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Abstract
Purpose of Review To provide a review on the diagnosis and management of chronic scrotal content pain (CSCP). We cover the
anatomy relevant to the scrotum, pathophysiology related to pain, and discuss medical and surgical options. We investigated the
impact this condition has on patients and quantified the significant burden on quality of life.
Recent Findings Our review found that among centers that manage chronic scrotal content pain regularly, medical management
consistently includes scrotal rest/ice, NSAIDs, tricyclic anti-depressants, or neuropathic pain modulators. Among surgical
options, microdenervation of the spermatic cord in some series provides > 90% relief in scrotal pain. With regard to quality of
life, we found that in some series, more than half of patients experience a significant reduction in sexual function and marital
relationship. Furthermore, these patients are often caught in a vicious cycle whereby pain and diminished sexual function
aggravate each other.
Summary Our findings demonstrate that clinicians who manage this condition regularly are using very similar approaches, thus
facilitating a standardized approach for this condition, which carries a significant burden on quality of life.
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Introduction

Chronic scrotal content pain (CSCP)—or its synonyms
chronic orchialgia, testicular pain syndrome, post-
vasectomy pain syndrome (PVPS)—is broadly defined
as 3 months of constant or intermittent pain identified as
coming from structures within the scrotum that causes
disturbances in daily activities and prompts a patient to
obtain medical attention [1]. This term is felt to be most

inclusive as it does not isolate a particular scrotal structure
or procedure as the cause for pain. The etiology of CSCP
is complex, as evidenced by ~ 18–50% of cases being
idiopathic in nature as well as the number of structures
that are implicated in CSCP, including the testicle, epidid-
ymis, vas deferens, and paratesticular structures [2•, 3]. A
number of medical problems and surgical interventions
are associated with CSCP. Similarly, both medical and
surgical treatment modalities are available. CSCP has a
profound impact on a male patient; however, there needs
to be a more precise understanding of the impact this
condition has on sexual function so that urologists can
optimize management and improve quality of life.
Currently, no guidelines exist specifically for CSCP, al-
though the European Urology Association has guidelines
for pelvic pain with a limited section on CSCP [4]. With
increased awareness of men’s health attributed to an aging
population and widespread use of social media, urologists
are certain to see more CSCP in their clinics. In this re-
view of CSCP, we discuss epidemiology, diagnosis, man-
agement options, and relationship to sexual function.
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Etiology

The etiology of CSCP is best identified via a diagnosis of
exclusion approach that starts with a thorough history and
physical exam. Among urologic causes, readily reversible
ones include spermatocele, tumor, infection, urolithiasis, var-
icocele, and torsion [5]. CSCP can also develop post-
operatively with reported incidences of 6–12% after vasecto-
my, up to 18% after inguinal hernia repair, 5% after other
scrotal surgery, and 1–2% after abdominal surgery [6].
Urologists are most likely to see patients present with post-
vasectomy pain syndrome (PVPS) considering some studies
have found a 54% incidence rate, even though only 10% of
men with PVPS may ultimately seek medical attention. PVPS
is attributed to damaged scrotal and/or spermatic cord nerve
structures via inflammatory effects, back pressure in the
obstructed vas deferens, nerve impingement, and perineural
fibrosis [7]. This chronic pain may drive the patient to seek
care on average 2 years after the procedure [8, 9].

Not all cases of CSCP may be as simple to identify, con-
tributing to the elusive nature of CSCP. Lai et al. carefully
tracked 44 men with mild epididymal tenderness with an oth-
erwise normal GU exam, negative UA, and normal scrotal
US. All study subjects were treated with empiric antibiotics
and brief cessation of strenuous activity. At the end of study
period, all patients experienced complete relief of pain [10].
While some CSCP diagnoses may be subtle yet straightfor-
ward, others are part of a larger, more complex pelvic pain
syndrome. Wagenlehner et al. found > 60% of patients report
testicular pain when inquired about a number of pelvic pain
syndromes. This finding underscores the importance of a thor-
ough workup, so as not to misdiagnose and incorrectly treat
scrotal content pain rendering the patient without any clinical
improvement.

