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  ORGASMIC	
  FUNCTION	
  AFTER	
  SURGERY	
  

PRESERVATION	
  &	
  RECOVERY	
  	
  



•  The	
  rate	
  of	
  RP	
  in	
  men	
  aged	
  <	
  55	
  years	
  has	
  increased	
  over	
  the	
  past	
  decade	
  





Combined	
  physiological	
  changes	
  and	
  pleasure	
  

	
  that	
  occurs	
  coincident	
  with	
  ejaculaMon	
  in	
  men	
  

 



•  Radical	
  prostatectomy	
  =	
  ‘dry	
  orgasm’	
  



ORGASMIC	
  

DYSFUNCTION	
  POST-­‐RP	
  	
  

	
  

•  absence	
  of	
  orgasm	
  (anorgasmia)	
  

•  painful	
  orgasm	
  (dysorgasmia)	
  

•  urine	
  loss	
  during	
  orgasm	
  (climacturia)	
  





Sexual	
  dysfuncMon	
  

•  decreased	
  orgasm	
  intensity	
  	
  

•  lack	
  of	
  orgasm	
  	
  

•  pain	
  during	
  orgasm	
  

•  reducMon	
  in	
  quality	
  of	
  life	
  

•  loss	
  of	
  self-­‐esteem	
  

•  loss	
  of	
  self-­‐confidence	
  	
  

•  discord	
  in	
  relaMonships	
  
•  marital	
  saMsfacMon	
  

•  stability	
  

•  happiness	
  	
  

	
  



ORGASMIC	
  

DYSFUNCTION	
  POST-­‐RP	
  	
  

•  absence	
  of	
  orgasm	
  (anorgasmia)	
  

•  painful	
  orgasm	
  (dysorgasmia)	
  

•  urine	
  loss	
  during	
  orgasm	
  (climacturia)	
  





•  37%	
  reported	
  a	
  complete	
  absence	
  of	
  orgasm	
  

	
  

•  37%	
  had	
  decreased	
  orgasm	
  intensity	
  

	
  

•  22%	
  of	
  paMents	
  had	
  no	
  change	
  in	
  orgasm	
  intensity	
  

•  4%	
  reported	
  more	
  intense	
  orgasm	
  a]er	
  RP	
  than	
  before	
  



ORGASMIC	
  

DYSFUNCTION	
  POST-­‐RP	
  	
  

•  absence	
  of	
  orgasm	
  (anorgasmia)	
  

•  painful	
  orgasm	
  (dysorgasmia)	
  

•  urine	
  loss	
  during	
  orgasm	
  (climacturia)	
  



•  The	
  cause	
  of	
  dysorgasmia	
  	
  

•  spasm	
  of	
  the	
  vesico-­‐urethral	
  anastomosis	
  

•  pelvic	
  floor	
  musculature	
  dystonia	
  



•  Pain	
  during	
  orgasm	
  (dysorgasmia)	
  –	
  	
  14%	
  

•  penis	
  (63%)	
  

•  abdomen	
  (9%)	
  

•  rectum	
  (24%)	
  

•  other	
  areas	
  (4%)	
  

•  pain	
  was	
  reported	
  	
  

•  always	
  33%	
  

•  	
  frequently	
  in	
  13%,	
  

•  	
  occasionally	
  in	
  35%	
  

•  	
  rarely	
  in	
  19%	
  



•  55%	
  pain	
  for	
  <	
  1	
  min	
  

•  a	
  third	
  reported	
  pain	
  for	
  1–5	
  min	
  

•  12	
  %	
  pain	
  of	
  >5	
  min	
  

•  	
  only	
  2.5%	
  of	
  paMents	
  complained	
  of	
  pain	
  lasMng	
  >1	
  h	
  





ORGASMIC	
  

DYSFUNCTION	
  POST-­‐RP	
  	
  

•  absence	
  of	
  orgasm	
  (anorgasmia)	
  

•  painful	
  orgasm	
  (dysorgasmia)	
  

•  urine	
  loss	
  during	
  orgasm	
  (climacturia)	
  



ORGASM	
  ASSOCIATED	
  INCONTINENCE	
  (CLIMACTURIA)	
  

•  Causes:	
  

•  anatomical	
  differences	
  of	
  sphincteric/membranous	
  
urethra	
  

•  surgeon	
  ability	
  to	
  preserve	
  urethral	
  length	
  

•  damage	
  of	
  the	
  autonomic	
  nerves	
  	
  

•  always	
  in	
  16%,	
  	
  

•  occasionally	
  in	
  44%	
  

•  rarely	
  in	
  33%	
  

•  never	
  in	
  7%	
  	
  



preservaMon	
  &	
  recovery	
   









•  Tamsulosin	
  for	
  dysorgasmia	
  	
  

•  77%	
  reported	
  an	
  improvement	
  in	
  pain	
  

•  8%	
  complete	
  resoluMon	
  of	
  their	
  pain	
  

•  Phosphodiesterase	
  type	
  5	
  inhibitor	
  



CONCLUSIONS	
  

•  Dysorgasmia	
  decreases	
  in	
  frequency	
  and	
  degree	
  over	
  Mme	
  a]er	
  RP	
  

•  PreservaMon	
  

•  SV	
  sparing	
  ?	
  

•  Nerve	
  sparing	
  

	
  

•  Recovery	
  	
  

•  Tamsulosin	
  

•  5	
  PDE	
  inhibitors	
  





•  Orgasm is associated with a series of 

•  regular sphincteric contractions of the 

•  bulbocavernosus muscle with an abrupt 

•  onset and termination [ 8 ] . While subjective 

•  perception of orgasm is associated with 

•  the contraction of the bulbocavernosus 

•  muscle, and orgasm typically occurs with 

•  ejaculation, neurophysiologically, orgasm 

•  and ejaculation are regulated by different 

•  neurotransmitters. Ejaculation is not 

•  necessary for orgasm as is evident in men 

•  who have undergone prostatectomy but 

•  who have normal orgasm [ 9 ] . What is 

•  known is that orgasm is mediated by 

•  complex interactions between autonomic 

•  and somatic nervous systems in conjunction 

•  with spinal cord circuits and higher brain 



•  centres [ 10 ] ( Fig. 1 ). Arousal, defi ned as a 

•  progressive increase in the sensation of 

•  pleasure, results in progressive changes in 

•  neurotransmitters. Once the threshold level 

•  for orgasm is achieved an intense sensation 

•  of pleasure follows. The main regions 

•  involved in the feeling of reward that forms 

•  the subjective orgasmic response are the 

•  cortex, subparafascicular thalamic nucleus, 

•  amygdala and nucleus accumbens); the 

•  other regions illustrated in Fig. 1 are 

•  responsible mostly for the physical event of 

•  ejaculation. The pelvic (inferior hypogastric) 

•  plexus and pudendal and hypogastric nerves 

•  relay the afferent and efferent information 

•  during orgasm [ 10 ] 



•  Normal integration of 

•  tactile, olfactory, visual and auditory sexual 

•  cues during arousal is necessary for orgasm 

•  to occur, but it is unclear to what extent the 

•  afferent signalling from the pelvic muscles 

•  and open nerve endings on the penis 

•  contribute to progression of arousal and 

•  orgasm. The fact that some men can achieve 

•  orgasm without tactile stimulation to the 

•  genital region (through auditory or visual 

•  cues) clearly indicates that orgasm is at 

•  least partly central and not a purely 

•  peripheral event. 












