 
mesorectal fascia, SRA – superior rectal artery, CIA – common iliac artery (Picture from 
Emergency Hospital of Bucharest and Carol Davila University of Medicine and Pharmacy 
collection [1,2]).
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Figure 2: 

Schematic representation of the pelvic vegetative nervous plexus (Image from the Emergency 
Hospital of Bucharest and Carol Davila University of Medicine and Pharmacy collections 
[1,2]).
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aortic plexus (localized superiorly) and L3, 
L4  [1,2] (Fig.1). 

This SHP can be damaged during lympha-
denectomy, concurrently with dissection and 
ligation at the origin of the inferior mesen-
teric artery. SHP is continued to the inferior 
and lateral with 2 hypogastric nerves. Hypo-
gastric nerves (HN) continue inferiorly SHP 
(Fig.2).

tarily controlled. The nervous structures that 
innervate the pelvic organs can be organized 
into three structures: the superior hypogastric 
plexus, the hypogastric nerves and the lower 
hypogastric plexus [1,2]. The Superior Hypo-
gastric Plexus (SHP) is a network of sym-
pathetic nerve fibers, located anteriorly of the 
bifurcation of the aorta, sacral promontorium 
and between the common iliac arteries. This 
plexus receives sympathetic fibers from the  

Figure 3:  

Intraoperative aspect of the posterior dissection at the mesorectal fascia (1), anteriorly of the 
presacral fascia (2), during low anterior rectal resection. 3 – hypogastric nerves (Image from 
the Emergency Hospital of Bucharest and Carol Davila University of Medicine and Pharmacy 
collections [1,2]).



Journal of Clinical Sexology - Vol.2, No.1: January-March 2019 29

rior to the parietal endopelvic fascia (Fig.3). 
They are adherent to the rectum’s own fascia 
and must be removed by visual control to the 
lateral, during the posterior dissection of the 
rectum. Inferior hypogastric plexus (IHP) is 
a nerve tissue blade oriented in a semi-planar 
plane between the rectum’s own fascia an the 
parietal endopelvic fascia.

IHP is found on the antero-lateral face of 
the mesorectum, its middle being in the aro-
und the seminal vesicle. IHP is 4-5 cm long 
and is crossed by numerous vessels that run 

These nerves are formed predominantly 
from sympathetic fibers. At the sacral pro-
montorium, the two hypogastric nerves are 
located 1 cm lateral of the median line. They 
continue inferiorly, parallel with the ureter, 
and are located 1-2 cm medial to it. Distally, 
at the level of the pelvic side walls, HN are 
joined with the pelvic splanchnic nerves (pa-
rasympathetic) to form the inferior hypogas-
tric plexus. [1,2]. The hypogastric nerves are 
located external and postero-laterally by the 
rectum fascia – mesorectal fascia and ante-

Figure 4: 

Schematic representation of the spaces around the rectum. The pelvic fascia can be compared 
with the leaves of an onion (Image from Emergency Hospital of Bucharest and Carol Davila 
University of Medicine and Pharmacy collection) [1,2].
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Must be remembered that the left colon 
receives retrograde parasympathetic innerva-
tion from S2, S3 and S4. These fibers take the 
path through IHP, HN, SHP, inferior mesen-
teric plexus and with the branches of the in-
ferior mesenteric artery reach the left colon. 
Some fibers go directly retroperitoneal to the 
left colon, without accompanying the bran-
ches of the inferior mesenteric [1,2].

Rectal resections  
for malignant disease

In modern rectal surgery, the comple-
te excision of mesorectum is a desideratum 
for the malignant pathology of this segment 
of the digestive tract. In recent years, mini-
mally invasive surgery has proven effective 
in curative treatment of rectal neoplasia, but 
open surgery remains the primary pathway 
for treating this pathology. The preservation 
of the pelvic nerves involved in pelvic statics, 
sphincter control and sexual function is also 
one of the main objectives [6]well establi-
shed in the modern curative surgery of rectal 
cancer, needs further investigation, especially 
with regards to the preservation technic of 
the autonomous abdominopelvic innervation 
currently used to prevent or reduce the uroge-
nital sequelae. The Authors offer a perspecti-
ve study over the recovery of sexual activity 
in a homogeneous group of 32 male patients 
submitted, because of cancer, to restorative 
proctectomy, with anatomical preparation 
of the hypogastric and sacral plexus. The 
criteria for eligibility were the followings: 
male under 70 years of age, excision of the 
primary rectal cancer with coloanal or co-
lo-rectal anastomosis performed at less than 

to the rectum, bladder and internal genital 
organs. In men, IHP is located laterally from 
the seminal vesicles, prostate and bladder. 
In woman, IHP is located laterally from the 
cervix, vaginal fornix, bladder and someti-
mes extends into the broad ligaments of the 
uterus [1,2]. IHP is made up of sympathetic 
fibers that come from the hypogastric nerves 
and parasympathetic fibers that come from 
the pelvic splanchnic nerves or the erector 
nerves. Erector nerves originate at S2, S3, S4 
levels. At the origin, erector nerves, are found 
in exterior of the parietal endopelvic fascia, 
but medial to internal iliac vessels (Fig.4). 
3-4 cm anterior from their origin, posterior of 
the seminal vesicles, erector nerves perforate 
the parietal fascia from the lateral to the me-
dial to end in the inferior hypogastric plexus. 
IHP continues to the anterior with branches 
that forms Walsh neurovascular fascicles. 

