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The main medical interest of a chronic prostatitis patient is 
finding relief from his symptoms. Far too often, this is neither 
routine nor trivial. Indeed the Usenet newsgroup 
sci.med.prostate.prostatitis is full of horror stories from desper
ate men who suffer pain, sexual dysfunction, or urinary prob
lems. Some cannot concentrate. Some cannot work at all. 
Some lead abridged social lives- their pain builds up during the 
day, making evening events unattractive or impossible. Some 
have irritating urinary frequency and urgency. Some, even 
young men, have impaired or non-existent sex lives. 

It is hard to say what fraction of the male population is 
afflicted with chronic prostatitis, but it must be large. Doctors 
consistently report that high proportions of office visits by men 
with urological problems involve prostatitis. In the US alone, 
the number of prostatitis patients must be in the millions -
many millions. Surely this debilitating disease causes a full 
measure of misery. 

To whom do we patients look for help? Sadly, it is to med
ical and insurance communities that are confused and uncer
tain. Ignorance abounds. My urologist told me quite honestly, 
when I came to him 13 years ago with a 20-year prostatitis his
tory, 'We [physicians] don't do well with this disease.' 

I can attest to that. Over 33 years, I have seen 8 urologists, 
2 internists, and 1 psychologist. I have been a 'good' patient- I 
have faithfully followed thetr recommendations. Yet, here I am 
today, still a prostatitis patient, still living in constant pain. 

Even so, I have been luckier than many. My urologist has 
been willing to try a variety of treatments. I've heard of many 
patients whose physicians have been unwtllmg to prescribe any 
therapies except their own pet. It is also my impression that 
some insurance companies may balk at covering some prostati
tis treatments. Indeed, some might not cover any treatment, 
perhaps clatming that prostamis is not a well-defined disease, 

that it is not serious, that its treatment is trivial (antibiotics), 
that it is psychosomatic, or that there is no effective treatment. 

Both sci.med.prostate.prostatitts and the Prostate Founda
tion (WWW site: www.prostate.org) were founded by Brad 
Hennenfent MD and his father Mike, of Chicago. When Brad 
discovered that Mtke had long suffered from prostatitis, he got 
together with Mike's doctor and initiated long-term antibiotic 
therapy, with some success. The newsgroup and foundation 
were outgrowths of these events. 

Why should a patient with chronic non-bacterial prostati
tis be t reated with antibiotics? Perhaps because it seems to be 
very difficult to establish definitively that a particular case is or 
is not bacterial. 

The field may be in a shambles, due, in part, to the great 
influence of studies of Meares and Stamey some 30 years ago. 
Using their four-glass culture procedure, chronic 'prostatitis' is 
divided into bacterial and non-bacterial prostatitis and pros
tatodynia, with 5-10% of patients having chronic bacterial 
prostatitis, the remaining 90-95% being approximately evenly 
divided between chronic non-bacterial prostatitis (evidence 
of inflammation but not bacteria), and prostatodynia (no 
evidence of inflammation or bacteria). If one accepts the 
Meares-Stamey procedures as definitive, then antibiotics are 
clearly inappropriate for 90-95% of patients. 

This has led to searches for non-bacterial causes such as 
urodynamic anomalies, pelvic floor muscular tightness, immune 
system dysfunction, and mind-body interactions. The results 
have been mixed, and no effective therapies have emerged. I 
am sceptical of some of these approaches, but I believe that 
every possibility should be pursued further. I am especially 
hopeful for studies involving the immune system. 

Because no therapies that are always effective are available, 
patients are often given ineffective ones. When these do not 
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work, they are told that it is all in their minds, they should see 
psychiatrists, and they should learn to live with it. 

These attitudes were evident at the National Institute of 

Health/National Institute of Diabetes/Digestive/Kidney Dis
eases (NIH/NIDDK) Workshop on Chronic Prostatitis on 7-8 
December 1995, which I attended. Many intelligent, dedicated 
scientists and physicians were present. However, it was clear to 
me that there was also a fair sprinkling of individuals, some 
prominent, who were arrogantly ignorant. These people know 
that if they cannot solve a problem then it does not ex 1st. Sadly, 
urology seems to have more than its fair share of such individu
als. Some of this attitude can be traced, I believe, to the 
Meares-Stamey studies. The arrogantly ignorant have great 
confidence that if a bacterial infection were present, it would be 
detected, even by the shoddy shadows of the Meares-Stamey 
procedure that are almost always used in clinical settings. 

