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Abstract 
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Objective : To study the clinical presentations, management, outcomes as well as preg­
nancy rate of ejaculatory duct obstruction treated at the Division of Urology, Ramathibodi Hospital. 

Material and Method : This retrospective study was done from 1980 to 1999 and infor­
mation from the medical records of the patients of ejaculatory duct obstruction was obtained. Phone 
and mail were used for long-term follow-up. 

Results : Seven male patients with ejaculatory duct obstruction were identified. The age 
ranged from 32-45 years old (mean 34.5). All of the patients had azoospermia without other 
symptoms related to ejaculatory duct obstruction such as painful ejaculation, perineal or testicular 
pain. Normal testicles and secondary sex characteristics were noted in all. Seventy-one per 
cent had normal hormonal profiles and twenty-nine per cent had a slight increase of FSH, LH 
but not more than one fold of normal range. Vasography was used as the diagnosis tool in all of 
the cases and 71 per cent of seminal vesicles were >1.5 em in diameter and all the rest were 
1 em in diameter. Transurethral resection of ejaculatory duct (TURED) was done in 6 cases and 
transurethral incision of ejaculatory duct (TUIED) was done in 1 case. Semen analysis was done 
in the third month after operation and 4 of 7 (57%) showed improvement of semen analysis but 
another 3 cases (43%) still had azoospermia. Six months after operation 6 of 7 (86%) showed 
improvement of semen analysis. Up to one year, 6 of 7 (86%) have normal semen analysis and 
another one still had azoospermia. In the long-term follow-up, 4 of 7 (57%) were able to impreg­
nate their wives. 

Conclusions : Ejaculatory duct obstruction is a treatable cause of male infertility. In an 
infertile male with oligospermia or azoospermia with low ejaculate volume, normal secondary sex 
characteristics, testes and normal hormonal profiles, ejaculatory duct obstruction is suggested. 
Transrectal ultrasonography (TRUS) and/or vasography can be done to confirm the dilatation 
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of seminal vesicles and obstruction of the ejaculatory duct. Transurethral resection of the ejacula­

tory duct (TURED) has resulted in marked improvement in semen parameters, and pregnancies have 

been achieved. 
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Ejaculatory duct obstruction is thought to 
be a relatively uncommon but treatable cause of 
male infertilityO). Historically, the mean of diag­
nosis were by normal physical examinations, low 
semen volume, low pH, no fructose content in the 
semen and confirmation by radiological vasography 
(2). Due to the invasiveness of vasography, trans­
rectal ultrasonography and endorectal coil MRI have 
been introduced and give higher accuracy and sensi­
tivity rate(3). Since the rarity of this abnormality, 
little is known about the result of the treatment in­
cluding long-term follow-up. Therefore, we present 
our data contributing to the management of ejacula­
tory duct obstruction, complications of the treatment, 
follow-up and pregnancy rate. 

MATERIAL AND METHOD 
We retrospectively studied 7 male patients 

with ejaculatory duct obstruction treated at the Divi­
sion of Urology, Ramathibodi Hospital between 1980 
and 1999. Information on symptoms, physical exami­
nations, semen analysis, hormonal profiles, tech­
nique of operation, post operative complications 
during admission and early follow-up period were 
collected from the medical records. Phone and mail 
were used for the long-term follow-up results. 

RESULTS 
The age of the patients ranged from 32-45 

years old with the mean age of 34.5 years. All of the 
patients had azoospermia and no symptoms related 
to the ejaculatory duct such as painful ejaculation, 
perineal pain or testicular pain were noted. All of 

