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OBJECTIVES

To report our experience with transurethral
resection of the ejaculatory ducts (TURED) in
infertile men with symptomatic ejaculatory
duct obstruction (EDO).

PATIENTS AND METHODS

We retrospectively reviewed the operative
cases of one urologist from 1995 to 2001,
identifying 15 patients with symptomatic EDO
who underwent TURED. These men had
normal hormone levels and no other known
genitourinary dysfunction. Investigations
included a history, physical examination,
semen analysis, semen culture, and high-

resolution transrectal ultrasonography.
Responses to focused questions and semen
analysis were evaluated after surgery.

RESULTS

Before surgery, all patients complained of a
decrease in the volume of their ejaculate, 14
of 15 had a non-projectile ejaculation, nine
had a genitourinary infection necessitating
antibiotic treatment, and five had pain with
orgasm. The mean ejaculate volume and total
motile sperm count was 1.1 mL and 8.1
million sperm per ejaculate. After surgery, ata
mean follow-up of 2 months, 10 men
reported having projectile ejaculation, and
eight reported a marked improvement in their

sensation of orgasm. Overall, 14 men reported
a subjective improvement in their ejaculation.
The average postoperative ejaculate volume
was 2.3 mL and the total motile sperm count
was 38.1 million per ejaculate.

CONCLUSIONS

Men with symptomatic EDO who underwent
TURED showed improvements in their
ejaculation, sensation of orgasm, semen
analysis values and fertility.
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INTRODUCTION

Ejaculatory duct obstruction (EDO) is a known
cause of male factor infertility, and should be
suspected in men with oligozoospermia,
azoospermia, or low-volume, non-projectile
ejaculation. Men with EDO might develop
symptoms of dysuria, haematospermia, low-
volume ejaculates, non-projectile ejaculation,
pain on or after ejaculation, perineal or
testicular pain, or low back pain [1]. The
prevalence of EDO in the population is
unknown, but it is estimated that it is the
cause of azoospermia in = 5% of patients [2].
EDO is rare and has various causes; possible
congenital and acquired causes include:
congenital atresia, duct cysts, trauma,
infection, inflammation and calculus
formation [3,4]. Evidence of this process can
be found by semen analysis and high-
resolution TRUS. Before the advent of TRUS,
EDO could only be confirmed by vasography
[5].

The diagnosis of EDO is important for infertile
men as it can be corrected by surgery.
Transurethral resection of the ejaculatory
duct (TURED) is the standard form of therapy,

but there is little published information on
how the symptoms of EDO respond to
therapy. To examine this question, we report
our experience with TURED in men presenting
with infertility who had ejaculatory
symptoms associated with EDO.

PATIENTS AND METHODS

We retrospectively reviewed the operative
log of one urologist (H.F) from 1995 to
2001. Fifteen men were found to have
symptomatic EDO, which was identified as
the source of their infertility, and these

men were subsequently treated with
TURED. The preoperative symptoms included
non-projectile ejaculation, a decrease in
sensation of orgasm, and/or pain with
ejaculation. Investigations included a focused
history and physical examination, two or
more semen analyses, a semen culture (with
PCR analysis), and TRUS. On TRUS, each man
was evaluated for prostatic calcifications,
ejaculatory duct cysts and the diameter of
the seminal vesicles. Seminal vesicles were
considered dilated when they were >12 mm
in diameter.
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Each man was treated with TURED using a
standard resecting loop in the midline of the
proximal verumontanum (described in detail
by Goluboff et al. [6], Fig. 1). A vasogram or
seminal vesiculogram were not taken. Directly
after resecting the EDO the prostate was
massaged to show improved flow through
the resected ejaculatory ducts, confirming
successful treatment. The outcome of the
operation was evaluated =2 months after
surgery, and included focused questions
about the symptoms of EDO, and a semen
analysis.

The inclusion criteria for the study required
that all men had at least one of the symptoms
of EDO, bilaterally palpable vas deferens,
normal hormone profiles (testosterone,
oestradiol, FSH and LH), no other known
genitourinary abnormality, and were treated
with TURED.

RESULTS

Before surgery, 14 of 15 men had a non-
projectile ejaculation, nine had a
genitourinary infection necessitating
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treatment with an antibiotic, four had

pain with ejaculation, and two had
haematospermia. The mean ejaculate volume
and total motile sperm count was 1.1 mL and
8.1 million sperm per ejaculate. On TRUS, 12
men had prostatic calcifications, six had
dilated seminal vesicles and five had
ejaculatory duct cysts.