There are at least two thing wrong with the Meares
Stamey procedure as a clinical method. First, it seems to be too 
complex for a routine procedure, so it is rarely used. The second 
is that there is no assurance that it detects all, or even most, of 
the bacterial infections of the prostate. Perhaps the most 
important thing that sci.med.prostate.prostatitis and the Pros
tatitis Foundation have done is to have contributed to raising 
the question, 'Is the Meares-Stamey procedure a reliable 
method for detecting infections of the prostate and associated 
structures?' 

Certainly, there are those who think not. 

The head of the department of urology at a univers1ty med
ical centre told me recently that he does not routinely cul
ture prostatitis panents because cultures are so frequently 
negative and he prescribes antibiotics in any event. 
The microbiologist Paul Fuga:zotto PhD, who was featured 
in a recent article in Urology Times, believes that modem 
clinical culture methods frequently fail where earlier meth
ods succeed. 
lvo Tarfusser MD, of Merano, Italy, uses a high-resolunon 
transrectal ultrasound (TRUS) probe to locate the focus of 
pain by palpation. Where appropriate, he uses surgical 
methods to open and drain infected prostatic structures. 
Although A. N. Feliciano MD and A. E. Feliciano MD, of 
the Philippines, use somewhat different protocols, both 
believe that almost all chronic prostatitis is bacterial (non
bacterial prostatitis and prostatodynia being non-existent 
or nearly so). They use very vigorous prostate massage 
('drainage') at least three times weekly, while the patient 
takes antibiotics, in the belief that this opens and drains 
obstructed acini. The unblocked acini release bacteria-con
taining fluids from which positive cultures can be obtained, 
even when similar cultures are negative at the outset. 
John Krieger, MD, Richard Berger MD, and their colleagues 

at the University of Washington have applied polymerase 
chain reaction (PCR) methodology to establish the 
presence of bacterial DNA in prostatic biopsies of a large 
majority of patients whose conventional diagnoses are 
chronic non-bacterial prostatitis or prostatodynia. Further, 
the findings correlate with white blood cell counts. 

Although these studies are incomplete, lacking controls 
and persuasive evidence that the DNA detected belongs to 
pathogens, they certainly cast doubts on the validity of the 
Meares-Stamey procedure. 

So do some case histories. The following are representative 
of successful cases (but not of prostatitis patients in general). 

In his late 40s, A developed such a painful case of chronic 
prostatitis that he had to stop work and go on disability 
benefit. He was seen at a university medical centre with an 
outstanding research programme in chronic prostatitis. No 
effective therapy was provided. Eventually he was treated 
with regular, vigorous prostatic massage and antibiotics. His 
symptOms vanished, and he has been symptom-free for 
about 2 years. 
In his 60s, B, who had chronic prostatitis for 30 years, began 
long-term antibiotic therapy (without prostatic massage). 
Over the course of 2 years, his flare-ups subsided and then 
appeared to have ceased. Later, some of his symptoms, 
including impotence, returned. He was then treated with 
prostatic massage and antibiotics with considerable 
improvement. 
C, a physician, decided after years of suffering from chronic 
prostatitis to apply an antibiotic regimen recommended by 
A. N. Feliciano. After a few months, the symptoms abated. 
D, a long-time sufferer, has found relief from long-term 
amoxycillin/clavanulate ( co-amoxiclav; Augmentin). 

These cases suggest that aggressive annbiotic therapy and 
prostate massage sometimes succeed where conventional 
methods fail. 

On the other hand, it is clear that things are not always 
that simple - many cases have not been resolved by antibiotics 
with prostate massage. My own case is one of these, and so, 

apparently, are the cases of most of the Americans who have 
visited Manila for that treatment. Failure appears to be more 
frequent than success with antibiotics/prostate massage. 

Another case history illustrates the ineffectiveness of 
psychoactive drugs and counselling: 

E had painful prostatitis for over 30 years. In his 60s, he 
slowly developed delayed ejaculation and an inabi lity ro 
maintain an erection. He was treated for pain and depres
sion with fluoxetine (Prozac), other psychoactive drugs, 
hypnosis, and self-hypnosis. With these drugs, he reported a 



possible increase in his tolerance of pain but side-effects 
that he considered to be intolerable - a further decrease in 
sexual function as well as fatigue, dry mouth, and a 
detached feeling. When psychoactive drugs were termi
nated, the side-effects disappeared and sexual dysfunction 
abated. 