In contrast, several commonly cited non-urologic causes of
CSCP must also be addressed including psychiatric illness,
peritoneal irritation, incarcerated inguinal hernia, diabetic neu-
ropathy, kidney stones, abdominal aortic aneurysm,
polyarteritis nodosa, and low back pain.

When an easily identifiable problem that is amenable to
surgery is discovered, surgery ought to be the treatment of
choice. Several studies find up to 75% rate of pain relief after
surgery [11–13]. For example, in 2015, Kachrilas et al. noted
over 90% of patients reporting pain relief after unilateral or
bilateral laparoscopic varicocelectomy [14].

Despite the ease of diagnosing CSCP, this entity remains
poorly understood. The literature to date includes cohort stud-
ies with a limited number of patients, rare placebo controlled
trials, and lack of standard evaluation, all of which make for-
malizing guidelines particularly difficult [5]. However, the
European Association of Urology did recently publish guide-
lines for evaluation and treatment of chronic pelvic pain, al-
though with limited scope on scrotal pain specifically.

Nonetheless, Levine, Calixte, Aljumaily, and Parekattil
among others have synthesized recommendations for manage-
ment of CSCP.

Epidemiology

There is an increasing emphasis on men’s health attributed to
an aging population and wide-spread use of social media. This
translates to an estimated 100,000 men per year with a diag-
nosis of CSCP [15] in the context of approximately 116 mil-
lion men and women suffering from chronic pain per year in
the USA [3]. Typically, patients are in their mid to late 30s
[16]. These patients’ CSCP care produces a large financial
burden on the health care system, considering that it accounts
for 2.5% of new patient visits to a urologist’s office [1, 17],
each patient may see on average 4.5 urologists [18], and ulti-
mately undergo ~ 4–7 diagnostic and 1.6 operative procedures
[19]. In sum, chronic pain produces an estimated cost of $635
billion per year worldwide rising from expenses and lost pro-
ductivity [3].

Pathophysiology

The pathophysiology of CSCP is not well understood, al-
though several plausible mechanisms are proposed with vary-
ing degrees of evidence. To further understand these mecha-
nisms, it is imperative to have an understanding of the neuro-
anatomy of the genitourinary region. Nerve roots L1-L2 and
S2-S4 form the iliohypogastric, ilioinguinal, genitofemoral,
and pudendal nerves, which supply the testis, epididymis,
and scrotum.

As for somatic sensory innervation, the iliohypogastric
nerve supplies the skin above the pubis. The ilioinguinal nerve
supplies the skin of the inner thigh, penile base, and upper
scrotum. The genital branch of the genitofemoral nerve covers
the skin of the anterolateral portion of the scrotum and the
ilioinguinal nerve covers the anterior scrotal skin. Posterior
scrotal skin sensation is carried by the perineal branch of the
pudendal nerve.

Further common associations with testicular pain are best
understood by analyzing the course of the three branches of
the autonomic spermatic nerve, which is responsible for car-
rying noxious stimuli from the scrotal contents. The superior
spermatic nerve from the inter-mesenteric plexus follows the
testicular artery to the testis. Themiddle spermatic nerve arises
from the superior hypogastric plexus and passes near the mid-
ureter before joining the spermatic cord at the internal ring,
contributing to the testicular pain experienced with an
obstructing ureteral stone. Finally, the inferior spermatic nerve
comes from inferior hypogastric (pelvic) plexus, and some
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fibers decussate, which may contribute to sensation of pain in
the testicle contralateral to side of injury (Fig. 1).

Recently, Oka et al. obtained 47 spermatic cord biopsies
and performed neural staining on samples. They discovered
that nearly 50% of nerve distribution in the cord is found
around the vas deferens, 20% within spermatic fascia, and
the rest distributed throughout the cord. They were comprised
of almost all sympathetic and somatic fibers, with few para-
sympathetic fibers [20•]. The density of nerves in this area and
subsequent injury incurred during vasectomy can explain post-
vasectomy pain syndrome, among other etiologies of CSCP.

