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Diagnosis and Management of Prostatitis
Introduction
Prostatitis is the commonest prostate problem found in men under the age of 50 and
the third commonest prostate problem found in men above the age of 50. We look at
the various types of prostatitis, the approach to diagnosis and treatment.
Classification
For diagnostic and management purposes, it is useful to the use NIH system of
classification and definition of prostatitis:
Category
I

Diagnosis
Acute bacterial prostatitis

II

Chronic bacterial
prostatitis

III

Chronic abacterial
prostatitis/Chronic pelvic
pain syndrome

IIIa

Inflammatory chronic
pelvic pain syndrome

IIIb

Noninflammatory chronic
pelvic pain syndrome

IV

Asymptomatic
inflammatory prostatitis

1 of 12

Description
Acute infection of the
prostate
Recurrent urinary tract
infection and/or chronic
infection of the prostate
Discomfort or pain in the
pelvic region for at least 3
mo with variable voiding
and sexual symptoms
and/or no demonstrable
infection
White blood cells in semen
and/or expressed prostatic
secretions
No white blood cells in
semen and/or expressed
prostatic secretions
Evidence of inflammation
in biopsy samples, semen
and/or expressed prostatic
secretions, but no
symptoms

Acute Bacterial Prostatitis
This form of prostatitis represents less than 5% of all prostatitis cases.
The clinical presentation is very consistent with fever, chills, malaise, rectal or
perineal pain and dysuria. Patients may also have symptoms of bladder irritation such
as urinary frequency and urgency.
On physical examination the prostate is exquisitely tender. DRE should be done
extremely carefully and gently as excessive pressure on the infected prostate could
trigger a bacteraemia.
Sexually active men with acute bacterial prostatitis must be screen for STDs. Usual
STD related causative organisms are Chlamydia and Gonorrhea. For men who
engaged in insertive anal sex, causative organisms can include E Coli, Klebsiella,
Proteus, Pseudomonas and Serratia. The prostate can also be infected by these
organism via an ascending urethral infection or intra-prostatic reflux of urine.
The prostate can also be seeded via direct or lymphogenous spread from the rectum or
rarely from hematogenous spread. Acute bacterial prostatitis can also results from
instrumentation or catheterization.
10% of patient who have suffered from acute bacterial prostatitis will develop chronic
bacterial prostatitis and another 10% will develop chronic prostatic pain syndrome.
Rarely, acute bacterial prostatitis is complicated by a prostatic abscess. If patient does
not respond rapidly to adequate anti-biotic therapy, suspect a prostatic abscess. The
preferred method of imaging is a CT scan as a TRUS of the prostate might cause a
bacteraemia.
The mainstay of treatment for acute bacterial prostatitis is antibiotics. Initial antibiotic
treatment should be directed at Gm-ve enteric bacteria. Fluoroquinolones and
trimethoprim-sulfamethoxazole are good options. Oral treatment must be continued
for 30 days to reduce the risk of chronic bacterial prostatitis and prostatic abscess.
•
•
•

Levofloxacin 500mg – 1000mg OM x 30 days
Ciprofloxacin 500mg BID x 30 days
Trimethoprim 160mg + sulfamethoxazole 800mg BID x 30 days

If an STD related bacteria is suspected, add:
•
•
•

IM Ceftriaxone 500mg stat AND
Doxycycline 100mg BID x 30 days OR
Zithromax 1g stat

Alpha-Blockers may also be used in the treatment of acute bacterial prostatitis as it
improves urinary outflow and reduces intra-prostatic urinary reflux.
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Chronic Bacterial Prostatitis
Chronic bacterial prostatitis is very common and is often confused with chronic
abacterial prostatitis and chronic prostatic pain syndrome as these conditions share the
same symptomology. 10% of patients who have had acute bacterial prostatitis will
develop chronic bacterial prostatitis.
Chronic bacterial prostatitis classically presents as a recurring urinary tract infections
in men. The same causative organism can be cultured in expressed prostatic secretions,
semen or post-prostatic massage urine specimen.
However, patients with chronic bacterial prostatitis often present with non-specific
complaints. These include:
1. Genito-Urinary pain
a. Pain in the perineal area, penile tip pain, pain in the testicles, rectum,
lower abdomen and lower back.
2. Irritative and obstructive urologic symptoms
a. Frequency, urgency, dysuria, poor stream, nocturia and post void
dribbling
3. Other symptoms
a. Urethral discharge, ejaculatory pain, hematospermia and sexual
dysfunction
Physical examination is typically normal. Occaionally, there is a tender and boggy
prostate. Rarely, there are prostatic stones that are palpable.
Common pathogenic organisms include enteric Gm-ve bacteria including E. Coli
(80%), Klebsiella, Pesudomonas, Proteus and rarel Candida.
Fastidious organisms such as Chlamydia, Ureaplasma and Mycoplasma may not show
up on standard cultures and therefore the patient’s condition may be mis-diagnosed as
chronic abacterial prostatitis.
Treatment should be tailored to culture and sensitivity results as far as possible.
Common treatment choices are TMP-SMZ (30% to 40% success rates) or
fluroquinolones (60% to 90% success rates) for 3 months. If this fails, a low
suppressive dose of antibiotics may be given for 6 to 12 months.
•
•
•
•
•

Trimethoprim 80mg + sulfamethoxazole 400mg BID
Ciprofloxacin 500mg BID
Levofloxacin 500mg OM
Moxifloxacin 400mg OM
Doxycycline 100mg BID (2nd Line)

Other treatments:
• Alpha Blockers
• NSAIDs
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•
•

