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Abstract
Recurrent priapism is notoriously difficult to treat and very distressing to the sufferer. There is little literature about emotional
contributors to this condition. We report a case of a man with
sexual abuse and severe anxiety who responded acutely to emotion-focused treatment with persistent cessation of severe recurrent
priapism episodes. A second case treated with the same method
had a similar response to treatment. Emotional factors may be
relevant in certain cases of recurrent priapism and these factors
warrant clinical management and formal study.

Background
Sexual abuse can lead to a broad range of psychiatric and
somatic problems which are direct manifestations of buried,
intense and unacceptable emotions, including intense rage
toward the perpetrator and guilt about the rage. These emotions can subsequently produce autonomic nervous system
effects manifesting as striated muscle tension, smooth muscle tension and cognitive-perceptual disruption.1 Smooth
muscle tension can produce hypertension, migraine, vasospasm and bladder spasm. These pathways can be directly
diagnosed by emotion-focused interviewing1 and treated by
specific emotion-focused treatments, including Intensive
Short-term Dynamic Psychotherapy (ISTDP).2
Priapism is a vascular phenomena often triggered by or
exacerbated by various medications.3 In a search of “priapism” and “sexual abuse” in PubMed (December 2011),
there were no items found. Moreover, no references to sexual abuse or emotional factors as a causative agent were
found in recent reviews of priapism treatment.3,4 In a single
study linking anxiety and priapism, Burnett reported that 10
of 21 consecutive patients with idiopathic priapism had an
anxiety disorder, suggesting that a “central neurobiological
pathophysiological process” could be implicated.5
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Case report
We report a case of recurrent priapism in a middle-aged
man with a history of sexual abuse who responded to ISTDP
treatment for trauma. This patient provided full consent for
publishing his story to assist the treatment of others.
This patient is a 50-year-old homosexual man with recurrent priapism and a psychiatric history of severe depression
and post-traumatic stress disorder. He was a heavy tobacco
smoker, smoked marijuana and abused alcohol. Over the
past 5 years, he was on at least 19 different psychotropic
medications.3 At the start of this current treatment, he was
taking methotrimeprazine 30 mg/day, quetiapine 15 mg/day,
zopiclone 7.5-15 mg/day, diazepam 40 mg/day, temazepam
15 mg per day and gabapentin 600 mg/day. Over the last 3
years of treatment, he was on and off varenicline for smoking cessation.
In addition to priapism, he also had Prinzmetal’s angina with history of a myocardial infarction, hypertension,
migraine and irritable bowel syndrome. So, he had many
somatic problems related to autonomic nervous system
dysfunction affecting smooth muscle tone in different body
systems. He did not have sickle cell anemia or other hematological abnormality. He was on a calcium channel blocker
(diltiazem) and occasionally required nitrospray. He had
several physical, substance and medication-related risk factors for priapism.
He had a 7-year history of recurrent priapism. Over these
years, he visited the emergency room 18 times, requiring
drainage of the corpus cavernosa and irrigation with alpha
adrenergic agents in 10 of these visits. When priapism was
active, he suffered extreme agitation with suicidal ideation
and thoughts of cutting off his own penis. He felt that stress
made it more likely he would have a run of priapism episodes. It was felt that psychiatric medication had been causing his priapism episodes, but they were declared idiopathic.
ISTDP is an emotion-focused treatment that helps patients
overcome self-destructive emotional and behavioural pat-
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recurrent priapism related to sexual abuse

terns that are rooted in emotional trauma. The treatment
ranges from a few sessions up to a few years to treat severely
personality disordered patients. It has been well-studied now
with 25 outcome studies showing it be effective with a range
of somatic conditions, including recurrent headache,1 “urethral syndrome”/pelvic pain7 and medically unexplained
symptoms in emergency department patients.8 ISTDP is in a
class of treatments called short-term psychodynamic psychotherapies; these therapies have demonstrated their effectiveness across a range of “physical” disorders and syndromes.9
After the first 2 years of weekly psychotherapy, he exhibited significant psychological and physical signs of improvement with reduced anxiety, depression, irritable bowel, angina episodes and migraine. He had markedly reduced alcohol
use, ceased marijuana and returned to work 1 year into
treatment. Priapism episodes, however, continued despite
the fact that he reduced and stopped taking virtually all
psychotropic medications, except clonazepam 0.5 mg per
day and zopiclone 7.5 to 15 mg per day.
Due to the frequent recurrences of priapism, the patient
was felt to have “stuttering priapism” and was started on
sildenafil 25 mg once a day. This approach to stuttering
priapism has only recently been described.10 Trial of low
dose sildenafil was felt to be helpful, but did not entirely
stop his episodes. He continued to have an average of 6
episodes per month, but with less severe duration (usually
1 to 3 hours) and pain. He noted more frequent and severe
episodes when he was more anxious.
One day he came to the office for his psychotherapy session with active priapism. He was very anxious and agitated.
The focus was on the underlying feelings he had coming into
the office that day and how he experienced those feelings.
With this focus, he was able to identify and experience that
he had massive rage within himself and an urge to grab and
anally rape someone with the erection he had. When asked
who he had in mind, he said the man who raped him at age
16. He began to experience the visceral activation of rage and
as he did there was an abrupt cessation of all bodily anxiety.1
At that very moment the priapism acutely ceased. He was
horrified at the fact that he had wanted to rape the man who
had raped him. He felt terrible guilt about this. The result was
a massive relief of anxiety in this session. In follow-up now
over 4 years after the psychotherapy incident, he has had no
significant priapism episodes and no emergency visits.

Interpretation
This is the case of a man with chronic anxiety and a trauma
history who had an acute and persistent reduction of recurrent priapism concurrent with a specific psychotherapeutic
process. Although this a medically complicated case with
reducing risk factors (substance, medications) leading up to
the time, the acute cessation in one session suggests that one

contributor to priapism in this man’s case was autonomic
dysfunction due to anxiety mediated via the smooth muscle
of the vasculature to the penis.3 It appears that when this
anxiety was overcome by experiencing the underlying emotions, the autonomic system moderated, with changes in
vascular tone and resultant acute cessation of the episode.
These same phenomena are frequently seen in migraine
patients,1 in patients with irritable bowel syndrome10 and
those with bladder spasm or urethral syndrome.7 All of these
problems can respond to ISTDP and related therapies.11
Moreover, one of us also treated a similar case of a middleaged man with histories of both sexual abuse and recurrent
priapism who had a cessation of episodes during treatment.

Conclusion
Our observations, in addition to Burnett’s, suggest that
good psychiatric and psychological care may reduce the
frequency and severity of recurrent priapism, likely through
combinations of autonomic changes and medication/substance reductions. Based on this concept, we propose that
history-taking in these cases should include inquiry into
anxiety and trauma histories as possible contributory factors
to autonomic dysfunction. Finally, this treatment approach
warrants formal study to determine whether underlying anxiety and trauma are present and whether this treatment can
be effective in reducing recurrences in idiopathic priapism.
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