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Case reports

Case presentation

An 18 year old male was referred to the hospital two weeks after 
blunt perineal trauma during skateboard evolutions. On admission he was 
complaining of partial almost painless erection that has been lasting since 
the fourth day after the accident.

Physical examination revealed partial erection with no signs of tissue 
hypoxia and small induration at the base of the left cavernous body exactly 
in the site of the trauma pointed by the patient (Fig. 1). No other patholo-
gies were detected.

Routine aspiration blood gasometry was performed showing high 
oxygen saturation proving the arterial cause of priapism. 

In a colour Doppler ultrasound the lump in the left cavernous body 

was visible as a hypoechoic lesion 5 mm in size with arterial filling and 
maximal velocity of 45 cm/s. Thus, the diagnosis of arterio-lacunar fistula 
was established (Fig. 2). Then he was followed up for four weeks as spon-
taneous resolution was expected.

However, the patient and his parents continued to express their grow-
ing anxiety about his condition so he was referred to invasive radiology 
unit for arteriography with selective embolization of the fistula. During 
arteriography with contrast the ramifications of iliac and femoral arteries 
including internal pudenda artery were visualized, but no clear malforma-
tions were detected. So the embolization was not performed (Fig. 3).

Because of persistent priapism and probable localisation of the fistula 
showed by  Doppler examination, decision of open operation with direct 
excision of the fistula was made.

In spinal anaesthesia and lithotomic position longitudinal medial inci-
sion was used to reach the left cavernous body. The lump corresponding to 
the Doppler picture was felt and the tunica albuginea was incised over it. The 
lesion was found and carefully excised. In order to minimize the trauma to 
erectile tissue no coagulation was used and all bleeders were secured with 
sutures. After excision it looked as small fibrous lacunar lump (Fig. 4).  

The wound was closed in layers and suction drain was left in for two 
days. Compressive dressing was applied for 4 days. 

The only postoperative complication was a small subcutaneous hema-
toma of the scrotum.

In the first day after the operation the erection subsided. Doppler 
examination performed three day after did not show the previously seen 
lesion. The effect was estimated as good. The patient was discharged after 
complete resolution of the hematoma on the 8th day post-op.

On further follow-up he reported full recovery of his erectile function 
in one month after the procedure.
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aBstraCt
High-flow priapism is a relatively rare pathology. Thus, there 
are not many large studies evaluating its management. The 
article describes the case of a patient with high-flow priapism 
caused by an arterio-lacunar fistula resulting from a perineal 
trauma affecting the base of the left cavernous body. After 
unsuccessful selective embolization open direct excision of 
the vascular malformation was performed. The localization of 
the lesion was enabled by clinical examination and by Doppler 
ultrasound. The treatment was successful and erectile function 
fully recovered after one month. This simple method may be of 
value when modern minimally invasive techniques appear to be 
uneffective. 

fig. 1. Partial almost painless erection with small induration at the base of the left 
cavernous body.

fig. 2. Arterio-lacunar fistula with high flow visible in color Doppler study.
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disCussion

Priapism is a pathologic erection lasting more than 4 hours, not 
dependent on sexual arousal, that is not passing after the orgasm and 
ejaculation. 

Two forms of priapism are described: high-flow and low-flow [1, 2, 3].
High-flow priapism is usually caused by trauma resulting in the 

formation of an arterio-lacunar fistula [2, 3, 4]. In the majority of cases 
it is not painful due to a continuous inflow of blood preventing hypoxia. 
Conservative management is usually recommended as the fistula most 
often closes itself and some cases of full spontaneous recovery after as 
long as three years were described. However, there are also reports stating 
that long lasting high-flow may lead to the injury of erectile tissue and 
consequently to erectile dysfunction.  Nevertheless, prolonged erection in 
young patient always leads to his considerable anxiety, so most urologists 
decide to undertake some forms of treatment after few weeks of persistent 
high-flow priapism. 

On admission the management should start with careful history 
and physical examination. The penile blood gasometry can establish 
the diagnosis. The Doppler test should also be performed as it is 
very simple and non-invasive and may easily localize the reason of 
priapism. Then, depending on the patient tolerance, the wait and see 
approach should be undertaken. But if it fails, additional active treat-
ment is needed. There are reports demonstrating that methylene blue 
injection may be effective as the blood flow into the cavernous body 
may be an additional stimulus for nitric oxide production. Otherwise 
the recommended treatment is arteriography combined with selec-
tive embolization of the internal pudendal artery [2, 3, 5, 6, 7, 8]. It is 
potentially invasive procedure and to limit the danger of permanent 
erectile dysfunction absorbable material should be utilized. The results 
are fairy good reaching 78% of success with complication, namely loss 
of erection, not exceeding 5%. But it must be done by experienced 
radiologists and only when absolute certainty of the position of the 
fistula is granted [2, 3, 9, 10]. After unsuccessful or impossible (as in 
presented case) embolization the choice of methods is very limited, 
and this is confirmed by the literature on the subject. One of available 
options is open surgical closure of the branches of internal pudendal 
arteries going into cavernous body, as proposed by Racciardi.

In the presented case it was not possible to use embolization, but we 
were able to localize the site of the fistula by Doppler. Thus we were able 
to precisely excise the fistula. we think that careful preparation can limit 
the injury of cavernous tissue and that reaching the injured vessels more 

distally than entrance of internal pudendal artery into the cavernous body 
may create smaller risk of permanent blood supply impairment. 

ConClusion

In our opinion in cases with high-flow priapism after failed conservative 
treatment the trail of embolization should be recommended. But if it fails it 
is reasonable to consider open excision of the fistula, as often Doppler and 
physical examination can precisely localize the lesion. The treatment may 
solve the problem instantly with a minimal risk to the erectile function.
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fig. 3. Arteriography suprisingly not showing any sign of the fistula. fig. 4. The fibrous lacunar lump.


