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Painful erections while being treated  
for OCD
Alan L. Schneider, MD, DFAPA, DABAM

 CASE  Prolonged, painful erections 
Mr. G, age 27, who has a history of obsessive- 
compulsive disorder (OCD), presents to his 
internist’s office with complaints of “mas-
turbating several times a day” and having 
ejaculatory delay of up to 50 minutes with 
intercourse. The frequent masturbation 
was an attempt to “cure” the ejaculatory 
delay. In addition, Mr. G reports that for the 
past 5 nights, he has awoke every 3 hours 
with a painful erection that lasted 1.5 to  
2.5 hours, after which he would fall asleep, 
only to wake once again to the same 
phenomenon. 

Mr. G’s symptoms began 3 weeks ago after 
his psychiatrist adjusted the dose of his medi-
cation for OCD. Mr. G had been receiving fluox-
etine, 10 mg/d, for the past 3 years to manage 
his OCD, without improvement. During a 
recent consultation, his psychiatrist increased 
the dose to 20 mg/d, with the expectation 
that further dose increases might be neces-
sary to treat his OCD. 

 HISTORY  Concurrent GAD
Mr. G is single and in a monogamous hetero-
sexual relationship. Three weeks earlier, when 
he was examined by his psychiatrist, Mr. G’s 
Yale-Brown Obsessive Compulsive Scale score 
was 28 and his Beck Anxiety Inventory score 
was 24. Based on these scores, the psychiatrist 

concluded Mr. G had concurrent generalized 
anxiety disorder (GAD). 

 EVALUATION  Workup is normal
On presentation to his internist’s office,  
Mr. G’s laboratory values are all within normal 
range, including a chemistry panel, complete 
blood count with differential, and electrocar-
diogram. A human immunodeficiency virus 
test is negative. His internist instructs Mr. G to 
return to his psychiatrist.  

Mr. G’s presentation most closely resembles 
which of the following?

a) problematic nocturnal tumescence
b) potential surreptitious heroin use
c) priapism
d) serotonergic-based anorgasmia

 TREATMENT  Dose adjustment
Based on Mr. G’s description of painful 
and persistent erections in the absence of 
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sexual stimulation or arousal, and because 
these episodes have occurred 5 consecu-
tive nights, the psychiatrist makes a pro-
visional diagnosis of stuttering priapism 
and reduces the fluoxetine dose from 20  
to 10 mg/d.

The author’s observations

Priapism is classically defined as a persistent, 
unwanted penile or clitoral engorgement 
in the absence of sexual desire/arousal or 
stimulation. It can last for up to 4 to 6 hours1 
or it can take a so-called “stuttering form” 
characterized by brief, recurrent, self-limited 
episodes. Priapism is a urologic emergency 
resulting in erectile dysfunction in 30% to 
90% of patients. It is multifactorial and can 
be characterized as low-flow (occlusive) or 
high-flow (nonischemic). Most priapism is 
primary or idiopathic in nature; the incidence 
is 1.5 per 100,000 individuals (primarily 
men), with bimodal peaks, and it can occur 
in all age groups.2 Secondary priapism can 
occur from many causes (Table).

Mechanism is unclear
The molecular mechanism of priapism is not 
completely understood. Normally, nitrous 
oxide mediates penile erection. However, 
cyclic guanosine monophosphate (cGMP) 
acts at several levels to create smooth muscle 
reaction, leading to either penile tumescence 
or, in some cases, priapism. Stuttering or 
intermittent ischemic priapism is thought to 
be a downregulation of phosphodiesterase 
type 5, causing excess cGMP with subse-
quent smooth muscle relaxation in the penis.3

Drug-induced priapism
Drug-induced priapism is commonly 
believed to be associated with alpha-1 adren-
ergic receptor blockade.4 This also results 
in dizziness and orthostatic hypotension.5 
Trazodone is commonly associated with 
the development of secondary priapism; 
however, in the last 30 years, multiple case 
reports have demonstrated that a variety of 

psychoactive agents have been associated 
with low-flow priapism.6 Most case reports 
have focused on new-onset priapism asso-
ciated with the introduction of a new medi-
cation. Based on a recent informal search of 
Medline, since 1989, there have been >36 case 
reports of priapism associated with psycho-
tropic use. Stuttering priapism is less fre-
quently discussed in the literature.7

Ischemic priapism accounts for 95% of all 
reports. It can be associated with medication 
use or hematologic disorders, or it can be 
triggered by sexual activity. Often, patients 
who experience an episode will abstain from 
sexual contact.

