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Arterio-lacunar fistula causing arterial priapism is a rare complication of blunt 
perineal trauma. An arterio-lacunar fistula was detected with color Doppler imag-
ing and confirmed with angiography in a 19-year-old man who had perineal 
trauma. Superselective transarterial embolization of the arterio-lacunar fistula 
was done with the autologous clot. A post-embolization arteriogram showed oc-
clusion of the fistula. Full erection was restored after two weeks. We conclude 
that arterial priapism caused by arterio-lacunar fistula can be effectively treated 
by superselective embolization with autologous clot via the cavernosal artery. 
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Priapism is persistant erection in the absence of sexual 
desire or stimulation. It can be caused by two different 
mechanisms. The venous form is more often seen and is 
caused by ischemic persistence of the normal veno-
occulusion. Another less common form of priapism is an 
arterial disease caused by penile trauma1. There is an ar-
teriolacunar fistula between a lacerated cavernosal ar-
tery and venous sinusoids of the cavernosal body. His-
tory of trauma and absence of penile pain are the most 
important diagnostic aspects of the arterial priapism. 
Color Doppler ultrasonography is the noninvasive 
method which shows the fistula. Selective pudantal an-
giography confirms the diagnosis and superselective 
transcatheter embolization is an effective treatment 
method.  

In this paper, we report the result of superselective 
embolization of an arteriolacunar fistula in a 19- year 
old man with an arterial priapism. 
 
Case Report 
A 19-year old sexually healthy man fell on a metallic 
water pipe and this led to a straddle injury. A painless 
erection developed 3 days after the trauma. He was ad-
mitted on the fifth day because of persistant erection.  
 
 
 

On examination, there was a large ecchymosis on the 
right groin. The skin of the penis was of normal color 
but semirigid cavernosal bodies were palpated except in 
the lax glans. There was an 80 degree erection. Color 
Doppler ultrasonography showed an increased systolic 
(149 cm/sn) and diastolic (47 cm/sn) velocity of the 
proximal part of the right cavernosal artery. An irregular 
margined 1.5 cm lacuna was noted near the proximal 
part of the artery (Figure 1a). There was to and fro flow 
pattern between the artery and this lacuna. These find-
ings confirmed the laceration of the artery and fistula 
between the artery and the injuried venous sinusoids of 
the cavernosal body. Selective pudental and superselec-
tive cavernosal angiography were done and  confirmed 
the arteriolacunar fistula (Figure 2a). After diagnostic 
angiography, the right cavernosal artery was coaxially 
catheterized with a microcatheter and the fistula was 
embolized with the auto-cloth (Figure 2b). Detumes-
cense occurred after this procedure. Color Doppler ul-
trasonography revealed normalization of the arterial 
flow and shrinkage of the lacuna (Figure 1b). Color 
Doppler ultrasonography was done monthly for six 
months. Recanalization of the artery was detected on the 
first control examination and there was no fistula forma-
tion. Sexual function was reported by the patient to be 
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Figure 1a. Color Doppler ultrasonography shows an increased systolic          Figure 1b. Color Doppler ultrasonography revealed normalization 
(149cm/sn) and diastolic (47 cm/sn) velocity of the proximal part of the         of the arterial flow after embolization. 
right cavernosal artery.  

          

Figure 2a. Angiography confirms the arteriolacunar fistula.                         Figure 2b. After the superselective embolization, the distal part of the   
There is a contrast extravasation from proximal part of                                cavernous artery and the fistula are occluded. the right 
cavernous artery. 
 

Discussion 

Blunt  perineal or penetrating trauma may cause lacera-
tion of the cavernous artery1. Since the cavernous arter-
ies are located at the center of the cavernosal bodies, 
laceration of the artery causes arterio-lacunar fistula 
formation between the cavernous artery and cavernosal 
body. The majority of arterial priapism cases occur after 
a delay, making the etiology speculative2. It was sug-
gested that a prolonged erectile stimulus is required to 
established the syndrome of arterial priapism, and the 
generated stress releases vasodilatory substances that 
perpetuate the high inflow and high outflow state3. Ric-
ciardi et al. suggested that the mechanism of injury to 
the artery secondary to a blunt trauma involves com-
pression of the arterial segment against a bony promi-
nence, which causes ischemic injury to   the   vessel2.  
After  a  delay, the necrosed seg         
 
 
ment causes a blowout with unregulated outflow  
into the corpora cavernosa2. 

The diagnosis of arterial priapism can be made wiith 
history and physical examination mainly by visualizing 
a painless erection that is priapismic. Simply placing a 
needle in the corpora and withdrawing bright red arterial 
blood confirms the diagnosis. An arteriogram, is there-
fore, basically performed after the diagnosis has been 
made by simply looking for the offending artery and the 
site of the arteriolacunar fistula. However, the use of 
color Doppler ultrasonography may eliminate the need 
for angiographic study. But angiography can be used as 
a therapeutic method for embolization of the fistula.  

Presently, there are 4 treatment alternatives for arte-
rial priapism, including mechanical, pharmacological, 
radiological and surgical1. Mechanical intervention con-
sists of prolonged external compression of the perineum 
for several hours, including local application of ice. 
Since there is no precision in the location and quality of 
the proximal arterial inflow occlusion, these maneuvers 
are often unsuccessful. Pharmacologic therapy is with 
metaraminol bitartrate and methylene blue1. Both agents 
counteract smooth muscle relaxation. However, the use 
of metaraminol can be associated with sustained hyper-
tension up to 200 mm. Hg1. Methylene blue can initially 
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be successful but priapism may recur. Resection of the 
fistula or ligation of the artery has been reported as ef-
fective therapies, but a risk of impotence with high level 
ligation of pudental or penil arteries has been reported1.  
Selective cavernous artery ligation offers the advantage 
of not disrupting blood flow to unaffected arteries and 
decreases the risk of impotence2.  

Superselective transcatheterial embolization is an al-
ternative method. Described by Wear et al in 19774, em-
bolization with an autologous clot or absorbable gelatin 
sponge  produces a transient interruption of arterial flow 
through the lacerated vessel as in this case5-9. Dissolu-
tion of the embolic agent enables reestablishment of the 
arterial flow. Proximal embolization from the penile or 
pudental artery may cause widespread ischemia which is 
not desired. Because of this, highly selective emboliza-
tion from affected cavernosal artery will diminish mor-
bidity. If the fistula recanalizes after embolization with 
dissoluble agents, permanent agent such as bucrylate or  
PVA can be used for a second intervention5,10,11. 
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