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Editorial

To the Minas Gerais University,  
the Faculty of Medicine of Belo Horizonte, Brazil

To Dean Professor Humberto José Alves

Thank you for your wonderful words regarding the “Treaty of Clinical Sexology”.

I would be particularly honoured, as author,  if you were to include this treaty in 
the faculty library, as possible study material and reference benefiting the Faculty 
of Medicine.

Thank you for your kind words, which honour me.

Yours sincerely, 
Assoc. Prof. Dr.  Nițescu Vasile, PhD
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TYPES OF RECTAL SURGERY  AnD RELATED 
SExUAL DYSFUnCTiOnS 

Abstract: 
The rectal pathology surgery can cause morphofunctional disorders of the genitourinary 

organs, at both genders, subsequent to the intra-op lesions, these manifesting as sexual 
dysfunctions, fact that was often notified by the patients, after the surgery.

Therefore, I consider it useful to study in detail the etiopathology of sexual dysfunctions, 
first of all caused by the vascular-nervous lesions occurred in the wound, which, theoretically, 
get out of the control of the brain, of the medullary reflex arc and of the local receptors. 

The lesions caused by the surgical procedure depend on the gravity of the rectal pathology, 
on the septic time, on the emergency of the procedure, on the professionalism of the surgeon, 
on the anatomical variant of the pelvic topography and on the type of surgery.

Sexual dysfunctions caused by the sectioning of the nervous and vascular branches 
remain, in principle, permanent, being more serious at man, considering that copulation 
cannot be achieved without erection, except for pathological cases when, for example, 
ejaculation can occur without erection, in form of emission. If sexual dysfunctions become 
permanent because of the sectioning of the neurovascular elements, the question is whether 
these improve in time, in accordance with the information presented by the patients. In this 
case, theoretically, the brain stem can no longer perceive the sensations of the terminal local 
sensory receptors, Alpha-1 type, partly on the mucosa of the gland or vulva, which is under 
vegetative control, causing thus erectile dysfunction.

The reasons of the patients’ coming to the sexologist, after the surgery of the rectal 
pathology, were caused not only by the occurring of certain types of sexual dysfunctions, 
but also by the inefficiency of the pharmacological preparations for sexual stimulation.
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introduction
The sigmoid colon and the rectum compo-

se the terminal segment of the digestive tube. 
Unlike the sigmoid, rectum has a pelvic tra-
jectory, in continuation of the colon from the 
vertebra S3, up to the anus (Fig.1.a). 

Rectum is located along the curve of the 
sacrum and peritoneum covers it in the an-
terosuperior half of the rectal ampulla. Pe-
ritoneum reflects on the anterior organs, de-
pending on gender, and laterally, if forms the 
pararectal recesses.

Fig. 1 a.Sagittal section through the pelvis. Rectum, the terminal segment of the digestive tract, 
fixed in the cuverture of the narrower sacrum- in female. Anatomical relantionships with the 
genito-urinary organs
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The haustra, ribbons and epiploic appen-
dages disappear, therefore the musculature 
becomes better emphasised through the cir-
cular and longitudinal layers. 

The exeresis of the pathological pelvic 
structures involves directly vessels, nerves, 
lymphatic system and adjacent tissue of the 
neighbouring genitalia, as follows:  anteri-
orly, through the peritoneum (the pouch of 
Douglas), the urinary bladder at man, the 
genitalia at woman; laterally: through the 
latero-rectal orifices, there are the uterine 
appendages  (tube, ovary); infraperitoneal  
posteriorly: the sacrum, presacral aponeu-
rosis, which separates it from the presacral 
vessels and sacral plexus the roots. Between 
the rectum and the presacral aponeurosis, the-
re is the retro-rectal area, cleavable at manual 
manoeuvre; laterally:  the ureters and middle 
haemorrhoidal arteries; anteriorly: at man – 
the pouch of the bladder, seminal vesicles, 
deferent canals, base of the prostate. All are 
separated by the rectum, via a vertical area 
and the prostato-peritoneal aponeurosis, i.e 
Denonvilliers’ fascia (cleavage plan), at wo-
man – the posterior vaginal wall. The repro-
ductive system interposes between the blad-
der and the rectum, thus influencing sexuality 
directly, under various forms. For example, 
the lack of prostatic secretions, which re-
present 25-30% of the seminal fluid , of the 
seminal vesicle secretion and of the bulbou-
rethral gland secretion, which no longer re-
ach into the seminal fluid, reducing it thus 
both qualitatively and quantitatively, directly 
influencing fertility, because the mobility of 
the spermatozoids in the ejaculator duct and 
urethra is absent. With its rich content in ve-
siculosis, the prostatic fluid has a coagulant 
action on the semen, and, with its content in 
fructose and citric acid, it influences favou-

rably the mobility of the spermatozoids. The 
alkaline secretion of the prostate buffers the 
citric acid, not allowing it to destroy the sper-
matozoids, therefore influencing fertility fa-
vourably.

The perineal segment of the rectum is fi-
xed by the anal lifting muscles (Fig.1.b), whi-
ch act as a rectal sphincter next to the two 
anal sphincters, both external and internal. 
After the dissection and isolation of the rectal 
pathological masses, sometimes, the surgeon 
keeps an ending portion of the rectum, with a 
length of 2- 5 cm from the anal-rectal line to 
the pectineal line, which represent the so-cal-
led “surgical anal canal”,  which, in principle, 
keeps the two anal sphincters.

In the remaining rectal fragment, with a 
length of more than 5 cm, according to the 
oncological safety rules, colorectal anasto-
mosis, according to most authors, offers fa-
vorable results in over 90 % of the cases, pro-
tecting normal intercourse.

In the rectal fragment less than 5 cm len-
gth, performing low colorectal anastomosis 
or colo-anal anastomotic surgery poses a 
question mark in choosing the anastomosys 
type  that regards: the number of 24 hours de-
fecations demands, the value of contention, 
the perception of the difference between the 
elimination of the faeces and gases, the per-
ception of the imperative sensations of defe-
cation, all of which can have a direct negative 
influence on sexual intercourse.

