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Research of cavernosal arterial anatomic variation and its effect
on penile hemodynamic status with color Doppler ultrasonography
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[Abstract] Objective To explore the cavernosal arterial anatomic variation and its impact on penile hemodynamic status.
Methods Forty-five patients with ED were examined by CDUS. The CA anatomic variation and its hemodynamic status
were measured. Results Bifurcated CA in 12, a single CA with branches arose from dorsal arteries in 12, 2 cavernosal
arteries in 8, Communicating branches between the bilateral CA were found in 2cases. In 3 patients, the erection of penis
was normal after intra-cavernous injection vasoactive agents and the PSV of CA™>30 cm/s at the base of penis, but the PSV
<30 cm/s at the mid-shaft. The PSV of CA <30 cm/s at both the base and the mid-shaft of penis in another 3 patients, but
the erection of their penis was well. Conclusion  The anatomical variations of the CA occur widely and affect the

hemodynamic status of penis. It is helpful for the evaluation of ED to learn about the type of anatomical variation of the CA
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and its impact on penile hemodynamics.
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