them had normal testes, epididymis and vas deferens. 
Urinary sedimentation showed no spermatozoa. Hor­
monal profiles (Testosterone, FSH, LH) were done 
in all and 5 of 7 (71%) had normal hormonal pro­
files. Two cases (29%) had a slight increase of FSH 
and LH but not more than one fold of normal range. 
Vasography was done in all of the cases and demon­
strated the obstruction site at the ejaculatory duct 
with dilatation of the seminal vesicle. Five cases had 
seminal vesicles > 1.5 em in diameter and another 
two cases were only I em in diameter. Transurethral 
resection of ejaculatory duct (TURED) was done in 
6 of 7 (85. 7%) and transurethral incision of ejacula­
tory duct (TUIED) was done in one case. Patency 
was confirmed by direct vision of semen from ejacu­
latory duct during the procedure. One case (12%) 
had prolonged urinary retention after the operation 
and needed another two weeks for catheterization. 
One case had hematospermia which subsided after 
two months. Semen analysis was done in the third 
month after operation and 4 of 7 (57%) showed 
improvement of semen analysis but another 3 cases 
(43%) still had azoospermia. Six months after opera­
tion 6 of 7 (86%) showed improvement of semen 
analysis. Up to one year, 6 of 7 (86%) had normal 
semen analysis and another one still has azoosper­
mia. In the long-term follow-up 4 of 7 (57%) were 
able to impregnate their wives. 

DISCUSSION 
In the last few years, impaired fertility has 

lead approximately 15 per cent of couples to seek 
medical attention(4). A male factor fertility problem 
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Fig. 1. Shows vasogram of ejaculatory duct 
obstruction, dilated seminal vesicles is 
noted. 

was present in over 50 per cent of infertile couples 
overall(5), The etiologies described for male fac­
tors include oligoasthenospermia, azoospermia from 
either testicular failure or reproductive duct obstruc­
tion and abnormal sexual function(5) . Based on 
obstruction of the reproductive duct, obstruction of 
the epididymis and proximal vas deferens is well 
recognized and an easily treated cause of male infer­
tility, but more distal obstruction has not been 
recognized and treated as oftenO). 

Ejaculatory duct obstruction, although rare, 
is a surgically correctable cause of male inferti­
lity(1). The obstruction can be either congenital or 
required. Congenital causes include congenital 
atresia or stenosis of the ejaculatory ducts and utri­
cular, mullerian and Wolffian duct cyst. Acquired 
causes may be secondary to trauma, either iatro­
genic, infection, inflammation or otherwise. Calculus 
formation secondary to infection may also cause 
obstruction(6). The symptoms of ejaculatory duct 
obstruction can be variable including infertility, 
decreased force of ejaculate, painful ejaculation, 
decreased ejaculate volume, hematospermia, perineal 
or testicular pain, prostatitis, epididymitis, urinary 
retention, dysuria, or no symptoms(?). In this study, 
we found that all of our patients had no symptoms 
related to ejaculatory obstruction except infertility. 
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Fig. 2. Shows normal vasogram, normal size of 
seminal vesicles is noted with contrast media 
in urinary bladder. 

Patients with suspected ejaculatory duct obstruction 
clinically have normal physical examination includ­
ing normal testes, absence of varicoceles, palpable 
vas deferens, normal rectal examination, normal 
secondary sexual characteristics and normal hormo­
nal profiles. Occasionally, there will be a palpable 
rectal mass, or prostatic or epididymal tenderness(8). 

Semen analysis findings in partial ejacula­
tory duct obstruction include oligospermia, azoo­
spermia, decreased motility and decreased ejaculate 
vol~me (less than 1 rnl). In cases of complete obstruc­
tion, seminal fluid should be fructose neg.ative. In 
the past, vasography was the gold standard for diag­
nosis of this abnormaiity(8,9). Due to its invasive­
ness with risks of iatrogenic stricture and vasal 
occlusion, transrectal ultrasonography (TRUS)(lO) 
and endorectal coil magnetic resonant imaging 
(MRI) have become more attractive diagnostic tools 
(11). TRUS findings of suspected ejaculatory duct 
obstruction included a midline cyst, dilated seminal 
vesicles (more than 1.5 em) or an hyperechoic 
region suggesting of calcification at the ejaculatory 
duct(lO). 