 If the length of the remaining rectum is 
lower than 4-5 cm, the ileoanal anastomosis 
can no longer be made, because of the tran-
sit disorders, which increase the pathology of 
sexual dysfunctions at both genders. Depen-
ding on size, these no longer have the initial 
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Fig.1Fig. 1.b. Perineal region: arteries, veins, nerves that originate in the pelvis.
Section of the neurovascular formations that target the anus and base of the penis, the cause of 
penile sexual dysfunction and contractile dysfunction of the anal orifice. The surgical cutting 
of the nerve threads of the anal lift muscles causes rectal prolapse. The surgical cutting of the 
nerve threads of the anal sphincter muscles, which no longer efficiently compresses the anal 
walls, causes the continuous discharge of the anal glands. (Adapted from Sobotta – Figge 1963)
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anal sphincter cannot even stop the elimina-
tion of air bubbles. In several cases, the anal 
secretion reduced at 2.5 – 3 years after the 
surgical intervention.

The secretion of the remaining anal canal 
mucosa glands, which is deposited on the rec-
tal ampulla (ampulla recti), in the rectal sinu-
ses and columns (sinusus rectales, columnae 
rectales) and next to the anal orifice (annulus 
haemorrhoidalis) (Fig2) requires additional 
local hygiene, on a daily basis, this being a 
particular sign in sexuality.

efficiency, however, even if the defecation 
sensation still exists and there is an apparent 
contraction of the anal orifice. Sometimes, 
the perception of different sensations betwe-
en gas and faeces is no longer differentiated.

Also, the remaining rectal segment, simi-
larly to the case of ultra-low rectal resection, 
maintains a reduced secretion, with a specific 
mucus and elimination, in small quantity, and 
with a specific smell, which cannot be contro-
lled anymore, according to the description of 
the patients. Sometimes, during urination, the 

Fig.2 The remaining anal channel;
The retention area of anal glands secretion.In the biological product harvested from the anal 

area, in 78% of cases, on the culture media were found colonies of Proteus mirabilis
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ject to the brain control or treatment adminis-
tered, thus justifying the sexual dysfunctions 
accused by the operated patients.

One conclusive example is also given by 
the post-op administration of type 5 pho-
sphodiesterase inhibitors (PDE5), which not 
only does not stimulate the desired erection, 
but also causes accidents, due to the inten-
sification of the pre-existent cardiovascular 
pathology, such as myocardial infarction, in-
stable angina, ventricular rhythm problems, 
or cerebral ischemic vascular accidents, by 

I mention that the sensation of rectum 
contraction and relaxation functions as ana-
bolic reflexes controlled by the brain.

Sectioning the vegetative and somatic 
branches (Fig.3), as well as the vascular ones, 
not only modifies the morphophysiology of 
the pelvic genital organs, but also of the uri-
nary bladder. So, in theory, the Local Nervo-
us System is connected to the Central Nervo-
us System (CNS), but, practically, sectioning 
the receptive nervous threads, these organs, 
in terms of functionality, are no longer sub-

plexus sacralis

plexus rectalis

plexus hypogastricus
superior

rectum

plexus 
hypogastricus
inferior

vesica urinaria

plexus prostaticus

plexus corporis
cavernosi penis

plexus vesicalis

Fig. 3 The vegetative/autonomous pelvic innervation in male- schematic drawing  
(Adapted from Benninghoff-Goertler 1979)
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have their role in the penile erection, increa-
sing the blood flow in the cavernous bodies, 
and the sympathetic ones cause the emission 
and ejaculation of the spermatic fluid. Vaso-
constriction of the penile veins influences the 
erection in a negative way.

The sectioning of the vascular-nervous 
masses no longer stimulates the seminal vesi-
cles, respectively the elimination of the sper-
matic fluid, the secretion of prostate canals, 
of the vas deferens and the vascular elements 
standing at the base of the penis.

the mere administration or supplementation 
of dosages.

In 72% of the cases in our statistics, the 
sectioning of the vegetative threads which 
involve the urinary bladder at men (Fig.4) 
and women (Fig.5) ,particularly at persons of 
70- 82 years old, caused the increase of the 
frequency of night micturition, with low jet 
and several interruptions, the time for partial 
evacuation increasing, despite the additional 
effort of the abdominal muscles. 

The parasympathetic vegetative fibres 

vesica
urinaria

rectum

n.hypogastricus

 vesiculae
seminales

ductus
deferens

n.presacralis

Fig. 4 Recto- vesical pelvic innervation in  male (Adapted from Latarjet et Bonnet1931)
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plexus  vesicalis

m. levator ani

plexus
 ischiadiscus

rectum

uterus

vesica urinaria

tuba uterina

plexus
hypogastricus sup.

Fig. 5 The pelvic innervation in female (Adapted from Anton Hafferl 1957)

Surgical methods of the 
rectal pathology and sexual 
dysfunctions occurred
Each surgeon operates in accordance with 

the professional training, experience and ope-
ratory preference. Choosing the type of inter-
vention takes into account the topography of 
lesions and their local-regional extension, the 
anatomic pelvic topography (tighter, at man), 
the degree of obesity of the patient, the bio-
logical potential, the age, the features of the 
tumour (the non-differential ones present, in 
most cases, lymph nodes invasion). 

The surgical treatment requires also a 
mandatory and correct, clinical, biological, 
imaging assessment and the determination of 
the anaesthetics and surgical risk.

Lower Gi Endoscopic Surgery 
General Data
Lower GI endoscopy represents a simple 

way of examination, diagnosis and treatment 
of the rectal pathology. The endoscopy with 
image amplifier and contrasting staining in-
digo- carmine or cresyl- violet (Fig.6 a,b,c), 
is efficient for diagnosing the incipient rectal 
pathology, determining the position of the tu-
mour, its size, the degree of stenosis and the 
anatomic-pathological shape. 

The rectal endoscopy can establish the 
degree of tumour invasion, the local-regional 
extension or the possibility of neighbouring 
lymphadenopathies. It has, however, a redu-
ced application territory, because the surgical 
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Fig. 6 a, b, c Endoscopy- Different contrast staining 
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biological product (by endoscopy) can surely 
establish the diagnosis of rectal cancer, like 
in case of infiltrative tumours or inflamma-
tory reactions, even if there is the possibility 
of exfoliative brushing of the suspect areas or 
the needle aspiration.

