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An algorithm for the treatment
of chronic testicular pain

Exhaust conservative medical therapy prior to
considering surgical options, using this algorithm

as your guide.

PRACTICE
RECOMMENDATIONS

> Order ultrasound of the
scrotum and testes to evaluate
chronic testicular pain, with
color Doppler to identify
areas of hypervascularity. (C)

> Treat suspected epididy-
mitis with empiric coverage
Jor chlamydia with either a
10-day regimen of doxycy-
cline (100 mg twice daily) or a
single dose (1 g) of azithromy-
cin; treat suspected gonorrhea
with a single intramuscular
injection (125 mg) of
ceftriaxone. (A)

> Do not treat small epididy-
mal cysts that do not correlate
with testicular pain; larger,
painful cysts can be aspirated,
injected with a sclerosing
agent, or surgically excised. (C)

> Consider surgical options
only after medical and
conservative therapies have
Jailed to alleviate chronic
testicular pain. (C)

Strength of recommendation (SOR)

@ Good-quality patient-oriented
evidence

0 Inconsistent or limited-quality
patient-oriented evidence

© Consensus, usual practice,
opinion, disease-oriented
evidence, case series

CASE 1» Vincent B, a 33-year-old executive, visits his family
physician for an evaluation of chronic orchialgia. Although his
testicular pain has waxed and waned for several years, it has
recently worsened, making it increasingly difficult for him to
exercise or to sit for extended periods of time. In fact, this visit
was prompted by a lengthy meeting during which he devel-
oped a “dull ache” that did not let up until he left the meeting
and walked around.

CASE 2)» Jason H, a 42-year-old married father of 3 who had
a vasectomy 2 years ago, has had progressively worsening tes-
ticular pain ever since. He also has occasional pain after ejacu-
lation, but no known hematospermia. Recently, the pain has
become so bad that it limits both his physical and sexual activi-
ties and is having a negative effect on his relationship with his
wife. Jason is sexually monogamous, has no significant medi-
cal history, and takes no prescription medications.

These 2 cases are based on actual patients we have seen in
our practices. If Vincent and Jason (not their real names) were
your patients, how would you initiate a work-up for testicular
pain? What treatments would you offer? And at what point
would you consider a referral to a urologist?

hronic orchialgia is a complex urogenital focal pain

syndrome in which neurogenic inflammation is the

principal mediator. This debilitating condition is as-
sociated with substantial anxiety and frustration, and is char-
acterized by intermittent or constant unilateral or bilateral
testicular pain, occurring for at least 3 months, that has a sig-
nificant negative impact on activities of daily living and physi-
cal activity.'

A variety of procedural and surgical options may help to
minimize or alleviate chronic orchialgia. But which approach
is best? There are no evidence-based guidelines for the treat-
ment of this condition, and no randomized controlled trials to
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FIGURE 1

Chronic orchialgia: A diagnosis and treatment algorithm?3#61

Conduct a thorough history and physical examination.
Obtain midstream uirinalysis and testicular/scrotal ultrasound with color Doppler of spermatic cords.

'

Determine etiology if possible.
Consider screening for STIs (eg, Chlamydia trachomatis, Neisseria gonorrhoeae) and treat if positive.

v

Treat underlying etiology:

¢ Antibiotics
—epididymitis
—prostatitis

¢ Psychotherapy
—history of abuse
—relationship stress

e Surgical intervention/urology consultation

—epididymal cyst

—inguinal hernia

—nephrolithiasis

—-nerve entrapment (eg, ilioinguinal,
genitofemoral)

—spermatocele

—testicular or appendiceal torsion

—tumor

—varicocele

v

No definable etiology

Empiric trials:

e Consider 1-month NSAID trial

* Recommend scrotal elevation

¢ Consider antibiotic therapy for 4 weeks
(eg, quinolone)

If no satisfactory response:
Consider tricyclic antidepressant or gabapentin
titrated to achieve maximal therapeutic benefit

!

If no satisfactory response:

e Consider psychiatry referral

¢ Consider urology referral for surgical or
procedural therapy

NSAID, nonsteroidal anti-inflammatory drug; STls, sexually transmitted infections.

demonstrate the superiority of 1 modality over
another. All diagnostic and treatment recom-
mendations are based on expert opinion de-
rived from small cohort studies.

