
Female Sexual Organs
External Organs
Internal Organs
The Breasts

Male Sexual Organs
External Organs
Internal Organs

Cancer of the Sex Organs
Breast Cancer
Cancer of the Cervix
Cancer of the Prostate
Cancer of the Testes

C H A P T E R

4
SEXUAL ANATOMY

CHAPTER HIGHLIGHTS



The women’s health movement has emphasized
that women need to know more about their bodies.
Actually, that is a good principle for everyone to
follow. The current trend is away from the elitist
view that only a select group of people—physi-
cians—should understand the functioning of the
body and toward the view that everyone needs
more information about his or her own body. The
purpose of this chapter is to provide basic informa-
tion about the structure and functions of the parts
of the body that are involved in sexuality and 
reproduction. Some readers may anticipate that
this will be a boring exercise. Everyone, after all,
knows what a penis is and what a vagina is. But
even today, we find some bright college students
who think a woman’s urine passes out through her
vagina. And how many of you know what the epi-
didymis and the seminiferous tubules are? If you
don’t know, keep reading. You may even find out a
few interesting things about the penis and the
vagina that you were not aware of.

Female Sexual Organs
The female sexual organs can be classified into two
categories: the external organs and the internal 
organs.

External Organs
The external genitals of the female consist of the
clitoris, the mons pubis, the inner lips, the outer
lips, and the vaginal opening (see Figure 4.1). Col-

lectively, they are known as the vulva (“crotch”;
other terms such as “cunt” and “pussy” may refer
either to the vulva or to the vagina, and some eth-
nic groups use “cock” for the vulva—slang, alas, is
not so precise as scientific language). “Vulva” is  a
wonderful term but, unfortunately, it tends to be
underused—the term, that is. The appearance of
the vulva varies greatly from one woman to an-
other (see Figure 4.2).

The Clitoris
The clitoris is a sensitive organ that is exception-
ally important in female sexual response (Figure
4.3). It consists of the tip, a knob of tissue situated
externally in front of the vaginal opening and the
urethral opening; a shaft consisting of two corpora
cavernosa (spongy bodies similar to those in the
male’s penis) that extends perhaps an inch into the
body; and two crura, longer spongy bodies that lie
deep in the body and run from the tip of the clitoris
to either side of the vagina, under the major lips
(Clemente, 1987). Some refer to the entire struc-
ture as having a “wishbone” shape. Close to the
crura are the vestibular bulbs, which will be dis-
cussed in the section on internal organs.

As will be discussed in Chapter 5, female sexual
organs and male sexual organs develop from simi-
lar tissue before birth; thus we can speak of the or-
gans of one gender as being homologous (in the
sense of developing from the same source) to the
organs of the other gender. The female’s clitoris 
is homologous to the male’s penis; that is, both 

74 CHAPTER 4 • SEXUAL ANATOMY

en and women, all in all, behave just
like our basic sexual elements. If you

watch single men on a weekend night they
really act very much like sperm—all disorga-
nized, bumping into their friends, swimming
in the wrong direction.

“I was first.”

M “Let me through.”
“You’re on my tail.”
“That’s my spot.”
We’re like the Three Billion Stooges.
But the egg is very cool: “Well, who’s it

going to be? I can divide. I can wait a month.
I’m not swimming anywhere.”*

Vulva (VULL-vuh): The collective term for the external
genitals of the female.
Clitoris (KLIT-or-is): A small, highly sensitive sexual 
organ in the female, found in front of the vaginal entrance.*Jerry Seinfeld. (1993). SeinLanguage. New York: Bantam

Books, p. 17.

Web Reading:
The Body and
its Responses
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Figure 4.1 The vulva: The external
genitals of the female.

Figure 4.2 The shape of the vulva
varies widely from one woman to the
next.



develop from the same embryonic tissue. The cli-
toris has a structure similar to that of the penis in
that both have corpora cavernosa. The clitoris
varies in size from one woman to the next, much as
the penis varies in size from man to man. Also, the
clitoris, like the penis, is erectile. Its erection is pos-
sible because its internal structure contains cor-
pora cavernosa that fill with blood, as the similar
structures in the penis do. The corpora cavernosa
and the mechanism of erection will be considered
in more detail in the discussion of the male sexual
organs. Like the penis, the clitoris has a rich supply

of nerve endings, making it very sensitive to
stroking. Most women find it to be more sensitive
to erotic stimulation than any other part of the body.

The clitoris is unique in that it is the only part of
the sexual anatomy with no known reproductive
function. All the other sexual organs serve sexual
and reproductive functions. For example, not only
is the vagina used for sexual intercourse, but it also
receives the sperm and serves as the passageway
through which the baby travels during childbirth.
The penis not only produces sexual arousal and
pleasure but also is responsible for ejaculation and
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Figure 4.3 Structure of the clitoris.



impregnation. The clitoris clearly has an important
function in producing sexual arousal. Unlike the
other sexual organs, however, it appears to have no
direct function in reproduction.

The Mons
In outward appearance, the more obvious parts of
the vulva are the mons pubis, the inner lips, and
the outer lips. The mons pubis (also called the
mons or the mons veneris, for “mountain of
Venus”) is the rounded, fatty pad of tissue, covered
with pubic hair, at the front of the body. It lies on
top of the pubic bones (which come together in the
center at a point called the pubic symphysis).

The Labia
The outer lips (or labia majora, for “major lips”) are
rounded pads of fatty tissue lying along both sides

of the vaginal opening; they are covered with pubic
hair. The inner lips (or labia minora, for “minor
lips”) are two hairless folds of skin lying between
the outer lips and running right along the edge of
the vaginal opening. Sometimes they are folded
over, concealing the vaginal opening until they are
spread apart. The inner lips extend forward and
come together in front, forming the clitoral hood.
The inner and outer lips are well supplied with
nerve endings and thus are also important in sexual
stimulation and arousal.

FEMALE SEXUAL ORGANS 77

Figure 4.4 Twenty-eight African nations practice some form of ritualized genital cutting of young girls as an initiation into
womanhood. Clitoridectomy is also practiced in Muslim countries outside Africa, and was practiced in the United States during
the Victorian era.

Mons pubis (PYOO-bis): The fatty pad of tissue under
the pubic hair.
Outer lips: Rounded pads of fatty tissue lying on either
side of the vaginal entrance.
Inner lips: Thin folds of skin lying on either side of the
vaginal entrance.
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Today a worldwide sexual health controversy rages
over female genital cutting (FGC, also known as fe-
male genital mutilation or FGM). FGC is practiced
in 28 African nations as well as in several countries
in the Middle East and among Muslim populations
in Indonesia and Malaysia. It is estimated to affect
between 80 million and 110 million women world-
wide. Typically girls are subjected to the procedure
between the ages 4 and 10, although sometimes it
is done during infancy. Often the procedure is per-
formed by a native woman, with no anesthetic and
under unsanitary conditions. If these practices
seem remote to many North Americans, it is im-
portant to recognize that immigrant women from
these countries now reside in North America.
Moreover, some of these practices were performed
in Britain and North America in the 1800s, during
the Victorian era, to cure various “female weak-
nesses” such as masturbation.

FGC is practiced in several forms, depending on
the customs of the particular culture. The mildest
form is called sunna and refers to the removal of
just the clitoral hood (prepuce), not the clitoris; it is
the only procedure that could legitimately be
called “female circumcision,” analogous to male
circumcision. In its mildest form, it may involve
only making a slit in the prepuce, not removing it.
A second form of FGC is excision (sometimes
known as clitoridectomy), which refers to complete
removal of the clitoris and perhaps some of the in-
ner lips. The most extreme form is infibulation or

pharaonic circumcision (named for the pharaohs
of Egypt, under whose reign the practice is said to
have originated thousands of years ago). It involves
the removal of the clitoris, all of the inner lips, and
part of the outer lips; the raw edges of the outer lips
are then stitched together to cover the urethral
opening and the vaginal entrance, with only a
small opening left for the passage of urine and
menstrual fluid.

Infibulation poses severe health problems for
women. Hemorrhaging may occur, leading to
shock and even to bleeding to death. Because of
the unsanitary conditions present during the pro-
cedure, tetanus and other infections are risks. Be-
cause the same instrument may be used on multi-
ple girls, HIV and hepatitis B can be transmitted. A
common problem is that the pain of the wound is
so severe and the stitching so tight that the girl
avoids urinating or cannot urinate properly, lead-
ing to urinary infections and other complications.
A tightly infibulated woman can only urinate drop
by drop, and her menstrual period may take 10
days and be extremely painful.

