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A case of pediatric post-traumatic (high-flow type) priapism treated
with autologous blood embolization

Mutsuko Kondo, Tatsuo Kono, Kazutoshi Fujita
Zen-ichi Matsui”, Hiroyuki Sato?, Gen Nishimura

Department of Radiology and Urology?, Tokyo Metropolitan Children’s Medical Center

Priapism is classified as either low-flow type or high-flow type. High-flow priapism (HFP)

usually results from penile trauma injuring the wall of the cavernosal arteries with subsequent

increased blood flow into the cavernous bodies. Low-flow priapism (LFP) is ischemic in nature,

results from venous obstruction and is an emergency. Current data show that the incidence of

priapism in the general population is low (0.5-0.9 cases per 100,000 person-years). LFP is the most

common form of priapism, accounting for more than 85% of all priapism episodes. HFP is a rare

condition in childhood. We present a case of a post-traumatic HFP in a 4-year-old boy treated with

autologous blood clot embolization.
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Initial Color Doppler US

a: Transverse image of the proximal penis shows
bilateral arterial-sinusoidal fistula/pseudoaneu-
rysm (arrow).

b : Longitudinal image of the left corpus caverno-
sum penis shows discontinuous deep penile
artery (arrow) and arterial-sinusoidal fistula/
pseudoaneurysm (arrow head).

¢ : Longitudinal image of the right corpus caverno-
sum shows arterial-sinusoidal fistula/pseudo-
aneurysm (arrow).
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Fig.2

Contrast enhanced CT

a: Sagittal reconstruction image of arterial phase
shows erection and extravasation of contrast
material (arrow). There is faint enhancement
within the right corpus cavernosum penis.

b : Axial image of delayed phase reveal enhance-
ment of right cavernosal body (arrow). There is
an arterial-sinusoidal fistula/pseudoaneurysm
within the left corpus cavernosum penis (arrow
head).

c:3D-CT angiography shows bilateral arterial-
sinusoidal fistula/pseudoaneurysms fed by a
left pudendal artery.
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Fig.3 Angiography a \ b
a: Selective angiogram of the internal pudendal artery reveals extravasation of con-
trast material (arrowhead) from the torn vessel (arrow), an appearance indicative
of arterial laceration. There is another extravasation of contrast material by the left
side lesion (curved arrow).
b : After selective embolization with autologous blood clot, angiogram shows success-
ful of occlusion of the fistula/ pseudoaneurysm.

Fig.4
Transverse color doppler image of the proximal
penis
a: 1 month after the embolization :
Bilateral arterial-sinusoidal fistula/pseudoan-
eurysm have been diminished.
b : 2 month after the embolization :
Recurrence of bilateral arterial-sinusoidal fis-
tula/pseudoaneurysm is demonstrated.
¢ : 3 month after the second embolization :
The right arterial-sinusoidal fistula/pseudoan-
eurysm have been diminished. There is throm-
bosed arterial-sinusoidal fistula/pseudoaneu-
rysm within the left corpus cavernosum penis
(arrow).
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Table 1

Key findings in the evaluation of priapism

Findings

HF type

LF type

Physical examination

Incomplete erection, partially rigid the corpora
cavernosa (soft and compressive)

Complete erection, tender, edema

Penile pain

Seldom present

Usually present

Past history

Penile trauma

Blood abnormality, hematologic malignancy

Cavernous blood gases Arterial blood pattern

Acidosis, PC0O,>60mmHg, PO,<30mmHg,
pH<7.25

Color doppler US

High arterial-type blood flow, elevated flow
velocities, turbulent flow, focal blush of
pulsatile, aneurysm/arterial-sinusoidal fistula,
patency of the deep dorsal and cavernous

Decrease arterial flow, venous out flow
obstruction

veins.

Cavernography Shunt

Pooling of contrast materials
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