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ABSTRACT—A total of 86/260 patients with erectile dysfunction had venous leakage as (joint)
etiology. In 5 of 86 patients cavernosography showed pathologic cavernosal drainage only via an
ectopic penile vein into the femoral vein. After ligation of this pathologic draining vessel, 4 of 5
patients regained spontaneous erectability. One patient with pathologic bulbocavernosus reflex la-
tencies needed intracavernosal injection of vasoactive drugs for full rigidity.

An erection is hemodynamically based on dila-
tation of the arteries, relaxation of cavernosal
sinusoids, and reduction of venous outflow.! In
about 30 per cent of the patients with organic
erectile dysfunction, venous leakage is the
(joint) etiology.®* This pathologic drainage of
the cavernous bodies is due to either a cavern-
ous incompetence, i.e., a noncompression of
small venules by insufficient relaxation of the
cavernosal sinusoids,* or to insufficient squeez-
ing of the perforating veins within the tunica
albuginea,® or a combination of both.

We report on 5 patients with organic erectile
dysfunction due to pathologic cavernosal
drainage via a single ectopic penile vein into the
femoral vein.®

Material and Methods

From February, 1985, to December, 1986,
260 consecutive patients with organic erectile
dysfunction lasting at least one year were stud-
ied using multidisciplinary methods. The fol-
lowing examinations were performed: case his-
tory questionnaire, physical examination,
testosterone and prolactin values, nocturnal
penile tumescence (NPT) with a Jonas erec-
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tiometer, sexual case history and psychometry,
bulbocavernosus reflex (BCR), Doppler sono-
gram,”® and diagnostic intracavernous injec-
tion of a standardized vasoactive drug mixture.®
In 86 patients, dynamic cavernosography®
showed a venous leakage; in 5 patients the
leakage was via a single ectopic penile vein to
the femoral vein (Fig. 1). Control cavernosog-
raphy of 10 patients with congenital penile de-
viation did not show such drainage.

FiGure 1.

Schematic showing venous drainage of
cavernous bodies: (a) v. dors. penis prof. plus vv.
dors. penis sup., (b) vv. cavernosae, (c) vv. per-
forantes, (d) ectopic penile vein; (1) plex. vesiculo-
prostaticus, (2) vv. pudendae int., (3) shunts be-
tween c. cavernosum and glans/c. spongiosum, and
(4) v. femoralis.
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Ficure 2. Ectopic penile vein. Case 1. (A) Antero-
posterior and (B) semilateral views of v. dors. with
penis profunda barely visible (arrow). Case 2. (C)
Anteroposterior view shows reflux into femoral vein
(arrow), and (D) semilateral view of femoral vein
(black arrow) v. dors penis/prof. stops at root of
penis (white arrow).

Among the 5 patients with venous leakage
via a single ectopic penile vein, 1 had primary
erectile dysfunction and in 4 the duration of
erectile dysfunction was two to four years
(mean 3 years). Results of physical examina-
tion, blood laboratory workup, sexual case his-
tory, psychometry, or Doppler ultrasound were
normal in all patients. In 1 patient, bulbo-
cavernosus reflex latencies (BCRL) were path-
ologic (45 ms on both sides). Three patients
reached full erection by intracavernosal injec-
tion of vasoactive drugs (IIVD), but the degree
and duration of erection varied with repeated
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TasLE I.  Findings of multidisciplinary approach
Age Duration (Yrs.) of Joint Maintenance
Case No. (Yrs.) Erectile Dysfunction Etiology Flow
1 50 4 85
2 33 2 64
3 41 3 - 104
4 52 3 Neurogenic 60
5 21 Primary 50
] Ficure 3. Case 3. Doppler sonographic registra-
tion of ectopic penile vein.
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ectopic penile vein

injection of IIVD despite identical technique
and doses. Two patients did not reach full erec-
tion with a maximal dose of 45 mg papaverine
and 1.5 mg phentolamine, although tumes-
cence over one hundred twenty minutes could
be observed.

In a control group of 15 normal potent young
men, all reached full erection of at least thirty
minutes with 7.5 mg papaverine and 0.25 mg
phentolamine injected intracavernously.® As
mentioned, cavernosography showed a patho-
logic drainage of the cavernous bodies via an
ectopic vein in all patients (Fig. 2). The main-
tenance flow was in the upper tolerance with
50-104 mL/min (mean 69 mL/min).!° After in-
tracavernosal injection of 7.5 mg papaverine
and 0.25 mg phentolamine and ten minutes’ de-
lay, the maintenance flow was significantly
pathologic with a mean of 51 mL/min (Table
I).ll

To regain erectile potency, ligation of the ec-
topic vein was proposed. The patient with the
pathologic BCRL was informed that return of
erection could not be expected postoperatively.

Results

In 3 of 5 patients, Doppler sonographic loca-
tion of the pathologic draining ectopic vein was
possible after intracavernosal injection of 7.5
mg papaverine and 0.25 mg phentolamine (Fig.

302

3). After marking the course of the vein, local
anesthesia was done at the root of the penis. In-
cision was made just above the marked course,
and the vein was dissected, double ligated, and
transected. In 2 of 5 patients, Doppler sono-
graphic location was not possible, and conven-
tional ligation of all dorsal penile veins was per-
formed.

Six to eight months postoperatively, 4 of 5 pa-
tients and their sexual partners reported full re-
turn of erection. No venous outflow on the dor-
sum of the penis was detectable by Doppler
sonography after IIVD. In spite of postopera-
tive success and the aforementioned Doppler
findings, 1 patient wanted another cavernoso-
gram to ascertain that improvement in erectile
function was not psychologic. Recavernosog-
raphy showed no pathologic drainage of the
cavernous bodies (Fig. 4).

The patient with pathologic bulbocavernosus
reflex latencies reported a significant improve-
ment of erectability, but he did not reach full
rigidity. This patient was offered cavernosal
auto-injection therapy. He now reaches full
erections of eighty minutes with constant doses
(3.75 mg papaverine plus 0.125 mg phento-
lamine).

Comment

Various authors have reported successful
operations for impotence from increased
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FI1GURE 4.
(AP) shows no pathologic cavernosal drainage;
maintenance flow = 28 mL/min, after intracaver-
nous injection of papaverine and phentolamine = 4
mL/min.

Case 1. Postoperative cavernosogram

cavernosal outflow.21°-!2 Qur patients represent
a minority of the cases with venous leakage.
This pathologic cavernosal outflow runs only
via a single superficial vein. This relatively
small vein can play a decisive role in preventing
full rigidity as Wagner realized: “Any hydraulic
equipment is highly sensitive to leakage.”'* Be-
cause of the absence of complications and good
postoperative results of this procedure, we rec-
ommend performing a cavernosogram not only
in patients with negative response to IIVD, but
also in those with irregular response. In case of
pathologic cavernosal drainage via an ectopic
penile vein, Doppler sonographic location and
ligation under local anesthesia should be tried.
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