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Case Report
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ABSTRACT
There are a variety of chronic disorders in women and men, including, but not limited to pelvic pain. Dysorgasmia in males associated with chronic pelvic 
pain is uncommon but possibly under reported. Though there is little or no published experience in treating dysorgasmia or for that matter, chronic pelvic 
pain in males, based on the very positive benefits of dopaminergic drug therapy (especially dextroamphetamine) for pelvic pain in women, a 29 year old 
male, who was diagnosed as having pelvic floor dysfunction (but not responding to pelvic floor physical therapy) was treated with dextroamphetamine 
sulfate. He had complete relief of his dysorgasmia and interstitial cystitis (mostly manifested as urgency, and chronic pelvic pain) with dextroamphetamine 
sulfate treatment. He did have some relief by treatment with another dopaminergic drug, cabergoline. He fulfilled Koch’s postulates by the return of the 
symptoms whenever he ran out of dextroamphetamine with quick improvement once the drug was restored. This great relief has persisted over four years 
of treatment. Whether this therapy is effective just for idiopathic dysorgasmia, as seen in this case, or may be effective for dysorgasmia from other known 
causes, remains to be determined with future studies.
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Introduction 
The use of the dopaminergic drug dextroamphetamine sulfate 
has been shown to provide marked amelioration of treatment 
refractory interstitial cystitis in women [1-3]. Similarly, 
dextroamphetamine sulfate has provided marked relief of various 
types of pelvic pain including dysmenorrhea, dyspareunia, 
mittelschmerz, chronic pelvic pain, and vulvovaginitis [4-10]. 
Also, the dopaminergic drug cabergoline has also provided 
marked relief for patients with severe dysmenorrhea [11]. Levo-
dopa has also been shown to improve vulvodynia [12]. 

The explanation of the mechanism as to how dopaminergic 
drugs seem to provide relief of these various types of pelvic pain 
is by the beneficial effect of dopamine in decreasing cellular 
permeability. It has been hypothesized that these various pelvic 
disorders are related to an increase in cellular permeability of 
these tissues related to intrinsic genetic susceptibility or acquired 

defects e.g., infection or trauma or combination of intrinsic and 
extrinsic origins allowing increased infusion into these tissues of 
irritants leading to excessive inflammation and pain [13]. 

Frequently related to genetic associated issues there may be a 
variety of different chronic pathological disorders associated 
with the pelvic pain e.g., Crohn’s disease, or headaches which 
similar to the pelvic pain, also dissipate with dopaminergic 
therapy [13,14].  

The various conditions related to increased cellular permeability, 
though perhaps more common in women, are also found in men 
who similarly respond to dopaminergic drugs [15-18].  We report 
a case of a male with chronic pelvic pain, interstitial cystitis, and 
dysorgasmia attributed to pelvic floor dysfunction who failed to 
respond to pelvic floor physical therapy, but who did respond to 
dopaminergic drugs.

Case Report 
The patient consulted us at age 29 for chronic pelvic pain, a 
feeling of urgency and discomfort after urination, mid-epigastric 
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pain radiating to his testes and rectum after prolonged sitting, 
and lower back ache especially after prolonged sitting. However, 
the problem that bothered him the most was painful orgasm. 
The latter was so severe that he would still have intercourse but 
not try to ejaculate. The pain was not only present during the 
ejaculation but also for 30 minutes after the orgasm.

These symptoms had been present for several years and were 
gradually worsening. He was diagnosed with pelvic floor 
dysfunction and interstitial cystitis. However, pelvic floor 
physical therapy failed to provide any significant relief.
 
Based on our positive experience in treating women with 
pelvic pain and interstitial cystitis, we treated him with 15mg 
amphetamine salts (providing 9.4mg dextroamphetamine 
sulfate) upon arising and noon. All of his symptoms dissipated 
within the first two weeks of treatment.

His job necessitated that he move to another state over 800 
miles away, one year after his initial visit. However, the law for 
prescribing for class II drugs requires an in person visit every 
3 months, He thus decided to try cutting the pills in half and 
take 7.5 mg amphetamine salts twice daily. He found that this 
dosage provided the same relief as the higher dosage. During 
our 4 years of treating him he sometimes could not come for the 
appointment, so he ran out of medication. He had no withdrawal 
symptoms despite sudden cessation. However, within a week off 
medication his symptoms would insidiously return. However, 
the dysorgasmia would be extremely painful again if he had no 
amphetamine for one week. The pain would be most intense 
during the orgasm but would slowly dissipate over the next 30 
minutes. The burning pain was most intense in the penis but 
would also be present in the lower abdomen especially as he 
described “at the belt level.” Also, the pain was experienced in 
the rectum and testes.