With thatin mind, we conducted a system-
atic review of the literature evaluating medical
and surgical therapies for chronic testicular
pain—and developed an algorithm (FIGURE 1),
along with the text and TABLE that follow, for
family physicians (FPs) to use as a guide.

CASE 1» Vincent B

Over the last few years, Vincent has had simi-
lar episodes of bilateral testicular pain. He
denies any history of direct trauma to the
testicles, and he works out regularly by lift-
ing weights and running. When the pain be-

N JFPONLINE.COM

comes unbearable, he takes acetaminophen
or ibuprofen and takes a few days off from
exercising, which provides modest—but tem-
porary—relief.

Vincent reports that he has had about a
dozen lifetime sexual partners and had chla-
mydia over a decade ago as a college student.
He is currently engaged and sexually monoga-
mous, and tested negative for Chlamydia tra-
chomatis, Neisseria gonorrhoeae, hepatitis,
syphilis, and human immunodeficiency virus
(HIV) at his annual health maintenance exam-
ination last month. Shortly before that, Vin-
cent was treated empirically for epididymitis
with a 4-week course of ciprofloxacin, with
no significant improvement in symptoms.
He has no significant past medical history,
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In about 25%
of cases

of chronic
orchialgia, no
cause is found.
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TABLE
Causes of acute and chronic orchialgia**

Acute
e Acute appendicitis

e Epididymitis

¢ Inguinal hernia, strangulated

e Lumbosacral radiculopathy

e Orchitis (eg, mumps)

e Testicular cancer

e Testicular torsion/torsion of the appendix testis

* Trauma

Chronic
e Diabetic neuropathy

¢ Epididymal cyst/spermatocele

o Epididymitis

—Infectious (eg, Chlamydia trachomatis, Neisseria gonorrhoeae,

Ureaplasma urealyticum, coliform bacteria)
—Noninfectious (eg, reflux of urine)

e Fournier's gangrene

* Gout

® Henoch-Schénlein purpura

e Herniated lumbar disc

e Hydrocele

e |diopathic swelling

¢ Inguinal hernia

e Interstitial cystitis

e Nephrolithiasis in the mid-ureter
e Orchitis (eg, mumps)

e Polyarteritis nodosa

¢ Previous surgical interventions
e Prostatitis

® Psychogenic (eg, history of sexual abuse, relationship stress)

o Referred pain from abdomen/pelvis due to entrapment of genitofemoral

or ilioinguinal nerve roots

e Testicular cancer

e Testicular vasocongestion from sexual arousal without ejaculation

e Torsion/torsion of the appendix testis
® Trauma
e Varicocele

¢ VVasectomy (postvasectomy pain syndrome)

denies depression, and takes no prescription
medications.

Physical examination reveals mild to mod-
erate diffuse tenderness to palpation through-
out the scrotum, including both testicles and
spermatic cords. There is no erythema of the
scrotum. Nor are there any palpable scrotal
masses, varicoceles, or hydroceles; testicular,
scrotal, or penile lesions; inguinal masses; or
lymph nodes. His urethral meatus is patent.
The prostate is smooth, nonnodular, and non-
tender. The remainder of the physical exam is
unremarkable.

Determining a cause
can be a challenge
There are numerous possible causes of testicu-
lar pain (TABLE), including an inguinal hernia,
torsion of the testicle, trauma, and a history of
chlamydia or gonorrhea, to name a few.
Chronic testicular pain can also be psy-
chogenic, often relating to a history of sexual
abuse or relationship stress. One study ex-
amining comorbid psychological conditions
in men with chronic orchialgia identified a
somatization disorder in 56% of the patients,
nongenital chronic pain syndromes in 50%,
and major depression or chemical dependen-
cy in 27%.? Overall, however, estimates sug-
gest that in about 25% of patients with chronic
orchialgia, no identifiable etiology is found.'

Establish a baseline with a physical exam
Conduct a physical examination of the scro-
tum, testes, spermatic cords, penis, inguinal
region, and prostate as a baseline measure-
ment in a patient who presents with chronic
orchialgia.** An initial urinalysis should be
performed to rule out infection or identify
microscopic hematuria, which may prompt a
more targeted work-up and therapeutic plan.
Take a thorough medical and psychosocial/
sexual history, as well.

