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Prostatitis (inflammation of the prostate gland) 
is the most common urological diagnosis in 
men under 50 in the US. Although non-
cancerous, it can be very painful and cause a 
wide range of urinary, bowel and sexual 
problems that significantly impact men’s 
health.There are four main types: acute and 
chronic bacterial prostatitis, chronic pelvic 
pain syndrome (CPPS) and asymptomatic 
inflammatory prostatitis, which is only 
detected microscopically following biopsy.

Bacterial prostatitis
Acute bacterial prostatitis is rare and needs 
urgent medical attention. It can be caused by a 
urinary tract infection (UTI) travelling up the 
urethra, bacteria spreading from the rectum, 
indwelling catheters, sclerotherapy and sexually 
transmitted infections (STIs), particularly in men 
under 35.
Signs to look out for include pyrexia, a tender 
hot boggy prostate, suprapubic tenderness and 
urine retention. Patients can also have dysuria 
and pain in the muscles, joints, abdomen, 
perineum or lower back. Rarely, painful prostatic 
abscesses can develop, which can 
spontaneously discharge through the urethra or 
require deroofing.
Chronic bacterial prostatitis occurs when 
bacteria become trapped in the prostate, causing 
dysuria, suprapubic pain, lower urinary tract 
symptoms and recurrent UTIs that are difficult 
to treat. Although patients may have a normal 
examination between episodes, the prostate is 
tender during a relapse and they often have 
problems with emptying the bladder 
(dysfunctional voiding).

Chronic pelvic pain 
syndrome
Although CPPS is the most common form of 
prostatitis, it is the least well understood and 
hardest to treat. It could result from 
neurological injury following infection or 
inflammation, prostatic stones, pelvic floor 
musculature abnormalities or an interstitial 
cystitis-like cause. Psychological factors, such 
as stress, also play an important role in the 
development and exacerbation of CPPS.

Patients often have dysfunctional voiding that 
interrupts flow, along with bowel problems, 
non-specific prostatic inflammation, constant 
pelvic pain and ejaculatory pain leading to 
ejaculatory dysfunction. The prostate can be 
mildly tender or normal on examination, but 
patients tend to have a tight anal sphincter. 

Diagnostic dilemma
When deciding whether to move ahead with 
further investigations, it is important to 
consider individual patient expectations, 
comorbidities and life expectancy. 
Online predictive tools (for example, the 
Prostate Cancer Prevention Trial risk 
calculator) can give a useful estimate of risk 
and also inform patients about possible harms 
from over-investigation. Adjuncts to standard 
PSA testing, such as PSA density 
measurement (which allows for increased PSA 
production in larger-volume prostates), may 
also be helpful. 

Investigation 
Following a physical and digital rectal 
examination (DRE), men with suspected 
prostatitis should have fractional urine 
examination and blood tests. If possible, a 
urinary flow-rate test and bladder scan 
should be used to assess voiding symptoms.



It is important to consider and exclude other 
causes, such as cancer, benign prostatic 
hypertrophy, cystitis, urethritis, chronic pain 
syndromes, ureteric stones, and anal fissure or 
fistula. Screening for STIs should also be 
considered, particularly in younger, at-risk 
men.

Treatment options
Treatment for prostatitis should be tailored to 
each man’s symptoms and bacterial cultures 
whenever possible. Antibiotics (such as oral 
quinolones) are the mainstay of treatment for 
bacterial prostatitis, along with supportive 
measures including antipyretics, analgesics, 
non-steroidal anti-inflammatory drugs 
(NSAIDs), alpha blockers and stool softeners. 
In men with chronic prostatitis, finasteride 
can help to reduce prostate size and 
vascularity, although it can take up to 6 
months to work. Patients have also reported 
benefit with pollen extracts (such as 
Graminex and Cernilton) and the bioflavinoid 
quercitin, although it is important to be aware 
of possible drug interactions.
In the past, patients have undergone radical 
transurethral resection of the prostate (TURP) 
or prostatectomy, but there is no evidence of 
consistent benefit. Similarly, prostatic 
massage appears to help some patients, but 
the overall benefits and mechanisms behind 
this are unclear.
Perineal or myo-fascial trigger-point 
massage, heat therapy, anaesthetic injections 
and acupuncture may all help to ease 
symptoms. Stress reduction techniques, such 
as cognitive behavioural therapy, and limited 
use of benzodiazapines, can also be 
beneficial. 

Avoiding 'heartsink'
GPs may be all too familiar with ‘heartsink’ 
induced by repeated prostatitis consultations; 
around 8% of men, including many of 
working age, will experience symptoms at 
some point, which can be debilitating and 
exacerbated by stress. However, by staying 
alert to the signs and symptoms of prostatitis, 
GPs can offer patients effective treatments to 
help manage short- and long-term 
complications and minimise the impact on 

quality of life.