The sexual and reproductive health conse-
quences are no less severe. Infibulation is an effec-
tive method for ensuring virginity until marriage,
but on the wedding night the man must force an
opening through stitching and scar tissue. This is
painful and may take days; a midwife may be
called to cut open the tissue. Orgasm would be
only a remote possibility for a woman whose cli-

Focus 4.1
Female Genital Cutting

Web Search:
Genital Cutting
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toris has been removed. Infibulated women have a
substantial risk of complications during childbirth.
The scar must always be cut open to permit deliv-
ery and, if done too late, the baby may die.

In a recent study of the Sudan, 90 percent of the
women said that they had had or would have these
procedures performed on their daughters, and
about half the women favored the most severe pro-
cedures (Williams & Sobieszczyk, 1997). If these
procedures are so harmful, why do they persist?
Why do girls submit to them, and even ask for
them, and why do their parents permit it, even en-
courage it? The answer lies in the complex and
powerful interplay of culture and gender. Being in-
fibulated indicates a woman’s loyalty to and identi-
fication with her culture and its traditions, a partic-
ularly sensitive issue for people who had long been
dominated by European colonizers. A woman who
is not infibulated is not marriageable in these cul-
tures in which marriage is the only acceptable way
of life for an adult woman. When those are the
rules of the game, it is less surprising that girls sub-
mit or even want to be circumcised and that their
parents require them to do it. Particular communi-
ties may also hold certain beliefs that make these
procedures seem necessary. For example, in some
areas there is a belief that the clitoris contains poi-
son and can harm men during sexual intercourse
and kill children during birth. Some Muslims mis-
takenly believe that it is required by their faith, al-
though it is not mentioned in the Koran.

Infibulation raises a number of dilemmas for
North Americans. In universities, we generally en-
courage the approach of “cultural relativism,” an
openness to and appreciation of the customs of
other cultures. FGC is definitely a custom of other
cultures. If we apply standards of cultural rela-
tivism, we should say, “Great, if that’s what those

people want.” But should there be limits to cultural
relativism? Can one oppose certain practices that
pose well-documented, serious health risks? Med-
ical personnel in North America face difficult
dilemmas. A physician may cut open an infibu-
lated woman to permit childbirth. What if the
woman requests that she be restitched? Should the
physician comply, knowing the risks? Immigrant
women whose daughters are born in North Amer-
ica may request that a physician perform an exci-
sion or infibulation, knowing that the procedure
will be far safer if done by a physician in a hospital.
Should the physician comply, knowing that the re-
alistic alternative is that the procedure will be per-
formed by someone, possibly untrained and inex-
perienced, from that culture under unsanitary
conditions?

On a more hopeful note, a grass-roots move-
ment of women has sprung up in a number of
African nations, including Kenya, Gambia, Sudan,
Somalia, and Nigeria, that is dedicated to eliminat-
ing these practices. Furthermore, to put matters
into perspective, only about 15 percent of cultures
that practice FGC do the severe form, infibulation.
The remaining cultures practice the milder forms
ranging from a slit in the prepuce to clitoridec-
tomy. To add additional perspective, far more cul-
tures practice male genital modifications than fe-
male genital modifications. An example is the
United States, where male circumcision is wide-
spread but FGC is extremely rare and occurs al-
most exclusively among a subgroup of immigrants,
those from Islamic cultures.

Sources: Council on Scientific Affairs (1995); Gregersen
(1996); Gruenbaum (2000); Horowitz & Jackson (1997);
Kiragu (1995); Lightfoot-Klein (1989); Schroeder (1994);
Toubia (1994, 1995); Williams & Sobieszczyk (1997).



A pair of small glands, the Bartholin glands, lie
just inside the inner lips (Figure 4.1). Their func-
tion is unknown, and they are of interest only be-
cause they sometimes become infected.1 Skene’s
glands are located nearby and, similarly, usually 
attract attention only when infected.

A few more landmarks should be noted (Figure
4.1). The place where the inner lips come together
behind the vaginal opening is called the fourchette.
The area of skin between the vaginal opening and
the anus is called the perineum. The vaginal open-
ing itself is sometimes called the introitus. Notice
also that the urinary opening lies about midway
between the clitoris and the vaginal opening. Thus
urine does not pass out through the clitoris (as
might be expected from analogy with the male) or
through the vagina, but instead through a separate
pathway, the urethra, with a separate opening.

Self-Knowledge
One important difference between the male sex or-
gans and the female sex organs—and a difference
that has some important psychological conse-
quences—is that the female’s external genitals are
much less visible than the male’s. A male can view
his external genitals directly either by looking down
at them or by looking into a mirror while naked. Ei-
ther of these two strategies for the female, however,
will result at best in a view of the mons. The clitoris,
the inner and outer lips, and the vaginal opening re-
main hidden. Indeed, many adult women have
never taken a direct look at their own vulva. This 
obstacle can be overcome by the simple method of
using a mirror. The genitals can be viewed either by
putting a mirror on the floor and sitting in front of it
or by standing up and putting one foot on the edge
of a chair, bed, or something similar and holding the
mirror up near the genitals (see Figure 4.5). We rec-
ommend that all women use a mirror to identify on
their own bodies all the parts shown in Figure 4.1. 

The Hymen
Before the internal structures are discussed, one
other external structure deserves mention: the hy-
men. The hymen (“cherry,” “maidenhead”) is a
thin membrane which, if present, partially covers
the vaginal opening. The hymen may be one of 
a number of different types (see Figure 4.6), al-
though it generally has some openings in it; other-
wise the menstrual flow would not be able to pass

out.2 At the time of first intercourse, the hymen
may be broken or stretched as the penis moves into
the vagina. This may cause bleeding and possibly
some pain. Typically, though, it is an untraumatic
occurrence and goes unnoticed in the excitement
of the moment. For a woman who is very con-
cerned about her hymen and what will happen to it
at first coitus, there are two possible approaches. A
physician can cut the hymen neatly so that it will
not tear at the time of first intercourse, or the
woman herself can stretch it by repeatedly insert-
ing a finger into the vagina and pressing on it.
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Bartholin glands: Two tiny glands located on either side
of the vaginal entrance.
Perineum (pair-ih-NEE-um): The skin between the vagi-
nal entrance and the anus.
Introitus: Another word for the vaginal entrance.
Hymen (HYE-men): A thin membrane that may partially
cover the vaginal entrance.

1And there is a limerick about them:

There was a young man from Calcutta
Who was heard in his beard to mutter,
“If her Bartholin glands
Don’t respond to my hands,
I’m afraid I shall have to use butter.”

Actually, there is a biological fallacy in the limerick. Can you
spot it? If not, see Chapter 9.
2The rare condition in which the hymen is a tough tissue
with no opening is called imperforate hymen and can be
corrected with fairly simple surgery.

Figure 4.5 Body education: The mirror exercise lets women
see their own genitals.



The hymen, and its destruction at first inter-
course, has captured the interest of people in many
cultures. In Europe during the Middle Ages, the
lord might claim the right to deflower a peasant
bride on her wedding night before passing her on
to her husband (the practice is called droit du
seigneur in French and jus primae noctis in Latin).
The hymen has been taken as evidence of virginity.
Thus bleeding on the wedding night was proof that
the bride had been delivered intact to the groom;
the parading of the bloody bed sheets on the wed-
ding night, a custom of the Kurds of the Middle
East, is one ritual based on this belief.

Such practices rest on the assumption that a
woman without a hymen is not a virgin. However,
we now know that this is not true. Some females
are simply born without a hymen, and others may
tear it in active sports such as horseback riding.
Unfortunately, this means that some women have
been humiliated unjustly for their lack of a hymen.

Internal Organs
The internal sex organs of the female consist of the
vagina, the uterus, a pair of ovaries, and a pair of
fallopian tubes (see Figure 4.7).