The transition from acute pain, explained via pathways
discussed above, to chronic pain is still under investigation.
This entity is related to changes in neuronal activity that al-
lows persistent stimulation without inhibitory feedback [21,
22]. In this framework, nociceptors carry noxious stimuli to
the dorsal horn via myelinated A delta fibers and unmyelinat-
ed C fibers. This information is carried cephalad via lateral
and medial spinothalamic tracts. Under normal conditions,
noxious stimuli diminish as healing progresses, and pain sen-
sitization diminishes, too. However, persistent intense painful
stimuli can cause peripheral and central modulation resulting
in lower thresholds to trigger increased neuronal activity man-
ifesting as allodynia and hyperalgesia [23, 24].

Repeated painful stimuli can trigger Wallerian degenera-
tion (WD) whereby neuronal death is triggered distally in
the neuron leading to an environment free of inhibitory factors
and supportive of axon regrowth. Parekattil et al. reviewed
spermatic cord biopsy specimens from 56 men. They identi-
fied a median of 25 < 1mmwidth nerve fibers in the spermatic
cord. Eighty-four percent of specimens showed WD while
only 20% of the control group showed the same histological
finding [6]. However, these findings have not been further
substantiated by other investigators.

Diagnosis

A thorough evaluation of CSCP starts with establishing pa-
tient rapport and counseling that appropriate management of
CSCP may take several weeks or months [25]. The initial
encounter should rule out the previously mentioned etiologies
of CSCP. History ought to focus on onset, duration, severity
(scale 0–10), location, referral of pain, and exacerbating or
alleviating factors. It is prudent to determine whether voiding,
bowel movements, or sexual activity have any relationship to
scrotal content pain. Neuropathic pain burns, causes numb-
ness, and radiates to the skin while nociceptive pain typically

Fig. 1 The course of the autonomic spermatic nerve relative to other
intra-abdominal nerve structures. The course of the nerve is highlighted
in yellow, and correlates with abdominal pain, flank pain, and testicular
pain. 2017 by Dhairya Patel, based on Reynolds LW, Sills SM.

Orchialgia. In: Waldman SD. editor. Pain Management, Philadelphia:
Elsevier, 2011. Reprinted with permission. http://tau.amegroups.com/
article/view/14984/15154
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causes a dull aching sensation. A psychiatric history may raise
suspicion for malingering or secondary gain [2]. Surgical his-
tory ought to focus on groin, scrotal, spinal, or abdominal
procedures. Importantly, a relationship between sexual abuse
and chronic groin pain has also been described [26].

Physical examination of GU organs must be detailed and
performed in both supine and standing positions, starting with
the less painful side first. It is prudent to examine suprapubic
skin, penis, bilateral spermatic cords with vasa, epididymis,
testes, and the perineum. A 360° rectal exam is also indicated
to evaluate for pelvic floor dysfunction [27•]. Laboratory stud-
ies should include urinalysis in all men and urine and/or se-
men culture if indicated. Radiologic evaluation can be limited
to a scrotal duplex US to assess for anatomic and vascular
abnormality [19, 28], although the yield is low. Brannigan
et al. reviewed 18,593 scrotal ultrasounds, of which, 7668
(41.2%) were performed for scrotal pain. Of those, only
2.2% demonstrated a finding that was an absolute indication
for surgery, while 80.4% showed benign findings or normal
exam [29•]. Further imaging can include CTorMRI if patients
have had a history of hip or spine surgery or describe muscu-
loskeletal symptoms.

Lastly, a spermatic cord block (SCB) should be performed
to determine if the pain originates from the scrotum. We rec-
ommend that this block be performed by injecting 20 mL of
0.25% bupivacaine or ropivacaine without epinephrine into
the spermatic cord at the level of the pubic tubercle [5]. If
the pain is conducted via the nerves running through the sper-
matic cord, then the patient should experience temporary relief
or reduction in pain.