Complications can occur on short  
of long term.
In principle, the complication-free endo-

scopic operation leads to minor sexual dys-
functions or does not cause sexual dysfunc-
tions at all. Minimum dysfunctions however 
can be aggravated by some complications, the 
pre-existence of chronic diseases or accen-
tuated consumptive diseases, which, among 
others, depress the gonadotropic system, cau-
sing sexual dysfunctions.

According to some authors, the conser-
vatory operations or only surgically treated 
patients lead, in 50% of the cases, to local 
recurrences, in principle approximately five 
years later, the occurring of malignant patho-
logy requiring a laparotomy and rectal colo-
tomy. In the rectal polyposis (Fig.8 a,b,c), as 
shown above, not only there is a major risk 
of neoplastic degeneration, but also a risk of 
mortality in the first ten years. Minimally in-
vasive surgery has proven its efficiency in the 
treatment of well-determined rectal lesions, 
and the lesions of the neighbouring organs 
are minimal, except for the incidents and ac-
cidents. Some authors claim that the colono-
scopy provides a good yield in the diagnosis 
of the colorectal neoplasia only after the age 
of 50 years old.

The patient can leave the hospital immedi-
ately or after one or two days, and the sexual 
activity can be resumed in accordance with the 
sexual potency existing before the intervention.

treatment of the benign tumours, as well as 
of the incipient colorectal cancer, requires a 
correct appreciation of the clinical, biological 
and imagistic diagnosis, fact that limits the 
endoscopic approach only at the treatment of 
the incipient colorectal lesions.

Singular polyps (Fig.7. a,b,c), particularly 
the adenomatous ones, numerous, spread or 
grouped in placards (Fig.8 a,b,c), after the 
age of 40, stand at the basis of most cancero-
us tumours. The type of endoscopic resection 
is made in relation with the extemporaneous 
biopsy, when the biological product is collec-
ted directly from the mass. The echo-endo-
scopy has an accuracy of 85% in the parietal 
invasion of the anal sphincter.

Among the disadvantages of endoscopy, 
we can mention: the impossibility of establi-
shing accurately the degree of tissue infiltra-
tion (penetration of the intestinal wall by the 
pathological tissue), the lymphatic dissemi-
nation or the existence of metastases.

The incomplete excision of the tumour, 
using the endoscopic method, causes recur-
rence and the occurring of metastases. The 
exeresis of the higher sized-lesions causes 
strictures or contractions, which decrease 
the elasticity of the remaining tissues, mo-
difying the local morphophysiology and can 
also cause, for example, intestinal occlusion 
with afferent repercussions. The risk of per-
foration is of 1/1700 colonoscopies (Bolog, 
Mateescu, Voiosu), in the case of endoscopic 
interventions. 

The lesions of the neighbouring organs, 
in the lower GI endoscopy, occur after ope-
ratory complications (bleeding, perforation, 
stenosis, contraction.

Sometimes, not even the collection of the 
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Fig. 7 a, b, c Singular rectal polyps. Endoscopic resection with extemporaneous biopsy.
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Fig.8 a, b, c Polyps in placards. a. Lateral spreading tumor without stenosis. b. Vegetation 
formation polylobate without NBI, partially stenose. c. Lateral spreading tumor

Fig. 8 a

Fig. 8 c

Fig.8 b
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tects the neurovascular masses of the organs 
adjacent to the rectum, and the sexual dys-
functions are significantly reduced .

In the opinion of some authors, laparo-
scopy and robotic surgery are valuable only 
due to the shorter period of operating time, 
but in other authors’ opinion, laparoscopic 
or robotic surgery has a longer duration then 
the usual (classic) one. The intervention re-
quires investments in performing equipment, 
respectively a special training programme.

Obviously better preservation of the vas-
cular-nervous masses, using these two surgi-
cal methods, has been described by numerous 
authors, the advantages being unquestioned.

Open Abdominal Surgery 
This remains the main form of intervention 

in the complex rectal pathology and in emer-
gency cases. It is a complete way of approach 
and treatment, basically for the autoimmune 
inflammatory diseases (ulcero-haemorrhagic 
rectocolitis, Crohn’s disease, undetermined 
colitis), diverticulosis complicated with di-
verticulitis, benign and malignant tumours, 
particularly in advanced stages, emergencies, 
very serious diseases. In the case of advanced 
rectal oncological pathology, the vascular-
nervous lesions caused to the neighbouring 
organs are complex, and, because of the mo-
dification of the morphophysiological struc-
ture, the sexual dysfunctions are more severe.

The exeresis of rectum or of a portion of it 
which contains the tumour, the lymph nodes 
and the lymphatic drainage system, inclusi-
vely the lymph nodes of the last lymphatic 
drainage station where metastases may occur, 
(of 2-17 %), respectively the pararectal vas-
cular-nervous masses, require, among others, 
the primitive ligature of the vascular pedicles, 

Laparoscopic and Robotic 
Surgery
The enlarged three-dimension images, the 

very precise movements of the micro-instru-
ments introduced in the abdomen through 
tiny incisions, allow the entrance in a very 
reduced area, such as the curve of sacrum at 
men, and the performance of dissection and 
exeresis of rectum, by laparoscopy. Used in-
clusively in the rectal oncologic pathology, it 
provides the preservation of the upper vas-
cular-nervous masses, thus protecting best 
the neurovascular elements involved in the 
occurrence of the sexual dysfunctions.

Video-laparoscopic colorectal surgery 
has a longer duration than classical surgery, 
but offers many advantages such as rapid 
resumption of colon transit, reduced posto-
perative pain, infections, hospitalization and 
lower complications (adhesions, occlusions, 
eventration).

The robotic surgery, which is higher in 
value than the laparoscopic surgery, in terms 
of morbidity and mortality, is a minimally in-
vasive treatment, with irrefutable advantages, 
such as: precision and control, as compared 
to the classical operation, respectively open 
abdominal surgery, post-op reduced pain and 
bleeding, decrease of the risk of infection, 
small scars, rapid social reintegration.

The high-resolution three-dimension ima-
ges, in high definition, offers superior visua-
lisation of the pelvic masses, increased pre-
cision in the dissection and fine suture of the 
local elements, high operating potential, low 
rate of post-op complications, shorter hospi-
talisation period, as compared to laparoscopy.