The Vagina
The vagina is the tube-shaped organ into which
the penis is inserted during coitus, and it receives

the ejaculate. It is also the passageway through
which a baby travels during birth, so it is some-
times called the birth canal. In the resting or
unaroused state, the vagina is about 8 to 10 cen-
timeters (3 to 4 inches) long and tilts slightly back-
ward from the bottom to the top. At the bottom it
ends in the vaginal opening, or introitus. At the top
it connects with the cervix (the lower part of the
uterus). It is a very flexible organ that works some-
what like a balloon. In the resting state its walls lie
against each other like the sides of an uninflated
balloon; during arousal it expands like an inflated
balloon, allowing space to accommodate the penis.

The walls of the vagina have three layers. The 
inner layer, the vaginal mucosa, is a mucous mem-
brane similar to the inner lining of the mouth. The
middle layer is muscular, and the outer layer forms a
covering. The walls of the vagina are extremely elas-
tic and are capable of expanding to the extent nec-
essary during intercourse and childbirth, although
with age they become thinner and less flexible.

The nerve supply of the vagina is mostly to the
lower one-third, near the introitus. That part is
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Vagina (vuh-JINE-uh): The tube-shaped organ in the
female into which the penis is inserted during coitus and
through which a baby passes during birth.

Figure 4.6 There are several types of hymens.

Annular hymen Septate hymen Cribriform hymen Imperforate hymen
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Figure 4.7 Internal sexual and reproductive organs of the
female from a side view and from a front view.
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sensitive to erotic stimulation. The inner two-
thirds of the vagina contains almost no nerve end-
ings and is therefore relatively insensitive except to
feelings of deep pressure. Some women have a spot
on the front wall of the vagina that is more sensi-
tive than the rest of the vagina, but even it is not
nearly so sensitive as the inner lips, outer lips, or
clitoris (Schultz et al., 1989). This spot is referred to
by some as the G-spot (see Chapter 9).

The number of slang terms for the vagina (for
example, “beaver,” “cunt”) and the frequency of
their usage testify to its power of fascination across
the ages. One concern has been with size: whether
some vaginas are too small or too large. As noted
earlier, though, the vagina is highly elastic and ex-
pandable. Thus, at least in principle, any penis can
fit into any vagina. The penis is, after all, not nearly
so large as a baby’s head, which manages to fit
through the vagina. The part of the vagina which is
most responsible for the male’s sensation that it 
is “tight,” “too tight,” or “too loose” is the introitus.
One of the things that can stretch the introitus is
childbirth; indeed, there is a considerable differ-
ence in the appearance of the vulva of a woman
who has never had a baby (nulliparous) and the
vulva of a woman who has (parous) (see Figure 4.8).

Surrounding the vagina, the urethra, and the anus
is a set of muscles called the pelvic floor muscles.
One of these muscles, the pubococcygeus muscle, is

particularly important. It may be stretched during
childbirth, or it may simply be weak. However, it can
be strengthened through exercise, and this is recom-
mended by sex therapists (see Chapter 19) as well as
by many popular sex manuals and magazines.

The Vestibular Bulbs
The vestibular bulbs (or bulbs of the clitoris) are two
organs about the size and shape of a pea pod (Figure
4.3). They lie on either side of the vaginal wall, near
the entrance, under the inner lips (O’Connell et al.,
1998). They are erectile tissue and lie close to the
crura of the clitoris.

The Uterus
The uterus (womb) is about the size of a fist and is
shaped somewhat like an upside-down pear. It is
usually tilted forward and is held in place by liga-
ments. The narrow lower third is called the cervix
and opens into the vagina. The top is the fundus,
and the main part is the body. The entrance to the

Pubococcygeus muscle (pyoo-bo-cox-ih-GEE-us): A
muscle around the vaginal entrance.
Vestibular bulbs: Erectile tissue running under the inner
lips.
Uterus (YOO-tur-us): The organ in the female in which
the fetus develops.

Virginal In the woman who
has had intercourse

In the woman
who has had a baby

Figure 4.8 Appearance of the vulva of a woman who is a
virgin; a woman who has had intercourse but has not had a
baby (nulliparous); and a woman who has had a baby
(parous).



uterus through the cervix is very narrow, about the
diameter of a drinking straw, and is called the os (or
cervical canal). The major function of the uterus is
to hold and nourish a developing fetus.

The uterus, like the vagina, consists of three lay-
ers. The inner layer, or endometrium, is richly sup-
plied with glands and blood vessels. Its state varies
according to the age of the woman and the phase
of the menstrual cycle. It is the endometrium
which is sloughed off at menstruation and creates
most of the menstrual discharge. The middle layer,
the myometrium, is muscular. The muscles are
very strong, creating the powerful contractions of
labor and orgasm, and also highly elastic; they are
capable of stretching to accommodate a nine-
month-old fetus. The outer layer—the perimetrium
or serosa—forms the external cover of the uterus.

The Fallopian Tubes
Extending out from the sides of the upper end of
the uterus are the fallopian tubes, also called the
oviducts (“egg ducts”) or uterine tubes (see Figure
4.7). The fallopian tubes are extremely narrow and
are lined with hairlike projections called cilia. The
fallopian tubes are the pathway by which the egg
leaves the ovaries and the sperm reach the egg.
Fertilization of the egg typically occurs in the in-
fundibulum, the section of the tube closest to the
ovary; the fertilized egg then travels the rest of the
way through the tube to the uterus. The infundibu-
lum curves around toward the ovary; at its end are
numerous fingerlike projections called fimbriae
which extend toward the ovary.

The Ovaries
The ovaries are two organs about the size and shape
of unshelled almonds; they lie on either side of the
uterus. The ovaries have two important functions;
they produce eggs (ova), and they manufacture the
female sex hormones, estrogen and progesterone.

Each ovary contains numerous follicles. A follicle
is a capsule that surrounds an egg (not to be con-
fused with hair follicles, which are quite different). 

It is estimated that a female is born with about
400,000 immature eggs. Beginning at puberty, one
or several of the follicles mature during each men-
strual cycle. When the egg has matured, the follicle
bursts open and releases the egg. The ovaries do
not actually connect directly to the fallopian tubes.
Rather, the egg is released into the body cavity and
reaches the tube by moving toward the fimbriae. If
the egg does not reach the tube, it may be fertilized
outside the tube, resulting in an abdominal preg-
nancy (see the section on ectopic pregnancy in
Chapter 7). There have also been cases recorded of
women who, although they are missing one ovary
and the opposite fallopian tube, have nonetheless
become pregnant. Apparently, in such cases the
egg migrates to the tube on the opposite side.

The Breasts
Although they are not actually sex organs, the breasts
deserve discussion here because of their erotic and
reproductive significance. The breast consists of
about 15 or 20 clusters of mammary glands, each
with a separate opening to the nipple, and of fatty
and fibrous tissue which surrounds the clusters of
glands (see Figure 4.9). The nipple, into which the
milk ducts open, is at the tip of the breast. It is richly
supplied with nerve endings and therefore very 
important in erotic stimulation for many women.
The nipple consists of smooth muscle fibers; when
they contract, the nipple becomes erect. The area
surrounding the nipple is called the areola.

There is wide variation among women in the
size and shape of the breasts. One thing is fairly
consistent, though: few women are satisfied with
the size of their breasts. Most women think they are
either too small or too large, and almost no woman
thinks hers are just right. It is well to remember
that there are the same number of nerve endings in
small breasts as in large breasts. It follows that
small breasts are actually more erotically sensitive
per square inch than are large ones.

Breasts may take on enormous psychological
meaning; they can be a symbol of femininity or a
means of attracting men. Ours is a very breast-
oriented culture. Many American men develop a
powerful interest in, and attraction to, women’s
breasts. The social definition of beauty is a com-
pelling force; many women strive to meet the ideal
and a few overadapt, going too far in their striving

84 CHAPTER 4 • SEXUAL ANATOMY

Fallopian tubes (fuh-LOW-pee-un): The tubes extending
from the uterus to the ovary; also called the oviducts.
Ovaries: Two organs in the female that produce eggs
and sex hormones.



(Mazur, 1986). Breast augmentation surgery has in-
creased steadily since the 1960s, while other
women are undergoing breast reduction surgery, in
both cases to meet a socially defined standard of
beauty.

Male Sexual Organs
Externally, the most noticeable parts of the male sex-
ual anatomy are the penis and the scrotum, or scro-
tal sac, which contains the testes (see Figure 4.10).