1 Order an ultrasound of the scrotum
and testes, the accepted gold standard to
highlight structural abnormalities of the tes-
ticles. The addition of color Doppler makes it
possible to find areas of hypervascularity, an
indication of inflammation in the testicle and
epididymis (FIGURES 2A AND B).

Epididymal cysts are common findings
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FIGURE 2

Well-circumscribed extratesticular mass

In the image at left, ultrasound reveals an anechoic mass (arrows), representing either an epididymal cyst or
spermatocele, superior to the testicle (T). A color Doppler image (right) reveals increased vascularity to the
epididymis (E), as compared with the testicle.

on scrotal ultrasound; they are frequently in-
cidental, but may relate to the patient’s pain,
depending on the size of the cyst. Smaller cysts
that do not correlate with pain do not require
treatment. Larger, painful cysts can be treated
with aspiration or injection with a sclerosing
agent—or with surgical excision, which offers
the highest potential cure rate.** A computed
tomography (CT) scan without contrast is the
best way to find genitourinary system calculi,
which could be the source of referred renal pain
to the groin and scrotum. A contrast-enhanced
CT is best to evaluate for solid renal masses.

Start with the most
conservative treatment
In the absence of any findings that require sur-
gical intervention, start conservatively.
Ilnitiate a trial of nonsteroidal anti-
inflammatory drugs (NSAIDs) for at least
1 month. Although this is the standard first-line
treatment, NSAIDs have been shown to help
only a small percentage of patients with chron-
ic orchialgia, and only on a short-term basis."**
I Recommend scrotal elevation with
supportive undergarments to decrease ve-
nous congestion. Tell the patient, too, that
modifying his seated posture to avoid scrotal
pressure may alleviate pain and poses no dis-
cernible risk of worsening orchialgia.®

N JFPONLINE.COM

I Treat suspected STIs. The Centers for
Disease Control and Prevention report that in
men 14 to 35 years of age, epididymitis is most
commonly caused by chlamydia or gonorrhea.®
In males younger than 14 or older than 35, epi-
didymitis is most commonly caused by urinary
coliform pathogens, including Eschericia coli.

If epididymitis is suspected to be due to
chlamydia or gonorrhea, treatment should in-
clude either doxycycline 100 mg orally twice
daily for 10 days or a single dose of azithromy-
cin 1 g orally (for chlamydia eradication) and a
single dose of ceftriaxone 125 mg intramuscu-
larly (for gonorrhea eradication).*” If coliform
bacteria is suspected, order a standard dose of
a quinolone (eg, ciprofloxacin or levofloxacin
500 mg/d) for 10 days.® For refractory cases,
treatment with a standard dose of a quinolone
for 4 weeks is recommended.®

Itis generally reasonable to treat most pa-
tients empirically for suspected epididymitis
with antibiotics if no other identifiable etiol-
ogy can be determined. Multiple antibiotic
treatments should be avoided, however, in the
absence of either an identifiable urogenital in-
fection or ultrasound findings consistent with
epididymitis (eg, congestion and enlarge-
ment). Antibiotics have not been shown to
decrease the severity of chronic orchialgia and
their use, unless clearly indicated, may lead to
drug resistance.?

CONTINUED
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Epididymal cysts
are commonly
found on scrotal
ultrasound; most
small cysts that
do not correlate
with pain do

not require
treatment.
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Up to 43%

of men who
undergo
vasectomy
develop
postvasectomy
pain syndrome;
the specific
reason is
unknown.
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Consider a tricyclic antidepressant

or gabapentin

Both tricyclic antidepressants (TCAs) and ga-
bapentin have demonstrated benefit in the
treatment of chronic pelvic and neuropathic
pain.?® Doses should be titrated to achieve a
maximal therapeutic benefit while avoiding
anticholinergic and neurologic side effects.

A cohort study using a multidisci-
plinary team consisting of a psychologist,
an anesthetist, a physiotherapist, and an oc-
cupational therapist found >50% symptom-
atic improvement in 62% of men with chronic
orchialgia treated with gabapentin up to
1800 mg per day, and 67% of men treated
with nortriptyline up to 150 mg per day."
However, a subgroup of patients who re-
ported postvasectomy testicular pain did not
achieve a 50% symptomatic improvement
rate with either TCA or gabapentin therapy.