These structures will innervate corpus ca-
vernous and prostate. At the tip of the pros-
tate, these structures approach the prostatic 
capsule at 5 and 7 o’clock. Ejaculatory func-
tion depends on the sympathetic component. 
Erection is produced by both parasympathe-
tic (arteriolar vasodilatation) and sympathetic 
(inhibits vasoconstriction) [1,2]. Erection is 
under sacral parasympathetic control. Ejacu-
lation is controlled by a complex mechanism 
driven primarily by lumbar sympathetic cen-
ters, and secondly by sacral parasympathetic 
centers. Sympathetic centers ensure contrac-
tion of the smooth muscles of the seminal 
vesicles, deferent duct, epididymis, as well 
as the bladder internal sphincter. Sacral pa-
rasympathetic centers also participate in this 
reflex by contracting perineal and urethral 
muscles and relaxing the bladder external 
sphincter  [5].
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by the patients as well as their partners for at 
least a year, three months after the operation 
were: lack of sexual disorders in 37.5%, re-
duction of the sexual activity (partial erecti-
on, lack of ejaculation, anorgasmy.

In the literature, resection of rectal tumors 
with oncological limits is considered to be 
associated with a significant rate of sexual 
and urinary dysfunction. However, current 
surgery attempts to obtain both the excision 
within the oncological safety limits and the 
preservation of these functions. Procard et al. 
published in 2002 a study of 20 patients (13 
men and 7 women) with rectal neoplasm with 
surgery per primam with complete excision 
of mesorectum, but with intraoperative iden-
tification and preservation of hypogastric and 
sacral splanchnic nerves. The tumors were 
staged according to the Astler-Coller classi-
fication, A1 and A2 - 3 cases, B1 – 7 cases, 
B2 – 2 cases, C2 – 1 case and D – 1 case. No 
postoperative urinary dysfunction or urodyna-
mic changes were observed in any patient. 4 
of the 7 women were sexually active preo-
peratively.  Sexual activity and the ability to 
obtain orgasm have not been postoperatively 
altered, at one-year follow-up. 9 of the 13 men 
were potent preoperatively. Sexual activity 
and potency were not altered postoperatively 
in these men at one-year follow-up. Retrogra-
de ejaculation was reported in one case. The 
authors also mentioned the decrease in inten-
sity of erection in 4 patients at 3 months post-
operatively, but with one-year remission [7].

However, it is known that cancer can spre-
ad along the nerve pathways. Based on this 
theorem, Maeda and colleagues conducted a 
prospective study in 2002 involving 50 pati-
ents. In 19 of these, preoperative, intrarectal, 
activated carbon particles were injected, so 

5 cm from the anal verge, staging not more 
than T3N2M0, without previous RT or other 
pelvic operations and without protective en-
terostomy, nor local or systemic recurrences 
during the follow up period. The functional 
results obtained on the basis of a question-
naire, filled in quarterly by the patients as 
well as their partners for at least a year, three 
months after the operation were: lack of se-
xual disorders in 37.5%, reduction of the se-
xual activity (partial erection, lack of ejacu-
lation, anorgasmy. A study published in 1999 
by Prete et al. reported that sexual dysfunc-
tion occurred in 37.5% of cases at 3 months 
(incomplete erection, absence of ejaculation 
or anorgasmia), but at one year, 65.6% of the 
patients had normal sexual activity, in low 
anterior rectal resection with total mesorec-
tum excision (TME) with preservation of au-
tonomic nerves [6]well established in the mo-
dern curative surgery of rectal cancer, needs 
further investigation, especially with regards 
to the preservation technic of the autonomous 
abdominopelvic innervation currently used 
to prevent or reduce the urogenital sequelae. 
The Authors offer a perspective study over 
the recovery of sexual activity in a homoge-
neous group of 32 male patients submitted, 
because of cancer, to restorative proctectomy, 
with anatomical preparation of the hypogas-
tric and sacral plexus. The criteria for eligibi-
lity were the followings: male under 70 years 
of age, excision of the primary rectal cancer 
with coloanal or colo-rectal anastomosis per-
formed at less than 5 cm from the anal ver-
ge, staging not more than T3N2M0, without 
previous RT or other pelvic operations and 
without protective enterostomy, nor local or 
systemic recurrences during the follow up 
period. The functional results obtained on the 
basis of a questionnaire, filled in quarterly 
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nerves. They describe the pattern and distri-
bution of pelvic autonomic nerves and their 
relationship with pelvic fascias in 12 men. 
Hypogastric nerves have a tract between the 
anterior sacral fascia and the inferior hypo-
gastric plexus at the level of parietal fascia. 
Inferior hypogastric plexus crosses the De-
nonvilliers fascia fusion line with the parie-
tal fascia at 10 and 2 a clock of the rectum 
and joins the urogenital vessels. The authors 
believe that the dissection safety plan should 
be chosen between the rectal fascia and the 
anterior sacral fascia in the posterior and la-
teral dissection of the rectum, with increased 
attention at 10 and 2 a clock of the rectum 
for the preservation of the neurovascular 
bundles, between the Denonvilliers and the 
rectal fascia [10].

