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BRIEF REPORT

ABSTRACT

Chronic scrotal content pain affects 100,000 men in the United States annually. Up to 50% of 
these cases do not resolve by following conventional treatment algorithms and are deemed to 
be idiopathic. There is little peer-reviewed literature supporting the specific cause and effect 
relationship between pelvic floor dysfunction and chronic scrotal content pain. Additionally, the 
specificity of the physical exam in these types of patients is not present in the literature. Overall, 
the literature is deficient in proposed treatment algorithms that address the large number of 
cases that are deemed to be idiopathic. Patients presenting with chronic scrotal content pain 
may benefit from an osteopathic diagnostic and treatment approach. In these types of patients, 
we recommend osteopathic manipulative therapy (OMT) or pelvic floor manual therapy prior to 
surgical intervention. This conservative approach may reduce the large portion of cases that are 
deemed to be idiopathic. The emphasis on structure and function within osteopathic medical 
education places osteopathic family physicians in a unique position to be able to properly diagnose 
and treat this type of pain. Since most cases of chronic scrotal content pain are initially addressed 
in the primary care setting, it is important for osteopathic primary care physicians to remain 
vigilant in considering musculoskeletal dysfunction when evaluating these types of patients. This 
clinical review is underscored by a unique case presentation of a male collegiate athlete who helps 
demonstrate the larger gap that is present in the literature on male pelvic floor and scrotal content 
pain.
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INTRODUCTION
Research on male pelvic floor dysfunction is sparse when 
compared to that of women. Up to 5% of males presenting 
with symptoms associated with pelvic floor dysfunction also 
report chronic scrotal content pain (CSCP).1 CSCP affects about 
100,000 men per year, with up to 50% of cases presenting with 
an idiopathic etiology.2-4 Unfortunately, there is very little peer 
reviewed literature showing a direct cause and effect relationship 
between pelvic floor dysfunction and CSCP.1,5 Furthermore, there 
are few diagnostic algorithms proposed in the testicular pain 
literature; none have been validated and most exclude the pelvic 
floor and biomechanical dysfunction altogether.3,6-9 It is common 
for patients experiencing CSCP to also present with varying 
degrees of hypertonic pelvic floor musculature, but it is also  

often unclear which issue came first.10 As a result of this, it is 
too often assumed to be a symptom of pain rather than a cause  
of pain. 

CASE REPORT
A 21-year-old Caucasian male patient, who was a Division I 
collegiate track runner, presented with a 12-month history of 
severe testicular pain. The onset of his pain was sudden following 
a morning distance run at practice. He presented to numerous 
urologists and pain specialists prior to treatment at Mayo Clinic 
Arizona. He received multiple magnetic resonance imaging (MRI) 
and computed tomography (CT) scans, which were unremarkable. 
Sexually transmitted infection (STI) and urine testing was negative. 
Complete blood count (CBC) and comprehensive metabolic panel 
(CMP) were also unremarkable. Throughout his 12-month history, 
six diagnostic scrotal ultrasounds were performed showing 
evidence of small bilateral hydroceles, bilateral varicoceles (grade 
III), left scrotal wall thickening (3−4 mm), bilateral epididymal 
cysts, and minor epididymal head calcification. An abdominal 
ultrasound was performed showing no urinary abnormalities or 
obstructions. He had no traumatic or surgical history to the groin 
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or scrotal contents. The patient had not experienced pain during 
ejaculation but thought he did notice postejaculatory testicular 
pain. A semen analysis was performed showing normal sperm 
motility. Other significant medical history included severe anxiety 
(GAD-7 score of 18) and moderately severe depression (PHQ-9 
score of 15).

The patient was prescribed a 3-week course of doxycycline, 
followed by an additional 2-month course of ciprofloxacin, with 
no pain resolution. Several rounds of amitriptyline (100 mg qd), 
then nortriptyline (10 mg qd), in conjunction with hydrocodone/
acetaminophen (10/325 mg prn), failed to terminate the pain. 
Additionally, the patient took gabapentin (300 mg tid) for 3  
months with no resolution of symptoms. A bilateral genitofemoral/
spermatic cord nerve block was performed, using 8 mg of 
dexamethasone and 0.25% Marcaine, without complication. The 
patient presented with worse scrotal content pain 2 weeks after 
the procedure. He was eventually referred to pelvic floor physical 
therapy (PFPT) only after his case was discussed at a Mayo Clinic 
national conference. In the initial physical therapy assessment, 
the patient presented with point tenderness and hypertonicity of 
the right levator on digital rectal exam. He had an anterior pelvic 
tilt and decreased sacroiliac joint mobility. His initial pain level was 
9/10. The patient was treated with PFPT for 1 hour, two to three 
times per week. Treatments included soft tissue release of the 
pelvic floor musculature, neuromuscular retraining, and sacral 
manipulation. Within 2 weeks of therapy, the patient subjectively 
felt improvement. At 6 weeks, the patient’s pain level reduced to 
2/10. At 8 weeks, the patient was able to return to running without 
pain.