External Organs
The Penis
The penis (phallus, “prick,” “cock,” “johnson,” and
many other slang terms too numerous to list)
serves important functions in sexual pleasure, re-
production, and elimination of body wastes by uri-
nation. It is a tubular organ with an end or tip
called the glans. The opening at the end of the
glans is the meatus, or urethral opening, through
which urine and semen pass. The part of the penis
that attaches to the body is called the root, and the
main part of the penis is called the body or shaft.
The raised ridge separating the glans from the

body of the penis is called the corona, or coronal
ridge. While the entire penis is sensitive to sexual
stimulation, the glans and corona are the most sex-
ually excitable region of the male anatomy.

Internally, the penis contains three long cylin-
ders of spongy tissue running parallel to the ure-
thra, which is the pathway through which semen
and urine pass (see Figure 4.11). The two spongy
bodies lying on top are called the corpora caver-
nosa, and the single one lying on the bottom of the
penis is called the corpus spongiosum (the urethra
runs through the middle of it). During erection, the
corpus spongiosum can be seen as a raised column
on the lower side of the penis. As the names sug-
gest, these bodies are tissues filled with many
spaces and cavities, much like a sponge. They are
richly supplied with blood vessels and nerves. In
the flaccid (unaroused, not erect) state, they con-
tain little blood. Erection, or tumescence, occurs
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Penis: The male external sexual organ, which functions
both in sexual activity and in urination.
Corpora cavernosa: Spongy bodies running the length
of the top of the penis.
Corpus spongiosum: A spongy body running the length
of the underside of the penis.
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Figure 4.9 The internal structure of the breast.
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when they become filled with blood (engorged)
and expand, making the penis stiff.

Contrary to popular belief, the penis does not
contain a muscle, and no muscle is involved in
erection. Erection is purely a vascular phenome-
non; that is, it results entirely from blood flow. It 
is also commonly believed that the penis of the hu-
man male contains a bone. This is not true either,
although in some other species—for example,
dogs—the penis does contain a bone, which aids
in intromission (insertion of the penis into the
vagina). In human males, however, there is none.

The skin of the penis usually is hairless and is
arranged in loose folds, permitting expansion dur-
ing erection. The foreskin, or prepuce, is an addi-
tional layer of skin which forms a sheathlike cover-
ing over the glans; it may be present or absent in
the adult male, depending on whether he has been

circumcised (see Figure 4.12). Under the foreskin
are small glands (Tyson’s glands) that produce a
substance called smegma, which is cheesy in tex-
ture. The foreskin is easily retractable,3 and its re-
traction is extremely important for proper hygiene.
If it is not pulled back and the glans washed thor-
oughly, the smegma may accumulate, producing a
very unpleasant smell.

Circumcision refers to the surgical cutting away
or removal of the foreskin. Circumcision is prac-
ticed in many parts of the world and, when parents
so choose, is done to infants in the United States
within a few days after birth.

Circumcision may be done for cultural and reli-
gious reasons. Circumcision has been a part of
Jewish religious practice for thousands of years. 
It symbolizes the covenant between God and the
Jewish people and is done on the eighth day after
birth, according to scriptural teaching (Genesis
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Foreskin: A layer of skin covering the glans or tip of the
penis in an uncircumcised male; also called the prepuce.
Circumcision: Surgical removal of the foreskin of the
penis.
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Figure 4.10 The male sexual and re-
productive organs from a side view.

3In a rare condition, the foreskin is so tight that it cannot be
pulled back; this is called phimosis and requires correction
by circumcision.



17:9–27). Circumcision is also common in Muslim
cultures. In most cultures circumcision may be
done at puberty as an initiation ritual, or rite de
passage. The ability of the young boy to stand the
pain may be seen as a proof of manhood.

In the 1980s, an anticircumcision movement
gained momentum in the United States. Its propo-
nents argue that circumcision does not have any
health benefits and that it does entail some health
risk as well as psychological trauma. According to
this view, circumcision is nothing more than cruel
mutilation. (For a statement of the anticircumci-
sion position, see Wallerstein, 1980.) In fact, as
early as 1971 the American Academy of Pediatrics
had gone on record saying that there is no medical
need for routine circumcision of newborn boys.
Reflecting this advice and the growth of contro-
versy about circumcision, only 59 percent of infant
boys were circumcised in the United States in 1986,
compared with 90 percent in 1970 (Lindsey, 1988).

New evidence accumulated, though, and in 1989
the American Academy of Pediatrics, changing its
1971 statement, declared that there are potential
medical benefits and advantages to circumcision

as well as some potential risks. The new evidence
indicates, for example, that uncircumcised male
babies are 11 times more likely to get urinary tract
infections than are circumcised babies (Wiswell 
et al., 1987). There is also some evidence that uncir-
cumcised men have a higher risk of infection with
HIV, the AIDS virus (Touchette, 1991). It is thought
that the foreskin can harbor HIV and other viruses.
In a study of different geographic and ethnic
groups in Africa, some of which practice circumci-
sion and some of which do not, it was found that
HIV infection rates were very low among groups
that practice circumcision and high among those
that do not (Moses et al., 1990). However, research
in a developed nation, Australia, indicated that
there was no association between being uncircum-
cised and contracting a number of sexually trans-
mitted diseases, including herpes and genital
warts (Donovan et al., 1994). Unfortunately, this
study did not look at HIV transmission, so we are
left wondering about that important question. In
our view, the scientific data on the health benefits
and risks of circumcision are simply not conclusive
at the present time. Consistent with this view, in
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1999 the American Academy of Pediatrics returned
to its position that there is no medical need for cir-
cumcision.

Other arguments have focused on whether the
circumcised or the uncircumcised male receives
more pleasure from sexual intercourse. In fact,
Masters and Johnson (1966) found that there is no
difference in excitability between the circumcised
and the uncircumcised penis.

Other forms of male genital cutting are done
throughout the world. In fact, male genital cutting
is done in more cultures than is female genital cut-
ting (Gregersen, 1996). A common form, across
most of Polynesia, is supercision (also known as
superincision), which involves making a slit the
length of the foreskin on the top, with the foreskin
otherwise remaining intact (Gregersen, 1996). With
subincision, which is common in some tribes in

central Australia, a slit is made on the lower side of
the penis along its entire length and to the depth of
the urethra. Urine is then excreted at the base
rather than at the tip of the penis.

To say the least, the penis has been the focus of
quite a lot of attention throughout history. In some
cultures, the attention has become so pronounced
that the male genitals have actually become the
object of religious worship (phallic worship). Not
surprisingly, the male genitals were often seen as
symbols of fertility and thus were worshipped for
their powers of procreativity. In ancient Greece,
phallic worship centered on Priapus, the son of
Aphrodite (the goddess of love) and Dionysus (the
god of fertility and wine). Priapus is usually repre-
sented as a grinning man with a huge penis.

In contemporary American society, phallic con-
cern often focuses on the size of the penis. It is com-
monly believed that a man with a large penis is a bet-
ter lover and can satisfy a woman more than the man
with a small penis can. Masters and Johnson (1966),
however, have found that this is not true. While there
is considerable variation in the length of the penis
from one man to the next—the average penis is 
generally somewhere between 6.4 centimeters (2.5
inches) and 10 centimeters (4 inches) in length when
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Figure 4.12 (a) A circumcised penis
and (b) an uncircumcised penis, show-
ing the foreskin.

(a) (b)

Supercision: A form of male genital cutting in which a slit
is made the length of the foreskin.
Subincision: A form of male genital cutting in which a slit
is made on the lower side of the penis along its entire
length.



flaccid (not erect)—there seems to be a tendency for
the small penis to grow more in erection than the
one that starts out large. As a result, there is little cor-
relation between the length of the penis when flaccid
and the length when erect. As the saying has it, “Erec-
tion is the great equalizer.” The average erect penis is
about 15 centimeters (6 inches) long, although erect
penises longer than 33 centimeters (13 inches) have
been measured (Dickinson, 1949). Further, as noted
earlier, the vagina has relatively few nerve endings
and is relatively insensitive. Hence penetration to the
far reaches of the vagina by a very long penis is not
essential and may not even be noticeable. Many
other factors are more important than penis size in
giving a woman pleasure (see Chapters 10 and 19).

Phallic concern has also included an interest in
the variations in the shape of the penis when flac-
cid and when erect, as reflected in this limerick:

There was a young man of Kent
Whose kirp in the middle was bent.
To save himself trouble
He put it in double,
And instead of coming, he went.

