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Recurrent Priapism in a Military Veteran Receiving
Treatment for PTSD

Rachel A. Mann, BA*; Arvin K. George, MD†‡

ABSTRACT Introduction: For veterans struggling with post-traumatic stress disorder (PTSD), symptomatic control
often requires multiple psychotropic agents. We describe a case in which a young veteran experienced recurrent pria-
pism while receiving treatment for PTSD with several medications, most notably trazodone and prazosin. Case
Description: Our patient presented to the emergency department with priapism, approximately 3 months after begin-
ning a pharmacologic regimen of escitalopram, prazosin, trazodone, and methylphenidate for PTSD. Detumescence
was achieved, and he was instructed to discontinue trazodone. Approximately 1 month after discontinuation, he
presented to the emergency department with recurrent priapism. Our patient had no obvious risk factors, including
sickle cell disease, cocaine use, or utilization of phosphodiesterase type 5 inhibitors. After his second episode,
our patient discontinued prazosin, and after 6 weeks had not experienced recurrence. Discussion: Food and Drug
Administration-approved medications alone are often inadequate to treat-specific symptoms, especially those related
to sleep. Consequently, trazodone and prazosin are frequently used off-label. Although priapism has been associated
with these medications, there are currently no data available regarding the incidence of priapism related to dose or
combination with other agents. Combat veterans may represent a population at higher risk for priapism given their
often complex psychotropic regimens.

CASE REPORT
Our patient was a 29-year-old Iraq War veteran with a history
of posttraumatic stress disorder (PTSD). He served in the
U.S. Army for 11 years, and was deployed to Afghanistan
where he was involved in extensive combat. Once he retired
from the military, he began to experience nightmares and
flashbacks related to his deployment. Before sleep, he would
often hear the voices of his comrades repeatedly screaming
his name. Over the next several months he endorsed feelings
of hypervigilance; he avoided crowds and reminders of com-
bat. He exhibited symptoms of depression, including low
mood, anhedonia, and intractable irritability which on occa-
sion manifested as physical aggression/violence. Throughout
this time, our patient denied previous or current use of alco-
hol or any illicit substances. He first sought psychiatric
assessment and management in 2013. He was treated with a
number of psychotropic medications including valproic acid,
prazosin, nortriptyline, buspirone, trazodone, modafinil, and
duloxetine, although compliance with treatment was incon-
sistent. After 1 year without pharmacotherapy, our patient
elected to restart psychotropic medications. He was initiated
on a regimen of escitalopram, prazosin, and trazodone
titrated to 20, 20, and 200 mg QD, respectively. Methylphe-
nidate (10 mg QD) was added shortly thereafter for symp-
toms of fatigue and difficulty concentrating. Three months

after the initiation of these medications, our patient presented
to the emergency department with a painful erection that had
persisted for nearly 7 hours. He had no risk factors for pria-
pism, including cocaine abuse or sickle cell disease, and he
denied use of phosphodiesterase type 5 inhibitors or alter-
native erectile aids, and his urine drug screen was negative.
Detumescence was achieved with irrigation and aspiration
including phenylephrine irrigation (750 mcg/5 cc) with a total
of 50 cc in a monitored setting. He was discharged home after
a period of observation without recurrence and was instructed
to discontinue trazodone, as this was suspected to have
precipitated his priapism. Approximately 1 month later, he
presented to the emergency department with a duplicate pre-
sentation of priapism for 2 hours in duration. Detumescence
was successfully achieved for the second time using irrigation
and phenylephrine injection (300 mcg/5 cc) with a total of
50 cc. Urine drug screen was negative. Our patient was then
instructed to discontinue prazosin and methylphenidate in the
setting of recurrent priapism without a clear etiology. After
6 weeks of follow-up, our patient had not experienced any
additional episodes of priapism, and had no residual sequelae.

DISCUSSION
Priapism, defined as a persistent, painful erection, is consid-
ered a urologic emergency.1 There are two distinct forms of
priapism-ischemic (low flow) and nonischemic (high flow).
More than 95% of all cases of priapism are low flow, which
carries a greater risk of complications such as erectile dys-
function, disfigurement, or in severe cases, penile necrosis.2