Treatment Options

As with other conditions, CSCP follows a standard treatment
paradigm starting with conservative measures including phar-
macotherapy and physical therapy leading to surgical options
from micro-denervation of spermatic cord (MDSC) to orchi-
ectomy. Granitsiotis and Kirk suggest a multi-disciplinary ap-
proach involving a urologist, physical therapist, pain special-
ist, and possibly a psychologist in select cases [2•].

If any signs or symptoms consistent with epididymitis,
cystitis, or orchitis are detected, a 2–4-week course of antibi-
otic therapy is warranted. Medications of choice include
trimethoprim/sulfamethoxazole or a quinolone, as these
agents are lipophilic and are highly absorbed in GU tissues.
On the contrary, a course of antibiotics is contraindicated in
the absence of signs/symptoms suggestive of infection.

Once infection has been ruled out, pain control is the pri-
mary goal. This may be accomplished with non-steroidal anti-
inflammatory drugs (NSAIDs) for a period of 4–10 weeks.
Celecoxib 200 mg daily and ibuprofen 600 mg TID are first-
line choices for NSAID therapy. Oral narcotics may be used to
bring acute pain under control, but are not recommended out

of concern for addiction, bowel dysfunction, and testosterone
dysregulation over the long term.

In the event of NSAID failure, Sinclair et al. found the use
of tricyclic anti-depressants (TCA) led to improvement in pain
control in 4 out of 6 (66%) patients after 3 months of TCA
therapy. If using TCAs, it is important to counsel patients that
the drug takes 2–3 weeks to become effective. Another med-
ication directed towards addressing neuropathic pain is
pregabalin. Once more, Sinclair et al. found that 61.5% of
patients with idiopathic testicular pain showed improved pain
after 3 months of gabapentin therapy in a trial of 13 patients
[30]. Furthermore, gabapentin has been validated as a treat-
ment for a variety of neuralgias including diabetic neuropathy
and post-herpetic neuralgia [31–33].

In addition to pharmacotherapy, pelvic floor physical ther-
apy (PFPT) may be a valuable tool, and administered concur-
rently with pharmacotherapy, especially if initial history and
physical examination indicate its use. PFPT may include bio-
feedback, trans-rectal pelvic floor massage, and relaxation
techniques [34]. Farrell et al. showed that after a mean of 12
PFPT sessions, 50% of patients with CSCP and a positive
DRE, indicating a pelvic floor dysfunction, showed improve-
ment in pain, while 13.3% had complete resolution. After
PFPT, fewer subjects required pain medication than prior to
PFPT (44.0% vs 73.3%, p = 0.03, 30). Sinaki et al. also em-
phasized the importance of PFPT in patients with pelvic floor
tension myalgia, often identified via point tenderness in pelvic
floor muscle attachment sites on rectal exam [35].

Patients may also benefit from spermatic cord block (SCB)
with local anesthetic with or without steroid to alter the affer-
ent pain pathway. This may be utilized as a diagnostic proce-
dure, in that it confirms a neural source of pain, and as a
therapeutic procedure as it temporarily provides relief.
Masarani and Cox concluded that if pain is testicular and not
referred, SCB or division of nerves in the spermatic cord
should relieve pain [21]. Patients may receive the SCB in
clinic and report their response about 24 h later. Patients ex-
pressing satisfaction from SCB may receive 4–5 more SCBs,
one every 2 weeks. However, this is not an appropriate long-
term pain management solution when the duration of pain
exceeds 1 year or when the analgesic effect of the block only
lasts as long as the medication itself with no progressive re-
duction of pain is following each block. Our step-wise pro-
gression from commonly used NSAIDs to open surgeries is
detailed in Fig. 2.