Phallic concern has also been expressed in psy-
chological theory, especially in psychoanalytic the-
ory. As we saw in Chapter 2, Freud viewed concern
for the penis and a related castration anxiety as the
key factors in male psychological development,
leading to the resolution of the Oedipus complex,
increased independence from parents, and in-
creased psychological maturity. All this from such
a small part of the body! (Indeed, the theory even
says that the key factor in female psychological 
development is the lack of a penis.)4

The Scrotum
The other major external genital structure in the
male is the scrotum; this is a loose pouch of skin,
lightly covered with hair, which contains the testes
(“balls” or “nuts” in slang 5). The testes themselves
are considered part of the internal genitals.

Internal Organs
The testes are the gonads, or reproductive glands,
of the male, and thus they are analogous to the 
female’s ovaries. Like the ovaries, they serve two
major functions: they manufacture germ cells

(sperm), and they manufacture sex hormones, in
particular testosterone. Both testes are about the
same size, although the left one usually hangs
lower than the right one.

In the internal structure of the testes, two parts
are important: the seminiferous tubules and the
interstitial cells (see Figure 4.13). The seminiferous
tubules carry out the important function of manu-
facturing and storing sperm, a process called 
spermatogenesis. They are a long series of thread-
like tubes curled and packed densely into the
testes. There are about 1000 of these tubules, and it
is estimated that if they were stretched out end to
end, they would be several hundred feet in length.

The interstitial cells (or Leydig’s cells) carry out
the second important function of the testes, the
production of testosterone. These cells are found
in the connective tissue lying between the seminif-
erous tubules. The cells lie close to the blood ves-
sels in the testes and pour the hormones they man-
ufacture directly into the blood vessels. Thus the
testes are endocrine glands (hormone-secreting
glands).
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4Anxieties about the penis became particularly obvious
during the much-publicized case of John Wayne Bobbitt
and Lorena Bobbitt and the jokes that poured out. Lorena
Bobbitt, apparently after a history of being beaten by her
husband, cut off his penis one night. A surgeon later reat-
tached it. The jokes told the real story about the anxieties
that were aroused among people around the country.

5That brings to mind another limerick:

There once was a pirate named Gates
Who thought he could rhumba on skates.
He slipped on his cutlass
And now he is nutless
And practically useless on dates.

Scrotum (SKROH-tum): The pouch of skin that contains
the testes in the male.
Testes: The pair of glands in the scrotum that manufac-
ture sperm and sex hormones.
Seminiferous tubules (sem-ih-NIFF-ur-us): Tubes in the
testes that manufacture sperm.
Interstitial cells (int-er-STIH-shul): Cells in the testes
that manufacture testosterone.



Each testis is surrounded by a rigid, whitish
sheath (the tunica albuginea). This sheath is re-
sponsible for the problem of sterility caused by
mumps in the adult male. When the virus invades
the testes, it causes them to swell. The tunica albug-
inea is tight, however, and does not permit expan-
sion. The delicate tubules are thus crushed, which
impairs their sperm-producing function. Mumps is
not a problem in the female because the ovaries are
not enclosed in a comparable tight sheath.

One of the clever tricks that the scrotum and
testes can perform, as any male will testify, is to
move up and close to the body or down and away
from the body. These changes are brought about
mainly by changes in temperature (although emo-
tional factors may also produce them). If a man
plunges into a cold lake, the scrotum will shrivel
and move close to the body. If the man is working
in an extremely hot place, the scrotum will hang
down and away from the body. This mechanism is
important because the testes should remain at a
fairly constant temperature, slightly lower than
normal body temperature. This constancy of tem-
perature is necessary to protect sperm, which may
be injured by extremes of temperature. Thus if the
air is cold, the testes move closer to the body to

maintain warmth, but if the air is too hot, they
move away from the body to keep cool. The me-
chanics of this movement are made possible by the
dartos muscle, which forms the middle layer of the
scrotum. It contracts or relaxes reflexively, thereby
moving the testes up or down.

Many people believe that taking hot baths, wear-
ing tight athletic supporters, or having a high fever
can cause infertility. Indeed, in some countries the
men take long, hot baths as a method of contracep-
tion. Such a practice has some basis in biological
fact, because sperm can be destroyed by heat. How-
ever, as a method of contraception, this practice has
not been particularly effective. In one study, it was
found that the use of a special jockstrap raised the
temperature of the scrotum by nearly 1°C (1.7°F)
and that wearing the device daily for seven weeks
caused about a 25 percent reduction in the number
of sperm produced (Robinson and Rock, 1967). Thus
such practices might decrease a man’s fertility some-
what, but they are far from 100 percent effective as
contraceptives. On the other hand, men with prob-
lems of infertility can sometimes cure them by get-
ting out of their tight jockstraps and jockey shorts.

Following initial cell division in the seminifer-
ous tubules, the male germ cells go through several
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stages of maturation. At the earliest stage, the cell
is called a spermatogonium. Then it becomes a
spermatocyte (first primary and then secondary)
and then a spermatid. Finally when fully mature, it
is a spermatozoan, or sperm. Spermatogenesis, the
manufacture of sperm, occurs continuously in the
adult human male. An average ejaculate contains
about 300 million sperm.

A mature sperm is very tiny—about 60 micro-
meters, or 60/10,000 millimeter (0.0024 inch),
long—and consists of a head, a neck, a midpiece,
and a tail. A normal human sperm carries 23 chro-
mosomes in the head. This 23 is half the normal
number in the other cells of the human body.
When the sperm unites with the egg, which also
carries 23 chromosomes, the full complement of
46 for the offspring is produced. (See Chapter 7 for
a discussion of the sperm’s role in conception.)

After the sperm are manufactured in the semi-
niferous tubules, they proceed into the rete testes, a
converging network of tubes on the surface of the
testis toward the top. The sperm then pass out of
the testis and into a single tube, the epididymis.
The epididymis is a long tube (about 6 meters, or
20 feet, in length) coiled into a small crescent-
shaped region on the top and side of the testis. The
sperm are stored in the epididymis, in which they
ripen and mature, possibly for as long as six weeks.

Upon ejaculation, the sperm pass from the epi-
didymis into the vas deferens (it is the vas that is
cut in a vasectomy—see Chapter 8). The vas passes
up and out of the scrotum and then follows a pecu-
liar circular path as it loops over the pubic bone,
crosses beside the urinary bladder, and then turns
downward toward the prostate. As the tube passes
through the prostate, it narrows, and at this point is
called the ejaculatory duct. The ejaculatory duct
opens into the urethra, which has the dual func-
tion of conveying sperm and conveying urine;
sperm are ejaculated out through the penis via the
urethra.

Sperm have little motility (capability of move-
ment) of their own while in the epididymis and vas.
Not until they mix with the secretions of the
prostate are they capable of movement on their
own (Breton et al., 1996). Up to this point, they are
conveyed by the cilia and by contractions of the
epididymis and vas.

The seminal vesicles are two saclike structures
that lie above the prostate, behind the bladder, and
in front of the rectum. They produce about 70 per-
cent of the seminal fluid, or ejaculate. The remain-
ing 30 percent is produced by the prostate (Spring-
Mills & Hafez, 1980). They empty their fluid into
the ejaculatory duct to combine with the sperm.

The prostate lies below the bladder and is about
the size and shape of a chestnut. It is composed of
both muscle and glandular tissue. The prostate se-
cretes a milky alkaline fluid that is part of the ejac-
ulate. It is thought that the alkalinity of the secre-
tion provides a favorable environment for the
sperm and helps prevent their destruction by the
acidity of the vagina. The prostate is fairly small at
birth, enlarges at puberty, and typically shrinks in
old age. It may become enlarged enough so that it
interferes with urination, in which case surgery or
drug therapy is required. Its size can be deter-
mined by rectal examination.