Prompt resolution is indicated to avoid these clinical
sequelae. The incidence of priapism in the population is low
(0.5–0.9 cases per 100,000 person-years); however, several
known risk factors have been identified.3 These include
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sickle cell anemia, leukemia, intracavernosal injection for
erectile dysfunction, phosphodiesterase type 5 inhibitors,
cocaine use, and many other medications including a num-
ber of psychotropic medications (Table I).1–5 The association
between trazodone use and priapism has been well docu-
mented for decades, but recently many other psychotropic
medications have been found to share this risk.6–8 Competi-
tive antagonism of alpha-1 adrenergic receptors is thought to
be responsible for interfering with the sympathetic control of
penile detumessence.9–12 Prazosin, an alpha-blocker tradi-
tionally used as an antihypertensive, has been increasingly
used in the treatment of sleep-related disorders. Although
large-scale data are lacking, the incidence of priapism asso-
ciated with prazosin (or other similar alpha-blockers) has
been documented in several small case studies.13–16 Because
of the lack of available data, incidence of priapism resulting
from prazosin therapy is unknown. Nightmares and sleep
disturbances are common among military veterans with
PTSD.17 Currently, only two selective serotonin reuptake
inhibitors (SSRIs) are approved by the Food and Drug
Administration for the treatment of PTSD.18,19 Although
SSRIs have been shown to improve mood and decrease anx-
iety, there is little evidence to support their efficacy for sleep
related disorders.17 As a result, medications such as trazo-
done and prazosin are often used off label for treatment of
these symptoms.20,21 These medications have proven to be
effective and well tolerated in several trials, and are often
used in combination with SSRIs or other psychotropic medi-
cations.22–29 Depending on the severity of the symptoms,
patients often require these medications to be titrated to high
dose to achieve a therapeutic effect.27 The relationship of
trazodone dosage to priapism risk is largely unknown;
however, a recent study demonstrated an increased risk of
trazodone-induced priapism in the veteran population.28 With
regard to prazosin, the correlation between priapism risk and
dosage remains unclear; this is largely the result of the lim-

ited number of documented cases. It could be inferred that
titration of alpha-blocking agents to high doses may place
patients at a higher risk of priapism; however sufficient data
are lacking to demonstrate this association. Unfortunately,
rates of PTSD and major depression in military veterans
returning from combat is staggering, and ranges from 9% to
31% depending on the specific functional markers mea-
sured.30,31 Combat veterans who fought in Iraq, such as our
patient, had higher reported rates of PTSD than those
deployed to other countries.32 In addition to emotional dis-
tress, veterans suffering from PTSD are more likely to be
unemployed, have additional medical comorbidities, and
higher rates of military attrition.33,34 Multimodal treatment
with cognitive behavioral therapy (CBT) and SSRIs is con-
sidered the most effective treatment option for PTSD, but
pharmacotherapy alone has become a mainstay of treat-
ment.35–40 The numerous barriers to psychiatric care, includ-
ing lack of provider availability, time commitment, and
perceived social stigma of psychotherapy, are likely contrib-
uting factors to the underutilization of CBT in veterans
suffering from PTSD.41–43 Although CBT has shown to be
more effective than any pharmacologic agent alone, attend-
ing weekly sessions for 12 weeks may be impractical for
those who continue to work.44–50 Pharmacotherapy is signif-
icantly less time consuming, may be managed by a multi-
tude of health care providers, and perhaps most importantly,
allows veterans to maintain a higher level of anonymity.
Regardless of the modality, it is universally accepted that
patients with PTSD must be effectively treated in an effort
to restore function and quality of life. The prevalence, sever-
ity, and stigma related to psychiatric disorders in the veteran
population illuminates unique challenges when choosing
therapy. Although priapism is typically regarded as a rare
side effect of psychotropic medications, the frequent use of
trazodone and prazosin in combat veterans may place these
patients at higher risk than the general population. Addition-
ally, synergistic effects with multiple drug combinations are
unknown. Since large scale data regarding the incidence of
priapism in these patients are lacking, it is important that
clinicians remain aware of this risk when treating veterans,
and are able to educate patients regarding this potentially
debilitating side effect. Furthermore, alternative treatments
such as CBT should be considered if symptoms are refrac-
tory to several psychotropic agents. The underutilization of
psychotherapy in these patients further illustrates the need
for mental health reform in an effort to increase access to
services, and decrease the stigma associated with PTSD in
military culture.
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TABLE I. Medications Associated With Priapism

Medication Class Examples

Vasoactive Erectile Agents Papaverine, Phentolamine,
Prostaglandin E1/Alprostadil

Alpha-Adrenergic
Receptor Antagonists

Prazosin, Terazosin, Doxazosin,
Tamsulosin

Antianxiety Agents Hydroxyzine
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Antidepressants and

Antipsychotics
Trazodone, Bupropion, Fluoxetine,
Sertraline, Lithium, Clozapine,
Risperidone, Olanzapine,
Chlorpromazine, Thioridazine,
Phenothiazines

Antihypertensives Hydralazine, Guanethidine, Propranolol
Hormones Gonadotropin-Releasing Hormone,

Testosterone
Recreational Drugs Alcohol, Marijuana, Cocaine

Reproduced from Salonia et al3 European Association of Urology guidelines
on priapism.
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