From these reasons, the laparoscopic sur-
gery, the robotic one particularly, best pro-
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Conclusions
- sectioning the neurovascular elements 

modifies the physiology of the neighbouring 
organs, influencing thus the fertility of the 
operated persons inclusively;

- the maintenance a rectal stub from the 
anorectal line to the pectineal line (a segment 
of 2-5 cm) cannot be controlled and the se-
cretion with particular smell and mucus di-
sappeared not even after 2.5 -3 years, at the 
persons under supervision, requiring a daily 
special hygiene;

- sectioning the neurovascular elements 
causes erection dysfunctions, both at man 
and woman, through the section of the pa-
rasympathetic vegetative fibres, and the secti-
oning of the parasympathetic fibres cause the 
ejaculation dysfunction. Above all these, the 
vascular structures (arteries, veins) interfere 
directly;

- the ileal pouch-anal anastomosis, in the 
case of the rectal stub, due to intestinal transit 
disorders, influenced negatively the patho-
logy of sexual dysfunctions at both genders;

-  the type of surgical intervention is selec-
ted depending on the rectal pathology and the 
professionalism of the surgeon;

- the laparoscopic and robotic surgery 
provides, among others, higher precision and 
control as compared to the open surgery, whi-
ch remains the main form of intervention in 
the complex rectal pathology.

in order to prevent the neoplastic disseminati-
on during the intervention and the ligature of 
the primary vascular pedicles of the rectum, 
influencing directly the irrigation of the adja-
cent genital organs, thus causing changes in 
their morphophysiology, respectively occur-
rence of sexual dysfunctions.

Sexual dysfunctions are even more severe 
at the moment of removing one of the genital 
organs, such as prostate or ovaries (prophy-
lactic bilateral ovariectomy, usually during 
the pre-menopause, when this depresses even 
more the specific hormonal deficit).

As for the adherences of the tumour at the 
neighbouring pelvic organs, in 66% of the 
cases – to the opinion of Mc Glone TP and 
collab.– the entire resection of the tumour 
and of the respective organs should be made, 
the secondary lesions of the adjacent organs 
being larger and the sexual dysfunctions be-
ing more severe.

In the open surgery, as well, an important 
part in maintaining the normal morphophysi-
ology of the urinary genital organs, thus avo-
iding the sexual dysfunctions, is played by 
the professional training and the experience 
of the surgeon, the anatomical modifications 
of the pelvic organs, the rectal pathology, the 
type of the tumour mass (differentiated or 
undifferentiated, with severe lymph node in-
vasion and reserved prognosis), the need of 
chemotherapy or the existence of liver and/or 
lung metastases.

The variants presented above explain, in 
case of the exeresis of rectum pathology, why 
the scientific works give an incidence of the 
sexual dysfunctions with so very different va-
lues.
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Abstract: 
Commensal bacteria and their genes associated with host are known as microbiome. Bac-

terial influence on endocrine system is difficult to understand and investigate, however new 
metabolomics and bioinformatics research provide information about bidirectional cross 
talk between host hormones and microbiome. The gut microbiota in particular plays impor-
tant roles in host metabolism, immunity and even behavior. Bacteria are capable of metabo-
lizing sex steroid hormones through the activity of distinct enzymes such as hydroxysteroid 
dehydrogenase that regulate the balance between active and inactive steroids. However, only 
recently has a critical mechanism of bacterial interaction been revealed: modulation of hor-
monal secretion. Surprisingly, commensal bacteria can produce and secrete hormones. The 
gut microbiome has been shown to be influenced by estrogen, however, the gut microbiome 
also significantly impacts estrogen levels. This review summarizes current knowledge of the 
complex interplay between sex steroid hormone, and the gut microbiome.
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The human gut microbiome is a complex 
microbial ecosystem that plays an important 
role in our health. The age and sex of an in-
dividual strongly influences the bacterial 
diversity of the gut microbiome. Based on 
available evidence, it is, however, pertinent 
to ask if sex steroids participate in the re-
gulation of the composition or function of 
gut microbiota, or if gut microbes regulate 
sex steroid balance. While gonadal stero-
ids can alter the gut microbiota, it appears 
that, in turn, the gut microbiome can influ-
ence hormone levels. Gut microbiota plays 
roles in host physiology including endocrine 
function. Greater microbial diversity in the 
female gut may be associated with sex hor-
mones. That is why in recent years the con-
ception of humanmicrobiome superorganism 
was proposed (1). Although the field of mi-
crobiome research is new and developing, 
a significant number of studies already link 
hormones and the gut microbiota. Pathoge-
nic bacteria also have an influence over host 
sex hormone metabolism. Dysbiosis of the 
gut microbiota may also play a role in the 
development of diseases manifested by hor-
monal imbalance, such as polycystic ovary 
syndrome, through their modulation of hor-
mone levels (2,3).

According to this theory, poor diet leads 
to changes in gut bacterial communities, 
creating an increase in gut mucosal perme-
ability, resulting in activation of the immune 
system. This, in turn, raises serum insulin 
levels, increases androgen production in the 
ovaries and interferes with normal follicle 
development (4).

The gut microbiome has a profound im-
pact on human health and disease. Steroids 
can influence the gut microbiota and, in turn, 

how the gut microbiota can influence hormo-
ne levels.  Sex differences in the gut microbi-
ota have been reported in humans as well (5).

Microbial composition or activity of the 
gut can be modified by a variety of factors, 
including internal factors such as hormonal 
changes, or external factors such as diet, an-
tibiotics and stress (6,7).  

Steroid hormones can affect the gut mi-
crobiota. Sex differences have been noted in 
the composition of the gut microbiota. For 
example, men have higher levels of Bacte-
roidetes and Prevotella than women (8-10). 

The gut microbiome can influence hormo-
ne levels. Other studies suggest that steroids 
influence the gut microbial communities. For 
example, the gut microbiota undergoes pro-
found changes during pregnancy in women. 
Koren et al found a large shift in the gut mi-
crobiota from the first to third trimester, with 
an increase in overall diversity and a prolife-
ration of Proteobacteria and Actinobacteria, 
resulting in changes in metabolism (11,12).