The standard procedure to treat this abnor­
mality is transurethral resection of the ejaculatory 
duct (TURED) described by Farley and Barnes in 
1973(8). Several other reports have documented its 
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Fig. 3. Shows the technique of transurethral resection of ejaculatory duct (TURED). 

efficacy(12). TURED using a pure cutting current 
without coagulation is recommended to remove pro­
ximal verumontanum. (Fig. 3) Transurethral incision 
of the ejaculatory duct (TUID) with Collin's knife 
has also been reported(8). After the duct patency is 
obtained, fluid expressed from the resected ejacula­
tory duct can be seen. The complications reported 
include urinary retention, hematospermia, orchitis, 
epididymitis or even urinary incontinence if a too 
distal resection is done. Other studies on TURED 
have reported a 50 per cent increase in sperm den­
sity and 29 per cent increase in ejaculatory volume 
(8). Congenital causes have shown higher success 
rates more than acquired cases. However, only 25-
30 per cent reported ability to impregnate their wives 

(8). This study showed a higher rate of impregna­
tion (57%) which may be due to congenital causes 
and also the small number of patients. 

SUMMARY 
In an infertile male with oligospermia or 

azoospermia with low ejaculate volume, normal 
secondary sex characteristics, testes and normal 
hormonal profiles, ejaculatory duct obstruction is 
suggested. TRUS and/or vasography can be done 
to confirm the dilatation of seminal vesicles and 
obstruction of the ejaculatory duct. TURED has 
resulted in marked improvement in semen para­
meters, and pregnancies have been achieved. 

(Received for publication on August 9, 2000) 

REFERENCES 
1. 

2. 

Meacham RB, Hellerstein DK, Lipshultz Ll. Eva­
luation and treatment of ejaculatory duct obstruc­
tion in the infertile male. Fertil Steril 1993; 59: 
393-7. 
Weintraub MP, De Mouy E, Hellstrom WJ. Newer 
modalities in the diagnosis and treatment of 
ejaculatory duct obstruction. J Urol 1993; 150: 

3. 

4. 

5. 

1150-4. 
Hellerstein DK, Meacham RB, Lipshultz Ll. 
Transrectal ultrasound and partial ejaculatory duct 
obstruction in male infertility. Urology 1992; 39: 
449-52. 
Howards SS. Treatment of male infertility. New 
Eng J Med 1995; 332:312-7. 
Gilbaugh JH III, Lipshultz Ll. Nonsurgical treat-



1152 W. KOCHAKARN et al. J Med Assoc Thai August 2001 

6. 

7. 

8. 

ment of male infertility. Urol Clin North Am 1994; 
21:531-48. 
Goldwasser BZ, Weinerth JL. Carson CC III. 
Ejaculatory duct obstruction: the case for aggres­
sive diagnosis and treatment. 1 Urol 1985; 134: 
964-6. 
Pryor JP, Hendry WF. Ejaculatory duct obstruction 
in subfertile males: analysis of 87 patients. Fertil 
Steril 1991; 56: 725-30. 
Goluboff ET, Stifelman MD, Fisch H. Ejaculatory 
duct obstruction in the infertile male. Urology 
1995; 45:925-31. 

9. 

10. 

11. 

12. 

Yi!l'U1t1'1L4llllij~~~iu'YI ejaculatory duct 

t1J 17~'Wtl1tJ1~Tl~10tJ~ 

Jarow JP. Transrectal ultrasonography of infertile 
men. Fertil Sterill993; 60: 1035-9. 
Worischeck JH, Parra RO. Transrectal ultrasound 
in the evaluation of men with low volume azoo­
spermia. J Uroll993; 149: 1341-4. 
Schnall MD, Pollack HM, Van Arsdalen K, Kresse! 
HY. The seminal tract in patients with ejaculatory 
dysfunction: MR imaging with an endorectal sur­
face coil. Am J Roentgenoll992; 159: 337-41. 
Farley S, Barnes R. Stenosis of ejaculatory ducts 
treated by endoscopic resection. J Urol 1973; 109: 
664-6. 