�Fig. 2 Diagnostic Approach to CSCP. Our recommended approach to
managing CSCP begins with a thorough H&P followed by immediate
treatment of pathologic condition, if identified; subsequently, we try
conservative approaches including pain management, physical therapy,
and empiric treatment for infection followed by radiologic studies. With
continued lack of improvement, a SCB can be performed to determine if a
patient is a candidate for microdenervation of spermatic cord
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In addition to the basic therapeutic modalities discussed
above, a number of unique options are also available, although
their efficacy is not well studied. In 2014, a small open-label
study was conducted to investigate usage of botox for sper-
matic cord injection in men suffering from CSCP. Seventy-
two percent of patients reported reduction of pain at 1 month,
56% at 3 months, and the majority of men returned to baseline
pain at 6 months [36]. Alternately, transcutaneous electrical
stimulation devices have been used in small non-controlled
trials. These devices can potentially help release endorphins
at the dorsal horn of spinal cord, which may be responsible for
disrupting communication between peripheral nerve and spi-
nal cord, thus providing pain relief [37].

Surgical

In the event that medical therapy is unable to control pain, or if
obvious pathology (varicocele, epididymal cyst, obstructing
stone, etc) is identified, surgical therapy should be pursued.
The majority of publications are single-center reviews, with
no comparative studies or level 1 evidence [38]. In this sec-
tion, we discuss several open and minimally invasive surgical
options.

MDSC

Microdenervation of spermatic cord (MDSC) is a well-
reviewed option, and should be considered if no identifiable,
reversible source of testicular pain is present, and if there is a
positive response to SCB [2]. This approach was first de-
scribed in 1978 by Devine and Schellhammer, and since then,
this surgery is associated with complete relief of pain in 71–
100% of patients [39, 40]. The primary advantage of MDSC
over other alternatives is to spare the testis for both psycho-
logical and physiologic reasons [2•]. The objective of the sur-
gery is to divide any structure that carries nerve fibers, but to
leave intact all arteries (testicular, deferential, cremasteric),
lymphatic channels, and the vas deferens. This will minimize
testicular atrophy, hydrocele formation, and pain associated
with an obstructed vas, assuming it has not been already di-
vided from prior vasectomy. The procedure may be offered to
those even with a history of prior inguinal or scrotal surgery
[41], but the most important selection factor is a positive re-
sponse on SCB defined as > 50% reduction in pain, as this has
been shown to predict a successful outcome for MDSC [42].
Pre-operative consent must emphasize the risk for persistent,
or even in rare cases, worsening pain [2•].

The evidence in support of MDSC is robust and well doc-
umented, although it is largely based upon single-center re-
ports. Marconi et al. followed 50 patients who underwent
MDSC, and at 6 months after surgery, they found 80% of
subjects to be pain free, 12% with improved pain, while 8%

had no change in pain [43••]. In another report, Heidenreich
et al. found that 34/35 (97%) of patients who underwent
MDSC for CSCP had complete resolution of pain while
1/35 (3%) had partial resolution [18]. In one of the more
rigorous studies, Oomen et al. conducted a prospective, dou-
ble blinded pre-operative pain clinic screening before MDSC
was offered, and at mean 42.8-month follow-up, 86.2% had >
50% reduction of pain and 51.7% were completely pain free
[44]. Strom and Levine analyzed 95 patients who underwent
MDSC for CSCP and found that 71% had durable complete
relief, 17% with partial relief (< 50% relief), and 12% with no
change in pain scores. Notably, no study subject experienced
worsening pain [45]. In perhaps the largest review published
to date, Parekattil et al. conducted a retrospective review of
772 patients who underwent a targeted robotic MDSC be-
tween 2008 and 2016 with primary outcome being pain level
assessed by visual analog scale. They found 63% with com-
plete resolution, 22% with > 50% reduction, and notably, few
complications: one testicular ischemia, two testicular artery
injuries (repaired with no long-term sequel), one vasal injury,
11 hematomas, three seromas, and five wound infections [15].
The targeted robotic approach focuses on dividing tissues with
the greatest concentration of nerves around the vas, within the
cremasteric fascia, and the tissue posterior to the cord. Their
reported success may therefore be a bit lower than the more
radical open MDSC. Larsen et al. sought to determine the
differential effects of having prior surgical intervention for
CSCP on MDSC outcomes. They found a mean post-
operative pain score of 2, representing a 79% decline among
those who had no prior surgical correction attempts compared
with a mean post-operative pain score of 3, representing a
67% decline among those who did have prior attempts at
surgical correction. Sixty-four percent of subjects in the no
prior intervention group had complete pain relief compared
with 50% in those who did have surgery [41].