Prior to his evaluation at our clinic, he had been evaluated by 
two different urologists, and they could not find any evidence 
of urinary tract infection, chronic prostatitis, or benign prostatic 
hypertrophy. He was not taking any medication at all at the time 
They concluded that he has dysorgasmia and interstitial cystitis 
as a result of pelvic floor dysfunction. They recommended pelvic 
floor physical therapy. However, it was not effective. 

We had tried to treat his problem with another dopaminergic 
drug cabergoline which would save him traveling to our 
office since the drug does not have any restriction as does 
dextroamphetamine sulfate. He did find that cabergoline was 
50% as effective as dextroamphetamine in relieving pelvic pain 
with prolonged sitting, was 50% as effective in relieving urinary 
urgency, but the relief of dysorgasmia was insufficient. Thus, 
he has resumed treatment with dextroamphetamine and is once 
again fully enjoying intercourse and orgasm for the past year 
without pain.
 
Discussion 
Lower urinary tract symptoms in males have been abbreviated 
as LUTS [19]. Only a minority of males with LUTS have 
dysorgasmia with estimates ranging from 1.9% to 25.9% 
depending on what percentage of the male population evaluated 
had prostatectomy [20,21].

Another term used to describe males with similar symptoms 
as the patient described here is known as chronic pelvic pain 
syndrome (CP) or chronic prostatitis/CPPS [22]. In those males 
with CPPS who also have dyaorgasmia, the proposed etiology of 
this pudendal neuropathy is nerve compression of the pudendal 
nerve as it passes between the sacrotuberous and sacrospinous 
ligaments [23,24]. Approximately one fourth of males with 
LUTS or CPPS report ejaculatory pain [25].

There are various etiologic factors that were all ruled out in 
the patient described here. These include infection causing 
urethritis, prostatitis, epididymitis, and orchitis [26]. Other 
conditions associated with dysorgasmia include benign prostatic 
hyperplasia and complications of radical prostatectomy 
[26,27]. Certain rare disorders have also been associated with 
dysorgasmia including seminal vesicle stones or ejaculatory 
duct obstruction [26,28,-30].

There are some medications that have also been associated 
with dysorgasmia especially with anti-depressant drugs e.g., 
impramine, desipramine, clomipramine, protriptyline, amoxapine, 
fluoxetine, and venlafaxine [31]. Also, cyclobenzaprine which 
is a muscle relaxer has been attributed to causing dysorgasmia 
[32]. Generally, the painful ejaculation will stop once these 
medications are stopped.

One may question what happens during the orgasm or ejaculation 
that causes the pain. Based on a case of an unusual post-
orgasmic event in a woman, one hypothesis is that the process 
of orgasm causes the release of biogenic amines that negate the 
effect of dopamine on diminishing cellular permeability, or in 
contrast to dopamine, which normally functions to decrease 
cellular permeability, they have a direct effect on increasing 
cellular permeability. This would allow absorption of irritants 
into pelvic tissues which in his case involved the penis, scrotum, 
and testicles causing inflammation and pain. The reason that it 
does not occur in everyone is that this model suggests that there 
was or already intrinsic defect in cellular permeability which 
are exacerbated by the release of these hypothesized biogenic 
amine.
 
The aforementioned case that supports this hypothesis was a 
woman who would have diplopia for 30 minutes after each orgasm. 
Her consulting neurologist strongly suggested against future 
orgasms for fear of stroke. This was unacceptable to the patient, 
and she sought our opinion as reproductive endocrinologists. We 
hypothesized the possibility that the release of biogenic amines 
could increase the permeability of the 6th cranial nerve or the 
extra-ocular muscles it innervates leading to muscle dysfunction 
leading to diplopia and that possibly a dopaminergic drug could 
correct the problem. In fact, treatment with dextroamphetamine 
sulfate fully corrected the problem [33].
 
Conclusion 
This case demonstrates that similar to women, the use of 
dopaminergic drugs are effective in relieving pelvic pain 
and interstitial cystitis. This case demonstrates that at least 
for idiopathic LUTS/CPPS, dopaminergic drugs, especially 
dextroamphetamine, and to a lesser degree cabergoline, are 
effective treatments for idiopathic dysorgasmia. Whether it 
could provide similar relief for infectious etiologies or benign 
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prostatic hypertrophy not responding to tamsulosin, or even 
from surgically induced dysorgasmia, remains to be determined. 
Hopefully this case report will generate interest in other clinicians 
to consider dopaminergic drugs for dysorgasmia and chronic 
pelvic pain in males related to various etiologies and report the 
outcome of dopaminergic therapy whether the experience was 
positive or negative.
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