Botox
Saw Palmetto

There have been reports that co-treatment with Tadalafil 5mg once per day may
increase blood flow and therefore drug delivery to the prostate. Simultaneously, it can
reverse pathological bio-chemical pathways that contribute to prostatitis including the
Rho-Kinase system and the cGMP system. Some patients may however experience a
temporary worsening of symptoms as the increased blood flow may cause the prostate
to swell and thereby stretch the capsule causing worse discomfort.
The role of ejaculation in the treatment of prostatitis is unknown. However, one
theory is that frequent ejaculation can help clear prostatic secretions, reduce bacterial
load and reduce the concentration of inflammatory markers. Patients can be advised to
ejaculate at least once every 3 days.
Once good symptomatic improvement is achieved and maintained, a follow up test on
EPS to document clearance of the infection is recommended.
If complete symptomatic improvement is not achieved, a follow up test on EPS is still
recommended to re-establish the diagnosis of chronic bacterial prostatitis. This is
because some of these patients may have progressed to chronic abacterial prostatitis
or chronic prostatic pain.
Always ensure patients have not been taking antibiotics 2 weeks prior to the test.
Antibiotics present in the urine will make the urine sterile and the causative organism
may not be cultured.
Chronic Abacterial Prostatitis
Chronic abacterial prostatitis refers to a condition that affects patients who present
with symptoms of chronic prostatitis but repeat culture of urine or prostate secretions
yield no bacterial growth. This is also known as chronic protaitic pain syndrome. This
is further divided into inflammatory and non-inflammatory categories to guide
treatment.
Although called non-bacterial prostatitis, the cause still may be a fastidious organism
like C Trachomatis, U Urealyticum, T Vaginalis, N Gonorrhea, viruses, fungi,
mycobacterium and anaerobic bacteria. Allergies and autoimmune causes have also
been hypothesized.
Mechanical causes such as bladder neck or urethral spasm and pelvic floor tension
myalgia (levator ani syndrome) have also been hypothesized. Rarely, the cause is
carcinoma in situ of the bladder.
10% of patient who have had acute bacterial prostatitis will develop chronic prostatic
pain syndrome. Patients at risk of developing chronic prostatic pain syndrome are also
patients who have had chronic bacterial prostatitis, UTI and Urethritis.
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Chronic abacterial prostatitis can only be diagnosed after infections have been
conclusively ruled out. Even in the presence of negative cultures on EPS, a 2 weeks
trial of a fluoroquinolone may be indicated.
Treatment of chronic abacterial prostatitis depends upon its symptomology. The NIH
Chronic Prostatitis Symptom Score is very useful as it sub-divides the symptoms into
pain, urinary and quality of life symptoms.
Treatment options are:
• Tadalafil 5mg OAD
• Gabapentin
• Arcoxia
• Alpha Blockers
• TCA/SSRIs
Patients have to be counselled on the likelihood of a protracted course of treatment.
Treatment can be stopped after the patient achieves sustained symptom control.
Patients then have to be counselled on the likelihood of recurrence.
Summary
Prostatitis is a very common problem in men of all ages. A careful and coherent
diagnostic approach provides management confidence for both the physician and the
patient.
Practice Pointers
1. Suspect acute bacterial prostatitis in men who present with UTI symptoms.
a. Investigate thoroughly including screening for STDs and fastidious
organisms.
b. Treat aggressively with antibiotics.
c. Follow up closely and extend antibiotic course to 30 days.
2. Suspect chronic prostatitis in men with non-specific genito-urinary and pelvic
symptoms.
a. Be extra vigilant in men who have had UTI, Urethritis or Acute
Prostatitis.
b. Rule out infections in EPS.
3. If EPS demonstrate presence of bacteria suspect chronic bacterial prostatitis
a. Treat aggressively with an extended course of antibiotics up to 12 weeks.
b. Follow up to confirm eradication of infection.
4. If symptoms persists despite absence of bacteria on tests
a. Consider a trial of treatment of 2 weeks with a fluoroquinolone
b. Choose treatment based on symptomology
c. Counsel patients on protracted treatment course and high likelihood of
recurrence.
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Annex 1

NIH Chronic Prostatitis Symptom Score
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Annex 2
Prostatitis Diagnostic and Management Algorithm
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Annex 3
Obtaining Expressed Prostatic Secretions (EPS)
1.

2.

3.

4.

Positioning
a. Ideally the patient should be standing with legs shoulder width apart and bent over
holding onto the couch
b. This position may not be comfortable for the patient or the doctor so a compromise is
for the patient to be lying on his side with knees drawn up against his chest.
Preparation
a. Provide the patient with a sterile cup to collect any pre-urethral secretions that may
be extruded during the procedure.
b. Place sufficient gel onto a gloved finger.
c. Place pressure on the anal sphincter with the tip on the finger at the 6 o’clock
position. This helps to relax the sphincter.
d. Once the sphincter is sufficiently relaxes, gently insert the finger into the rectum.
Diagnosis
a. Palpate laterally for any tender spots to rule out Levator Ani Syndrome.
b. Turn the finger to the 12 o’clock position and palpate the prostate.
c. Take note of the size, consistency and any lumps or stones that are palpable.
Express prostatic secretions
a. Place firm pressure on the lateral lobes of the prostate and sweep towards the midline.
b. Do this bilaterally.
c. Then press on the midline. The patient should have a sense of needing to urinate
d. Take note of any tenderness of the prostate
e. If no secretions were obtained, immediately obtain a first catch urine sample from the
patient.
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