CASE 1» Vincent B

The FP reassured Vincent that his physical
examination was normal and recommended
a 1-month trial of ibuprofen (600 mg every
6 hours), and regular use of supportive briefs.
Since the patient had been treated with an-
tibiotics in the past with no change in symp-
toms—and because he was thought to be at
low risk for an STI—the physician did not pre-
scribe another empiric trial of antibiotics. He
did send the patient for an ultrasound evalua-
tion of the scrotum and testes, which revealed
only a 0.5 x 0.4 x 0.6-cm right epididymal cyst
that was not palpable on examination.

The patient returned after 1 month, not-
ing that his symptoms had neither improved
nor worsened. The FP suggested that he stop
taking the ibuprofen and begin a trial of ga-
bapentin 100 mg daily, titrating up to 3 times
daily for the first month, then to 300 mg
3 times daily in the second month.

When he returned 3 months later, Vincent
reported that his symptoms had improved by
about 50%. He has since been able to increase
both the intensity and frequency of physical
activity. Vincent is not interested in further in-
creasing the dose of gabapentin and declined
a referral to a urologist for consideration of
procedural and surgical therapeutic options,
but agreed to follow up as needed if his tes-
ticular pain worsened.

Postvasectomy pain is not unusual
Several years after a vasectomy, the diameter
of a man’s ejaculatory ducts often doubles in
size to counteract the increase in fluid pres-
sure."! The specific cause of long-term post-
vasectomy pain syndrome, or congestive
epididymitis, is unknown, but has been re-
ported in 5% to 43% of men who have under-
gone this procedure.”*' Sperm granulomas
or spermatoceles represent the body’s effort
to spare the testicle from damage second-
ary to increasing fluid pressure. While these
granulomas are benign lesions, their presence
may predispose a man to postvasectomy pain
syndrome.'*"”

CASE 2» Jason H

Two months before Jason’s visit to the FP, his
testicular pain had become so excrutiating
that he went to the ED seeking treatment.
He was given an ultrasound with color Dop-
pler and found to have postvasectomy surgical
changes consistent with bilateral spermato-
celes, but no evidence of epididymitis or a
mass. Before leaving the ED, Jason received
ceftriaxone (125 mg IM) as gonorrhea pro-
phylaxis. He was discharged home with pro-
phylactic antibiotics for chlamydia, as well as
ibuprofen. He was advised to avoid strenuous
physical activity and told to follow-up with his
FP if his symptoms did not improve.

During several months of conservative
medical therapy, including trials of NSAIDs,
quinolone antibiotics, TCAs, and gabapentin,
Jason did not experience any significant pain
relief. He was frustrated by the dull, aching
pain in his scrotum that continued to limit his
physical and sexual activities.

Finally, the FP recommended a urologic
consultation.

Consider these minimally

invasive procedures

When conservative medical management
fails, minimally invasive techniques are the
next step. There are 2 commonly used proce-
dures, both of which can be performed by a
urologist in an outpatient setting.

1 Spermatic cord blocks with lidocaine
and methylprednisolone have been shown to
provide relief for weeks up to several months
in small case studies, and may be repeated
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at intervals of several months if modest relief
is achieved.'®"

I Transrectal ultrasound-guided peri-
prostatic anesthetic injections, another
microinvasive option, offers minimal risk and
may provide some short-term relief. However,
data on long-term benefit and resolution of
pain and disability are lacking.?

Consider surgery only after

all else fails

If all medical and conservative therapies have
been tried and the patient continues to have
debilitating pain, surgical options should be
considered. Because current surgical thera-
pies are not always effective and are not re-
versible (and research on the various options
is limited), it is important to initiate a detailed
discussion with the patient. Such conversa-
tions should be held in consultation with
a urologist.

Highlight risks and benefits and provide
realistic expectations of short- and long-term
postsurgical outcomes. It is also important
to address psychological factors and social
stressors that often contribute to chronic pel-
vic pain syndromes, which can improve long-
term outcomes regardless of the chosen
treatment. For this reason, a referral to a psy-
chiatrist may be indicated.