In postmenopausal women, gut microbi-
ota diversity was positively associated with 
the ratio of oestrogen metabolites in urine 
(13,14). 

These studies highlight the reciprocal 
connections between sex hormones and gut 
microbiota. Taken together, these studies pro-
vide strong evidence that the gut microbiota 
is influenced by gonadal steroid hormones 
and steroid levels can be altered by the gut 
microbiome (15)

Diet has profound effects on the structure 
and activity of gut microorganisms (16,17).

For example, a diet rich in fats promotes 
the growth of the proinflammatory Gram-ne-
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gative microorganisms, which in turn can al-
ter immune homeostasis (18)

Understanding the role of the gut micro-
biome in human health presents a number of 
challenges. Human gut microbiota contribu-
tes to changes in composition of circulating 
hormones and, on the other hand, hormones 
can influence gut microbiome (19).

The gut microbiome is critical for ma-
intaining a normal estrous cycle, testost-
erone levels, and reproductive function. 
Gut microbes modulate the enterohepatic 
recirculation of estrogens and androgens, 
affecting local and systemic levels of sex ste-
roid hormones. Gut bacteria can also gene-
rate androgens from glucocorticoids. Similar 
to bile acids, endogenous sex steroid hormo-
nes such as androgens, estrogens, and pro-
gestogens, are derived from cholesterol. 
Gut microbial metabolism affects systemic 
levels, potency, and the half-life of estrogen 
metabolites (20).

Humans harbor over 100 trillion micro-
bes, with the gastrointestinal tract being the 
most densely populated body habitat. Gut mi-
crobial communities include members of the 
Bacteria, Archaea, and Eukarya (fungi, pro-
tozoa) domains, as well as viruses. Sex ste-
roid hormones also modulate gastrointestinal 
health (21,22).

 In females, GI permeability fluctuates 
throughout the estrous cycle, and ovariec-
tomy-induced estrogen deficiency leads to 
compromised barrier function (23). 

This evidence supports that, besides the 
role in reproductive functions, sex steroid 
hormones play important roles in gastro-
intestinal homeostasis. Sex steroid hormo-
nes and bile acids share structural similarity 

as they are both derivatives of cholesterol 
which contains cyclic steroid nucleus. They 
can both be recycled through enterohepatic 
circulation-a process, in part, regulated by 
the gut microbiome. Therefore, the action of 
gut microbes on these steroids is critical in 
determining whether they are excreted or re-
cycled. Various microbial modifications also 
alter the cytotoxicity and/or potency of the-
se steroids. The term “sterolbiome” has been 
recently proposed to describe the genetic 
potential of the gut microbiome to produce 
endocrine molecules from endogenous and 
exogenous steroids. Furthermore, the gut mi-
crobiome also modulates glucocorticoids and 
androgens through reductive and oxidative 
reactions. The ability of gut microbes to 
convert steroids anaerobically through side-
chain cleavage has been known for decades, 
but the pathways involved have only been 
recently identified. The gut microbiome is hi-
ghly sensitive to environmental perturbation; 
therefore, variations in diet, hormonal status, 
exercise (duration and intensity), and stress 
levels should be considered when designing 
microbiome studies in humans. Further, it has 
been shown that gut microbiota differences 
are mediated by sex hormones and the influ-
ences of gonadectomy on bile acid profiles 
significantly differ between sexes (24). 

In addition to bacterial pathogens, bacte-
ria from human microbiota play an important 
role in the metabolism of sex hormones. The 
estrobolome is defined as the gene reperto-
ire of the microbiota of the gut that are ca-
pable of metabolizing estrogens. Dysbiosis 
and a reduction of gut microbiota diversity 
impacts the estrobolome. A reduction in gut 
microbiota diversity leads to a decrease in the 
estrogen metabolism through a lack of estro-
gen metabolizing bacteria. A lack of estrogen 
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with direct evidence of testosterone synthesis 
from bacteria that inhabit the gut alludes to 
the existence of the “testobolome” (26)

Gut epithelial barrier integrity can also be 
modified by estrogen (27). 

Remarkably, administration of antibiotics 
leads to a 60-fold increase in the fecal excre-
tion of conjugated estrogens in pregnant wo-

metabolizing bacteria leads to a decrease in 
circulating estrogens which may influence 
hypoestrogen-related disease ( 25,26). Fig. 1, 
Fig 2

Testosterone has been shown to be pro-
duced in the gut by Clostridium scindens. 
Evidence of an increase in testosterone le-
vels due to gut microbiome transfer coupled 

Fig. 1 Estrogen-gut microbiome interactions  
exhibit physiological and clinical implications (25)
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bes remained unexplored. The current study 
investigates the relationship between gut 
microbes and serum levels of testosterone in 
men and estradiol in women. These results 
demonstrate that sex steroid hormone levels 
are correlated with diversity and gut micro-
bial composition, and provide fundamental 
information helpful for developing commu-
nication networks between human and mi-
crobial communities (31).

men, highlighting the central role of the gut 
microbiome in modulating the reabsorption 
of estrogens (28,29). 

Several studies have assessed compositio-
nal changes in the gut microbiota in response 
to ovariectomy (30).

Although some data suggest a potenti-
al connection between biological sex diffe-
rences and gut microbiota, the connection 
between sex steroid hormones and gut micro-

Fig. 2 The estrobolome and enterohepatic circulation of estrogens (26).
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Conclusions
The bidirectional communication 

between the gut microbiome and the bra-
in has emerged as a factor that influences 
immunity, metabolism, neurodevelop-
ment and behaviour. Human gut microbi-
ota contributes to changes in composition 
of circulating hormones and, on the other 
hand, hormones can influence gut micro-
biome. 
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HOw TO APPROACH THE H AREA  
of Hypereroticism (tHe H area) 

- Essential stage in the determination  
of orgasm in women

Abstract: 
In 1950, Ernst Gräfenberg described the existence in the woman’s vagina of a “spot”, 

which determines sexual pleasure, which he called “the G spot”, by his name (Gräfenberg). 
Our research has established that in the lower third of the vagina there is actually an area, 
which has been known for a long time.

Because this Area was not described or explained in terms of morphology and functiona-
lity, there was practically no specific substantiation to prove its existence, context in which, 
scientists, through various arguments have or have not agreed on this erogenous area.