Cowper’s glands, or the bulbourethral glands,
are located just below the prostate and empty into
the urethra. During sexual arousal, these glands se-
crete a small amount of a clear alkaline fluid, which
appears as droplets at the tip of the penis before
ejaculation occurs. It is thought that the function of
this secretion is to neutralize the acidic urethra, al-
lowing safe passage of the sperm. Generally it is not
produced in sufficient quantity to serve as a lubri-
cant in intercourse. The fluid often contains some
stray sperm. Thus it is possible (though not likely)
for a woman to become pregnant from the sperm in
this fluid even though the man has not ejaculated.
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Sperm: The mature male reproductive cell, capable of
fertilizing an egg.
Epididymis (ep-ih-DIH-dih-mus): Highly coiled tube lo-
cated on the edge of the testis, where sperm mature.
Vas deferens: The tube through which sperm pass on
their way from the testes and epididymis, out of the scro-
tum, and to the urethra.
Seminal vesicles: Saclike structures that lie above the
prostate which produce about 70 percent of the seminal
fluid.
Prostate: The gland in the male, located below the blad-
der, that secretes some of the fluid in semen.
Cowper’s glands: Glands that secrete substances into
the male’s urethra.



Cancer of the Sex Organs
Breast Cancer
Cancer of the breast is the second most common
form of cancer in women (exceeded only by skin
cancer). About 1 out of every 9 American women
has breast cancer at some time in her life. Every
year, 40,600 women in this country die of breast
cancer (American Cancer Society, 2000). The risk is
higher for the woman whose mother, sister, or
grandmother has had breast cancer.

Causes
Approximately 10 percent of the cases of breast
cancer in women are due to genetic factors (Ezzell,
1994). The remaining cases may be related to a par-
ticular virus or to diet. In countries such as Japan
and Romania where the diet is low in fat, breast
cancer rates are less than half that of the United
States, where the diet is high in fat. The evidence
also suggests that cigarette smoking increases the
risk of breast cancer in women with certain genetic
backgrounds (Ambrosone et al., 1996).

There have been great breakthroughs in the last
few years in research into the genetics of breast
cancer. Scientists have identified two breast cancer
genes: BRCA1 (for BReast CAncer 1) on chromo-
some 17 and BRCA2 on chromosome 13 (Ezzell,
1994; Miki et al., 1994; Shattuck-Eidens et al.,
1995). Mutations of these genes seem to cause
breast cancer. BRCA1 and BRCA2 mutations also
seem to increase susceptibility to ovarian cancer
(Miki et al., 1994). In one study, of women having a
mutation in BRCA1 or BRCA2, 56 percent eventu-
ally developed breast cancer and 16 percent devel-
oped ovarian cancer (Struewing et al., 1997). In
fact, among men carrying mutations of these
genes, 16% developed prostate cancer. These find-
ings may lead to genetic screening tests that will
detect BRCA mutations in women who have a fam-
ily history of breast cancer (Ezzell, 1995; Shattuck-
Eidens et al., 1995). If a BRCA mutation was found,
the woman could be monitored closely, and if it
was not found, she could feel relieved!

Researchers are currently exploring gene ther-
apy (Ezzell, 1996, May). Genetically engineered
cells containing normal BRCA1 genes are injected
into the woman. Studies with mice indicate that
this treatment is successful in shrinking tumors.

Diagnosis
All women should do a breast self-exam regularly
(see Focus 4.2). The exam should be done once a
month, but not during the menstrual period, when
there tend to be natural lumps in the breast. It is
important to do the self-exam once a month be-
cause the earlier breast cancer is detected, the bet-
ter the chances of a complete recovery with proper
treatment.

Unfortunately, psychological factors can inter-
fere with this process. Many women do not do the
self-exam because they are afraid they will find a
lump; thus one can go undetected for a long time,
making recovery less likely. Some other women do
the self-exam, but when they discover a lump, they
become so frightened that they do nothing about
it. Perhaps knowing a bit more about the realities
of breast lumps and the surgery that is performed
when they are discovered will help dispel some of
the fears surrounding the subject of breast cancer.
There are three kinds of breast lumps: cysts (fluid-
filled sacs, also called fibrocystic or cystic mastitis),
fibroadenomas, and malignant tumors. The impor-
tant thing to realize is that 80 percent of breast
lumps are cysts or fibroadenomas and are
benign—that is, not dangerous. Therefore, if you
find a lump in your breast, the chances are fairly
good that it is not malignant; of course, you cannot
be sure of this until a doctor has performed a
biopsy.

Once you have discovered a lump, you should
see a doctor immediately. One of several diagnostic
procedures may then be carried out. One is needle
aspiration, in which a fine needle is inserted into
the breast; if the lump is a cyst, the fluid in the cyst
will be drained out. If the lump disappears after
this procedure, then it was a cyst; the cyst is gone,
and there is no need for further concern. If the
lump remains, it must be either a fibroadenoma or
a malignant tumor.

Other techniques are also available for early de-
tection of breast cancer, specifically mammogra-
phy. Basically, mammography involves taking an 
x-ray of the breast. This technique is highly accu-
rate, although some errors are still made. The ma-
jor advantage, though, is that it is capable of detect-
ing tumors that are so small that they cannot yet be
felt; thus it can detect cancer in very early stages,
making recovery more likely. Nonetheless, mam-
mography involves some exposure to radiation,

92 CHAPTER 4 • SEXUAL ANATOMY



CANCER OF THE SEX ORGANS 93

By regularly examining her own breasts, a woman
is likely to notice any changes that occur. The best
time for breast self-examination (BSE) is about a
week after your period ends, when your breasts are
not tender or swollen. If you are not having regular
periods, do BSE on the same day every month.

Lie down with a pillow under your right shoul-
der and place your right arm behind your head.
Use the finger pads of the three middle fingers on
your left hand to feel for lumps in the right breast.
Press firmly enough to know how your breast feels.
A firm ridge in the lower curve of each breast is
normal. If you’re not sure how hard to press, talk
with your doctor or nurse. Move around the breast
in a circular, up and down line, or wedge pattern.
Be sure to do it the same way every time, check the
entire breast area, and remember how your breast
feels from month to month. Repeat the exam on

your left breast, using the finger pads of the right
hand. (Move the pillow to under your left shoul-
der.) If you find any changes, see your doctor right
away. Repeat the examination of both breasts
while standing, with your one arm behind your
head. The upright position makes it easier to check
the upper and outer part of the breasts (toward
your armpit). This is where about half of breast
cancers are found. You may want to do the stand-
ing part of the BSE while you are in the shower.
Some breast changes can be felt more easily when
your skin is wet and soapy.

For added safety, you can check your breasts for
any dimpling of the skin, changes in the nipple,
redness, or swelling while standing in front of a
mirror right after your BSE each month.

Focus 4.2
Breast Self-Examination

Figure 4.14
Techniques used in the
breast self-exam.

Web Search:
Breast Self-Examination



which itself may increase the risk of cancer. The
question is: Which is more dangerous—having
mammography or not detecting breast cancer until
a later stage? Experts have concluded that the bene-
fits outweigh the risks. The American Cancer Society
now says that a woman should have her first base-
line mammogram at around age 35 and then should
have one done regularly at one- or two-year inter-
vals from age 40 to 49, and every year from age 50 on.

Most physicians feel that the only definitive way
to differentiate between a fibroadenoma and a ma-
lignant tumor is to do a biopsy. A small slit is made
in the breast, and the lump is removed. A patholo-
gist then examines it to determine whether it is can-
cerous. If it is simply a fibroadenoma, it has been
removed and there is no further need for concern.

Mastectomy
Several forms of surgery may be performed when a
breast lump is found to be malignant. Radiation
therapy, chemotherapy, and hormone therapy may
also be used. The most serious surgery is radical
mastectomy, in which the entire breast and the
underlying muscle (pectoral muscle) and the
lymph nodes are removed. Advocates of this proce-
dure argue that if the cancer has spread to the ad-
joining lymph nodes, the procedure ensures that
all the affected tissue is removed. The disadvan-
tages of the procedure are that it is disfiguring and
there may be difficulty in arm movement following
removal of the pectoral muscles. In modified radi-
cal mastectomy the breast and lymph nodes, but
not the muscles, are removed. In simple mastec-
tomy only the breast (and possibly a few lymph
nodes) is removed. In lumpectomy, only the lump
itself and a small bit of surrounding tissues are
removed. The breast is thus preserved. Research
indicates that in cases of early breast cancer (the
cancer has not spread beyond the breast, e.g., to
the lymph nodes), lumpectomy followed by radia-
tion therapy is as effective as radical mastectomy
(Veronesi et al., 1981; Henahan, 1984) and obvi-

ously much preferable. Hormone therapy (tamox-
ifen) may also be used.

