
ERECTILE DYSFUNCTION
DON’T SCREW IT UP!!**!!

Erectile 

Dysfunction means 
not being able to 
have an erection 
that is firm enough 
or lasts long 
enough for sexual 
intercourse.



MECHANISM OF ERECTION
 The key is the smooth 

muscle of the cavernous 
tissue , the arterial and 
arteriolar walls.

 In the flaccid state the 
intrinsic smooth muscle 
tone and sympathetic 
discharge exert high 
resistance to incoming 
flow.



When the smooth muscle relaxes, the following 
changes occur

 Increased flow in systolic & diastolic phases with 
arteriolar dilatation.

 Trapping of incoming blood by increased 
compliance of sinusoids & arteriolar  walls -
lowers resistance.

 Expanding sinusoids.
 Elongation & expansion of the corpora
 Compression of subtunical venular plexuses -

reduces venous outflow.
 Stretching of the tunica to its maximum -

emissary veins compressed by its layers.
 Increased intracavernosal pressure 100 mm Hg
 Rigid erection phase, several hundred mm Hg -

promoted by any stimulus which  triggers 
bulbocavernous reflex. 



TYPES OF ERECTION
 REFLEXOGENIC -

mediated by tactile stimuli to 
the genitals.

 PSYCHOGENIC - signals 
from brain to spinal erection 
centre.

 NOCTURNAL - occurs in 
REM sleep - unknown 
mechanism.



AETIOLOGY OF ERECTILE DYSFUNCTION

 Psychogenic
 Neurogenic
 Vascular                         
- Arteriogenic              
- Venogenic
 Hormonal
 End Organ failure
 Drugs
 Systemic illness



ASSESSMENT OF PATIENT WITH ED

 History                      
- Failure to               
initiate(neurogenic) 

- Failure to fill (arterial)        
- Failure to store (venous)  
 Physical examination 
 Investigations



HISTORY 1

 Establish erectile dysfunction 
exists

 Rule out Premature ejaculation
 Ask for signs of ageing       

-erection longer to achieve                        
-requires greater direct 
stimulation                        
- refractory period tends to 
increase

 Hx of snoring - Rule out OSAS
 Hx of early morning erections



HISTORY 2

 Abrupt onset suggests 
psychogenic cause

 Gradual decline suggests organic 
cause

 Libido e.g..  low in depression 
and hormonal imbalance

 Frequency, initiation & role in 
intercourse

 Past Hx of pelvic surgery, 
radiotherapy, trauma, vascular 
disease, DM, drugs of recreation 
or prescription



PHYSICAL EXAMINATION 1
 Signs of anxiety or 

depression or neurological 
disease

 Physical stigmata of systemic 
disease- hypogonadism, 
alcoholic liver disease

 Careful assessment of 
peripheral vasculature

 Neurological examination of 
LL - motor & sensory incl. 
Bulbocavernous & 
Cremasteric reflexes

 DRE to assess anal tone & 
prostate



PHYSICAL EXAMINATION 2
 General - secondary sexual 

characters, hair distribution, 
arm-leg span, gynaecomastia

 Neurological examination 
-Cerebral                           
-T10-L2                             
-S2-S4

 Vascular examination       
-Bruits                              
-Peripheral pulses            
- Skin colour/Temp

 Look for Plantar fasciitis 
/Dupuytren’s contracture



PHYSICAL EXAMINATION 3
 External genitalia          
 Penis                                     

-size                                      
-shape                                          
-penile plaques if any            
-position of meatus

 Testis                                     
-Size                                      
-Site                                       
-Consistency                  

 Cord Structures                     
-Hernia /Scars                       
-Varicocele(valsalva)     