In 2016, following a study I have conducted I called this segment of the vagina “the area 
of Hypereroticism” (the “H” area), based on the morphophysiological arguments that certify 
its existence.

The way of approaching the H area is not mentioned in the paper, so following the request 
of the readers of the “Journal of Clinical Sexology” I will make the appropriate completion.
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stituting a venous plexus called “pars inter-
media” (Kobelt), which communicates with 
the cavernous bodies of the clitoris and the 
suburethral tissue that constitutes the H area. 

The vestibular bulbs, which have neuro-
vascular connections with the urethra, the 
vaginal introitus and the clitoris, are in fact 
a complex erectile area, with precise functi-
onality in determining the sexual excitability 
required for the sexual intercourse.

The clitoris, labias (majora and minora), 
vestibular bulbs, suburethral and vaginal area 
(the H area), through the changes caused by 
the hyperaemia of the area, enlarge and sen-
sitize the area, through the tactile sensitive 
receptors, very sensitive, which induce the 
desire for a sexual intercourse (sexual moti-
vation libido) etc.), respectively the penetra-
tion of the vaginal introitus, the copulation, 
the ejaculation and the orgasm.

The bulbocavernosus muscles on the ex-
ternal fascia of the vestibular bulbs, which 
constitute the constricting muscle of the va-

The vaginal area of Hypereroticism (H) is 
located in the retro-pubic space, in the ante-
rior-inferior part of the vagina, it has a tra-
pezoidal shape and a transverse diameter of 
2.5-3 cm, respectively 3 cm anteroposteriorly 
(Fig.1. a, b).

The morpho-functional peculiarities of 
the H area, especially the erectile tissue (ca-
vernous tissue with artery-venous anasto-
moses) and the urethro-vaginal tissue make 
a unit with the bordering erectile organs as 
follows: there are neuronal synapses between 
the H area and the clitoris.

In the submucosa of the urethra there is 
a well-represented venous plexus (a small 
lesion in the same place causes an abundant 
bleeding) that participates in the creation of 
“the H area”. 

The urethra and the vaginal orifice are 
surrounded (delimited) by the vestibular 
bulbs, the cavernous erectile organs descri-
bed by Kobelt). In this context, the cavernous 
bulbs unite anteriorly, above the urethra, con-

Fig.1. a,b The vaginal area of Hypereroticism, The H area 
(Adapted from Treaty of Clinical Sexology,2018) 
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ch increases the erection and sensitivity of the 
tactile receptors, increasing the excitation and 
the erotic impulse for coupling.

- The hypervascularization of the H area is 
determined by the urethro-vaginal cavernous 
structure, which acts on an already congested 
wall, through the erectile Gussenbauer tissue 
during the local excitation period or by the 
command from the brain.

- The normal congestion of the vascular 
plexus of the upper vaginal wall has lower 
erotic effects as compared to the congestion 
of the urethro-vaginal cavernous tissue (the 
H Area) due to the albuginea which gives the 
H Area and the aforementioned neuro-vascu-
lar connections a special morpho-functional 
structure, in determining the hyperexcitability, 
namely in the copulation, ejaculation and or-
gasm. 

- The action of the constrictor muscle of the 
vagina, which attaches to the cavernous body 
of the urethra, posteriorly and to the tendinous 
centre of the perineum, respectively the vagi-
na, by contraction increases the vulvar-vagi-
nal-perineal vascularization. The muscles of 
the pelvic diaphragm also intervene in achie-
ving the erection state.

- The clearly superior erectile potential of 
the H area as compared to the rest of the vagi-
na is also proven by: 

The significantly increased sensitivity of 
the H area in the lower third of the vagina, 
with much lower stimulus response time;

The shorter resting potential for the cells 
in the H area. Each or all specific changes of 
the cell membrane receptors activate the intra-
cellular proteins modifying the cell excitability 
relative to the extracellular signals, thus expla-
ining the different cellular sensitivity between 

gina which, by contraction narrows the osium 
vaginae play an important role, increasing the 
sensation of hyperexcitability of the organs 
(areas) mentioned above.

Conclusions:
The vascularization of the erectile tis-

sue influences directly the area and also the 
urethral bourrelet consisting of the erectile 
tissue covered by the albuginea, thus determi-
ning a particular functionality of “the H area” 
including by the sensitivity of the local recep-
tors. Located suburethrally, this erectile struc-
ture influences directly the H area. 

- The direct connection of the erectile cli-
toral tissue with the vascular plexus of the H 
area has a rapid erectile effect also on the bor-
dering organs, therefore of the genital organs 
in the area.

- The anastomoses between the cavernous 
bodies of the clitoris and the cavernous body 
of the urethra are also explained by the draina-
ge of the venous blood towards the circumflex 
veins, context in which the erection is the re-
sult of the blood flow coming through the ar-
teries of the cavernous bodies (active hyperae-
mia) in response to the excitations of the local 
and central nerve receptors, perceived by the 
person as an “erotic state”.

- The hypervascularization of the H area 
through the connection with the urethro-vagi-
nal spongy tissue as well as the vascular-ner-
vous system common with the vulvar-vaginal 
erectile organs explains the increased excita-
bility (hypereroticism) caused by the manual 
manoeuvre performed in the H Area.

- The erectile state of the vaginal mucosa 
in the lower third (the H area) is supplemented 
by the hyperaemia of the spongy tissue, whi-
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vulvar erectile organs just like the common 
innervation and vascular anastomoses.

The vaginal wall of the H area has an 
intimate adhesion to the urethral and sub-
urethral tissue, context in which the H area 
has very low mobility. Therefore, the circular 
movements, with slight pressure, constantly 
performed on the receptors of the surface of 
the H area (Fig. 2.), are easily performed, 
and the excitability reaction of the woman is 
obvious. The tactile sensation of touch and 
pressure, considered distinct, have the same 
type of tactile corpuscles (sensory tactile re-
ceptors). The manoeuvre performed modifies 
the membrane’s electrical potential of the re-
ceptor (the receptor potential), sensitizing the 
nerve fibre attached to the receptor. Thus, at 
the level of the cell membrane the ion chan-
nels open, and the positively charged Sodium 
ions diffuse towards the nerve fibre (Guyton, 

the H area and the rest of the vagina. The study 
I have conducted showed that in fact there is a 
significantly increased sensitivity of the H area 
as compared to the rest of the vaginal sensiti-
vity, proven by the clinical examination too.