DISCUSSION AND REVIEW OF THE LITERATURE
It is possible that the patient’s pain was deemed to be idiopathic 
due to minimal research on the intersection between CSCP and 
pelvic floor dysfunction. Most adolescent and young men who 
present with CSCP have either an STI or have experienced trauma 
to the scrotal contents.11 It is unusual for someone so young to be 
experiencing idiopathic CSCP.9 Treating idiopathic CSCP has been 
a therapeutic dilemma because the published data regarding the 
diagnosis and treatment of reliable nonsurgical interventions are 
predominately derived from small studies and expert opinion. 

The recommendation for men who present with idiopathic CSCP 
is to undergo surgical intervention when there are abnormalities 
within the scrotum.6,12,13 The patient in the case above did not 
undergo surgery even though there were multiple scrotal 
abnormalities present. These decisions are inconsistent with 
what is recommended in the literature for a patient exhibiting 
such abnormalities.2,3,6,12,13 The normal progression of treatment 
for a CSCP patient presenting with scrotal abnormalities, 
particularly varicoceles, is to undergo a varicocelectomy.6 Our 
patient presented with grade III varicoceles that were tender on 
palpation, but he had not undergone varicocelectomy due to 
his young age. There are no specific examples in the literature 
that support treatment modalities in men of his age who do not 
respond to conventional methods. It is our belief that this is the 
reason his pain had been deemed to be idiopathic in nature. 

Upon examination by the physical therapist, it was discovered 
that this patient had an extensive history of lower-extremity 
biomechanical injuries. This finding was significant because 
it provided reason to believe that his pain could be a result of 
musculoskeletal dysfunction and that it may be simply unique 
in its presentation. Moreover, this finding helped to validate the 
use of PFPT to treat his pain. Within the literature, there are few 
diagnostic/treatment algorithms that include PFPT. An algorithm 
proposed in Tatem and Kovac suggests PFPT as an optional 
method if pain persists.6 In this algorithm, however, PFPT is not a 
requirement prior to surgery. Given the conservative and relatively 
inexpensive nature of PFPT, this recommendation should be a first-
line treatment option, well before surgery. Another algorithm by 
Tan and Levine more adequately recommends PFPT as a required 
treatment step prior to surgery, serving as the only algorithm of 
its kind to consider pelvic floor dysfunction in this way.2 Within 
both algorithms, however, there is no discussion on the specificity 
of the physical exam. It would be prudent to include a detailed 
structural examination of patients experiencing CSCP considering 
the number of cases deemed to be idiopathic. 

Addressing biomechanics as a source of pain is not typically within 
the scope of urology, nor is it emphasized within the education 
of allopathically trained physicians. The relationship between 
structure and function is a crucial aspect to consider in CSCP 
patients. The contents of the pelvic floor are complex, and it is 
well known that musculoskeletal dysfunction can cause referral 
pain. While pelvic floor hypertonicity and tenderness have often 
been associated with CSCP, it is difficult to discern whether 
a dysfunctional pelvic floor is a cause of pain or a symptom of 
pain. This is particularly true when additional abnormalities are 
present, as was the case with our patient. 

Review of the pelvic floor literature suggests that there is little 
research on men in general, as most pelvic floor complications are 
associated with women.14,15 In the available literature specifically 
related to men, few case reports and peer-reviewed studies 
address the direct cause and effect relationship between pelvic 
floor dysfunction and CSCP.1,5 A survey of 41 men with chronic 
idiopathic testicular pain showed that 93% reported a minimum 
of one symptom of pelvic floor dysfunction according to the 
Pelvic Floor Inventories Leiden (PelFIs) questionnaire. The PelFIs 
questionnaire is a 76-item instrument that measures the degree 
of pelvic floor dysfunction in men within nine different domains.16 
Within the same group, 88% had evidence of a hypertonic pelvic 
floor on electromyographic testing (6.7 muV, normal < 3 muV).5 

Consistent with this study, our patient presented with a hypertonic 
pelvic floor and CSCP with no other obvious-causing pathology 
present. However, the physical activity of the participants in this 
study was not reported. Our patient’s level of physical activity 
could have been a significant factor in the development of his 
pain. Had he not been a competitive long-distance runner, his 
pelvic dysfunction may have never become severe enough to 
cause him testicular pain. Therefore, it may be worth considering 
the physical activity levels of CSCP patients. 

