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Abstract
Priapism is an uncommon disease and defined as full or partial erection that persists beyond 4 hours and is not related to sexual
stimulation. We are presenting a 33-year-old man with high-flow priapism after penile trauma when falling accidentally on an iron
pipe. The patient had both arterio-lacunar fistula (ALF) and pseudoaneurysm in ultrasonography and pudendal angiography that
successfully treated by super-selective embolization for pseudoaneurysm and watchful waiting for arterio-lacunar.
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Introduction
Priapism is an uncommon disease and defined as full or
partial erection that persists beyond four hours and is not
related to sexual stimulation (1,2). There are two subtypes
of priapism of which the rare one is high flow or nonischemic priapism(1,2). High flow priapism is a prolonged
non-rigid and non-painful erection due to unregulated
excess cavernosal arterial influx (1).
Creation of an arteriolar-sinusoidal fistula secondary to
traumatic laceration of cavernosal artery or its branches is
the common mechanism (2).
The characteristic arteriographic finding is an arteriolacunar fistula (ALF) but occasionally pseudoaneurysms
have been reported too. Super selective arterial
embolization is a therapeutic option for patients who not
willing watchful waiting (2-4).
We report a case of high flow priapism secondary
to traumatic pseudoaneurysm and ALF which
pseudoaneurysm was treated successfully by interventional
angiography and ALF was resolved by watchful waiting.
Case Presentation
A 33-year-old man referred to our clinic suffering from
persistent partial erection after penile trauma when falling
accidentally on an iron pipe. He had ignored the situation
for 3 weeks because he had no pain or voiding symptoms
or gross hematuria.
Though he mentioned normal erections with sex
stimulations and initial hematuria of penis began to

subside, he felt discomfort because of persistent soft
erection.
He would not remember to have erections on the first few
days after injury.
On physical examination, he had partial bendable erection
and there was no tenderness or ecchymosis on perineum
and genitalia.
Penile blood gas analysis revealed oxygenated corporal
blood (pH = 7.37, Po2 = 168 mm Hg, Pco2= 48.2 mm Hg,
Hco3– = 27.5 mmol/L, O2 %= 96.6%)
Color Doppler ultrasonography of the left cavernous artery
showed arteriosinusoidal fistula. Gray scale ultrasound
revealed an irregular hypoechoic region due to distended
lacunar space in the left corpus cavernosum (Figure 1).
Color-flow sonogram showed as a characters tic color
blush extending into the cavernosal tissue and as
turbulent high velocity flows on color duplex sonography.
Moreover, increased cavernosal artery flow without
sexual stimulation was seen and the draining veins were
prominent and exhibited arterialized waveform (Figure 2).
We explained and counseled the patient for available
treatment options such as watchful waiting, embolization,
surgical management and their advantages and
complications. Our patient selected embolization because
of his social and job because he could not wait for
conservative management. We performed super selective
pudendal angiography and embolization to relieve
priapism and patient’s discomfort. Pre-embolization
arteriography revealed early cone-shaped blush at the
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Implication for health policy/practice/research/
medical education
Priapism is an uncommon disease which has two subtypes;
low and high flow priapism. In this report we present a case
with high flow priapism that was treated successfully by
interventional angiography.

left side corresponding to the site of fistula and small
pseudoaneurysm at the right side (Figure 3).
We embolized only pseudoaneurysm with glue and
preferred to treat ALF in another session of angiography
because of decreasing erectile dysfunction risk. After
flushing the microcatheter with dextrose 5%, a mixture
of N-butyl cyanoacrylate(glue) and lipiodol with a ratio
of 1:5 (glue-to lipiodol ratio) was injected to occlude the

Figure 1. Gray scale ultrasound shows an irregular hypoechoic
region secondary to distended lacunar spaces.

A

pseudoaneurysm.
Complete occlusion of left cavernosal artery branch
by super-selective embolization led to disappearing
of pseudoaneurysm. The patient had immediate
detumescence after angiography and suffered from
inadequate erectile function after the procedure. He
referred to our clinic 4 weeks after embolization. We
repeated Doppler sonography that revealed small ALF in
the left side still persisted (Figure 4).
We explained to the patient that it is better to wait for
several weeks because resolving this fistula is possible
without intervention.
On follow up visit after six weeks, the patient was satisfied
with normal erectile function.
Discussion
High flow priapism is caused by unregulated arterial
inflow to the corpora cavernosa due to an ALF or
pseudoaneurysm following trauma (3-5). The treatment
of high-flow priapism is not an emergency because the
penis is not ischemic (2).
Effective therapy includes occluding the disrupted arterial
branch while preserving erectile function by saving
adjacent normal arteries (1,6).
Although the treatments of high flow priapism still
remain controversial (4), definitive management should
be considered and discussed with the patient in such a
way that he understands the advantages, the risks and
complications of treatment (7,8).
There are several treatments for high flow priapism

Figure 3. Arteriography shows cone shaped blush (red arrow) at left
side corresponding to the site of fistula and small pseudo aneurysm
at the right side (black arrow).

B
Figure 2. (A) color-flow sonogram shows an area of color flow aliasing within
the left corpus cavernosum near the base of penis. This is consistent with the
presence of an arterio-lacunar fistula. (B) Corresponding color flow, Doppler
reveals continuous diastolic flow confirming the arterio-lacunar fistula.
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Figure 4. Four weeks after angiography, at Doppler sonography,
peak systolic velocity is decreased but continuous diastolic flow
is also detected.

High-flow priapism

including watchful waiting, conservative management,
embolization and surgical ligation (9,10).
As ALF may be spontaneously resolved without
intervention, conservative management and watchful
waiting is recommended as initial management for most
high flow priapism (5,9,10), especially in children (9,10).
Nevertheless, it has not been clarified in the literature and
there are no case reports showing observation is sufficient
in the treatment of high flow priapism containing
pseudoaneurysm.
Several studies mention that delayed treatment of high flow
priapism results in a greater risk of erectile dysfunction
due to secondary development of venous insufficiency
and penile fibrosis (6,7,11,12).
Embolization of the internal pudendal artery is the
second and most common management described in the
literature, and surgical ligation will be the last option if the
patient is not responding to embolization (7,9,10).
Cavernosal angiography and embolization have been
reported with various materials including absorbable
(autologous clot or gel foam or glue) or non-absorbable
permanent materials like microcoil (1,13-15).
Absorbable materials have been commonly used because
of inducing temporary occlusion (13-15), and gel foam
injection is the preferred interventional technique (16).
Due to lowers the risk of erectile dysfunction with a greater
rate of recurrence, microcoils increase the theoretical risk
of impotence in future (13-15,17).
Complications of the angiography technique and abscess
formation in the corpus cavernosum due to infected
emboli and erectile dysfunction are disadvantages of
pudendal angiography (18).
Although the patient had erectile dysfunction after
angiography, it was due to remnant ALF that was treated
with watchful waiting strategy in our case several weeks
after angiography.
Spontaneous resolution of priapism occurred just
after super selective embolization of cavernosal artery
pseudoaneurysm.
Conclusion
Super selective angiography and embolization may be a
safe and effective method in high flow priapism containing
pseudoaneurysm.
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