In terms of embryological origin, this is 
different, respectively the two upper thirds of 
the vagina come from the urogenital sinus, 
and the lower third (the H area) comes from 
the genital ridge, context in which the blood 
vessels, the lymphatic vessels and the nerves 
have a common topography with the vulva, 
just like the lower third of the vagina, and the 
urinary bladder, the urethra with the urethral, 
vestibular and paraurethral glands, the vagi-
nal vestibule are created from the prolifera-
tion of the urogenital sinus tissue, thus ex-
plaining the close relationship between the 
H area and the urethra, through the urethro-
vaginal tissue, respectively the link of the 

Fig. 2 Circular movements are performed with light pressure, applied constantly  
on the surface of the H area. Since the involvement of the H area may also cause the 

sensation to urinate, it is advisable for the woman to urinate before the sexual intercourse. 
The movement may continue after the orgasm onset (Adapted from Treaty of Clinical Sexology,2018) 
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components causes the hyperaemia of the 
venous plexuses that cover the entire surface 
area.

When stimulating the clitoris, the labia 
minora, the vestibular bulbs and the H area 
the parasympathetic nerves release the vaso-
active intestinal peptide (VIP) and the nitric 
oxide (Berek, Novak), which causes genital 
vasodilation, respectively the erection of the 
genital organs through the erectile tissue, in-
creasing the erotic sensitivity of the tactile 
receptors.

Among other things, due to the local geni-
tal congestion the discharge of the translucent 
fluid easily allows the penetration of the vagi-
nal introitus and the copulation. 

Many cerebral structures are involved in 
the determination of the state of excitation, 
namely the sexual response in women, just 
like in men, with complex circuits highligh-
ted in the brain imaging, such as the limbic 
and paralimbic cortical areas (Berek, Novak), 
influencing the vegetative nervous system 
too.
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Hall), the sensory information thus reaching 
the nerve fibre through medullary ascending 
pathways, to the brain. In order to increase the 
excitability of the woman, the manual mano-
euvre can also be associated with the excita-
tion of the clitoris, which can be maintained 
after the intromission, in the situation of a 
large distance (usually over 4-5 cm) between 
the edge of the vagina and the clitoris. The 
influence on the H area can be an effect of the 
desire for heteromasturbation, when the man 
after a severe injury, can no longer obtain the 
erection of the penis (total lack of erection of 
irreversible cause).

- The H area is innervated by branches of 
the dorsal nerve of the clitoris, a branch of the 
pudendal nerve. The clitoris, in particular the 
gland is innervated by the dorsal nerve of the 
clitoris, which constitutes a nervous plex with 
very high erotic sensitivity of the thousands 
of tactile corpuscles located on the glans. Ba-
sically, the nerve threads of the dorsal nerve 
of the clitoris, outside the clitoral tissue and 
the H area reach the sub-clitoral area, the va-
ginal introitus and the labia, encompassing 
the entire surface and the deep area.

The nervous branches of the H area disa-
ppear with the removal of the erectile organs, 
in this case the rest of the vagina, which has 
other sources of innervation.

There is a complex neurovascular con-
nection between the erectile organs and the 
nerve plexuses, which causes the erection.

The connection of the elements inner-
vated by the dorsal nerve of the clitoris and 
its branches that innervate the urethra, the H 
area, the vestibular bulbs and the lower third 
of the labia is also evidenced by the fact that 
the simple touch of one of these structural 
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QUESTiOnS AnD COMMEnTS FROM READERS
ANSWERS: ASSoc. PRof. DR. NIțEScU VASILE 

CORRESPONDENCE

Q.I.  Is there a difference between the 
effects of the aphrodisiac drug pre-
parations obtained chemically as 
compared to the herbal products 
known since ancient times? If the 
answer is yes, what is the explana-
tion?

A: The human body, by its constitution, 
admits in particular the phytotherapeutic pre-
parations which, biochemically, are isomeric 
levorotary molecules, and they are assimila-
ted without any additional metabolic effort. 
Basically, we are talking about a „direct as-
similation”.

Organic compounds have the same mole-
cular formula, but the chemical structure and 
the arrangement of the atoms is different. So, 
the substances have the same chemical com-
position, molecular mass, atoms, but the iso-
meric structure differs by the arrangement of 
the atoms in space, which is different. 

The stereoisomers differentiate by their 
chemical structure, respectively the different 
arrangement of the atoms. 

Stereoisomerism can be optical dextroro-
tary or geometrical levorotary.

The dextrorotary stereoisomerism (DNA 
spiral has a dextrorotary sense) rotates the 
plane of polarized light to the right, and the 
levorotary rotates the plane of polarized light 
to the left.

Bibliography:
• Petrucci, Harwood & Herring, General Chemistry 

(Ed. 8, Prentice- Hall 2002, page 91).

Q.II.  How can the oncogenic potential 
of cervical mucosal lesions be ex-
plained in people who begin their 
sexual life at very young age (13-
16 years of age)?

A: At puberty, the cervical epithelium 
has an increased activity called “physiologi-
cally active metaplasia”. In this context, the 
cellular structure becomes more sensitive to 
mutagenic factors, such as the viral infecti-
on with HPV or the Herpes Simplex Virus 
Type 2 (HSV2), sexually transmitted disea-
ses (STDs). 

- The genome enters the transcription 
site of the nucleus of the infected cell (Lon-
gworth), the HPV receptor being the integrin 
alpha 6.

Correspondence to: *. Nițescu Vasile MD., Ph.D., E-mail: valnitescu@yahoo.com,
 Phone:+ 40723151804; 
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- The presence of koilocytes (Meisels and 
Fortin) in the biological product harvested 
from the surface of the cervix showed that 
the existence of HPV infection in 65-77% of 
the cases of cervical cancer is determined by 
genotypes 16-18 (Munoz N.M). Moreover, 
the viral load of a cell with genotype 16-18, 
to which other oncogenic or non-oncogenic 
HPV or Herpetic Type 2 genotypes are ad-
ded, increases the oncogenic risk of infection 
and the progression of the cervical intraepi-
thelial lesion on an body with low immu-
nity, a fact proven by the specific molecular 
methods of diagnosis, an aspect presented in 
our journal. During this time, the body of the 
infected person does not synthesize specific 
antibodies targeting the L1 viral protein of 
the infecting genotype in which the oncogene 
genes block the gene 53 (tumour suppressor 
protein), the cells being able to remove the 
genomic lesions produced by the oncogenic 
virus before the cancer occurrence removing 
the virus from the immune cellular system 
(Giuliano AR).

