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Aspects of Sexual Medicine

Surgery of Male Sexual Disorders

JOHN P. PRYOR

British Medical_Journal, 1975, 3, 585-587

Surgery has a small but important role in correcting sexual
disorders of men. Some of the symptoms requiring surgical
correction are well recognized, but others are less well known
and are often ignored. This article will concentrate on those
symptoms which may require urological investigation or treat-
ment.

Painful Coitus

The tight foreskin which causes a painful erection is readily
recognizable and easily cured by circumcision. But some patients
requesting circumcision, or other simple procedures such as

vasectomy, are really seeking advice for an underlying sexual
dysfunction, and this should always be suspected when the
prepuce retracts easily and does not appear to be tight. Less
commonly a tight fraenum may cause the pain, and simple
division of the band is all that is required. Paraphimosis can

usually be reduced by manipulation, and circumcision may be
performed later as an elective procedure. Patients with a

"zip fastener" injury to the penis sometimes require surgical
intervention to release the prepuce, and circumcision may be
required to give a satisfactory cosmetic appearance.

Hyperflexion of the erect penis may rupture the tunica
albuginea. It is usually accompanied by a searing pain and
occasionally by an audible crack. The pain is followed by
detumescence, and the penis becomes oedematous and bruised.
Operation is indicated in the acute stage to repair the defect
in the tunica albuginea and to prevent subsequent fibrosis and
deformity.

Pain in the penile shaft during erection is usually due to
Peyronie's disease, and this will be discussed more fully later.
It is sufficient to note that the pain associated with Peyronie's
disease always improves spontaneously, though the deformity
may persist for many years.
A perplexing symptom is one of pain at the tip of the penis at

the time of ejaculation. The origin of this pain is difficult to
determine, though some patients with it suffer from prostatitis.
This condition may also give rise to perineal or testicular dis-
comfort during coitus.

Penile Deformity

Ventral curvature of the penis is a feature of hypospadias.
It is usually corrected in childhood, and persisting chordee may

be of little concern until erections occur. In such patients surgical
excision of the chordee is indicated. Similarly, epispadias is
accompanied by dorsal chordee, and this may require surgical
excision. Ventral curvature of the penis may also be due to
chordee without hypospadias, a condition termed "congenital
short urethra." In some of these patients there is fibrosis of the
corpus spongiosus. Surgical treatment lies between lengthening
the urethra with an inlay of skin and excising a segment of the
tunica albuginea on the dorsal surface of the penis to counteract
the relative excess length of the corpora cavernosa.

Dorsal curvature of the erect penis is a feature of Peyronie's
disease and the angulation is often severe enough to prevent
penetration of the vagina. The aetiology of Peyronie's disease
is unknown, but it is characterized by fibrosis in the tunica
albuginea, particularly in the septum between the corpora

cavernosa. Occasionally calcification and even ossification
occur. Patients with Peyronie's disease present with penile
deformity, painful erection, and sometimes a lump, which may
mistakenly be diagnosed as a neoplasm. Such an error should
not occur, as the lump is characteristically within the substance
of the penis on its dorsal aspect and is not related to an epithelial
surface. Over the course of many months there is a tendency for
the deformity to diminish, and various drugs are used in an

attempt to speed its resolution. At present a clinical trial is
being conducted to assess the relative efficacy of vitamin E
and procarbazine. Persistence of the deformity in Peyronie's
disease is often accompanied by impotence, a combination
particularly difficult to treat. When prolonged medical treatment
fails to improve the deformity, surgical excision of the fibrous
tissue is indicated. The defect in the tunica albuginea is replaced
with a dermal graft taken from the anterior abdominal wall.

Localized scarring of the cavernous tissue, either congenital
or the result of trauma, may produce a deformity with angulation
of the penis during erection. If the deformity is sufficient to
prevent coitus, a surgical attempt should be made to achieve an

erect organ by excising an appropriate segment of the tunica
albuginea.

