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Letter to the editor

Penile Amputation After Trazodone-
Induced Priapism: A Case Report

To the Editor: Painful persisting penile erection 
(priapism) is a rare but very serious side effect that can 
occur with antidepressants in general1–4 and with trazodone 
in particular.5,6 Trazodone is a very commonly prescribed 
antidepressant.7,8 Although clear evidence is lacking, 
trazodone is often administered, in clinical practice, to treat 
disordered sleep as in insomnia (eg, see Mendelson8).

Case report. Mr A, a 35-year-old white man, was admitted 
in 2006 to the emergency ward with priapism lasting for 
about 15 hours. Clinical interview did not reveal previous 
events of priapism, substance abuse, or genital trauma.

His clinical history contained an episode of a deep vein 
thrombosis, followed by a pulmonary embolism, at the age 
of 21 years. He was treated since then with antivitamin K 
anticoagulant medication (acenocoumarol). The underlying 
etiology of this thrombotic event had never been determined. 
Other than priapism, findings of physical examination, blood 
sample, and toxicologic analyses were within normal limits. 
Anticoagulant therapy resulted in an international normalized 
ratio (INR) of 3.8, which was higher than the reference range 
(0.8–1.2). Screening for psychoactive drugs and urine toxicology 
was negative. Antidepressants had not been screened. Aspirated 
blood from the corpus cavernosum was submitted for blood 
gas testing and was consistent with an ischemic priapism.

After a successful Winter shunting, a complete 
remission of priapism was obtained and the patient was 
discharged within 3 days. Unfortunately, the patient did 
not mention, at first anamnesis, a recent introduction of 
trazodone in his medical treatment for a complaint of 
disordered sleep by a psychiatrist. The patient did not show 
up for a follow-up visit, but instead he was readmitted 10 
days later for recurrent priapism lasting for 4 hours.

This time, clinical interview revealed the introduction 
of trazodone 150 mg/d (at bedtime) by a psychiatrist 3 
weeks ago for a sleep disorder complaint. The patient also 
admitted that he did take 300 mg instead of 150 mg several 
times during this period. Psychiatric diagnosis given by 
the treating physician was (1) dyssomnia not otherwise 
specified on Axis 1 and (2) personality disorder not otherwise 
specified on Axis 2, according to DSM-IV criteria.

Blood tests revealed no abnormalities with the exception of 
an INR at 12 (verified on 2 different blood samples). Despite 
a new shunting, an incision of the corpus cavernous and 
spongious, and anticoagulant therapy with an INR at 12, the 

patient had an unfavorable outcome with persistent thrombosis. 
Forty-eight hours later, a dry necrosis of the glans appeared. 
After 3 weeks of conservative treatment, amputation of the 
penis with perineostomy had to be realized (Figure 1).

Although the present case combined several risk factors 
with a history of deep venous thrombosis and a genotype 
investigation that showed a heterozygote mutation R506Q for 
the Leiden V factor, we cannot explain a thrombosis with an 
INR at 12 and normal levels of antithrombin III and proteins 
C and S. Moreover, no episode of priapism occurred prior 
to the introduction of trazodone in this patient. Prescription 
of antidepressants and probably of trazodone in particular 
should be carefully administered and closely monitored in 
patients with history of coagulopathy or clotting disorders.
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See Figure 1 on page 2.
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Figure 1. (Left) Dry Necrosis of the Penis and Scrotum, (Middle) Per-Operative Procedure,  and (Right) Final Perineostomy 
(pictures from the recurrent episode only)

 