The etiology of stuttering priapism is less 
clear. Episodes of stuttering priapism often 
occur during sleep and can resolve sponta-
neously.8 They are a form of ischemic pria-
pism and are seen in patients with sickle cell 
anemia. It is not known how many patients 
with stuttering priapism will convert to 
the nonremitting form, which may require 
chemical or surgical intervention.9 Stuttering 
priapism may go unreported and perhaps 
may be overlooked by patients based on its 
frequency and intensity.

The activating selective serotonin reup-
take inhibitor fluoxetine has a long half-life 
and is a potent inhibitor of the cytochrome 

Clinical Point

Drug-induced 
priapism is commonly 
associated with 
alpha-1 adrenergic 
receptor blockade

Table

Causes of secondary priapism
Hematologic: Sickle cell disease, 
thalassemia, multiple myeloma, thrombotic 
thrombocytopenic purpura

Spinal shock or pelvic/penile trauma

Malignancy or metastatic cancer

Iatrogenically induced from intracavernous 
injection

Infarction (malaria)

Metabolic disease: Diabetes mellitus, gout, 
hemodialysis, amyloidosis

Medications: Phosphodiesterase type 5 
inhibitors, antidepressants, antipyretics, alpha 
blockers, stimulants, anticoagulants, cocaine, 
antihypertensives
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P450 2D6 isoenzyme system. It inhibits 
serotonin transporter proteins. It is also a 
weak norepinephrine reuptake inhibitor, an 
effect that increases with increasing doses 
of the medication. Its 5HT2C antagonism 
is proposed as the mechanism of its activat-
ing properties.10 In Mr. G’s case, it is pos-
sible that fluoxetine’s weak norepinephrine 
reuptake inhibition resulted in an intermit-
tent priapism effect mediated through the 
pathways described above.

 OUTCOME  Symptoms resolve
Approximately 1 week after Mr. G’s fluoxetine 
dose is reduced, his symptoms of priapism 
abated. The fluoxetine is discontinued and his 
ejaculatory delay resolves. Mr. G is started on 
fluvoxamine, 150 mg/d, which results in a sig-
nificant decrease of both GAD and OCD symp-
toms with no notable ejaculatory delay, and no 
recurrence of priapism. 

The author’s observations

Mr. G’s case and other case reports suggest 
that psychiatrists should caution patients 
who are prescribed antidepressants or 
antipsychotics that stuttering priapism is a 
possible adverse effect.11 As seen in Mr. G’s 
case, fluoxetine (when used chronically) 
can moderate vascular responses at the 
pre- and post-synaptic adrenergic recep-
tor.11 Priapism induced by a psychotropic 
medication will not necessarily lead to a 
longer-term, unremitting priapism, but 
it can be dramatic, frightening, and lead 
to noncompliance. Along with obtaining 
a standard history that includes asking 

patients about prior adverse medication 
events, psychiatrists also should ask their 
patients if they have experienced any 
instances of transient priapism that may 
require further evaluation.
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For Mr. G, it is possible 
that fluoxetine’s 
weak norepinephrine 
reuptake inhibition 
resulted in an 
intermittent  
priapism effect
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Drug Brand Names

Fluoxetine • Prozac
Fluvoxamine • Luvox

Trazodone • Desyrel, Oleptro 

Bottom Line
Any psychotropic medication that has the capacity to act on alpha adrenergic 
receptors can cause priapism. Ask patients if they have had any unusual erections/
clitoral engorgement while taking any psychotropic medications, because many 
patients will be hesitant to volunteer such information.