Priaprism

The initial satisfaction produced by a long-sustained erection
soon passes to embarrassment and finally fear. Consequently
medical advice is rarely sought during the first 12 hours, and
conservative management is indicated only while the patient is
being prepared for operation. During that time sickle cell disease
and leukaemia should be diagnosed and the additional treatment
for these conditions instituted. Surgical decompression of the
engorged corpora cavernosa can be achieved by shunting the
blood away by anastomosing the corpora cavernosa to the corpus
spongiosus or the long saphenous vein. Priapism lasting more
than 24 hours is usually followed by impotence. Those patients
who were treated with a long-saphenous-vein shunt may be
cured by dividing the vein if it is still patent. In other patients
a penile implant proves necessary, as the corpora cavernosa have
become fibrosed.
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Impotence

Impotence is usually psychogenic and its treatment requires
counselling of both partners. In some patients reassurance and
judicious medication may be sufficient to restore normal potency.
The hypothalamic gonadotrophin releasing hormone may pro-
mote erectile activity, and its use in impotence is under review.

Organic causes for impotence (table) should be readily
diagnosed, and in some of these patients a penile implant may
be considered. One method of treatment was to insert a Silastic
rod beneath the tunical albuginea, but this was prone to fracture
or displacement. It has recently been replaced by a softer model
where a separate implant is passed through a perineal incision
into each corpus cavernosus.

Ejaculatory Disorders

Normal erection and ejaculation are controlled by both para-
sympathetic and sympathetic pathways. Their exact relationship
to the various phases of coitus is not fully understood, and all
aspects are subject to psychogenic influence. Primary ejaculatory
failure and most instances of secondary ejaculatory failure are
due to psychogenic factors. Failure to ejaculate may be due to
sympathetic nervous blockade by drugs or operations such as
abdomino-perineal resection of the rectum, lumbar sympath-
ectomy, retroperitoneal node dissection, or vascular operations
on the aorta and iliac vessels. These operations produce variable
effects. Erections normally persist, but ejaculation is diminished
and consists of seminal fluid oozing from the penis rather than
the usual forceful expulsion. It should be remembered that the
force and efficiency of ejaculation decrease with advancing age,
which is why older men take longer to obtain negative sperm
counts after vasectomy.

Failure to ejaculate may be due to retrograde ejaculation, and
this is common after prostatectomy. It also occurs in other
conditions where there is incompetence of the bladder neck.
Potency after prostatectomy is usually maintained, and the
chances of impotence are little more than those associated with
any surgical procedure. Retrograde ejaculation after prostat-
ectomy occurs in almost half the patients and is seldom of con-
cern to the patients once its significance is explained. A urethral
stricture may prevent normal ejaculation, but in these patients
the disturbance of micturition will be readily apparent and of
greater concern.

Finally, in those patients with congenital absence or inflam-
mation of the seminal vesicles the volume of seminal fluid is
much reduced. Normally 800o of the ejaculate is produced by
the seminal vesicle, and its lack is readily appreciated.

Ejaculatory failure does not require surgical treatment. If
infertility is due to retrograde ejaculation, it is necessary to
retrieve the spermatozoa from the bladder and use these for
artificial insemination of the wife.

Haemospermia

This distressing symptom is rarely due to any serious lesion,
and a solitary episode in a young man may be safely ignored.
Repeated haemospermia should be investigated by urine
analysis, intravenous urography, cystourethroscopy, and possibly
vesiculography. Inflammatory and neoplastic diseases of the
prostate or seminal vesicles occasionally present with haemo-
spermia, and so may, on eveui rarer occasions, a bladder neoplasm.