Nerves cannot always be identified in-
traoperatively, which is why technology has 
been developed to help the surgeon. In 2004, 
an article was published in which a nerve 
stimulation device (CaverMap) was used to 
help identify intraoperative and confirm the 
preservation of these nerve structures. Thus, 
sexually active patients who underwent to-
tal excision of mesorectum were enrolled. 
During the dissection, the surgeon attempted 
to locate the hypogastric nerves in the cor-
pus cavernous. CaverMap has been used to 
confirm their location and to facilitate their 
identification in uncertain cases. Upon com-
pletion of the proctectomy, the nerves were 
restimulated to confirm their preservation. 29 
patients were included with an average age 
of 58 years old. In 26 cases, nerve identifi-
cation was attempted, but only 73% (19) of 
cases could be achieved. In 6 out of 7, Ca-
verMap device successfully identified. At the 
end of the proctectomy, the device was used 
for stimulation to confirm nerve preservation. 

intraoperatively the autonomic nerves were 
dissected from the adjacent connective tissue 
and microscopically analyzed; lymph no-
des located along the axial and lateral drai-
nage pathways were also microscopically 
analyzed. In 47 of the 50 cases, lymph nodes 
were found in connective tissue adjacent to 
the nerves. 2 of the patients showed positi-
ve nodules along the preaortic and presacral 
plexus, and one patient with positive lymph 
nodes at pelvic plexus were with unfavora-
ble prognosis despite nerve resection. The 
authors conclude that in the case of tumors 
located cranially from the peritoneum reflec-
tion, lymphatic drainage is performed prefe-
rentially along the axial and lateral pathways, 
but in the case of those located lower than 
the reflection of peritoneum it disseminates 
along the nerve pathways, so in these cases, 
the complete excision of mesorectum with 
nerve preservation is not oncological safe [8].

In 2004, Tsunoda et al. conducted a retrospec-
tive study of 129 patients with rectal cancer who 
underwent two types of nerve-sparinginterventi-
on. In 61 cases the superior hypogastric plexus an 
both hypogastric nerves were resected, and in 68 
cases they were preserved. Pelvic plexus was pre-
served in all cases. Survival rates and local relapse 
rates between the two batches were compared. At 
3 years, the relapse rate was 13.1% for the first 
batch and 10.3% for the second batch. The distan-
ce metastasis rate and the survival rate at 5 years 
were 23% and 61.6% respectively in patients with 
nerve resection and 16.2 % and 77.4% in those 
with nerve preservation. The authors conclusion 
was that there was no statistically significant di-
fference between the two types of surgery [9].

In 2014, Ma G. et al. published an arti-
cle on anatomical bases in low anterior rectal 
resection for the preservasion of autonomic 
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inferior hypogastric plexus (10 and 2). The li-
gaments were split at the level of endopelvic 
fascia of the mesorectum to avoid injury of 
the inferior hypogastric plexus; lateral dissec-
tion at the edge of Denonvillier fascia, where 
the inferior hypogastric plexus is adjacent to 
the neurovascular bundles. Liang et al. inclu-
ded only patients with complete preservation 
of nerve structures and preoperative sphinc-
ter and sexual function. Sexual functions was 
analyzed in terms of potency and ejaculation 
in men, and from the point of view of vaginal 
lubrication, dyspareunia, sexual arousal and 
climax in the case of women. Patients were 
interviewed 6 months postoperatively (when 
reintegration of intestinal transit was perfor-
med) and at the end of convalescence. There 
were 98 patients, stage II – 44 and stage III 
– 54 (50 males and 48 females). 89 of these 
patients were operated laparoscopically with 
nerve preservation. The mean time for mai-
ntain urinary catheter was 7 days, with good 
urinary function in 71.6% of cases, satisfac-
torily in 23% and weak in 5.4%. Of the 17 pa-
tents with poor urinary function, in 8 of these 
patients, these conditions were transient.  32 
males and 28 women with preoperative sexu-
al activity completed the sexual function qu-
estionnaire. Ejaculation was good at 56.3%, 
satisfactorily in 18.7% and unsatisfactorily 
(retrograde ejaculation or impossibility of 
ejaculation) in 25% of patients. The potency 
was good in 62.5%, satisfactorily in 53.6% 
and unsatisfactorily in 21.9% of patients. For 
women, sexual function was good in 53.6%, 
satisfactorily in 14.3% and unsatisfactorily 
in 32.1%. The absence of vaginal lubricati-
on was found in 46.6%, 39.3% dyspareunia, 
28.6% lack of sexual arousal and in 32.1% 
anorgasmia [13]the aim of which is to de-
termine if a laparoscopic approach can be 

Although this device has been used success-
fully in the cases presented, an analysis is ne-
eded for larger batches of patients  [11].

A meta-analysis published in 2011 by 
Moszkowicz an colleagues tried to draw at-
tention to the key moments during dissection 
when these nerve structures may be injured. 
During the inferior mesenteric artery ligation 
and retro rectal dissection, the superior hypo-
gastric plexus and/or the hypogastric nerves 
may be damaged. Antero-lateral dissection 
and division of the Denonvilliers fascia can 
injure the inferior hypogastric plexus and the 
efferent pathways. Perineal dissection can da-
mage the pudendal nerves. The authors con-
clude that in most of the cases pelvic nerves 
can be preserved during the total excision of 
the mesorectum, but to obtain oncological re-
section, dissection must be as close as possi-
ble to the nerve structures [12].

With the introduction of neoadjuvant che-
mo-radiotherapy, obtaining a nerve preserva-
tion resection has become technically more 
difficult due to the local postradiotherapy 
treatment and more difficult dissection. Aga-
in, the technology helps the surgeon to achie-
ve optimal results with minimal mortality and 
morbidity.

Laparoscopy an be used in the oncological 
surgery of the rectum, with a radical resecti-
on, as well as the preservation of pelvic ple-
xus and nerves. Preservation of the pre-aortic 
plexus by ligation of the inferior mesenteric 
artery at 1-2 cm from aortic emergence with 
meticulous dissection of the mesosigmoid and 
mesorectum transition zone, identification of 
holy-plane and hypogastric nerves during the 
posterior and lateral dissection with nerve 
preservation up to the pelvic diaphragm with 
the identification of the lateral ligaments and 
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them. Following adequate dorsal and lateral 
dissection down to the floor of the pelvis, the 
so-called lateral ligament is reached at which 
the mesorectum appears to be adherent, ante-
riorly and laterally, to the inferior hypogastric 
plexus (at roughly 10:00-2:00 O’clock or wi-
thin an angle of 60degrees about symphysis 
on both sides.