After surgery, at a mean follow-up of 2
months, 14 men reported a subjective
improvement in their ejaculation, and
resolution of their haematospermia and pain
with ejaculation. They also noted a return to
projectile ejaculation and an increase in the
volume of their ejaculate. Ten men now
reported having projectile ejaculation, eight
reported a marked improvement in their
sensation of orgasm, and two of the four men
who complained of pain with ejaculation
reported resolution of the pain. No men
reported an exacerbation of their symptoms
after TURED. The mean ejaculate volume
increased to 2.3 mL and the total motile
sperm count to 38.1 million per ejaculate.
Four of the six men available for long-term
follow-up reported successful paternity
without assisted reproduction techniques.
There were no complications associated with
the procedure.

DISCUSSION

EDO is a rare cause of infertility, but it is
essential to diagnose it, as it can be easily
corrected with a minor cystoscopic procedure.
Detecting EDO has become easier and less
invasive with the development of high-
resolution TRUS, which by itself has been
shown to be very effective for identifying
possible EDO [7,8]; it can show cysts or
calcifications that might cause blockage,
and identifies dilated seminal vesicles. In
the present study, seminal vesicles were
considered to be dilated if they were >12 mm
in diameter. Several groups have attempted
to establish 15 mm as the threshold for
significant dilation, but this has not been
universally accepted [6,9-11]. After EDO was
suspected, these men underwent TURED. At
the time of TURED, patency of the ejaculatory
ducts was confirmed by a prostatic massage
and by identifying expressed seminal fluid
from the ejaculatory ducts.

Since 1973, TURED has become the

standard treatment for EDO [12], as it is
associated with a low risk of complications.
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Rare complications include rectal injury,
external sphincter injury, bladder neck injury
with resulting retrograde ejaculation, and the
possibility of urine reflux into the ejaculatory
ducts [4,13]. In the present series there were
no complications, and nor did Pryor and
Hendry [3] report any. Turek et al. [2] had
complications in 20% of their patients, and
Farley and Barnes [12] reported recurrent
stricture formation in about half their
patients. The complication profiles can vary
widely. The only other technique that has
been used for treating EDO is balloon
dilatation of the EDO, which has met with
mixed results and is usually reserved for EDO
with extraprostatic obstruction [14].

There are no published reports on the
symptomatology of EDO and how men
subjectively respond to treatment. We chose
to focus on this issue. Fifteen men were
included in the study and 14 reported an
improvement in their EDO after TURED. There
are several points to be drawn from this. It is
possible that most cases of EDO result from a
partial blockage and not total obstruction. The
incidence of bilateral total occlusion of the
ejaculatory ducts is <1% in infertile men
[12,15], so it is likely that many men with EDO
have partial obstruction that might develop
into complete EDO [16]. This would allow for a
range of presentations of EDO. Although not
all men are left infertile from EDO, most are
symptomatic. Importantly, the present study
evaluated only infertile men, and it is likely
that many fertile men have the symptoms of
EDO but have not reported them. This could
be evaluated in future studies that include
fertile men with similar symptoms. While
examining this, it would also be necessary to
validate the long-term durability of TURED for
proximal EDO. It would be useful to use
established validated questionnaires to
evaluate these patients' symptoms.

EDO affects more than a man's fertility. As
with any body system, there is often
discomfort with any blockage, as a result of
stimulation of pressure receptors in the
affected lumen, and this is a possible cause in
men with EDO that could explain the physical
pain reported by some. However, men with
symptoms of EDO often also have a
psychological component to their problem;
they often have non-projectile ejaculations
and low-volume ejaculates, which could be
very disturbing to them, and which might be
perceived as a sexual malfunction and as a
threat to their masculinity. Infertility issues

FIG. 1. Transverse view of TURED

Resecting

cystoscope
Anterior prostate

—

Bladder = i
Prostatic_-—-’f{f\—”;’r{.—
weathi o -

Posterior ﬁ
prostate - Ejaculatory
S 3 ducts 3 o
< ——.____.-'—-""'/ =

aside, the symptoms of EDO can have a major
impact on sexual satisfaction and should
therefore be addressed.

In conclusion, EDO is a very treatable disease
that can be cured with a simple procedure.
This is the first study to focus on the
symptomatic improvement of men who have
TURED for relieving proximal EDO. This
therapy has a positive impact not only on
fertility, but also on sexual satisfaction. Long-
term prospective trials are necessary to
validate the durability of this therapy and its
effect on the symptoms of EDO. This initial
experience suggests that TURED can have
potential new applications for infertile and
possibly fertile men with symptomatic
proximal EDO.
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