Treatments generally are highly effective. If the
cancer has not spread beyond the breast, the sur-
vival rate is over 94 percent five years after treat-
ment (American Cancer Society, 1995).

Psychological Aspects
A lot more is at stake with breast cancer and mas-
tectomy than technical details about diagnosis and
surgery. The psychological impact of breast cancer
and mastectomy can be enormous (for an excel-
lent review see Meyerowitz, 1980). There seem to
be two sources of the trauma: Finding out that one
has cancer of any kind is traumatic, and the ampu-
tation of the breast is additionally stressful.

The typical emotional response of the mastec-
tomy patient is depression, often associated with
anxiety and anger. These responses are so com-
mon that they can be considered normal. The
woman must make a number of physical and psy-
chological adaptations, including different posi-
tions for sleeping and lovemaking and, for many
women, a change to less revealing clothing. It is
common for women to have difficulty showing
their incisions to their sexual partners. Marital ten-
sions and sexual problems may increase. Many
women experience a fear of recurring cancer and
its treatment and of death, as well as concerns
about the mutilation of mastectomy and loss of
femininity. Our culture is very breast-oriented, and
a woman who has defined her identity in terms of
her beauty and voluptuous figure may have a more
difficult time adjusting.
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Figure 4.15 Appearance of a breast reconstructed after a
mastectomy.

Radical mastectomy (mast-ECT-uh-mee): A surgical
treatment for breast cancer in which the entire breast, as
well as underlying muscles and lymph nodes, is removed.
Lumpectomy: A surgical treatment for breast cancer in
which only the lump and a small bit of surrounding tissue
are removed.



Often these emotional responses last for a year.
However, long-term studies indicate that women
gradually adapt to the stresses they have experi-
enced and return to their precancer level of psy-
chological functioning.

It is extremely important for a mastectomy pa-
tient and her husband or partner to have some
form of counseling available to them. In many
towns the American Cancer Society has organized
support groups for mastectomy patients.

Cancer of the Cervix
Cancer of the cervix and the endometrium of the
uterus is the third most common form of cancer in
women; about 2 to 3 percent of all women develop
it at some time in their lives. Each year, 10,000
American women die of uterine cancer, and an-
other 48,000 new cases are detected (American
Cancer Society, 2000). It is encouraging to realize
that the death rate from cervical cancer has de-
creased 74 percent in the last 40 years, mainly as a
result of the Pap test and more regular checkups
(American Cancer Society, 2000). The death rate
from cervical cancer is about twice as high in black
women as it is in white women, probably because
many black women do not have access to good
health care and regular pelvic exams. The typical
pelvic exam is described in Focus 4.3.

Approximately 95 percent of cases of cervical
cancer are caused by the Human Papillomavirus
HPV (see Chapter 20) (Janicek & Averette, 2001).
Early initiation of heterosexual intercourse during
the teenage years is a known risk factor for cervical
cancer, and the greater the number of sexual part-
ners, the greater the risk. Both early intercourse and
multiple partners, of course, increase the risk of
HPV infection. Research shows that tumor suppres-
sor genes are active in normal cells, preventing
them from becoming cancerous. HPV interferes
with the activity of those tumor suppressor genes
(Janicek & Averette, 2001).

If detected in the early stages, cervical cancer is
quite curable. Fortunately, there is a good, routine
test to detect it, the Pap test, which is highly accu-
rate and can detect the cancer long before the
woman feels any pain from it. Every woman over
the age of 20 should have a Pap test annually.

If cervical cancer is confirmed, the treatment is
usually a hysterectomy, which involves the surgical

removal of the entire uterus and cervix (although in
some cases, less radical procedures may be possi-
ble). The side effects of hysterectomy are minimal,
except, of course, for the risks associated with any
major surgery. A hysterectomy does not leave the
woman “masculinized,” with a beard growing and a
deep voice developing, because hormone produc-
tion is not affected; recall that it is the ovaries that
manufacture hormones, and they are not removed
(except in rare cases when the cancer has spread to
them). If cervical cancer is detected very early, it
may be treated by less severe procedures such as
cryotherapy, which involves destruction just of the
abnormal cells using extreme cold, or laser surgery.

Other cancers of the female sexual-reproductive
organs include uterine (endometrial) cancer, ovar-
ian cancer, and cancer of the vulva, vagina, and 
fallopian tubes, but these are all rare in compari-
son with cervical cancer.

Cancer of the Prostate
Cancer of the prostate is the second most common
form of cancer in men (the most common being skin
cancer). It is not, however, a major cause of death 
because it generally affects older men (25 percent of
men over 90 have prostate cancer) and because most
of the tumors are small and spread (metastasize)
only very slowly. On the other hand, a certain per-
centage of prostate tumors do spread and are lethal.
This form of prostate cancer causes 31,500 deaths a
year, nearly as many as from breast cancer (Ameri-
can Cancer Society, 1999). A prostate cancer gene
(HPC1, for Hereditary Prostate Cancer) has been 
discovered, but it accounts for only about 3 percent
of all cases (Pennisi, 1996; Smith et al., 1996).

Early symptoms of prostate cancer are frequent
urination (especially at night), difficulty in urination,
and difficulty emptying the bladder. These are
also symptoms of benign prostate enlargement,
which itself may require treatment by surgery or
drugs (Oesterling, 1995). These symptoms result
from the pressure of the prostate tumor on the ure-
thra. In the early stages, there may be frequent
erections and an increase in sex drive; however, as
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Hysterectomy (his-tuh-REK-tuh-mee): Surgical re-
moval of the uterus.



the disease progresses, there are often problems
with sexual functioning.

Preliminary diagnosis of prostate cancer is by 
a rectal examination, which is simple and causes
no more than minimal discomfort. The physician
(wearing a lubricated glove) simply inserts one 
finger into the rectum and palpates (feels) the
prostate. All men over 50 should have a rectal exam
at least once a year. If the rectal exam provides 
evidence of a tumor, further laboratory tests can be
conducted as confirmation. The rectal exam has 
its disadvantages, though. Some men dislike the

discomfort it causes, and it is not 100 percent accu-
rate. A blood test for PSA (prostate-specific anti-
gen) is also available, and should be done as well.

Treatment often involves surgical removal of
some or all of the prostate, plus some type of hor-
mone therapy, radiation therapy, or anticancer
drugs. Because prostate cancer is often a slow-
growing cancer, it may be left untreated, particu-
larly if the man is elderly. Surgery may result in
erection problems or retrograde ejaculation.

Cancer of the penis is another cancer of the male
sexual-reproductive system, but it is rare compared
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All adult women should have a checkup every year
that includes a thorough pelvic exam. Among other
things, such an exam is extremely important in the
detection of cervical cancer, and early detection is
the key to cure (see the last section of this chapter).
Some women neglect to have the exam because they
feel anxious or embarrassed about it or because they
think they are “too young” or “too old”; however,
having regular pelvic exams can be a matter of life
and death. Actually, the exam is quite simple and
need not cause any discomfort. The following is a
description of the procedures in a pelvic exam
(Boston Women’s Health Book Collective, 1992).

First, the health care provider inspects the vulva,
checking for irritations, discolorations, bumps, lice,
skin lesions, and unusual vaginal discharge. Then
there is an internal check for cystoceles (bulges of
the bladder into the vagina) and rectoceles (bulges
of the rectum into the vagina), for pus in the Skene
glands, for cysts in the Bartholin glands, and for the
strength of the pelvic floor muscles and abdominal
muscles. There is also a test for stress incontinence;
the physician asks the patient to cough and checks
to see whether urine flows involuntarily.

Next comes the speculum exam. The speculum
is a plastic or metal instrument that is inserted into
the vagina to hold the vaginal walls apart to permit

examination. Once the speculum is in place (it
should be prewarmed to body temperature if it is
metal), the health care provider looks for any un-
usual signs, such as lesions, inflammation, or un-
usual discharge from the vaginal walls, and for any
signs of infections or damage to the cervix. The
health care provider then uses a small metal spat-
ula to scrape a tiny bit of tissue from the cervix for
the Pap test for cervical cancer. If done properly,
this should be painless. A battery of tests for sexu-
ally transmitted diseases can also be run.

If the woman is interested in seeing her own
cervix, she can ask the doctor to hold up a mirror
so that she can view it through the speculum. In-
deed, some women’s groups advocate that women
learn to use a speculum and give themselves regu-
lar exams with it; early detection of diseases would
thus be much more likely. (For a more detailed de-
scription, see the Boston Women’s Health Book
Collective, 1992.)

