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test is described in table 2, above.15
The four glass test is time consuming

and more recently a two glass test has
gained widespread clinical acceptance
to categorise patients with chronic
prostatitis. In this test a urine specimen is
sent before and after vigorous prostatic
massage. The interpretation of the two
glass test is described in table 3, above.16-17

Of note, urethral swabs have been
demonstrated to be more effective at
picking up urethritis than voided urine
specimens and may play a role in
patients in whom this is suspected.18

NICE guidance currently does not
recommend performing prostatic
massage in primary care. In acute
bacterial prostatitis this is because
prostate massage is painful and does
not offer additional value to MSU and
empirical treatment.19 In chronic
bacterial prostatitis and chronic pelvic
pain NICE guidance states that prostatic
massage is impractical and rarely
performed in primary care. 

The two or four glass test may
therefore be performed as part of the
diagnostic work-up in secondary care.20

There is no high quality evidence in the
literature that prostatic massage leads to
a deterioration in the clinical condition.

Imaging does not have a role in the
primary care investigation of patients
with prostatitis unless an alternative
diagnosis is suspected. The PSA blood
test should not be performed when
acute bacterial prostatitis is suspected.

retention or unable to tolerate oral
antibiotics should be referred to urology
promptly for hospital admission, review
and management.  

Sometimes patients may describe
symptoms which include red flags for
urological malignancies such as
haematuria. These patients should be
treated for prostatitis but referred for
review on the appropriate two week
referral pathway.

In patients in whom the differential
diagnosis includes chronic bacterial
prostatitis or chronic pelvic pain, a
definitive diagnosis can only be made
with further investigations. 

The gold standard investigation for
suspected chronic bacterial prostatitis 
is the Meares-Stamey four glass urine
collection technique.15 The aim of this
investigation is to evaluate the lower
urinary tract to localise the precise
location of the infection. 

The test involves careful collection of 
a voided urine specimen. The first 10 ml
(VB1) represents the urethral specimen.
The voided bladder specimen is similar
to a MSU collection (VB2) and represents
the bladder urine. Vigorous prostatic
massage is then performed with the
secretions produced collected
representing prostate specific specimens,
i.e. expressed prostatic secretions (EPS).
The first 10 ml of urine voided after
prostatic massage includes any EPS
remaining in the prostatic urethra (VB3).
The interpretation of the Meares-Stamey

Table 2

Interpretation of the four glass test

Classification
Cat II

Cat IIIA

Cat IIIB

VB1 = urethral specimen; VB2 = bladder specimen; EPS = expressed prostatic
secretions; VB3 = any EPS remaining in the prostatic urethra; WBC = white blood cells

Table 3

Interpretation of the two glass test6,16,17

Classification
Cat II

Cat IIIA

Cat IIIB

»

Specimen
WBC
Culture
WBC
Culture
WBC
Culture

Specimen
WBC
Culture
WBC
Culture
WBC
Culture

The PSA in this situation would be
artificially elevated and may take several
weeks to normalise post infection. In
patients with chronic symptoms aged
over 50 or those who have risk factors
for prostate cancer, who have been
appropriately counselled, a PSA should
be offered. 

NICE guidance recommends referral
to a urologist for review following
recovery from acute bacterial prostatitis
to investigate whether any structural
abnormalities are present. 

Cystoscopy to evaluate the lower
urinary tract is also indicated in men in
whom the history suggests the
possibility of a diagnosis other than
chronic pelvic pain syndrome  and
justified in men with chronic pelvic pain
syndrome who do not respond to
standard therapy.21

As part of the review the urologist will
evaluate lower urinary tract symptoms
and may arrange further urodynamic
studies. 

TREATMENT
Only around 10% of patients with acute
and chronic bacterial prostatitis will
present with a proven urinary tract
infection.22 Despite this infection may be
the underlying pathology in a
significantly higher percentage of
patients presenting with prostatitis and
for this reason empirical treatment with
antibiotics is a reasonable option if
prostatitis is suspected clinically and the
culture results are negative. 

In patients presenting with suspected
chronic prostatitis it is imperative to
explain that the cause of prostatitis is
poorly understood, the treatment is
chronic and as such improvements may
not be seen till after six months. It is
important to highlight that prostatitis is
a benign condition and treatment may
be about controlling and improving
symptoms rather than effecting a cure.
Self-help leaflets are available and
patients should be encouraged to
access them, see Useful information
box, p19. The NIH Chronic Prostatitis
Symptom Index is a useful method of
monitoring patients’ response to
treatment.23

NICE guidance recommends the
following treatment in patients with
acute bacterial prostatitis:
• Start antibiotic treatment immediately.
Antibiotic options include: ciprofloxacin
500 mg bd, ofloxacin 200 mg bd, or
trimethoprim 200 mg bd if quinolones
are not tolerated or indicated
• Prescribe adequate analgesia:
paracetamol and NSAIDs
• Reassess in 24-48 hours — if there is

VB1
–
–
–
–
–
–

Pre-prostatic massage
±
±
–
–
–
–

Post-prostatic massage
+
+
+
–
–
–

VB2
±
±
–
–
–
–

EPS
+
+
+
–
–
–

VB3
+
+
+
–
–
–