Epididymectomy

In contrast to MDSC, epididymectomy has a more varied
success rate ranging from 10–92% [46–48], with best pain
relief achieved among those who had pain localized only to
the epididymis pre-operatively [49, 50]. On the contrary, poor
outcomes are found among patients who received
epididymectomy for pain in adjacent structures and for chron-
ic inflammation [51]. Given the varied success rates and rather
narrow indication, this procedure is not commonly performed
for CSCP in the USA. In Switzerland, however, a 2005 survey
demonstrated that 74% of urologists would perform
epididymectomy for CSCP, while 7% would choose inguinal
orchiectomy, and only 6% MDSC [17]. We do not perform
epididymectomy unless the patient has pain and tenderness
limited to the epididymis, and/or sonographic findings of pa-
thology localized to epididymis.
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Vas Reversal

Vasectomy is performed 500,000 times annually in the USA,
and about 60 million men rely on this form of contraception
worldwide [52]. For those that do develop CSCP, vasectomy
reversal is associated with 50–69% complete pain relief and up
to 100% improvement in pain [53–56]. Calixte et al. performed
57 robot-assisted vas reversals for CSCP. Among those, 60%
experienced pain relief if they had reversal for CSCP [57].
Polackwich et al. reported similar findings when they studied
26 vasovasostomies and 7 vasoepididymostomies and found
34% experienced complete resolution of pain, while 59% had
improvement in pain scores [58]. The basis for vasectomy re-
versal is believed to be relieving the obstruction in a congested
proximal vas/epididymis. However, Lee et al. published a study
of 32 men who underwent vas reversal. Among those with a
patent anastomosis, mean drop in pain score was 6 ± 1.25 post
operatively, compared with a mean drop of 4.43 ± 0.98 among
those did not have patent anastomoses. Since pain scores did
decline among the non-patent group, it is reasonable to deduce
that pain is attributed to more than just relief of obstruction after
vasectomy [59]. In the appropriate setting, vasectomy reversal
can work well, but still remains costly as insurance often does
not cover the procedure, and more importantly, if successful
with regard to patency, it reverses the desired sterility initially
pursued. Alternatively, microdenervation of spermatic cord can
be performed for therapeutic intent while preserving sterility. In
a study by Levine et al., 27 patients had a median (range) pre-
operative pain score of 7 out of 10 [2•, 3–10], and after MDSC,
median score dropped to 0 out of 10 (0–10). Overall, they found
a 71% success rate, as defined by a pain score of 1 or less post-
operatively [60].

Orchiectomy

When all other previous methods have not ameliorated scrotal
content pain, orchiectomy may be considered. It is highly rec-
ommended that patients be counseled on the persistence of
pain. Success rates are varied, ranging from 20 to 70% [61],
with better outcomes among those receiving inguinal versus
scrotal orchiectomy. Davis et al. reviewed 24 patients with
chronic unilateral or bilateral orchialgia, not just CSCP, for
which 15 subjects received inguinal orchiectomy while 9 re-
ceived scrotal orchiectomy. 11/15 had complete resolution
while 4/15 had partial relief in the inguinal orchiectomy group,
in contrast to 5/9 having complete relief, 3/9 with partial relief,
and 1 with no change in pain in the scrotal orchiectomy group
[1]. The rates of persistent pain shown here are in contrast to
findings by Costabile et al., who showed that 80% of subjects
continued to have pain after orchiectomy [38]. Given varied
findings, orchiectomy is recommended as the final attempt at
controlling CSCP, and even then, it ought to be offered only to
patients who demonstrate a positive response to SCB.

