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Table 4

Antibiotic regimen for acute and chronic bacterial prostatitis 

Acute bacterial 
prostatitis

Chronic bacterial 
prostatitis

Table 5

UPOINT parameters, adapted from Nickel33

UPOINT domain
Urinary

Psychosocial

Organ specific
Infection
Neurologic/systemic

Tenderness

Antibiotic regimen
First-line therapy is oral quinolone
antibiotics. If the patient is systemically
unwell refer for admission to hospital. 
In hospital the initial management will
include intravenous high dose
cephalosporin/penicillin + gentamicin
When clinically improved consider
ciprofloxacin 500 mg bd for 28 days or
ofloxacin 200 mg bd for 28 days
Fluoroquinolones first line:
ciprofloxacin 500 mg bd for 28 days/
levofloxacin 500 mg od for 28 days/
ofloxacin 200 mg bd for 28 days

Comments
Consider admission to hospital early
With quinolones, advise patients about
tendon damage
For those with allergy to quinolones or
prone to seizures, minocycline or
trimethroprim can be considered but
sensitivity testing is important
Duration 2 to 4 weeks depending on
preference of clinician
Consider adjunct use of alpha-blockers and
adequate analgesia —anti-inflammatories
Duration can be 6 weeks depending on
clinician preference

Features
Bothersome lower urinary tract symptoms

Stress, anxiety, depression

Haematospermia, tender DRE
Recurrent urinary tract infections
Neuropathic pain, coexisting conditions - irritable bowel,
fibromyalgia
Palpable tender points in pelvis or abdomen, painful spasm

Treatment
Alpha-blockers
Anticholinergics
Dietary changes
Cognitive behavioural therapy,
counselling, antidepressants, referral
to psychologist
Alpha-blockers, prostate massage
Antibiotics
Antidepressants, gabapentoids

Physiotherapy, muscle relaxants

diagnosis is uncertain or the man’s
symptoms are severe and/or persist
despite management
• If symptoms persist after urological
management referral to a chronic pain
specialist should be considered

Antibiotic regimens for acute and
chronic bacterial prostatitis are shown in
table 4, above.

COMPLICATIONS
In patients presenting with symptoms
consistent with acute bacterial
prostatitis, failure of symptoms to
improve despite antibiotic treatment
may indicate the possibility of a prostatic
abscess, see figure 1, p15. This can be
confirmed on CT or TRUS scan.
Radiological drainage using a perineal
approach or transurethral resection are
commonly used methods to treat such
cases. 

Infective and inflammatory processes
cause prostatic swelling and oedema
resulting in obstruction to urinary flow and
patients may present with acute urinary
retention and may need suprapubic

catheterisation in this situation. 
Overall, 10% of men with acute

bacterial prostatitis go on to develop
chronic bacterial prostatitis and a further
10% develop chronic pelvic pain
syndrome.24 Formation of fistulae and
osteomyelitis can also occur after acute
bacterial prostatitis.6,25

EMERGING CONCEPTS 
Over the past decade there has been
renewed interest in the management 
of prostatitis. The use of validated 
NIH-CPSI questionnaires in combination
with appropriately designed
randomised controlled trials continues
to inform progress in this field.
Treatment remains challenging in
chronic prostatitis: recent evidence
suggests that multimodal and
phenotypically directed methods may
offer better outcomes.26,27

The UPOINT classification,28 that
categorises chronic pelvic pain
syndrome  patients into six domains
(urinary, psychosocial, organ-specific,
infection, neurogenic/systemic and
tenderness), is helpful, see table 5, below.

Future management may shift from
monotherapy to multimodal treatment
options to achieve more successful
outcomes. There is evidence in the
literature suggestive that combination
treatment with alpha-blockers and
antibiotics helps to reduce high
recurrence rates.29,30

Optional treatment strategies for
refractory cases include intermittent
antimicrobial treatment of acute
symptomatic episodes, low-dose
antimicrobial suppression. 

Prostatic massage along with
antibiotics has also been used to achieve
successful outcomes but evidence is
limited. One study has also suggested
that frequent ejaculation can achieve the
same outcome as prostatic massage.31

Phytotherapeutic agents such as saw

no improvement or deterioration of
symptoms refer to urology for
admission and further review 
• Once the patient has recovered,
referral to urology for evaluation of the
urinary tract is advisable.

NICE guidance recommends the
following treatment in patients with
chronic bacterial prostatitis and chronic
pelvic pain:
• Prescribe adequate analgesia:
paracetamol and NSAIDs for pain
• A single 4-6 week course of
antibiotics, if symptoms have been
present for less than six months (do not
prescribe an alpha-blocker and an
antibiotic at the same time). Antibiotic
options include: ciprofloxacin 500 mg
bd or ofloxacin 200 mg bd, or
trimethoprim 200 mg bd, if quinolones
are not tolerated or indicated
• Prescribe a stool softener if defecation
is painful
• A 4-6 week trial of an alpha-blocker if
significant lower urinary tract symptoms
• Consider referral to a urologist in
chronic bacterial prostatitis or if the