In 2013 Runkel and colleagues developed 
NOME – a nerve-oriented mesorectal excisi-
on consisting of identifying anatomical featu-
res for nerve preservation in laparoscopic rec-
tal resection. They consider the pelvic nerves 
to be the benchmarks for standard dissection 
between the planes of the pelvic fasciae. The 
key points are: preparation for the splanchnic 
nerves at the median region of postero-late-
ral wall, hypogastric nerves superiorly at the 
lateral wall and urogenital bendlets antero-in-
feriorly at the lateral wall. Dissection of late-
ral ligaments is performed last. NOME was 
applied by the authors in 274 cases with par-
tial or total excision of mesorectum (20.4% 
and 79.6% respectively). 42 men completed 
a sexual activity questionnaire. The conversi-
on rate was 0.7%. The complete R0 resection 
was obtained in 90.1% and 95.3% respecti-
vely. The anastomosis fistula was found in 
4.7% of the cases, and the mortality rate was 
1.8%. Out of the 22 sexually active males in-
terviewed, 81% of them maintained satisfac-
torily sexual activity in the postoperative 
period. In conclusion, NOME resections are 
an alternative treatment for rectal neoplasms, 
achieving morbidity and mortality compared 
to gold-standard technique [14]the hypogas-
tric nerves at the upper sidewall, and the uro-
genital nerve branches (Walsh.

Robot surgery attempts to overcome cer-
tain limits of conventional laparoscopic sur-

used in pelvic autonomic nerve-preserving 
surgery for patients with lower rectal cancer 
following chemoradiation therapy. Methods: 
Patients with T3 lower rectal cancer treated 
by preoperative chemoradiation were recru-
ited and subjected to laparoscopic pelvic au-
tonomic nerve-preserving surgery with total 
mesorectal excision and a sphincter-saving 
procedure. This study was performed with 
the approval of the ethics committee of Na-
tional Taiwan University Hospital. Because 
the quality of a surgical trial is highly depen-
dent on the skill of the surgeon with respect 
to the technique under study, it is imperative 
that a surgical trial only be implemented af-
ter the surgical technique has been judged to 
be mature. Before the start of this clinical tri-
al, we gained a sound knowledge of surgical 
anatomy through conventional open surgery 
for rectal cancer and mastered the related la-
paroscopic skills from other sound and pro-
ven laparoscopic approaches, including right 
hemicolectomy, left hemicolectomy, among 
others. We determined that the learning cur-
ve for this surgical technique necessitated 
that colorectal surgeons carry out at least 20 
such procedures. At this point we conducted 
this clinical trial. The details of the surgical 
procedures have been shown in the attached 
video. Briefly, the dissection commences at 
the pelvic promontory with exposure and pre-
servation of the superior hypogastric plexus. 
The pre-aortic plexus and inferior mesenteric 
plexus are preserved by sparing the pre-aortic 
connective tissue and leaving a 1- to 2-cm-
long stump of the inferior mesenteric artery 
in situ. Subsequently, the \”holy plane\” at the 
transition of the mesosigmoid to the meso-
rectum is meticulously dissected to progres-
sively displace the hypogastric nerves dor-
sally and laterally and, therefore, preserving 
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functions by identifying the intraoperatively 
superior hypogastric plexus, hypogastric 
nerves, inferior hypogastric plexus and neu-
rovascular bandlets [17,18]we successfully 
conducted transabdominal intersphincteric 
resection (ISR.

Luca F. and colleagues analyzed urinary 
and sexual function after robotic rectal resec-
tions with complete excision of mesorectum. 
They included 74 patients whos underwent 
such surgery. Sexual and urinary function 
was analyzed by pre-and-postoperative ques-
tionnaires. Sexual function at 1 postoperati-
ve month was considerably diminished with 
erectile dysfunction and decreased sexual 
satisfaction in men, and for women decrea-
sed libido and sexual satisfaction. Both func-
tions, for both sexes, improved in the later 
period, so at 1 year postoperative the results 
were comparable with the ones before the 
surgery. From the point of view of urinary 
function, the degree of incontinence at one 
year after the intervention was unchanged for 
both sexes [19]74 patients undergoing fully 
robotic resection for rectal cancer were pro-
spectively included in the study. Urinary and 
sexual dysfunctions affecting quality of life 
were assessed with specific self-administered 
questionnaires in all patients undergoing ro-
botic total mesorectal excision (RTME.

gery. Andolfi et al. published a review of li-
terature in 2018, where results from robotic 
surgery can be compared to laparoscopy from 
the point of view of oncology and short-term 
morbidity and mortality. The shortcomings of 
this type of intervention are high costs and 
operating time, but with a shorter learning 
curve. It has greater potential for rectal sur-
gery due to the low conversion rate. Some 
studies also show a lower rate of anastomosis 
fistula, positive resection margins and better 
preservation of autonomous function [15].

Another study, published by Askild et al. 
in 2018, compares robotic surgery with lapa-
roscopy from the point of view of postopera-
tive period, short-term results and complian-
ce with the Enhanced Recovery After Surgery 
(ERAS) protocol. The cohort included 224 
patients who underwent a rectal resection for 
adenocarcinoma. 47 of the patients are part 
of the laparoscopy group, and 72 patients are 
in the robotic surgery group. For the robotic 
surgery the duration of hospitalization was 
lower (3 days vs. 7 days), had a lower conver-
sion rate (11.1% vs. 34%), a lower postope-
rative complication rate (24% vs. 49%), but 
a longer operative time (5.8 hours compared 
with 4.5 hours). Compliance with the ERAS 
protocol was 81.1% for the robotic group and 
83.4% for the laparoscopic group [16].

