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ABSTRACT ___

Painful penile erection for more than four hours is known as priapism. Though high resolution PDUS is the initial
investigation of choice, MRI provides excellent information regarding cause and extent of penile infarction. MRI
further helps to decide possible treatment option in a neglected case of prolonged priapism. We did MRI scan
with contrast in a case of ischaemic priapism and the degree of cavernosal infarction was beautifully demonstrated.
The case is being presented here.

sive variety or non ischaemic/high flow/arterial variety.
Idiopathic (most common), sickle cell disease, drug
abuse (e.g. cocaine), neurological disorder, penile

Introduction _____

We evaluated a case of untreated ischemic priapism

with MRI (3 TESLA) and got excellent information
with clarity. MRI played a major role for management
of this patient without further delay.

Case Presentation ____

A 26 yrs old patient presented with priapism who
underwent MR (after initial penile Doppler) and came
out with a diagnosis of idiopathic ischaemic priapism
with extensive cavernosal infarction, penile prosthesis
implantation was the only possible management
option for this patient. Areas of necrosis within corpora
cavernosa appeared hypointense in T2WI (Fig. 1
and 2) and as hyperintense foci in TAIWI (Fig. 3). On
post contrast TLFS (Fig. 4) axial and sagittal images
(Fig. 5) the areas of necrosis corresponded to the
areas of non-enhancing cavernosa.

Prolonged painful erection of penis is defined as
priapism. It can be of ischaemic/low flow/veno-occlu-
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metastasis can all lead to ischaemic priapism.

Ischaemic priapism is much more common than non
ischaemic type and is an emergency condition. Delay
in treatment for more than 24 hours leads to persistent
erectile dysfunction. Radiologist plays a major role
in management of priapism by determining the type,

Figure 1: AXIAL T2 (TR-7120,TE-97.9): showing hypointense
areas within corpora cavernosa(corresponding to the areas of
necrosis)
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Figure 2: AXIAL T2 showing hypointense areas within both
cavernosa

Figure 3: AXIAL T1 IMAGE (TR-500,TE-12.1,FOV-18*18) :
showing few foci of hyperintensity within corpora cavernosa.

Figure 4: AXIAL T1 FS WITH CONTRAST (TR-500,TE-12.1)
showing non enhancing areas within corpora cavernosa
(s/o necrosis)

PAKISTAN JOURNAL OF RADIOLOGY

Figure 5: SAGITTAL T1 FS WITH CONTRAST showing patchy
enhancement within root of penis

cause, extent of penile infarction, and its sequel.
PDUS, selective arteriography and MRI all can pro-
vide valuable information regarding this.

There are three indications to do MRI in a case of
priapism; (1) To know the extent of cavernosal infarc-
tion and fibrosis in low flow priapism; (2) To exclude
penile metastasis as a cause of low flow priapism(also
known as malignant priapism); (3) to evaluate trau-
matic arteriovenous fistula (AVF) /high flow priapism.
Surface coil is required to do the study and the penis
has to be secured to the anterior abdominal wall. Thin-
section, high-resolution 3T MR images are needed
for better assessment. T2 low signal intensity and
T1 high signal intensity noted if there is cavernosal
thrombosis. On T2 weighted axial image thrombosed
cavernosa becomes enlarged and show low signal
intensity as compared to the normal cavernosa. T1FS
pre and post contrast (IV Gadolinium) images are
essential to demonstrate fibrosis of cavernosa. Less
than 50 percent enhancement in post contrast study
suggests significant cavernosal necrosis and need
for penile prosthesis implantation. Flow void is noted
is case of AVF.

Drawback of MRI; 1. Poor resolution fails to detect

small vessel disease. 2. Expensive than conventional
PDUS.
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Treatment protocol; 1. In ischaemic variety emer-
gency aspiration can prevent thrombosis. Shunting,
penile prosthesis implantation is required in delayed
cases. 2. In non-ischaemic variety-embolization is
the treatment of choice.

Though PDUS is the initial investigation of choice,MRI
can be of great value for follow up evaluation and

determining further treatment option in a case of
priapism.
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