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Abstract Priapism is a rare condition in childhood. The
majority of reported cases are boys with sickle cell
disease, in whom nonoperative management may be
successful when patients present early. We report a
14-year-old boy with sickle cell disease who presented
with priapism of 72-h duration and was successfully
treated by bilateral saphenocorporal shunts.
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Introduction
Priapism was ﬁrst described by Tripe in 1845 as persistent, usually painful erection not necessarily associated
with sexual stimulation or desire. It is associated with a
wide range of aetiologies, one of the most common of
these being sickle cell disease. Delay and unsuccessful
treatment leads to corporal ﬁbrosis and impotence.

Case report
A 14-year-old boy of Afro-Caribbean descent was referred to us with a painful persistent erection of 72-h
duration. He was known to have sickle cell disease.
There was no history of recurrent stuttering episodes of
priapism in the past. He had received various medical
therapies, including ice packs, analgaesics and antispasmodics, none of which were successful. On examination, the boy was distressed but normal apart from the
turgid penis. The abdomen was soft and unremarkable.
Because of the delay in presentation and the failure of
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conservative management, operative intervention was
undertaken. Corporal aspirations and lavage were carried out with limited success. A glans-corporal shunt was
attempted, making incisions from the dorsum of the
glans extending into the corpus cavernosum on each
side. However, this failed to produce sustained detumescence. Following this, a right saphenocorporal shunt
was carried out. This failed to achieve complete detumescence; hence, a saphenocorporal shunt was performed on the contralateral side. (Fig. 1, Fig. 2) This
was successful in producing a completely ﬂaccid penis.
The patient was treated with broad-spectrum antibiotics and analgaesia and was discharged after 8 days.
(Fig. 3) The 4-month period of follow-up has been
uneventful. A Doppler examination 4 months after the
operation showed that the shunts were no longer patent.
The patient is having normal erections.

Discussion
The term ‘‘priapism’’ comes from the name of the Greek
god Priapus, the son of Aphrodite, the goddess of sexual
love, beauty and feminine fertility. The prevalence of
priapism in children with sickle cell disease has been
estimated at 2–6% [1, 2]. Priapism is classiﬁed as lowﬂow or high-ﬂow; most sickle cell patients with priapism
have low-ﬂow priapism due to sickling and sludging in
the corporal spaces. Priapism generally aﬀects the corpora cavernosa, with preservation of blood ﬂow to the
glans and corpus spongiosum. However, tricorporeal
priapism has also been described in sickle cell patients [3,
4]. Intervention in the form of icepacks, analgaesia,
sedation, hydration, oxygenation and blood transfusion
may be helpful in the initial 10–12 h of symptoms [5]. If
the priapism remains unresolved, surgical intervention is
indicated [5]. However, the appropriate mode of surgical
intervention remains uncertain, as no single deﬁnitive
therapy has been established. The goal of treatment is
detumescence with relief of associated pain and preservation of potency.
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Fig. 3 Postoperative picture

Fig. 1 Saphenocorporal shunts—window in the buck’s fascia and
saphenous vein exposed

Despite a delay of over 72 h, our patient had a successful outcome following bilateral saphenocorporal
shunts. Grayhack et al. [6] have reported successful
drainage of the corpora by means of a single saphenocorporal vein shunt in an adult patient who had priapism for 10 days. Postoperatively, the patient had
remained potent 16 months after the surgery. Studies
comparing saphenocorporal and corporospongiosum

shunts [7] have shown both to be eﬀective in establishing
drainage of the engorged penis [8].
The duration of priapism is important in determining
the eventual outcome. The earlier the appropriate therapy is initiated, the better the likelihood of obtaining
detumescence and preserving erectile ability. Moloney
et al. [9] have reported uniformly good functional results
if priapism is resolved within 36 h of onset. Bertram
et al. [10] noted that the mean duration for patients who
had a successful outcome was 15 h, whereas for those
patients in whom the treatment did not succeed, the
mean delay was 64 h. In the present case, however, the
patient is potent even after a delay of 72 h.
Though it has been suggested that priapism in children with sickle cell disease may have a better prognosis
than in adults [11, 12, 13], neither a precise assessment of
risk nor clear management guidelines for the paediatric
population are available. It is supposed that impotence
may be due to delay in carrying out surgery in severe
cases because of the mistaken belief that paediatric priapisms may resolve spontaneously [5]. Whatever the
cause, the factor that determines the chance of retaining
potency for the patient is the speed with which detumescence is achieved [5]. Therefore, if a unilateral saphenocorporal shunt fails to achieve the desired result,
an additional shunt on the contralateral side may be
helpful.
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Fig. 2 Saphenocorporal shunt—completed anastomosis
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