The robotic system attempts to overcome 
the shortcomings of open surgery, such as the 
narrow field of vision, given the localization 
of the rectum in a confined space, adhesi-
on of the mesorectal fascia and the difficult 
identification of autonomic nerves in such a 
restrictive space. The development of this te-
chnology has led to overcoming these impe-
diments with better results in preserving the 
nerve structures involved in genito-urinary 
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sequences on urogenital functions.

An understanding of the anatomy and 
physiology of normal sexual function in 
men and women is essential to clarify more 
postoperative sexual disorders. Organic se-
xual dysfunction after proctocolectomy is 
more common in males than in females. The 
narrow conical pelvis makes frequent rectal 
mobilization more traumatic than in women, 
and nerves can be cut or elongated, resulting 
in a variety of postoperative sexual disorders. 
In addition, the increased incidence of male 
sexual dysfunction can be explained by the 
fact that in men only nerve disruption can 
completely eliminate erectile function. In 
women, sexual function can primarily be me-
diated by brain sexual centers and the impul-
ses carried by pudendal nerves. Occasionally, 
men may have normal erectile function, but 
may experience retrograde ejaculation, as a 
postoperative complication or rectal exci-
sion. This is neurophysiological explained 
by the fact that the sympathetic nerves have 
been injured, the most likely location for this 
event being the disruption of the nerves at 
the sacral promontorium. At this level, sym-
pathetic nerves are exposed, which are easily 
damaged during mobilization of the rectum. 
Thus retrograde ejaculation occurs, allowing 
sperm to go retrograde into the bladder rather 
than being expressed through the outside of 
the penis [20].

Rectal excision is associated with a risk 
of autonomous nervous system damage 
followed by sexual dysfunction (SD). The 
evolution of our understanding of the ana-
tomy and physiology of sexual function, 
along with continuous improvement of sur-
gery for both benign and malignant disease, 
led to decrease in the incidence of SD after 

Surgical resections  
for intestinal inflammatory 
diseases 

Colonic inflammatory diseases, Chron di-
sease and ulcerative hemorrhage recto-colitis 
(UHRC) are severe diseases of the digestive 
tract with common clinical, pathological and 
epidemiological affections, that affect young 
adults in particular, are incurable, require li-
felong treatment, and sometimes multiple 
surgical interventions (intestinal resections, 
proctocolectomy, ileostomies, colectomy, 
etc.). The physiopathological mechanism of 
these diseases is the inflammation of the intes-
tinal mucosa that can progress to ulceration, 
edema and bleeding. In UHRC, inflammation 
begins at the rectum where it can spread to 
the colon from close to closer affecting the 
entire large intestine. Unlike Chron’s disea-
se, where inflammation can affect any regi-
on of the digestive tract, with healthy areas 
between two regions affected by inflamma-
tion. Inflammatory diseases are associated 
with multiple gastrointestinal complications: 
toxic megacolon, hemorrhages, perforations, 
strictures, fistulas and perianal abscesses (all 
representing acute complications requiring 
surgical management); chronic inflammati-
on increases the risk of gastro-intestinal ne-
oplasia.

The treatment of inflammatory bowel di-
sease is made up of two therapeutic steps: 
obtaining remission under appropriate me-
dical treatment and preventing the disease 
being reactivated. Sometimes both medical 
and surgical treatment is needed. Surgical 
treatment of these diseases is encumbered a 
series of complications to which is added the 
inferior hypogastric plexus injury with con-
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impotence occurs in less than 2% of patients 
following restorative proctocolectomy and 
at a similar low rate after proctocolectomy 
and ileostomy. On the other hand, the age of 
the patient is the most important predictor of 
postoperative SD. The anatomical dissection 
of the pelvis with the preservation of said au-
tonomic fibers leads to a low and predictable 
rate of sexual morbidity. Further research is 
needed to determine the effects of adjuvant 
therapy for rectal cancer on sexual function. 
The rectal dissection performed inside the 
mesorectum, close to the rectal muscle wall, 
in order to minimize the damage of pelvic se-
xual nerves to inflammatory bowel disease, 
can be performed with low impotence rate. 
Minor degrees of erectile disfunction may be 
more common than those currently recogni-
zed. I could not be demonstrated that a rectal 
wall significantly protects the patients from 
impotence compared to operation in the ana-
tomical mesorectal plane. Age seems to be 
the most important risk factor for postopera-
tive impotence.[22]

An ileo-anal anastomosis with the forma-
tion of a reservoir can alter sexuality and fer-
tility in women. The laparoscopic approach 
seems to reduce infertility rates in women, 
however, the impact of manual versus mecha-
nical anastomosis on sexuality and fertility 
has never been evaluated in UHRC patients. 
In this preliminary study, manual or mechani-
cal technique did not influence the results of 
sexuality or fertility of patients with UHRC, 
but there was a tendency to improve female 
fertility and male erectile function in the case 
of manual anastomoses. The intestinal transit 
disorders have contributed to male and fema-
le sexual dysfunction after ileo-anal anasto-
motic surgery [23].

rectal surgery. A knowledge of postoperative 
SD risk is important for both the patient and 
the reference point for the audit of individual 
colorectal practice [21]physiology and surgi-
cal aspects of this topic has been researched 
through the Medline database. The more 
recently available data are reviewed in the 
context of the historical evolution of surgery for 
benign and malignant rectal disease. 