A study by Farrell et al demonstrated that 50% of patients with 
CSCP and hypertonicity in the pelvic floor noted improvement in 
their symptoms after 12 sessions of PFPT.17 The progression of 
our patient is consistent with this literature. However, this study 
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as a management technique for future symptoms as needed.

CONCLUSION
Patients presenting with CSCP may benefit from a more holistic 
osteopathic approach to diagnosis and treatment. This is 
especially true when considering the prevalence of CSCP that is 
deemed to be idiopathic in nature.2,3 There is little peer-reviewed 
literature supporting the specific cause and effect relationship 
between the male pelvic floor and CSCP.1,5 Additionally, 
biomechanics are often overlooked as a plausible source of CSCP 
since they are not within the scope of urology and are generally 
not emphasized by allopathic physicians. Coupled with this fact, 
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there are also no details in the literature regarding the specificity 
of the physical exam on CSCP patients. An osteopathic structural 
exam could prove to be beneficial in properly diagnosing this 
population. It is important for osteopathic family physicians to be 
aware of this issue and the gaps that exist in the current literature. 
Since most cases of CSCP are initially addressed in the primary 
care setting, osteopathic primary care physicians are at a unique 
advantage to more adequately help these types of patients. The 
focus on the relationships between structure and function within 
osteopathic medical education allows osteopathic physicians to 
be more equipped to assess and treat this issue efficiently. In 
patients presenting with CSCP, we recommend OMT or PFPT prior 
to surgical intervention (Figure 1). This conservative approach 
may reduce the large portion of CSCP cases that are deemed 
to be idiopathic. Moreover, it may resolve CSCP in a more cost-
effective and less invasive manner. The aforementioned patient 
example illustrates the importance for osteopathic physicians to 
remain vigilant in considering musculoskeletal dysfunction when 
treating patients experiencing CSCP. While additional research is 
necessary, a greater focus on the relationship between structure 
and function during the initial examination may be just as 
important to address this issue more adequately.
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History and basic physical
exam, urine analysis, scrotal

ultrasound

 
Pathology identified: infection, tumor,

torsion, hernia, etc
 

No pathology identified
 

Treat or refer to urology
 

Attempt to identify precise location of pain
(testicles, epididymis, scrotum,

pampiniform plexus, vas deferens, pelvic
floor musculature) 

 
Detailed physical exam including

osteopathic structural exam 
 

Consider further imaging studies
CT, MRI 

Medication trials 
NSAIDs, TCAs, gabapentin

Referral to urology or pain management for
additional workup

 

Evaluation of Scrotal Content Pain for
Osteopathic Primary Care

Visually examine for obvious skeletal deformities and asymmetries. 
Palpate for TART findings with focus on pelvis, abdomen, low back,
and lower extremities

Chapman's Points (periumbilical, pubic symphysis, low back)
Visceral Somatic Reflexes (T10-T11)

Lower extremity and truncal range of motion testing
Assess for neurological signs including DTRs, strength and sensation
of lower extremities, groin, perineum, etc
Evaluate for innominate or sacral dysfunction 

standing/seated flexion tests
sphinx test
ASIS compression test
leg length discrepancy

Evaluate for hypertonic pelvic floor musculature 
external - perineal TART findings
internal - digital rectal exam TART findings

Osteopathic Structural Exam for CSCP
 

Address individual dysfunctions according to
findings in the osteopathic structural exam
Begin with indirect techniques

Counterstrain, BLT
Advance to direct techniques 

Muscle energy, HVLA, Still technique
Perform external and internal myofascial release
of pelvic floor muscles using direct palpation
and inhibitory pressure
Stretching and mobilization

adductors
piriformis 
child's pose
happy baby pose

Neuro-feedback
encourage deep belly breathing 

Treat with OMT or PFPT

FIGURE 1: 

Proposed evaluation of scrotal content pain for osteopathic primary care physicians.