I Microsurgical denervation of the
spermatic cord. Removal of the afferent nerve
stimulus to the testicle is believed to result in
the downregulation of the peripheral and cen-
tral nervous systems, so the patient no longer
has the perception of testicular pain. Several
small trials have yielded favorable symptom-
atic pain relief scores in up to 71% of patients,
with reported adverse outcomes including
rare testicular atrophy—but no complaints of
hypoesthesia or hyperesthesia of the scrotum,
penile shaft, inguinal, or medial thigh skin.?"**
This treatment should be considered only in
patients who have experienced a significant
degree of temporary relief from spermatic
cord injection.

1 Epididymectomy is recommended
only when pain is localized to the epididy-
mis, as this is a testicle-sparing procedure.
Unilateral or bilateral epididymectomy is a vi-
able option for the treatment of chronic orchi-

N JFPONLINE.COM

algia related to postvasectomy pain syndrome
or chronic epididymitis. Reports highlighting
symptomatic improvement based on small
case series range from 43% to 74%, with the
highest success rate found during a 5%-year
follow-up.®% In 1 study, 90% of patients re-
ported that they were satisfied with their
choice to undergo the procedure.?

I Vasectomy reversal (vasovasostomy)
and inguinal or scrotal orchiectomy should
be considered only after all other treatment
modalities have failed. Vasovasostomy has
the potential to restore fertility in up to 98% of
cases,”® which may or may not be desirable.
One study of men who experienced post-
vasectomy pain syndrome and underwent
microsurgical vasovasostomy found that after
nearly 2% years, 84% experienced complete
pain resolution.*

The goal of orchiectomy is to relieve or-
chialgia by releasing the entrapped ipsilat-
eral genitofemoral and/or ilioinguinal nerves.
One study determined that 90% of men who
underwent unilateral epididymectomy for
chronic orchialgia required an orchiectomy
to resolve pain.! Another study found that
80% of patients continued to suffer both
short- and long-term debilitating orchialgia
postorchiectomy.?

CASE 2» Jason H

Jason saw a urologist, who initially offered
him bilateral spermatic cord blocks. They pro-
vided Jason with moderate symptom relief on
most days of the week and allowed him to in-
crease his physical and sexual activities. Three
months later, Jason went back to the urologist
for evaluation because he felt that the effects
of the spermatic cord blocks had worn off. In
the next 6 months, he had 2 additional bilat-
eral blocks.

Nearly a year after a series of spermatic
cord blocks, most of it spent in persistent dis-
comfort, Jason returned to his FP with a re-
quest for narcotic pain medication. The FP
tried to be supportive, but told Jason that
chronic narcotic therapy was not an ideal
choice—and referred him back to the urolo-
gist to discuss surgical options.

The urologist recommended a bilateral
epididymectomy and the patient, who was
desperate to obtain some pain relief and now
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Denervation of
the spermatic
cord should

be considered
only for patients
who have
experienced
temporary relief
from spermatic
cord injection
and have tried
all conservative
measures.

335



THE JOURNAL OF

FAMILY
PRACTICE

>

Addressing
psychological
factors and
social stressors
that often
contribute to
chronic pelvic
pain syndromes
can improve
long-term
outcomes.

regretted undergoing a vasectomy, agreed.
Within the first few weeks after his surgery, he
noticed a reduction in pain, and he slowly in-
creased his physical activity. A year later, Jason
reported only minimal testicular and scrotal
discomfort that did not limit his physical or sex-
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Issues in postmenopausal

hormone therapy

DEPRESSION, ENDOMETRIAL HEALTH,
AND DISCONTINUATION

CASE 1 HT and new-onset depression Nanette F. Santoro, MD
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CASE 2 Estrogen and endometrial health Veronica A. Ravnikar, MD, FACOG

CASE 3 Discontinuing HT James H. Liu, MD

Both physicians and patients report being confused by conflicting reports of the safety and efficacy of
hormone therapy (HT). In this supplement to Sexuality, Reproduction and Menopause, 3 experts use
case-based evidence to offer suggestions for prescribing HT to postmenopausal women who experience
depression or vasomotor symptoms, or who want to discontinue HT.
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