RESULTS AND CONCLUSIONS 

In the best hands, permanent impotence occurs 
in less than 2% of patients following restorative 
proctocolectomy and at a similarly low rate 
after proctocolectomy and ileostomy. Isola-
ted ejaculatory dysfunction is also numeri-
cally a minor problem post operation for ben-
ign disease. Patient age is the most important 
predictor of SD after surgery for rectal can-
cer. The incidence of permanent impotence 
remains high (>40%).

A study from 2004 [21]physiology and 
surgical aspects of this topic has been re-
searched through the Medline database. The 
more recently available data are reviewed 
in the context of the historical evolution of 
surgery for benign and malignant rectal di-
sease. RESULTS AND CONCLUSIONS In 
the best hands, permanent impotence occurs 
in less than 2% of patients following restora-
tive proctocolectomy and at a similarly low 
rate after proctocolectomy and ileostomy. 
Isolated ejaculatory dysfunction is also nu-
merically a minor problem post operation for 
benign disease. Patient age is the most impor-
tant predictor of SD after surgery for rectal 
cancer. The incidence of permanent impoten-
ce remains high (>40% shows that permanent 
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Conclusions
In conclusion, regardless of the surgical 

approach used, either open, laparoscopic or 
robotic, the surgeon must perform an ana-
tomical dissection that follows the embryo-
logical anatomical plans, preserving pelvic 
autonomous nerve structures to preserve the 
urinary, sphincter and sexual functions. To 
maximize the postoperative quality of our pa-
tients lives, we must respect both oncological 
principles and pelvic anatomical structures, a 
through dissection offering similar results in 
the rate of local recurrence and overall sur-
vival. 
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THE „H” HYPEREROTICISM AREA  
ESSENTIAL FOR FEMALE EXCITABILITY – 

POINTS OF VIEW 

Points of View

ridian orgasm, and ejaculation is normal, but 
not abundant [1,2,8,9,10,11].

Regarding the existence of the “G-spot” 
[4,5,6,7,8], in 2009, authors from King’s 
College London, as well as other authors, 
suggested that the “G-spot” was subjective, 
and they explained this by the fact that in 2 
twins [5,8], only one reported the so-called 
“G-spot”, and the other did not.

In a study on 800 women aged 16-45 we 
found that:

On the anterior-inferior retropubic vaginal 
wall there is a surface with a higher erectile 
sensitivity than the rest of the vagina, with a 

Known for a long time as a woman’s 
erogenous area, Ernst Gräfenberg emits the 
hypothesis of a “spot” that would cause a 
woman’s pleasure state, which he called “G”. 
It has not been explained how and why, there 
is a hyperexcitability at the touch of the area, 
respectively the morpho-physiology of this 
place.  

In 2016, we have proved that it is not a 
“spot”, but a distinct well-defined “area” 
with a specific and well-defined structure in 
relation to the other erogenous areas [1,2]; 
we have also explained that the Area is not 
hypothetical, that the intensity of its orgasm 
is not different from the vaginal, anal or clito-
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The H Area is not present in absolutely all 
women, just like orgasm. This does not mean 
that, according to some authors, the area wo-
uld not exist.

The intensity of the excitability of the H 
Area is determined by multiple factors such 
as the biological potential, the partner, or the 
state of the woman at that moment since the-
re are women who, for example, do not have 
orgasm after the self-masturbation or the he-
tero-masturbation of the area, respectively a 
fertilizing coitus proving once again the di-
verse human body structure.

The difference is also between the erectile 
organs, such as the erectile organs of the vul-
va through their structure.

The sensitivity of the erectile structure of 
the clitoris may not be the same as the sen-
sitivity given by the vestibular bulbs, imper-
fectly developed organs, located on the late-
ral sides of the vaginal opening, at the basis 
of the labia minora.

differentiated macroscopic aspect (Fig.1a.b), 
namely a separate morphological structure 
that justifies this sensitivity.

The erectile area has a unique and precise 
trapezoidal shape (Fig.2).

Figure 1 a, b. The Hypereroticism Area-  The H Area

Fig. 1 a

Figure 2 The trapezoidal shape of the H Area

Fig. 1 b
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nosus of the clitoris. This is another proof of 
the connection between the erogenous area 
and organs with the H Area. The corpus ca-
vernosus of the clitoris and the vestibular 
bulbs have cavernous tissue in their structure, 
which is filled with blood during the erection, 
through the dilated helicine arteries which are 
strained due to the albuginea, obstructing the 
veins, namely the blood drainage system. 

The vascularization of the erectile system 
in the area directly concerns the urethral bo-
urrelet made of erectile tissue, located in the 
urethrovaginal area, and therefore affecting 
the H Area.

In this context, the direct connection 
between the erectile tissue of the clitoris, 
the vestibular bulbs, the urethral tissue, the 
urethrovaginal tissue, and the H Area vascu-
lar plexus causes through the stimulation of 
the receptors in the H Area an erectile effect, 
turgescent on a large surface, preparing the 
genital organs for copulation, ejaculation and 
orgasm. 

The anastomoses between the corpus ca-
vernosus of the clitoris with the corpus ca-
vernosum of the urethra are also explained 
by the venous blood leakage, mainly directly 
into the circumflex veins [1,2,3].

The erection is therefore a complex vas-
cular-nervous process in which the relaxation 
of the cavernous spaces, the “erotic state”, is 
made in response to the excitation of the local 
and central nervous receptors, preparing the 
act of mating.