i'fiCJth::R~fi : firn~ll.J1:::i'lum•rurm-lmn mm1 Inm1LLi'l\il~ ~«'111Nm1-lmn rJthr.~'¥1i1m•Q\iliil"W'¥1 ejacula­

tory duct l'W'r'lt.i·mA'«r.~l'1li'!lii{1:::UUUi'li'!ll::: nlfll'lflA«rll'lli'!lil{ flru:::LLW'r'WI'lli'!lil{ t 1~WrllUlf<1ll-n15u\il 

l]thr~LLa::i5nTl : Am~lrJD'W'r'l~~.f~LLlii w.A. 2523-2542 <Jlnn'lf1:::Lur~urJ'lhr~ LL":::&i\iliiil'-J~"':::r~:::ml'Yll'l 
1 U11~Hilri'LL":::t mA'wvi' 

c.Jam'lftm~1 : ilrJ'lhr~ffiiil-lum•'iu<Jilr.~1li1 ejaculatory duct obstruction 7 1lrl Ill~ 32-45 u ( Lil~rl 34.5) 

YJndlrl hiwu sperm (azoospermia) t\ilr~ 1l-ltJ"llfl.[]Dl1ll1~'W L'li-w Ul\il'llru:::m~-~~lL~D 'r'I~DUl\iiDru'o/1::: rJ'lhr~VJmlr~il~nl'tru::: 
tJn&i'llmLWI'l'lflrJ LL":::ile:lru'rl:::tJn&i rJ'lh!i 5 1l!l (71 %) i1r.mm11i11l<JLJm1~-w (FSH, LH) tJn&i ~n 2 1lmj'~n1lun&i 

1l-lLfi'W 1 L'Yh YJndlrJ M-lum•'iu<Jilr.~T\il!ifll1Q\ii~Yil vasogram wu:ili1m1'11rll!iiill'IID~ sem1nal ves1cles 1\il!i 5 

"ll!lil'II'Wl\iiTiimll 1.5 'lf'-J. ~n 2 1lri il'II'Wl\il 1 'lf'-J. rJ'lhr.~ 6 1lt~M1um1inl'tl1\ilr~m1dD~nii'D~iil\il ejaculatory duct 

(TURED) LL":::~n 1 1lrifl1\il'llrllriJL'U\ii'IJD~ ejaculatory duct (TUIED) 'r'l~~m1ffll'tl 3 L~il'W 4 1lrl (57%) lil1l'lWUilfl~ 

Li'lil&i\iliiil~mfi~ 1 U WUll 6 1lrl (86%) i1f.J"fll11i11l'l~lL~ilil~fi-wmru.,-ltJn&i LL~ilLWrl~ 4 1lri (57%) LvhJ-w'¥1m1m 
q .!0 < 
~fll"jlil~fiJ"jfl 

R'lll ml:::m1il\iliil'W'IIil~ ejaculatory duct LU'Wflll),J~\iltJn&i'V1m'-Jl11Ylnl~l1iil rJulr.~~ilf.J"fll'lil'l'lllilTI'-J'W 
FSH, LH tJn&i i1~nl'tru:::'Yil~LW1'1'lfl!l~tJn&i e:lru'rl:::un&i LL":::ilu~mru~lL~mfilr~ hJWUilfl~ (azoospermia) 'r'l1il oligo­

spermia i'!~m•1vi'-lum"l~UA'W~ilvll!l vasogram 'r'l1il transrectal ultrasound mnwu-.hi1m1Q\iliil'W'IIil~ ejaculatory 

duct <nm1fl-ln1'tlL\ilr.Jm"l<iil~n<i"il'liil\il ejaculatory duct M f.J"'IIil~m•inl'tlil~l'WLflru.,-l&iwili'!),Jfll1 LLliiFhH~lrl~lflll 

m•d~rJUlri 1 u.Ynnwi'mn T\ilrinl'l~i'I~L Yl!J~ 

'l.'l fil'!'m'l, flC]M-t]1 ffi'ULDWl'l, L'i,'l! fl'U1'4~'Urf, 'h:: iLAM~rf, 'h::ft~,.; LilD~,j''U 
'ifl'tU.r1!JL '11'Jm~LL VfYlrl '1 2544; 84: 1148-1152 