Effect on Sexual Function

Though it is under studied and quantified, it is well established
that CSCP carries a negative impact on sexual function, qual-
ity of life, and relationships [62]. Further analysis should be
performed, as results of such studies can give physicians a
deeper appreciation for the magnitude of impact CSCP carries
on sexual function and quality of life. In a survey-based study
by Jarvi et al., authors found that 71% ofmenwith CSCPwere
unable to participate in normal social activities as a result of
pain, and 61.8% noted a negative impact on sexual function
[63••]. Beutel et al. found in a controlled clinical trial study of
770men that sexual dysfunction was more frequently reported
by men with pelvic pain than men without a pain syndrome
[64]. More specifically, Ciftci et al. administered the
International Index of Erectile Function (IIEF) [65] to 50 pa-
tients with CSCP and 50 healthy controls. The study found
significantly worse orgasmic function, intercourse satisfac-
tion, sexual desire, overall satisfaction, total IIEF scores, and
health-related quality of life scores among those with CSCP.
Notably, only erectile functionwas found to be not significant-
ly different between groups [66]. Not only is there a strong
and reasonable correlation between CSCP and sexual
dysfunction/quality of life, but there is also a direct dose de-
pendency whereby higher pain intensity predicted a poorer
quality of life in patients independent of partner status and
age [67]. In another study by Aljumaily et al., the authors
explore the possibility of a reciprocal relationship between
CSCP and sexual function. They find that 38% and 37% of
patients felt sexual activity and orgasm aggravated CSCP, re-
spectively. Sexual function worsens pain, and pain worsens
sexual function, alluding to the “double jeopardy” nature of
CSCP. Furthermore, the authors note that more severe pain
(7–10/10) compared with less severe pain (1–6/10) results in
worse outcomes when all parameters of sexual function are
considered, including arousal, desire, frequency of coitus, and
libido. Thirty-nine percent of men with pain scores 1–6 report
no limitations to normal sexual activity while only 10% of
patients with pain scores 7–10 report the same to be true
(p < 0.01) [68••]. The finding of sexual activity worsening
CSCP is substantiated by Jarvi et al., who surveyed 131 men
presenting to their clinic with CSCP and find that 36.6% and
35.9% experienced exacerbation of CSCP with ejaculation
and sex, respectively [63]. The importance of these findings
is perhaps best summarized by Flor et al. who found that 67%
of patients experienced a negative impact on marital relation-
ship secondary to chronic pain syndrome [69].

In addition to the obvious interconnection between pain
and sexual function, two alternate etiologies of worsening
sexual function must also be considered. When exogenous
opioids are used to control pain, they can exert their effect at
the level of the hypothalamus and alter the physiologic pulsa-
tile secretion of gonadotrophin-releasing hormone, which can
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cause down-stream effects of decreased luteinizing hormone
(LH) and follicle-stimulating hormone (FSH) along with po-
tentially markedly lower testosterone levels. In addition, the
use of anti-depressants can trigger delayed orgasm and con-
tribute to sexual dysfunction. Considering Schover et al.
found 48 genital pain patients to have a psychological condi-
tion like major depression (27%) and somatization disorder
(56%) [70], it is not unreasonable to suspect anti-depressant-
related sexual dysfunction in the setting of chronic pain.

Conclusion

CSCP is a complex diagnosis of exclusion for whose patho-
physiology is not well characterized and whose etiology may
be idiopathic in up to 50% of cases. Treatment options are
numerous, but not well studied in terms of larger scale
evidence-based trials, thus making the generation of formal-
ized management guidelines challenging. Although the EAU
has published guidelines on management of chronic pelvic
pain, the section covering scrotal pain is limited. Despite that,
Levine et al. has proposed an effective and logical algorithm
for CSCP, a diagnosis that has a profound negative impact on
sexual function, quality of life, and relationships if managed
poorly. This underscores the need for further collaboration
among leaders in the field to generate management guidelines
in the near future. In this review, we have provided several
salient principles that ought to be implemented in the manage-
ment of CSCP.
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