The blood flow to the venous plexus of the 
anterior wall of the vagina causes a normal 
erectile state, which, however, in the H Area 
is supplemented by the hyperaemia of the lo-
cal spongy tissue, which increases the erecti-

Morphophysiological features 
that define the Hypereroticism 
Area (“the H Area”)

The lower third of the vagina (the H Area), 
respectively the two upper thirds have diffe-
rent embryological origins. 

The two upper thirds of the vagina come 
from the urogenital sinus, and the lower third 
from the genital ridge [3].

The muscular formations that make up the 
urethra’s own sphincter and the vagina’s own 
sphincter include the H Area, being involved 
in the erection, orgasm and ejaculation throu-
gh the common neuro-vascular system.

Blood vessels, lymph vessels and nerves 
are directly linked to the vulvar sensory cor-
puscles, integrating directly into the highly 
sensitive erogenous structures.

The lower third of the vagina results from 
the urethrovaginal sinus from which the uri-
nary bladder and urethra are formed, there 
being a direct link between the anatomical 
structure of the H Area and the urethra, the 
vulvar erectile organs and the common vas-
cular-nervous formations.

The response to stimuli is slightly superi-
or in the lower third of the vagina as compa-
red to the two upper thirds, with a time span 
between the stimulus application and net 
response lower for the H Area [1,2], and the 
resting potential is shorter for the cells in the 
H Area.

The urethra, suburethral tissue and va-
ginal opening are surrounded by vestibular 
bulbs, which in the anterior and median po-
sition, above the urethra, constitute a venous 
plexus communicating with the corpus caver-
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Conclusions

The H Area is part of the group that con-
stitutes the woman’s erogenous areas and or-
gans.

The direct connection with the clitoris, an 
organ with very high erotic sensitivity, espe-
cially through the nerve threads, gives a good 
erogenous value to the H Area.

Certain structural, anatomical or patholo-
gical particularities that alter the erotic sensi-
tivity of the erogenous area or organs cannot 
be generalised.
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on and sensitivity of the receptors, increasing 
the intensity of the excitation, another proof 
of the existence of the Hypereroticism Area.

The H Area is innervated by branches of 
the dorsal nerve of the clitoris, a line from 
the pudendal nerve. Apart from the clitoris, 
the nerve threads innervate the subclitoridi-
an part, the vaginal introitus and the H Area, 
along with the labial, vaginal, vulvar lines at 
the surface and in depth, making another di-
rect connection with the other genital organs.

I recall that the nerve threads of the dor-
sal nerve of the clitoris make in the “gland” 
a nervous plexus with very high erotic sensi-
tivity, which gives the special excitatory fee-
ling (hyperexcitation) of the clitoris, the most 
powerful erogenous organ in the woman.

The connection through the nerve threads 
of the H Area with the clitoris, vagina and 
vulva is a functional erotic complex required 
for copulation.

Through the dorsal nerve of the clitoris 
that innervate the H Area, the urethra, the 
vestibular bulbs and the upper third of the 
labia minora a nervous network is created, 
which upon reaching one of them determines 
the sensitivity of the whole area. Thus, the 
surgical section of some lines secondary to 
local pathology will not completely eradica-
te the state of local eroticism. The sensitivity 
differentiation of certain spots is determined 
by the number of receptors, or the lowering 
of their excitation threshold, of the number of 
nerve threads leading the information.

The sensation of urinating when palpating 
the H Area (present in 68% of cases in our 
statistics) proves the direct connection of the 
lower third of the vagina with the urethra and 
the bladder.
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being close to your partner causes an eroge-
nous impulse; the lascivious movements of 
a woman and the touching of the more ero-
tically charged parts (the thighs, the vulva, 
the penis), the viewing of sexual images of 
any form, particularly following a period of 
abstinence of the person in question, may re-
sult in an erectile tonus. Sexual attractiveness 
and bilateral receptiveness, the directing and 
activation of sexual motivation, i.e. the role 
neurohormones and cybernins in the brain 
play in this deterministic equation is still not 
completely elucidated. 

- Low temperatures increase the secretion 
of TSH, thus stimulating prolactin secretion, 
which reduces dopamine, i.e. the desire to 
have intercourse.  

-High temperatures stimulate erection, 
and have a positive effect on gonads. 

- The state of excitation in individuals 
may be triggered by olfactive, auditory and 
visual analysers, as well as by the tactile re-
ceptors situated in the skin follicles and the 
cutaneous ridges with non-myelinic nervous 
fibres (the Merkel cells). Sexual excitation in 
men and women is transmitted by the tactile 
stimulation of tactile receptors in the eroge-
nous zones, which causes the specific erotic 
state in the brain (1,3).

From receptors, impulses reach the erec-
tile centre in the bone marrow of S2-S4, and 

Q: Why is it that women can have sexual 
intercourse even in the absence of excitati-
on leading to it, while men cannot copulate 
without an erection, i.e. they cannot have a 
sperm release or orgasm? Which are the com-
mon excitation factors of the two parteners?

A: Normal intercourse is the result of the 
excitation of the 2 individuals involved.  De-
termining the erotic sensation, i.e. the libido, 
may be triggered also by seeing someone in a 
group, the touching of whom causes the erec-
tile sensation in the genitalia and the desire to 
have sexual intercourse.

The state of sexual excitation of a person, 
be that a woman or a man, is the result of both 
exogenous, and endogenous factors.

The endogenous factors include the 
following:

-Pheromones, which cause the changes in 
a person’s sexual conduct, i.e. the attraction 
of the partner.

In mammals, pheromones apparently re-
sult from the alteration of the fatty acids in 
the vagina by the action of the estrogen, whi-
ch changes the vaginal PH.  Lower quantities 
of pheromones also occur in the pre-ovulati-
on period of the menstrual cycle (1,2).