Fertility Problems

Anxiety about unwanted pregnancies or failure to achieve a
wanted pregnancy often cause sexual dysfunction. The initial
zest of a couple trying to conceive disappears as the years roll
by and the duration of infertility increases. It is important to

take an accurate history of coitus in these patients, as occasion-
ally infertility is due to a failure to ejaculate intravaginally.
A clear understanding of the pathophysiology of male in-

fertility has lagged behind the study of infertility in the female
or in animal husbandry. In an attempt to improve this a Fertility
Investigation Group (F.I.G.) based at the Institute of Urology
has been formed. In the past too much importance has been
attributed to the sperm count, and it is now realized that
infertility is due to lack of sperms only when the count is less
than 5-10 million per millilitre of seminal fluid. A full discussion
of infertility is not relevant to the present subject, but surgical
treatment is required in those patients who have oligospermia
associated with varicocele, or in those with obstructive azoo-
spermia. In the latter group of patients the success of operation
(epididymovastostomy) depends on the amount of normal
epididymis present. Testicular biopsy is recommended for
patients with azoospermia or severe oligospermia so that an
accurate diagnosis can be made and rational treatment offered.
Male sterilization by vasectomy has proved to be an acceptable

method of limiting family size and is usually performed when a
couple have decided they do not want more children. In these
circumstances the only exception to male sterilization should be
when the need for it stems from severe mental disorder in the
wife. Bilateral vasectomy can readily be performed under local
anaesthesia. The essential functions of the operation are to
divide the vas deferens and separate the ends. It is not necessary
to excise any of the vas, but it is essential to confirm subsequently
on two occasions the absence of spermatozoa from the ejaculate.
The formation of a sperm granuloma may give rise to the per-
sistence of spermatozoa in the ejaculate in about 0e5a of
patients. Most instances of pregnancies following bilateral
vasectomy are not accompanied by a positive sperm count in the
husband, particularly when two negative counts have previously
been obtained.
Men undergoing vasectomy should always consider it irrevers-

ible, but if any unexpected accidents occur advice is sought about
reversal. Recent experience suggests that, provided spermatozoa
were present at the time of reanastomosis, more than 80vs of
patients should have spermatozoa in the ejaculate after vaso-
vasostomy, though in only about half of these will a pregnancy
ensue. In closing this discussion of vasectomy one should men-
tion the psychological aspects of the procedure. It is inevitable
that the operation should be accompanied by psychological
changes, but in most people these are minor. The likelihood of
notable psychological disturbance varies with the individual
patient and his counsellor and the incidence in published reports
has varied also with the nature of the survey.

Miscellaneous Procedures

Occasionally young men are troubled by congenital absence or
removal of one or both testicles. It is then justifiable to insert a
testicular prosthesis. Various Silastic models are available in
a wide range of sizes, and they may be inserted into the scrotum.

Penile lengthening is occasionally necessary in patients with
severe epispadias or after injuries to the penis. Various tech-
niques are described, but basically they rely on mobilizing the
corpora cavernosa from the pubic rami. These procedures are
considered only when very little penile shaft remains, as satis-
factory intercourse can occur with a short stump. Many men
are able to have intercourse after a partial amputation of the
penis for tumour, but in others pain is troublesome.

Conclusion
"The pen is mightier than the sword," and this philosophy is
certainly true in the management of sexual dysfunction. In the
course of this paper I hope that while stressing the importance
of the psyche I have been able to draw attention to the relatively
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few patients who might benefit from surgical procedures to
improve their well being.
Bibliography
Campbell, M. F., and Harrison, J. H. (eds.), Urology, 3rd edn. Philadelphia,

W. B. Saunders, 1971.
Horton, C. E. (ed.), Plastic and Reconstructive Surgery of the Genital Area.

Boston, Little, Brown, 1973.

Organic Causes of Impotence
Congenital: absence or fibrosis of corpora cavernosa
Traumatic: spinal cord injury, fractured pelvis, surgical (abdominal perineal

resection, sympathectomy, cystectomy)
Vascular: priapism, arteriosclerosis (Leriche syndrome)
Neurological: spinal cord lesions, peripheral neuropathy
Endocrine: diabetes, hypogonadism
Pharmacological: parasympathetic blockade, sympathetic blockade