 DRE - Anal tone & Prostate    



INVESTIGATIONS
 FBE
 UEC
 Blood Glucose
 PSA
 Testosterone/FSH/LH/ 

Prolactin*
 Doppler studies - PBI  < 0.6 

consistent with vasculogenic 
impotence

 Intracavernosal injection 
/Vacuum induced erection



MANAGEMENT OF ERECTILE DYSFUNCTION

The vast majority of 
patients with ED can 
be treated 
successfully with the 
means now available



CAUSES OF ERECTILE DYSFUNCTION
PSYCHOGENIC

Anxiety
Relationship 

conflict
Sexual inhibition
Lack of education



CAUSES OF ERECTILE DYSFUNCTION
VASCULAR

 Arterial Obstruction             
Risk factors                                 
-Age                                           
-Diabetes                                    
-Hypertension                            
-Hypercholestrolaemia              
-Cigarette Smoking                   
-Family History 

 Corporal failure                   
 Venous Leakage                        

-Abnormal veins (primary)                           
-Corporal failure (secondary)         



CAUSES OF ERECTILE DYSFUNCTION 
MEDICATIONS

Cimetidine
Antihypertensives
Alpha agonists            

e.g. Pseudoephedrine
Beta blockers
Antidepressants
Sedatives & 

Tranquilizers



CAUSES OF ERECTILE DYSFUNCTION
NEUROLOGICAL

Diabetic neuropathy
Pelvic surgery
Pelvic fractures
Peripheral neuropathy 

e.g. alcoholism
Spinal cord injury
Multiple sclerosis



CAUSES OF ERECTILE DYSFUNCTION
Hormonal                     

-Prolactinaemia            
-Testicular failure        
-Thyrotoxicosis

Urological                   
-Prostate cancer          
-Peyronie’s disease     
-Prostatitis



GENERAL CONSIDERATION IN TREATMENT

 Psychological therapy useful 
in all patients with erectile 
dysfunction.

 Efficacy best achieved by 
including both partners

 Treatment individualised to the 
patient’s desires and 
expectations

 As  there is a high drop -out  
rate in all forms of treatment, 
there is clear need for ongoing 
support and clear explanation

 Least invasive or dangerous 
procedure should be tried first



MEDICAL THERAPY IN THE PRE VIAGRA ERA

 For men with normal or slightly 
subnormal testosterone levels, 
androgen therapy is inappropriate & 
carries significant health risks in the 
situation of unrecognised Ca 
prostate.

 Androgen therapy is only 
appropriate in people with true 

androgen deficiency.
 Bromocriptine is useful in rare 

prolactinaemia.
 Other forms of medical therapy i.e. 

yohimbine & penile creams are 
largely unsuccessful.



MEDICAL THERAPY IN THE 21ST CENTURY
 The evolution of Phosphodiesterase-5 inhibitors 

(PDE-5 inhibitors) for erection problems has 
revolutionised the medical management of ED.

Brand Name Chemical

Viagra                  Sildenafil citrate

Levitra Vardenafil

Cialis                   Tadafil

 Phosphodiesterase-5 inhibitors (PDE-5 inhibitors)
are taken at least an hour before you plan to be 
sexually active. PDE-5 inhibitors will result in an 
erection only if you are sexually stimulated.

 A review of trials has shown that 83% of men with 
erection problems who used Viagra had improved 
erections that allowed them to have intercourse.  
Initial studies show Levitra and Cialis have rates of 
success similar to those of Viagra. Viagra has been 
studied extensively and used by millions of men; its 
side effects and long-term effects are well 
recognized. Levitra and Cialis are new drugs in 
which long-term effects have not been studied.  



VACUUM DEVICES

 Vacuum constriction devices are 
effective in most patients with 
erectile dysfunction

 Have a low incidence of side 
effects

 Once only cost
 Can be used daily or many times a 

day
 Can be transported anywhere 

without compromise
 User friendly
 Contraindicated in pts on warfarin 

or with blood dyscrasias.



INTRACAVERNOSAL INJECTIONS 1

 Until recently most common 
used therapy of all

 Can be used for not only 
organic impotence but also for 
psychogenic impotence with or 
without counselling

 Most commonly used drug is 
PGE1.

