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CHRONIC PAIN &
MALE SEXUAL
DYSFUNCTION

Chronic pain — and some med-
ications required to control it —
may lead to sexual dysfunction,
depression, and generate a self-

reinforcing cycle.

by Randall Lee Oliver, MD and
April Taylor, RN, BSN, CDE

rectile dysfunction (ED) is a prob-

lem with increased incidence in

males having chronic pain. Any one
of the multiple conditions that are pres-
ent in chronic pain can lead to erectile
dysfunction' (see Table 1). Depression,
anxiety and pain have both physical and
emotional consequences that may hinder
sexual relations. Loss of self-esteem due
to chronic pain consequences is com-
pounded when sexual problems arise. A
loss of manhood may be perceived and
degraded interactions with a spouse may
trigger depression from the loss of inti-
macy. Emotionally, chronic pain leads to
problems with self-image, self-esteem and
role-expectation conflicts. Pain causes
more fatigue and thereby reduces work
productivity which, in turn, leads to lower
self esteem and potential sexual dysfunc-
tion. Stress from strained sexual relations
can cause increased insomnia, which can
lead to more fatigue and pain. This de-
structive cycle is typically self-reinforc-
ing.?

One study has shown that the chronic
stress of pain, itself, often leads to under-
production of adrenal hormones. The pi-
tuitary and adrenal glands aré responsible
for the regulation of sex hormones, in-
cluding testosterone (an anabolic steroid).

The reduced production of sex hormones
can lead to sexual dysfunction.’ Those
who experience emotional or stress-relat-
ed problems are more likely to experience
sexual dysfunction.

Use of chronic opioids has also been
shown to significantly lower serum testos-
terone, serum LH, libido and potency.*®

Types of Sexual Dysfunction

Male sexual dysfunction may be classified
as premature ejaculation, erectile dys-
function, or decrease in libido. Premature
€jaculation occurs more often in the
younger male population and has been
found to have little affect on quality of life
perception.’ Erectile dysfunction, defined
as the inability to achieve or sustain a pe-
nile erection for sexual intercourse, oc-
curs more often in the older male. De-
creased libido also occurs more with age
or as an affect of decreased testosterone
levels. Libido can be assessed with a
testosterone serum level assay or con-
ducting an ADAM (Androgen Deficiency
in the Aging Male) survey.”’

Erectile Dysfunction

There is a strong association between
erectile dysfunction and decreased quali-
ty of life in the chronic pain patient. Erec-
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tile dysfunction falls into either of four
categories: vascular, neurogenic, en-
docrine and psychogenic.

Avascular cause of erectile dysfunction
is either arterial in origin or venous. Ve-
nous is the most common and is a result
of an occlusion in venous flow to the area.
Causes of vascular erectile dysfunction
can be hypertension, diabetes, dyslipi-
demia, and smoking. The components of
cigarette smoke not only decrease flow to
the pelvic organs, but it also leads to car-
diovascular disease and hypertension.
The most accurate diagnostic screen is to
evaluate the response to intracavernous
injections of a vasoactive drug. An inade-
quate response indicates a vascular im-
potence.

Spinal cord injury, prostate surgery or
lumbar disc disorders can cause neurogenic
erectile dysfunction. This is a common
problem in pain patients who have had
spine trauma. Diagnosis is made by elec-
tromyography of the corpus cavernosum.

An endocrine deficiency of testosterone
or thyroid may also lead to erectile dys-
function. It is recommended that en-
docrine testing (which may include serum
testosterone, prolactin, or luteinizing
hormone) be done routinely by the pain
physician.
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Causes of sexual dysfunction in the chronic pain patient

Depression

ance anxiety.
Pain during sexual positions

on role expectations

Fatigue
Insomnia

Low self-esteem causes perceptions of a lack in manhood leading to perform-
Strained relationship with partner due to decreased productivity and a strain
Medications to treat pain (SSRI's, Neurontin, and Opioids)

Stress-induced reduction in steroid type hormones, including testosterone

Fears of causing further pain ("setting off the pain”)

TasLe 1.

; Rié’,k:{EaCtors for
Erectile Dysfunction

CHRONIC DISORDERS
Diabetes
Cardiovascular disease
Renal failure
Osteoarthritis
Spinal injury
Pelvic surgery
Endocrine deficiencies
Hypertension
Chronic Pain

LIFESTYLE
Alcohol abuse
Drug abuse
Smoking

PSYCHOLOGICAL
Depression
Anxiety
Relationship problems
Children/others in the home
Occupation

MEDICATIONS
Beta Blockers
Thiazides
Antidepressants
Opioids
Antiepileptics

TABLE 2.

