
Procedures to address priapism 
INTRODUCTION 
 
Priapism is a urologic emergency that can lead to penile ischemia if not promptly addressed.  It is 
generally defined as an erection lasting longer than 4 hours in the absence of sexual desire or 
stimulation and not relieved with ejaculation.  There are two main categories: low-flow and high-
flow priapism.  
High-flow priapism is caused by increased arterial inflow to the penis, usually from an arterial-
cavernosal fistula, and generally painless and does not need urgent treatment.  
Low-flow priapism is much more common and secondary to venous engorgement and decreased 
outflow, effectively causing a compartment syndrome of the penis.  Even with treatment, a 
significant proportion of patients with severe priapism will suffer from permanent erectile 
dysfunction.  
There are many causes of priapism.  The most common that we see are secondary to drugs (ie 
sildenafil or anti-impotence intercavernosal injections), sickle-cell anemia, cocaine use, and some 
of the antidepressants and antipsychotic medications.  
NB: Priapism gets its name from the Greek god of fertility, Priapus, who was endowed with giant 
genitalia. 
 
GOALS OF THE PROCEDURE 

! To relieve pressure within the corpus cavernosa and restore adequate blood flow to the 
penis when non-invasive measures fail (sedation, analgesia, terbutaline, anti-sickling 
measures) 

 
INDICATIONS 

! Low-flow priapism that has failed conservative management 
 
GENERAL CONTRAINDICATIONS 

! High-flow priapism 
! “Stuttering” priapsim – often seen in sickle cell disease, is recurrent, and usually resolves 

within 3 hours  
 
COMPLICATONS: 

 
! Nerve injury 
! Erectile dysfunction 



! Injury to neighboring structures/urethra 
! Hematoma 
! Systemic toxicity from vasoactive agents 

 
EQUIPMENT 

! 27-gauge needle (for penile block)  
! 3-mL syringe and 18g needle (to draw up local anesthetic)  
! 1% lidocaine without epinephrine (for penile block)  
! Sterile drapes  
! Gauze sponges  
! Chlorhexidine preparation solution  
! 19-gauge butterfly needles (for aspiration)  
! Two 10-mL to 30-mL syringes (for aspiration)  
! Sterile basin for aspirated blood  
! Blood gas syringe with cap  
! Phenylephrine 1% solution (for dilution or simple injection or irrigation as below) 
! PPE (sterile gloves, eye protection) 
! Cardiac monitor (for vasoactive injections) 

 
ANATOMY 
Priapism presents as an erect penis with a compressible glans and corpus spongiosum in 
combination with engorged corpus cavernosa.  The interventions outlined are aimed at relieving 
pressure within the corpus cavernosa.  Of note, the cavernosa communcate and thus interventions 
can generally be done unilaterally.  Injections/aspirations should be done from a dorsolateral 
approach to avoid the dorsal penile veins, arteries, and urethra-containing corpus spongiosum.   
 

 
 
 
 
 
 
 
 



STEPS 
1. Position the patient supine with genitalia exposed  
2. Clean the penis and mons with chlorprep or betadine and drape sterilly 
3. Draw up 1% lidocaine in the 3cc syringe with the 18g needle and perform dorsal penile 

block as indicated 
4. Remember that the dorsal penile block does not provide anesthesia to the deeper 

structures so use parenteral opiates generously 
5. The sequence of interventions should be done in the order presented below (from least 

to most invasive) 
 

I.  Intracorporeal injection of adrenergic agents 
Generally does not require anesthesia.  Can be repeated q 20 minutes up to 3 times.  
Phenylephrine is the preferred agent by the AUS so that is what is discussed below.  You 
may want to use a lower dose in patients with cardiac comorbidities and have the patient 
on a monitor. 
1. Draw up the phenylephrine solution 

a. Draw up 1mL of 1% (10mg/mL) phenylephrine solution in a 10cc syringe and add 
9mL normal saline (now a 1mg/mL solution) 

b. Transfer 0.2cc-0.5cc into a tuberculin or insulin syringe and add normal saline for 
a final injection volume of 1mL (now a 0.2-0.5mg/mL solution) 

2. Insert the tuberculin needle into one of the corpus cavernosa (you should feel yourself 
“pop” through the thick tunica albuginea) at the 10 or 2 o’clock position approximately 2-
4cm distal to the origin of the shaft of the penis  

a. Aspirate blood to confirm placement 
b. Inject the 1mL (0.2 or 0.5mg) of phenylephrine solution into the corpus 

cavernosum  
 
 
 
 
 
 
 
 
 
 



3. Can repeat if not successful in 20-30 minutes for a total of 3 doses 
4. Once detumescense achieved, wrap penis with a compression dressing (Coban or 

small ace wrap) 
 

 
 
II.  Aspiration +/- irrigation technique 
Used if simple injection fails or erection has persisted longer than 4-6 hours.  In general, this 
technique consists of draining blood from the erect penis, irrigating with saline if necessary, 
and instillation of a dilute vasoactive substance. 
 

1. Perform a dorsal penile block, ring block or local skin wheel for anesthesia in 
addition to parenteral pain control 

2. Grasp the penile shaft with your non-dominant hand and palpate the engorged 
corpus cavernosa laterally (10 and 2 o’clock) 

3. Insert the 19-gauge butterfly needle into one of the corpus cavernosum at a 45-
degree angle while gently aspirating with a 10cc syringe 

a. Smaller needles will likely not be successful, and standard needles are harder 
to maintain during syringe changes 

b. Given the communication of the copora, the procedure can be done 
unilaterally 

4. Once blood is aspirated, stop advancing and secure the needle.   



 
5. Continue to aspirate blood until detumescence is achieved and maintained 

a. Recommend using a 10cc or 30cc syringe and changing when it fills over a 
60cc syringe as the aggressive suction may be counterproductive 

6. If return of blood is inadequate and detumescence is not achieved, irrigate with 
saline +/- a vasoactive agent 

a. Inject and withdraw 20-30cc aliquots of saline 
b. If choosing to use a vasoactive agent, dilute 1mL(10mg) of 1% phenylephrine 

into 500cc (final 10mg/500cc concentration) of normal saline and irrigate with 
20-30cc aliquots  

i. You can also choose to add 5000 units of heparin into the solution 
7. Once detumescense achieved, wrap penis with a compression dressing (Coban or 

small ace wrap) 

 
 
III. Aftercare 

1. If the above measures fail, Urology should be consulted emergently for shunt 
surgery to help prevent permanent fibrosis/erectile dysfunction 

2. If measures are successful, observe in the ED for approx 2 hours for recurrence 
3. D/c home with close Urologic follow-up, strict RTED precautions for recurrence 



4. Some advise a short course of an oral anti alpha-adrenergic agent but this is 
controversial 

 
VIDEO 

Aspiration & injection of phenylephrine: 
https://www.youtube.com/watch?v=KWf5MAobWoM&oref=https%3A%2F%2Fwww.youtube.co
m%2Fwatch%3Fv%3DKWf5MAobWoM&has_verified=1 
 
DEEP DIVE 

! Further Reading 
o Roberts & Hedges’ Clinical Procedures in EM. 6th edition. Pg 1117-1122 

! HippoEM 
o https://www.hippoem.com/account/boardreview/lecture/infection 
o Within the ‘Infection and GU’ lecture – priapism begins at approx 20:48 

 
 

 
 
 