-Psychological factors, such as the re-
membrance of highly erotic sexual images, 
the intimate, sensual dance, as part of which 
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to become aroused, not being aware that a 
really big penis will result in painful copu-
lation for the woman, while very wide vagi-
nas will reduce the man’s pleasure during the 
intercourse. In this case, however, a man’s 
hetero-masturbation causes the woman to be-
come extremely aroused and have multiple 
orgasms. Humans receive 1.5% of data by 
touching, 3.5% by smelling, 11% by hearing, 
and 83% by seeing.

Sight provides humans with up to 90% of 
the total volume of data in the environment, 
and complex visual data are interpreted by 
one tenth of the cerebral cortex. The retina is 
an outgrowth of the brain, and light receptors 
are located on the retina. The image enters the 
pupil, goes past the transparent media of the 
eye, where sensitive cells (rods and cones) 
turn the light energy into a nervous influx, 
which is the electrochemical information in 
the brain. Data collected by a single cell of 
the eye are sent through the retinal-cerebral 

from here, through the medullary ascending 
paths, reaching the postcentral gyrus in the 
parietal lobe. From the brain level, modifica-
tions in the genitalia occur through descen-
ding paths, such as the elongation and disten-
sion of the vagina, the congestion of the labia 
and the other erectile zones, the clitoris and 
vestibular bulbs, the H Zone, i.e. the swelling 
of the nipple and the erection of the penis.

In addition to the CNS, tactile receptors 
also engage the cardiovascular and respira-
tory apparatuses, and have a direct effect on 
sexual intercourse.

-Visual analysers – shapes conveying the 
sense of sensuality of men and women are 
perceived by the most important and most 
sophisticated analyser, which consists of 
over 500,000 fibres (Fig.1). It plays a major 
role in the occurrence and enhancing of the 
erogenous sensation, it being the trigger. It is 
well-known that the viewing of overdevelo-
ped genitalia causes the young man/woman 

Figure 1 . The optic nerve ( image from Treaty of Clinical Sexology)

 
80% in the cerebral cortex, central segment  
(occipital lobe around the calcarine sulcus)
- area 17 - the analysis of the visual excitation is made
- area 18 (peristriated) - the excitation  
   synthesis is made
- area 19 (parastriated) - conscious visual  
   sensation is elaborated

5% in the pretectal nuclei of the 
mesencephalon, the temporal lobe 
(optic radiations of Gratiolet)

5% in the thalamus, the occipital lobe 
Damaging the areas 18 R, 19 R causes 
psychic blindness (the person or object 
is perceived but the consciousness 
of the symbolic value is not reached)
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fibres of the optic nerve to the cortex, and the 
image of the seen person is received and sent 
to the brain by this analyser. 

The connection of the retina to the dien-
cephalon (Hypothalamus), i.e. the Parasym-
pathetic Vegetative Nervous System, expla-
ins the hyperexcitability of people living in 
warm geographic areas, including as far as 
their sexual behaviour is concerned.

II- I : Why is it that in the case of humans, 
over 90% of women carry an only child in 
their pregnancy, and only approximately 10 
% of pregnancies are of multiple products of 
conception?

R: Only one spermatozoon penetrates the 
oocyte; following the penetration of the first 
spermatozoon, an influx of Calcium ions is 
triggered in the “pellucid zone” which rele-
ase cortical granules in the perivitelline area, 
which prevents other spermatozoa from pe-
netrating it (1).
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BEFORE AFTER

• Poor pelvic floor muscle     
  awareness and ability to      
  contract muscles
• Uncontrolled urine       
  leakage
• Loss of neuromuscular     
  control
• Weak pelvic floor muscles

• Improved awareness and  
  ability to contract pelvic  
  floor muscles 
• Regained bladder control
• Restoration of    
  neuromuscular control 
• Deep pelvic floor muscle
  stimulation and    
  strengthening 

BTL_Anti-Aging _Final_Emsella.indd   3 03/05/2019   13:07:03



Journal of Clinical Sexology - Vol.2, No.1: January-March 201950

About Treaty of Clinical Sexology

This treaty is the revised and enlarged 
edition of the book entitled “Clinical 
Sexology”. The publishing of the first 
edition of this book started from the idea of 
a systematisation of the basic concepts of 
sexology, a specialized manual allowing the 
easy understanding of the concepts that we 
have placed in the framework of the simple 
laws of nature.

Shortly after the publication of the first 
edition of the “Clinical Sexology”, I was 
suggested that I have this book translated into 
several languages on multiple occasions.

I am now convinced that there is a growing 
interest in reading this book. Moreover, the 
interest in the concepts of sexology also 
existed about 30 years ago, when my first 
sexology book entitled “Adolescence” sold 
250,000 copies.

In this edition I also tried to make a 
betterclassification of the male and the 
female sexual dysfunctions, diagnosis and 
treatment thereof, the specific tests for each 
abnormality reported, their etiopathogenesis 
and others. It seemed natural to me that 
closer attention should be paid to patient-
specific investigations as part of the clinical 
expression of sexual dysfunctions, and that 
a distinction be made between the genital 
and the extra-genital causes, since a simple 
clinical examination was obviously unable to 
detect the lesional etiopathogenetic substrate.

Also, according to the data presented, 
treatment is no longer limited to the 
prescription of a tablet, but it is complex, 
thereby providing a proper solution to sexual 
dysfunctions.

I hope that reading this book will make it 
easier for you to identify the cause of sexual 
pathological manifestations and remove 
randomly carried out treatment.

The Author

Bucharest 2018
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