Psychogenic causes include perform-
ance anxiety and depression. The treat-
ment of erectile dysfunction may decrease
depression by as much as 50%. Testing be-
gins by testing for nocturnal erections. A
Rigiscan can be performed at home. The
Rigiscan is a simple test that measures
firmness throughout the night since erec-
tions normally occur during sleep. If erec-
tions continue to occur while asleep, but
the patient cannot achieve an erection
while awake, he is experiencing psy-
chogenic impotence. Further evaluation
may be necessary by a mental health pro-
fessional.

It is not necessary to distinguish be-
tween vascular or neurogenic erectile dys-
function. Many physicians feel that after
the history and physical, an initial trial of
Sildenafil citrate is adequate preliminary
testing. However, if the patient is unre-
sponsive to Sildenafil citrate, further test-
ing is warranted.®

Patient History

Multiple conditions can lead to erectile
dysfunction (see Table 2). With each ad-
ditional condition, the risk is increased. A
thorough history for these conditions may
open a door for discussion and an un-
derstanding of the cause. It is important
to be cautious and respectful when dis-
cussing the history of a man’s sexual per-
formance and possible causes. Sexual
functioning is important to a typical
male’s quality of life and sense of ade-
quacy. Chronic pain itself leads to feelings
of inadequacy and the emotional effects

" of sexual dysfunction further compounds

the problem.
Included in the history should be a dis-

Practical PAIN MANAGEMENT, Sept/Oct 2003

cussion regarding the onset of the prob-
lem. A gradual decrease in ability to per-
form typically has an organic origin, while
psychogenic erectile dysfunction usually
has a sudden onset. Another cause of sud-
den sexual dysfunction is the initiation of
certain medications (see Table 2) or drug
abuse. The SHIM is a helpful tool for as-
sessment.’ It is a questionnaire that as-
signs points to answers to each question
and gives a score that can be used to de-
termine risk of sexual dysfunction.

Physical Exam

The physician typically should assess for
peyronies plague (which leads to curva-
ture of the erection), sensation, atrophy,
absence of body hair, and gynecomastia.”
Beyond these indicators, however, there
may be no physical appearance changes
to indicate erectile dysfunction.

Lab Testing

It is recommended that the physician test
blood glucose for presence of undiag-
nosed diabetes and draw lipids for possi-
ble cardiovascular disease caused from
dyslipidemia. The physician should also
consider routinely testing for serum
testosterone in men with severe, chronic
pain and on opioid therapy. Testosterone
serum concentration testing should be
done in the morning when levels are the
highest of day (late day samples may show
a false low). When testing testosterone,
FSH and LH can also be tested. A low
testosterone accompanied by a high
FSH/LH indicates primary testicular fail-
ure. A low testosterone accompanied by a
low FSH/LH indicates primary pituitary
dysfunction. This would then indicate a
need to assess the prolactin level and pos-
sibly seek endocrinology consultation.

Treatment

Treatment options include implantation,
vacuum erection devices, sex therapy, in-
jection (Caverject is 87% effective), in-
traurethral therapy, hormone therapy
and oral medications. Oral medication is
indicated for organic and psychogenic
erectile dysfunction. An older, less effec-
tive treatment is Yohimbine." Currently
in clinical trials are Uprima (apomor-
phine hydrochloride) and Vasomax
(phentolamine). Uprima is a sublingual
central dopamine stimulant.! Vasomax is
an alpha-adrenergic blocker, similar to
the action of Yohimbine, but somewhat
more effective.' Other drugs in develop-
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for mild to severe ED and can be dosed at
10 and 20 mg. Cialis is a PDES5 inhibitor (as
is Viagra) and has the same contraindica-
tions and precautions. However, the dif-
ference is in the duration of 17-24 hours
after dosing. It is marketed as 36-hour du-

ye mithKline to treat ED.
One clinical study found Vardenafil to
have no adverse affects on the vascular
system meaning possibly no contraindi-
cations for the CAD patients.”
Treatment should not only focus on im-
provingzsexual performance, but also on
treating the cause, if possible. The physi-
cian may need to simultaneously treat hy-
pertension and low testosterone levels, as
well as insomnia, depression, anxiety, and
chronic pain. Hypertension should be
treated with an ACE or ARB when possi-
ble, because either is less likely to cause
erection problems.” Depression might be
treated with Wellbutrin or Remeron to
avoid the affects on sexual function
caused by SSRI antidepressants. In addi-
tion, the physician may want to refer the
patient for counseling regarding self-
worth and alternate ways to express sex-
ual desires. The intimacy and physical
contact of a healthy sex life should be en-
couraged—not just treated when a dys-
function occurs—as there are many ther-
apeutic benefits to touch and intimacy.