My own case began in 1965 with an external yeast infec
tion that affected much of the skin of the groin. After it was 
finally under control through topical treatment, I began to have 
outbreaks of balanitis and flare-ups of perineal pain. The latter 
was diagnosed as bacterial prostatitis. On antibiotic treatment, 
the nature of the pain changed and the white blood cells in my 
expressed prostatic secretion (EPS) disappeared, but pain con
nnued unabated. A transurethral resection followed in about 
1968, which was also not effective. Over the next 17 years, dur
ing which I had several fruitless cystoscopic examinations, I had 
recurrent urinary tract infections. In 1985, strictures were found 
and successful stricture surgery was performed, but this did not 
relieve the perineal pain. However, for the next 8 years, I did 
obtain nearly complete symptomatic relief from oral nystatin, 
which also controlled the balanitis. Ketoconazole, fluconazole 
(Diflucan), and itraconazole (Sporanox) appeared to have 
similar effects. More recently, antifungal drugs seem to have lost 
some of their effectiveness. 

In 1990 something remarkable happened- I had a 9-month 
period of complete remission of prostatitis symptoms. It was 
heavenly, of course - after a few months I thought I might be 
cured permanently. 

The remissiOn followed months of oral nystatin and subse
quent treatment for acute chest and sinus congestion and 
inflammation. For the latter I was given amoxycillin/clavanu
late initially. After a few days my nose cleared up wonderfully. 
For a week, I breathed more freely than I had in years. Then 
nasal congestion suddenly returned, even though I was still tak
ing amoxycillin/clavanulate. Subsequent courses of doxycycline 
and minocycline did not immediately clear my chest or nose, 
though there was some improvement. Finally my doctor 
decided that I had had enough antibiotics, gave me a pred
nisone taper, and told me to expect that if it were going to be 
effective I would notice improvement almost immediately. This 
did not happen, but I did improve over the next several weeks 
to a nearly symptom-free condition. The only symptom that did 
not improve was nasal drainage causing me to want to sniffle 
almost continually, a condition that I had not had before but 
which continues to this day, despite recent ethmoidectomies 
and seproplasry. Perhaps a month after I finished the pred
nisone, I noticed that my prostatitis symptoms were gone. 

They reappeared 9 months later, simultaneously with 
another episode of chest and sinus congestion. This episode was 
less stubborn and its treatment did not result in an abatement 
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of my prostatitis symptoms. Later attempts to treat the prostati
tis by repeating the drugs used in treating the first instance of 
chest and sinus congestion were unsuccessful. 

In 1995 a bad flare-up, lasting 2 years, began. By digital rec
tal examination my urologtst detected a 'smooth nodule' on the 
left side of my prostate. TRUS-guided biopsies showed normal 
tissue only, except that the left side had a much higher density 
of corpora amylacea than the right side. 

Could a high density of corpora amylacea reflect prostatic 
obstruction? I'm told that these bodies are 'concretions of 
prostatic secretions'. Obstructions would produce higher resi
dence times for secretions, giving them more time to undergo 
concretion. 

In connection with the 1995-96 flare-up, I also had a bat
tery of procedures: urodynamics, computer tomography and 
magnetic resonance imaging, intravenous pyelogram, and cys
toscopy. By late morning the day after the two latter procedures, 
I was feeling mighty low: dazed, feverish, just plain sick. My 
urologist saw me on an emergency basis, decided that I proba
bly had bacteraemia, and gave me both oral and injected antibi
otics. Within a few days, I had recovered. 

Later, I was treated using the protocol of A. E. Feliciano, as 
closely as we could reproduce it. My pain was partly but not 
completely relieved. In addition, two remarkable things 
happened. First, the nodule that had prompted the biopsies 
softened and then disappeared. Second, my EPS became 
water white and crystal clear. It usually has a milky or pearly 
appearance. 

On one recent occasion of a balanitis flare-up, Enterococcus 
was cultured from a swab of the glans. A few months later Enter
coccus was cultured, with a high colony count, from the EPS. 
Antibiotic therapy relieved, but did not eliminate, the pain. 
That's where I stand today, not in a crisis, but still having 
balanitis and flare-ups. 