- At this age, the hypo- or hyperestroge-
nism decrease the means of defence of the 
vaginal mucosa, which can lead to the appea-
rance of a pathogenic viable colony count, 
by reducing the amount of lactic acid, which 
normally has a bactericidal effect. 

- The functionality of metaplasic cells in-
creases at pubertal age, which explains the 
frequency of vulvar-vaginal infections by 
BTS, which include the HPV and Herpes 
Simplex Virus type 2 infections.  

- The contamination at this age (age appro-
priate hygiene) occurs through blood, saliva, 
infected hands, and underwear containing 
vulvar-vaginal secretions or anal debris. The 
body of the penis, glans, urethra, and the se-

cretions of the vas deferens, the seminal fluid 
and the spermatozoa may be carriers of BTS, 
in which oncogenic genotypes, especially of 
the HPV, become the cause of squamous cell 
carcinoma or cervical adenocarcinoma. The 
seminal fluid through the DNA content has 
a specific mutagenic role, directly infecting 
the vulvar-vaginal area and the cervix of the 
partner.

The following can also be mentioned as 
oncogenic risk factors: multiple partners, 
immunodepression or smoking, which by 
its chemical content changes the normal cell 
DNA, respectively the mutagenic activity. 
We can also add: prostitution, sexual relati-
ons under conditions of promiscuity, casual 
partners, exchange of partners within a group 
sexual act, frequent situations in puberty and 
adolescence.
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Q.III.  How do you explain the fact that 
most criminals are men?

A: The increase of testosterone causes the 
aggression of the man, and through the lack 
of control over the brain the violence appears. 
The hypothalamus, by its structures, is the 
one that determines the sexual motivation, re-
spectively the erotic state. The limbic system, 
in the case of a cerebral pathology (e.g. le-
sions of the temporal lobe) can no longer 
be mastered and directed towards a normal 
behaviour, the human relationship becoming 
uncontrollable.

Q.IV.   In the case of a sexual intercourse 
between a lesbian and a normal, 
heterosexual man, the gay wo-
man is frigid and has no orgasm. 
However, she is sexually satisfied 
with her female partner. Why? 

A: After masturbation, homosexuality 
is the most common deviation of the sexu-
al behaviour. Normally, the homosexual’s 
brain nourishes erotic thoughts and feelings 
towards the same-sex person to whom they 
turn according to their genetic structure. So, 
the chromosomal differentiation from nor-
mality determines the orientation, behaviour, 
sexual attraction and affection towards the 
person of the same genetic sex in obtaining 
the sexual act of pleasure and never the act of 
procreation.

In fact, the number and the value of the re-
ceptors of the sensitivity of the genital organs 
of the lesbian woman are the same, but due 
to the genetic particularities, the erotic sensa-
tion is received differently by the lesbian as 
compared to the heterosexual woman. In this 
context, the excitation manoeuvres perfor-

med by a heterosexual man on the homosexu-
al woman, through negative effect no longer 
determine pleasure, but irritation, pain, etc., 
and his cunnilingus has no effect of pleasure 
and is not accepted. The sensation is totally 
opposite (favourable) when the lesbian part-
ner performs the same manoeuvres, which 
cause her excitability and orgasm.

If the homosexual man needs the erecti-
on of the penis for the introitus, copulation, 
ejaculation and orgasm (as an active person) 
to perform a sexual act, in the case of a lesbi-
an woman the sexual act can be performed 
regardless of the sex of the person (hetero / 
homo or bisexual act); to thank the person, 
to encourage them, to obtain what they want, 
to console, to bribe, with or without a state of 
sexual excitation or motivation.

 

conclusions:

- homosexuality is one of the important 
factors of the sexual orientation of a person 
in obtaining the act of pleasure;

- homosexuality is present in 1-5% of wo-
men, according to some authors, being higher 
in urban areas;

- abnormal sexual orientation is influen-
ced by the person’s genetic structure, hormo-
nal background and environmental factors, 
even if the person also practices bisexuality.

Bibliography: https://www.theguardian.
com/lifeandstyle/2018/jul/09/do-lesbians-ha-
ve-better-sex-than-straight-women
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Q.5.  Apart from the serious malforma-
tions of the vulvar anatomical com-
ponents (structures), where the de-
termined negative effect is obvious, 
are there other situations in which 
the excitability given by the normal 
sexual act no longer produces or-
gasm in the woman? can you give 
an example?

A: Of course, between the upper edge 
of the vaginal introitus and the clitoris the-
re is a distance of about 2 cm. Increasing 
the distance between the 2 reference points  
(Fig. 1 a, b) during the copulation causes the 
penis to no longer reach the glans of the clito-
ris or to reach it with difficulty, decreasing the 
excitability of the clitoris and the eroticism. In 
this case it is possible to practice the self- or 
heteromasturbation manoeuvre, in which by 
the manual manoeuvre the sensory receptors 
of the clitoris are stimulated directly.

Bibliography: 
• Nițescu Vasile, Treaty of Clinical Sexology, The 

Publishing House of the Romanian Academy, 2018, 
pages 40-44

Questions that are expected  
to be answered:
1.   Brazilian men consider as a eroge-

nous factor (sexual arousal) the lom-
bar hyperlordodis that causes the 
buttocks arching in women. What is 
the reason for this particularity?

2.   What is the connection between phe-
romones and ovulation?

3.   The term “libido” is translated by 
“Sexual motivation”  or the desire to 
satisfy the sexual instinct. Why is its 
intensity different  from 25 years old 
men to 75 years old men?

Fig. 1 a, b. The distance between the clitoris glans and the urethral meatus: 8 cm and 6 cm 
(Images from Treaty of Clinical Sexology)
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  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 
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