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The first-line treatment for arterial (traumatic) priapism is follow-up, but no recommended duration has
been established. We report a case of traumatic priapism that did not improve after one year of follow-up
and was cured by arterial embolization. The patient was a 21-year-old male with a urethral injury caused
by traffic trauma, and a urethral catheter was placed under fluoroscopic guidance. Magnetic resonance
imaging (T2-weighted image) showed a low-signal area in the right penile corpus cavernosum. The urethral
catheter was removed 1 month after the injury, but the erection persisted, and the patient was referred to our
department 8 months after the injury. Contrast-enhanced computed tomography (CT) revealed
enhancement effect of the right penile corpus cavernosum, which was diagnosed as traumatic priapism, and
selective arterial embolization was performed 1 year after the injury. Angiography revealed an
extravascular leak from the right patent ductus arteriosus into the cavernous sinus of the penis, and a gelatin
sponge (Serescue®) was injected as an embolization material into the distal portion of the right patent ductus
arteriosus. Immediately after the operation, the penis became fully erect, but gradually softened. One
month after embolization, priapism improved, and 6 months after embolization, contrast-enhanced CT
confirmed the disappearance of the enhancement effect of the right corpus cavernosum. There has been no
relapse of symptoms for 10 months after embolization. Selective arterial embolization for traumatic

priapism is considered to be a useful treatment even after a certain period of follow-up.
(Hinyokika Kiyo 68: 91-94, 2022 DOI: 10.14989/ActaUrolJap_68_3_91)
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Fig. 1. (A) MRI showed a low signal intensity in the
right corpus cavernosum (arrow). (B) MRI
showed improvement in low signal intensity
of right corpus cavernosum (arrow).
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Fig. 2. Visual inspection showed that the erection
was persistent but incomplete, the penile
hardness was not perfect, and there was no
pain.
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Fig. 3. (A) Ultrasonogram showed turbulence in the
right corpus cavernosum. (B) Pelvic con-
trast C'T showed enhancement in the right
COIpUS Cavernosum (arrow).
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Fig. 4. (A) Extravasation from the right obturator
artery into the corpus cavernosum sinus was
observed (arrow). (B) An embolic sub-
stance was injected into the distal part of the
right obturator artery, and no extravasation
was shown.
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