Next, the health care provider does a bimanual
vaginal exam. She or he slides the index and middle
fingers of one hand into the vagina and then, with
the other hand, presses down from the outside on
the abdominal wall. The health care provider then
feels for the position of the uterus, tubes, and ovaries
and for any signs of growths, pain, or inflammation.

Focus 4.3
The Pelvic Exam

Web Search:
Pelvic Exam



with prostate cancer. It seems to be much more
common among uncircumcised men than among
circumcised men, suggesting that the accumula-
tion of smegma under the foreskin may be related
to its cause. Treatment may consist of surgery or ra-
diation therapy.

Cancer of the Testes
Cancer of the testes is not a particularly common
form of cancer. About 7200 new cases are diag-
nosed each year (American Cancer Society, 2000).

However, it tends to be a disease of young men,
and it is the most common form of cancer in men
between the ages of 29 and 35. The rate for white
men is about five times that for black men, with
rates for Hispanics, Native Americans, and Asian
Americans falling in between (American Cancer
Society, 2000).

The first sign is usually a painless lump in the
testes, or a slight enlargement or change in
consistency of the testes. There may be pain in
the lower abdomen or groin. Unfortunately,
many men do not discover the tumor, or if they
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Finally, the health care provider may do a recto-
vaginal exam by inserting one finger into the
vagina and one into the rectum; this provides fur-
ther information on the positioning of the pelvic
organs and can include a test for colon cancer.

Once again, it is important to emphasize that
these are not painful procedures and that having
them performed regularly is extremely important
to a woman’s health.
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Figure 4.16 (a) The speculum in place for a pelvic exam.
The Ayre spatula is used to get a sample of cells for the Pap
test. (b) The bimanual pelvic exam.



do, they do not see a physician soon, so that in
most cases the cancer has spread to other organs
by the time a physician is consulted. When a
lump is reported to a physician early, the 5-year
survival rate is 95 percent. However, if the lump is
not discovered or the man waits to see a physi-
cian and the cancer has progressed to Stage III,

the survival rate is 75 percent (American Cancer
Society, 2000).

Diagnosis is made either by a physician’s or by
the man’s examination of the testes (see Focus 4.4)
and by ultrasound. Final diagnosis involves surgi-
cal removal of the entire testis. This is also the first
step in treatment. Fortunately, the other testicle
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Doctors agree that examination of a man’s testicle
is an important part of a general physical examina-
tion. The American Cancer Society includes the
examination in its recommendations for routine
cancer-related checkups. The issue of regular tes-
ticular self-examination is more controversial. The
ACS does not feel that there is any medical evi-
dence to suggest that, for men with average testic-
ular cancer risk, monthly examination is any more
effective than simple awareness and prompt med-
ical evaluation. However, the choice of whether or
not to perform this examination should be made
by each man, so instructions for testicular exami-
nation are included in this section.

If you plan to perform the self-exam the best time
to do so is during or after a bath or shower, when the
skin of the scrotum is relaxed. Stand in front of a mir-
ror and hold the penis out of the way. Examine each
testicle separately. Hold the testicle between the
thumbs and fingers with both hands and roll it 
gently between the fingers. Look and feel for any
hard lumps or nodules (smooth rounded masses) or
any change in the size, shape, or consistency of the
testes. Contact your doctor if you detect any trouble-
some signs. Be aware that the testicles contain blood
vessels, supporting tissues, and tubes that conduct
sperm and that some men may confuse these with a
cancer. If you have any doubts, ask your doctor.

These are warning signs of testicular cancer:

1. A painless or an uncomfortable lump on a 
testicle

Focus 4.4
Testicular Examination

Figure 4.17 The technique used in the testicular self-exam.

2. A testicular enlargement or swelling

3. A sensation of heaviness or aching in the lower
abdomen or scrotum.

4. In rare cases, men with germ cell cancer notice
breast tenderness or breast growth.

See a physician promptly if you have any of these
symptoms.

Source: American Cancer Society web site.

Web Search:
Testicular Examination
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SUMMARY

The external sexual organs of the female are the cli-
toris, the mons, the inner lips, the outer lips, and
the vaginal opening. Collectively these are referred
to as the vulva. The clitoris is an extremely sensitive
organ and is very important in female sexual re-
sponse. Clitoridectomy and infibulation are rituals
that involve cutting of the clitoris and other parts
of the vulva and are practiced widely in some
African nations and elsewhere. Another external
structure is the hymen, which has taken on great
symbolic significance as a sign of virginity, al-
though its absence is not a reliable indicator that a
woman is not a virgin. The important internal
structures are the vagina, which receives the penis
during coitus; the uterus, which houses the devel-
oping fetus; the ovaries, which produce eggs and
manufacture sex hormones; and the fallopian
tubes, which convey the egg to the uterus. The
breasts of the female also function in sexual
arousal and may have great symbolic significance.

The external sexual organs of the male are the 
penis and the scrotum. The penis contains three
spongy bodies which, when filled with blood, pro-

duce an erection. Circumcision, or surgical removal
of the foreskin of the penis, is a debated practice in
the United States but may have some health advan-
tages. The scrotum contains the testes, which are 
responsible for the manufacture of sperm (in the
seminiferous tubules) and sex hormones (in the 
interstitial cells). Sperm pass out of the testes during
ejaculation via the vas deferens, the ejaculatory duct,
and the urethra. The seminal vesicles manufacture
most of the fluid that mixes with the sperm to form
semen. The prostate also contributes secretions.

Breast cancer is the second most common form
of cancer in women. All women should do a
monthly self-exam because the earlier a lump is
detected, the greater the chances of complete re-
covery. The Pap test is used to detect cervical can-
cer. Prostate cancer is the second most common
form of cancer in men, but it generally affects only
older men. Cancer of the testes, although rare, is
the most common cancer in men between the ages
of 29 and 35. Men should do a monthly testicular
self-exam, just as women should do a monthly
breast self-exam.

REVIEW QUESTIONS

1. The most sexually sensitive organ in the fe-
male is the .

2. is a ritual practiced in some
African nations; it involves cutting off the cli-
toris and inner lips and sewing together the
outer lips.

3. The pubococcygeal muscle is a muscle that
supports the uterus, keeping it in place. True
or false?

4. The inner layer of the uterus is termed the
.

5. The ovaries manufacture the sex hormones
and .

6. is the term for the surgical re-
moval of the foreskin or prepuce of the penis.

7. Testosterone is manufactured in the 
in the testes.

8. After passing out of the testes and epididymis,
sperm move to the vas deferens. True or false?

9. Approximately percent of breast
lumps are benign.

10. Testicular cancer most commonly occurs in
men between the ages of 29 and 35. True or
false?

(The answers to all review questions are at the end
of the book, after the Glossary.)

remains, so that hormone production and sexual
functioning can continue unimpaired. An artifi-
cial, gel-filled testicle can be implanted to restore a
normal appearance.

The cause of testicular cancer is not known for
certain. An undescended testis has a much greater
risk of developing cancer. 

Web Study:
Review Questions
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1. Form two groups of students to debate the fol-
lowing: Resolved: Circumcision should not be
performed routinely. You can draw on many
resources to provide evidence for your debate,
including interviews with doctors and nurses,
library materials (books and journal articles
on the effects of circumcision), and interviews
with parents of infants.

2. You are a gynecologist practicing in New York.
An immigrant woman from Somalia makes an
appointment with you. She wants you to per-
form infibulation on her 8-year-old daughter.
She pleads with you, saying that she wants the
girl to have the procedure performed under
safe, sanitary conditions in a hospital. She
firmly believes that she would betray her cul-

ture, to which they will return in 2 years, if she
does not carry out this ancient custom with
her daughter. What should you do?

3. Clitoridectomy and infibulation are practiced
widely today, particularly in East Africa. Scien-
tific evidence indicates that these practices can
cause serious negative health consequences for
women and girls. Some argue that people
throughout the world should work to eradicate
this practice, perhaps with the help of an orga-
nization such as the World Health Organization.
Others argue that these practices are deeply
rooted in the cultures of these countries, and
that outsiders have no right to judge it, much
less try to stop it. What do you think? Why?

QUESTIONS FOR THOUGHT, DISCUSSION, AND DEBATE
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