Normalization of Hormone Levels .
The underproduction of tetsosterone
caused by the unrelenting stress of chronic
pain and the medication to control it must
continued on page 38

Testosterone Preparations

* Rapid biologic degradation in Gi tract and liver
* Serum levels may be unstable

* Applied to shoulder or chest daily (50-100mg doses)
» Good patient compliance and stable blood levels

osterone Cypionate or
ianthate

* Esterized to inhibit degradation and be soluble in cil-based injection vehicles and
retain drug in muscle tissue

* 200 to 300 mg lasts about 14 days :
» 300 to 400 mg of testosterone enanthate maintains serum testosterone for up to 3
weeks

= Serum levels are initially supranormal then fall to normal over 14 days

sdermal Patch
stostarone release of 2.5 to
er day. (Testoderm®,

* Patch applied daily
¢ Steady state blood levels are stable

tlable testosterone preparations. (Summarized in part from data' presented by Wayne JG Hellstrom, MD.)
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ence degree in chemical engineering and
medical degree from the University of
Kentucky. He completed his residency in
physical medicine and rehabilitation at
the University of Louisville Frazier
Rehabilitation Center in Louisville, Ky.
He is a certified member of the National
Board of Medical Examiners. Dr. Uzzle is
experienced in epidural injections and
electrodiagnostics.

Elmer “Al” Pinzon, M.D. is a board-cer-
tified physical medicine and rehabilitation
specialist and has completed a twelve-
month subspecialty physical medicine and
rehabilitation fellowship in non-surgical
interventional spine, musculoskeletal
medicine and pain management at
Georgia Pain Physicians in Atlanta. His
residency in physical medicine and reha-
bilitation was completed at Baylor College
of Medicine in Houston, Texas.

Dr. Pinzon believes, as a physical med-
icine specialist, the role of a physiatrist is
to help patients manage pain and to
restore musculoskeletal function. To

diagnostic
and treatment options are used includ-

ing medication, physical

tromyography and spinal injections.
Clinical treatment can include intradiscal
procedures (diagnostic and therapeutic)
including diagnostic lumbar discogra-
phy, intradiscal decompressive nucleo-
plasty, and IDET annuloplasty, selective
spinal injections (diagnostic/therapeu-
tic), spinal cord dorsal column stimula-
tion, and radiofrequency ablation proce-
dures, among others. He also serves on
the Editorial Advisory Board of the
Practical Pain Management journal.

The Physical Facility

The SpineKnoxville clinic, in keeping
with it’s philosophy of conservative, exer-
cise-centric treatment modalities, is laid
out with physicians’ offices on one side,
the physical therapy clinic on the other
side, and a large exercise area in between.
The exercise area consists of resistive and
cardiovascular exercise machines.

For more information, contact: Spine
Knoxville, 10321 Kingston Pike,
Knoxville, TN 37922; 865-694-8353;
pinzoneg@ortholink.net

Adagen Medical Int'l 866-423-2436 2

(]

Addison Health Systems  300-496-2001
Androgel 21-22
Celebrex 17-18
763-525-8400 11

Clarus Medical

Doctor Dispense 888-265-2807 15

Medoc 919-932-5552 7
MD Consult www.mdconsult.com 37
NDA, Inc 800-766-0884 33
Oakworks 800-558-8850 5
Purdue, Partners Against Pain 27
Purdue Pharma, Oxycontin BACK COVER

Synaptic 800-685-7246 3

UD Testing 800-941-2242 36

continued from page 23
be corrected since testosterone has severe,
critical anabolic effects including strength
and tissue, bone and teeth formation. Sup-
plementation with pregnenolone or dehy-
droepiandrosterone (DHEA) which are pre-
cursors of testosterone maybe helpful.
Testosterone replacement may be neces-
sary for an indefinite period.® See Table 3
for typical testosterone replacement agents
that may be utilized. There may be other
cost effective options available for generic
formulations of creams, gels, and injections
from multiple formulating companies.

Conclusion

Chronic pain syndrome affects many as-
pects of life, including sexual function.
Those who experience emotional or
stress-related problems are more likely to
experience sexual dysfunction.® Chronic
Pain Syndrome is a combination of symp-
toms including pain, fatigue, insomnia,
depression and anxiety. Any of these
problems alone can cause emotional or
stress-related problems that can lead to
sexual dysfunction. In a single-center, sin-
gle-physician pain practice, nineteen
men with chronic low back pain and erec-
tile dysfunction were discovered in one

month’s time. Eighty percent of the sub-
Jjects were able to reach orgasm with Silde-
nafil citrate" indicating that interim ther-
apies may be useful while pursuing nor-
malizing strategies for adrenal function-
ality in the chronic pain patient. &

Randall Lee Olivey, MD is Medical Direc-
tor of the Oliver Headache & Pain Clinic, a
regional pain center in Evansville, IN, and
President of the Indiana Pain Academy. He
regularly lectures, writes, and conducts re-
search and seminars on multidisciplinary pamn
management. Dr. Oliver can be contacted at
OliverClinic@cs.com.

April Taylor, RN, BSN, CDE, is a research
writer on multiple projects for Dr. Oliver. She
is also a diabetes nurse educator for critical car-
diac care patients at Methodist Hospital, In-
dianapolis, Indiana.
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