When I started nystatin in 1985, the motivation was the 
hypothesis of C. Orrin Truss MD of Birmingham, Alabama, 
that the use of antibiotics can sometimes lead to intestinal yeast 
overgrowths and toxic reactions to their metabolites. The 
metabolites enter the bloodstream from the intestine and are 
carried all over the body. There can be toxic reactions in any 
organ they reach, including the prostate. 

For a while, I was Dr Truss's patient. He impressed me as an 
mtelligent, dedicated man who was quite conservative in his 
claims, much more so than many of his followers, who have 
promoted the 'yeast connection' into a cottage mdustry of alter
native medicine. 

Unfortunately, it appears that few, if any, controlled studies 
aimed at testing the Truss hypothesis have supported it. In 
response to the popular movement, some professional medical 
organizations have published documents taking the position 
that the 'yeast hypersensitivity syndrome' is 'unproven'. 
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Having learned from A.E. Feliciano and B. Hennenfent 
that yeast hyphae occur, not infrequently, in the EPS of men 
who have received antibiotic treatment for prostatitis, I now 
suspect that when I was originally treated with antibiotics, a 
prostatic yeast infection replaced a bacterial infection. This 
might account for the change in the nature of the pain that I 
noticed at the time. It could also account for balanitis flare-ups 
- yeast infections - although it appears that my balanitis does 
not always involve yeast. Further, it would account for the 
efficacy of antifungal agents in relieving pain and preventing 
balanitis. Although nystatin is supposed to be poorly 

absorbed from the intestines, Truss told me that he believes that 
it is significantly absorbed at high doses, which he prescribes. 

Periodically, I stopped taking nystatin. Invariably, my 
symptoms returned over the course of 4-6 weeks. When I 
started nystatin again, they invariably subsided over the same 
period. On several occasions, I prolonged the period of taking 
nystatin, or of not takmg 1t, in an effort to see if my symptoms 
were cycling independently of the therapy. On no occasion did 
my symptoms mcrease while I was taking nystatin or decrease 
while I was not. 

The time span of these effects, 4-6 weeks, seems significant 
to me. That has been the time span of symptomatic relief with 
every measure that has had an effect. On the other hand, my 
doctors have usually expected relief, if 1t were going to occur, 
within a week or two. If other patients are like me, and other 
doctors like mine, then therapies that might be effective, if con
tinued, are being terminated prematurely. 

I made an effort, when not taking nystatin, to correlate my 
balanitis outbreaks with sexual contacts and my wife's vaginal 
yeast infections. My conclusion agrees with a dermatologist, 
who suggested that my balanitis was a reaction to something in 
my urinary tract. Any transfer between me and my wife appears 
to have been from me to her, not vice versa. This is additional 
evidence of a possible prostatic yeast infection. It is my impres
sion, however, that most urologists consider prostatic yeast 
infections to be so rare as to be negligible. 

On the basis of laboratory tests, my urologist gives me a 
diagnosis of prostatodynia, desptte my history of recurrent uri
nary tract infections and other indications of bacteria and yeast 
infections. I think that I have had, and may still have, a com
plex infection with both yeast and bacterial components, possi
bly with nerve damage, an inappropriate immune system 
response, or both. 

What about nerves? On sci.med.prostate.prostatitis, many 
patients report that prostatitis has destroyed their sex lives. 
Many of these reports are from young men, in their 20s and 
30s. Are the nerves involved in sexual function affected by 
prostatitis? How are they affected? Is there a therapy that 
could help? 

What about pain? Why is ejaculation accompanied by pain 
in some patients? Why does increased pain follow ejacula
tion in some patients? Why does mere sexual arousal gener
ate pain in some patients? 
Is there something that can give pain relief? My urologist 
suggests ibuprofen, but my experience is that neither it nor 
any of the other common medications is effective. Others 
on sci.med.prostate.prostatitis report similar experiences. 
Are there effective drugs for relieving prostatitis pain? Do 
urologists ever communicate with pain specialists? Do pain 
specialists ever consider prostatitis? 
What is the connection, if any, between benign prostatic 
hyperplasia (BPH) and prostatitis? What fraction of 
patients diagnosed with BPH are really suffenng from pros
tatit is? 

What is the relationship between prostatitis and interstitial 
cystitis? Are they, in effect, the same disease in males? 

These are a few among many unanswered questions. As a 
patient, I hope to see more answers soon, especially in the area 
of effective therapies. I am greatly encouraged by a resurgence 
of interest and activity in prostatitis research and I look forward 
to its fruits. 
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