 Combinations of PGE1 with 
Papaverine or Phentolamine 
can also be used if PGE1 is not 
strong enough



INTRACAVERNOSAL INJECTIONS 2

 Aim is to establish the correct 
dosage for the individual patient.

 Teach him how to self- inject
 Side effects with PGE 1 are 1 in 

500 and include mild fibrosis and 
pain.

 Priapism or prolonged erections 
are rare with PGE1 as compared to 
Papaverine or ‘ instant cocktails’ 
sold in some sex clinics.



INTRACAVERNOSAL INJECTIONS 3

 I start with 10 mcg of PGE 1 
alone and adjust the dose up or 
down

 If necessary add other 
medication - first phentolamine 
and then papaverine

 Once dosage is established a 
bottle of the mixture is 
dispensed to the patient

 Needs to be refrigerated
 Patients are allowed to use the 

mixture for a max. of 3/week 



INTRACAVERNOSAL INJECTIONS 4

 Patients are given a series of 
insulin syringes with micro fine 
needles after appropriate 
education and full consent

 Patients self -inject themselves in 
the privacy of their own homes 
approximately 10-15 mins before 
intercourse

 Regular follow up required to 
monitor programme, decrease 
drop-outs and assess side effects 



PRIAPISM1

 If erections last for two 
hours, patients are 
instructed to take 2 
pseudo-ephedrine tablets

 If it persists at three and a 
half hours the dose is 
repeated.

 If it is still present at 4 
hours ( which is rare) the 
penis needs to be aspirated



PRIAPISM 2 

 If aspiration is not 
successful intracavernous 
injection of 1mg 
Metaraminol or 10-20 
mcg of adrenaline diluted 
in saline is required

 Patients need to be 
monitored and vitals 
assessed prior to and 
during injection



COMPLICATIONS OF 

INTRACAVERNOUS INJECTIONS

 LOCAL                       
-Pain                            
-Local induration         
-Haematoma                
-Paraesthesia               
-Injection of urethra    
-Priapism

 SYSTEMIC                 
-Headache                   
-Orthostatic               
hypotension                 
-Rare liver enzyme 
changes                                                                                                                      



NEWER AGENTS
 Uprima® is a potent agonist of dopamine. 

Specifically it acts upon D1 receptor sites, and this 
makes it different from the majority of ergot derived 
drugs for dopamine improvement, such as 
bromocriptine, which normally target D2 
receptors. Uprima® doesn’t act directly upon the 
penis like Viagra®, but instead exerts its influence 
in the brain for arousal, pleasure, and 
orgasm. Uprima® acts upon receptors in the 
hypothalamus and can enhance erection by 
increasing the signals from the brain to begin the 
process.  Specifically, Uprima® induces selective 
activation in the nucleus paraventricularis, leading 
to erectogenic signals. 

 It is this brain action that makes Uprima® a unique 
new approach to the treatment of ED.

 FDA Committee Recommends Uprima 
(Apomorphine) Sublingual Tablets For Erectile 
Dysfunction

 The Nasal Spray version of Apomorphine(Apokyn) 
is not FDA approved for ED but  it is indicated for 
the treatment of motor symptoms associated with 
late stage Parkinson's Disease. 

http://www.smart-drugs.com/ias-Nicergoline-Bromocriptine.htm#Bromocriptine


SURGICAL OPTIONS

 Venous leak ligation
 Microsurgery
 Penile Prosthesis

-Non Inflatable
Rigid
Semirigid
Malleable

-Inflatable
Self Contained
Multi-component



IT’S TIME FOR DESSERT
FORK PLAY DOWN UNDER

THANK YOU 
DAVID AND 
MARGARET FOR 
INVITING ME 

HOPE YOU ALL 
GOT SOMETHING 
FROM THIS TALK 
TO TAKE HOME

GOOD NIGHT