Letter from . . . South Australia

A Dean Down Under

PHILIP RHODES

British Medical3journal, 1975, 3, 587-588

South Australia is a progressive state. It has a Premier who seems
to be an intelligent intellectual. He heads a Labour government,
which therefore has some accord with the central Commonwealth
Government of Mr. Gough Whitlam. Our premier, Mr. Don
Dunstan, known as "Donnie," is a lawyer who was able to
devote an hour's television programme to poetry and his delight
in it, and he recited it too. It was a great success. Recently he
intervened in the Maslins Beach episode.
For many years Maslins Beach has been the haunt of illegal

nude sun and sea bathing. The police had in general turned a
blind eye or at most made an arrest when they had time from
their other more arduous duties. The beach is about 20 miles
(32 km) south of Adelaide and, like the whole long coastline, is
relatively devoid of people. Then during a lull in the news the
local paper started a story on Maslins. The police had to take
some action and arrested a few offenders. Then a stipendiary
magistrate, taking his duties seriously, announced that he would
punish to the maximum the law allowed and gaol for three
months those guilty of this heinous offence. Our Donni estepped
in and the law was changed almost overnight. Nude disporting
at Maslins became legal, and this was the first beach in Australia
to be so licensed. Now there is also another.

After the brouhaha in the paper, cars blocked the road on the
clifftop overlooking Maslins, apparently filled with people
sporting binoculars and telescopes, and light aeroplanes, of
which there are many, used the beach as a reporting-in station.
The controllers of Adelaide airport are reputed to have played
the game by allowing these daring pilots to come in to land at
500 feet (152 m). It was all less than a nine days wonder, though
householders in the area became anxious that the value of their
properties might fall. They obviously had little confidence that
there might be enough voyeurs in the country to raise the asking
price.

Community Medicine

Community medicine and community practice are all the rage in
Australia. The Commonwealth Government is convinced of
their value and has given generously of taxpayers' money to set

Faculty of Medicine, University of Adelaide
PHILIP RHODES, F.R.C.S., F.R.C.O.G., Dean

up chairs of community medicine and health centres. Neverthe-
less, the Government, and many people, are confused about the
difference between community medicine and practice. They
make few distinctions. What they usually mean, when they appear
to think about the problem at all, is family practice, or the
delivery of primary medical care.
There is little understanding of the population as a patient,

using the disciplines of epidemiology, statistics, and sociology.
Perhaps community medicine is thought to be done by govern-
ment teams involved in health care resources and is not seen as
an academic discipline. This could well lead to confusion on the
international scene since the holders of chairs of community
medicine could well be general practitioners, so causing some
difficulties in communication. But there are signs that the
problem is being recognized and embarrassment may be avoided.
Both disciplines are obviously needed but their aims are different,
so it is well to keep some lines of distinction between them.
The teaching health centres in Adelaide are just getting under

way, with Government support. They are superb. Purpose built
and lavishly equipped, they are sited in shopping centres, which
are the hub of life for small communities. The suburbs are spread
out and nearly every house is on its own plot of land, so that the
populace is relatively thinly spread. But nearly all have cars and
the women in particular whizz in and out of the shopping
centres, which cater for most of their needs. A health centre at
St. Agnes is staffed by general practitioners whose consulting
rooms are plush by U.K. standards. Wood panelling and carpets
abound and the medical equipment leaves little to be desired.
There is a room for a physiotherapist, a treatment room, and
diagnostic radiological apparatus. Close by are dental services
and a chiropodist. Behind the general practice suite is the
consultants' suite, where visiting specialists come regularly. The
pathology service is excellent and run centrally by the Institute
of Medical and Veterinary Science associated with the Royal
Adelaide Hospital. (I will say more of these on some future
occasion.) The Mini vans of the I.M.V.S. are to be seen all about
the city, labelled "Pathology Collection Service," bringing
specimens to the institute.

Health centres are staffed, apart from the doctors, by nurses
and secretaries, social workers, clinical psychologists, counsellors,
and, indeed, all who nowadays are essential for the full delivery
of health care. Visiting patients in their homes is being built up,
and all who work in these centres are greatly enthusiastic, and
this alone will ensure their success. The patients' reaction is
harder to assess but seems very favourable. At the least they may
be saved a long journey to a centrally situated hospital. The
newer immigrants from Europe, however, are used to going to
hospital for their primary care, for a variety of reasons, and
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