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Abstract: Chronic Prostatitis/Chronic Pelvic Pain Syndrome (CP/CPPS) is a common condition in men and a 

serious problem affecting the health of adults men. It is considered  that symptoms persisting for more than one year 

may lead to a decrease in quality of life. It is accepted that older men may be affected at different age by symptoms 

of CP/CPPS. Men under 50 years old are diagnosed frequently. It is characterized by pain and discomfort in the 

pelvis, symptoms of the lower urinary tract and a high incidence of depression. CP can evolve without symptoms or 

with only weakening of sexual function. It never heals spontaneously. The disease poses significant psychological 

and social problems for men of sexually active age. The diagnosis and treatment create many difficulties. CP/CPPS 

combines several different prostate diseases and syndromes that differ in their characteristics and methods of 

treatment. CP/CPPS requires multimodal therapeutic behavior. It is recommended for the individual therapy plans to 

be developed based on multimodal therapy. The treatment is complex and aims at influencing the infectious agent 

and inflammatory processes, improving the quality of life, reducing symptoms and complications. Depending on the 

clinical manifestation, antibiotic therapy, Alpha-blockers, non-steroidal anti-inflammatory drugs, 5-alpha reductase 

inhibitors, antidepressants, phytopreparations, standardized pollen extract, other drugs that improve local and 

general immunity and function, Botulinum toxin A (BTA), Injection of local anesthetic, neuropathic pain 

medications, Phosphodiesterase type 5 (PDE-5) inhibitors and others are recommended. Non-pharmacological 

treatment includes lifestyle change, psychotherapy and cognitive behavioural therapy, prostate massage, therapeutic 

exercise, myofascial release, manual therapy, diaphragmatic breathing, biofeedback, postural training, education and 

training for home exercise program, traditional Chinese medicine (acupuncture), balneotherapy, peloid therapy. 

Reformed physical factors are affordable and safe to administer and do not have the usual adverse events observed 

with pharmacological therapy. These include TENS, interferential and sinusoidal modulated currents, high 

frequency currents, microwave currents, magnetic field, extracorporeal shock-wave therapy, Light therapy-infrared 

and red radiation LASER therapy. Due to the lack of high quality, randomized clinical studies, the effects of the 

physical factors applied need further clinical studies to determine their effectiveness. 

Keywords: Chronic prostatitis / chronic pelvic pain syndrome (CP / CPPS), pharmacological treatment, non-

pharmacological treatment, quality of life 

 

1. INTRODUCTION 

Chronic Prostatitis/Chronic Pelvic Pain Syndrome (CP/CPPS) is a common condition in men and a serious health 

problem (Zhang, Liang, Shang & Li (2020)). The incidence rate ranges from 8.2% to 25% (Krieger, Lee, Jeon et al. 

(2008); Zhang et al. (2020)). Symptoms that persist for more than one year are thought to lead to a decrease in 

quality of life (Doiron, R.C., & Nickel, J.C. (2018)). It is assumed that 35% to 50% of men are affected at different 

periods in their lives by symptoms of CP (Rees, Abrahams, Doble, Cooper & Prostatitis Expert Reference Group 

(PERG) (2015). Prostatitis is the third most common diagnosis in men under 50 years of age (Bergman J, Zeitlin S. 

(2007)). It is characterized by pain and discomfort in the pelvis, lower urinary tract symptoms and high incidence of 

depression (Tripp, Nickel, Wang, et al. (2006). CP can evolve without symptomatology or with only diminished 

sexual function and treatment create many difficulties (McNaughton, Pontari, O'Leary, et al. (2001) Rees et al. 

(2015)). CP/CPPS bring together several different prostate diseases (bacterial and abacterial) and syndromes that 

differ in treatment characteristics and methods (Krieger et al. (2008)). In 1995, the NIH (US National Institute of 

Health) adopted a new classification for prostate inflammation (Krieger, Nyberg, Nickel (1999)). The European 

Association of Urology (EAU) recommends using the NIH classification: 

Category I, acute bacterial prostatitis. 

Category II, chronic bacterial prostatitis, is a persistent bacterial infection of the prostate leading to recurrent 

urinary tract infections caused by the same bacterial strain. 

Category III, chronic prostatitis/chronic pelvic pain syndrome 
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A. Inflammatory chronic prostatitis/chronic pelvic pain syndrome is associated with leukocytes in the expressed 

prostatic fluid, post-prostate massage urine or seminal fluid. 

B. Non-inflammatory chronic prostatitis/chronic pelvic pain syndrome with no evidence of urogenital inflammation. 

Category IV, asymptomatic inflammatory prostatitis. 

CP/CPPS has a multifactorial etiology and requires multimodal therapeutic behavior (Shoskes & Katz (2005); 

Shoskes, Nickel & Kattan (2010)). A thorough evaluation of patients with CP/CPPS is important for adequate 

therapy, given the heterogeneity of patients. It is recommended that individual therapy plans to be developed based 

on multimodal therapy. Doiron 2018 does not recommend sequential monotherapy as this approach is too simplistic 

and does not lead to successful treatment (Doiron & Nickel (2018); Magistro, Wagenlehner, Grabe et al. ( 2016)). 

Only 5% to 10% of cases of prostatitis are of bacterial origin (Bartoletti, Cai, Mondaini et al. (2007); Franco, Turk, 

Jung et al. (2020)). The treatment is complex and aims at influencing the infectious agent and the inflammatory 

processes, improving the quality of life, reducing symptoms and complications. 

 

2. PHARMACOLOGICAL TREATMENT  

1. Antibiotic therapy Antibiotics (quinolones) may reduce prostatitis symptoms compared to placebo and may not 

be associated with an increased incidence of adverse events. They probably do not affect sexual dysfunction and 

quality of life. There is no information on their effect on anxiety or depression (Franco, Turk, Jung et al. (2019). 

Fluoroquinolones are a treatment of choice for acute inflammation (Schaeffer (1999)) and CP/CPPS IIIA (Grabe, 

Bjerklund-Johansen, Botto, et al. (2013); Rees et al. (2015)) Treatment should last at least 4 to 6 weeks. In case of 

resistance, treatment with sulfonamides, the duration is from 8 to 12 weeks, is prescribed. In certain indications, 

tetracyclines and macrolides are administered due to their activity against Chlamydia and Mycoplasma. The sexual 

partner should be treated at the same time as the patient. 

2. Alpha-blockers including terazosin, doxazosin, phenoxybenzamine, tamsulosin, alfuzosin and silodosin (Franco 

et al. (2020)). They reduce the smooth muscle tone in the urethra and improve urination (Patrashkov T, 2005). 

Increase in prostate pressure in the urethra at CP is proved by urodynamic studies (Schaeffer A. J., (1999)). Ά-

blockers are recommended for initial treatment of moderately severe obstructive symptoms (Rees et all. (2015)). If 

symptom reduction is not achieved within 4-6 weeks, treatment should be discontinued and a different 

pharmacotherapy considered (Rees et al. (2015). According to a 2019 meta-analysis, there is no conclusive data on 

the effect ά-blocker in comparison with placebo in short-term follow-up. They probably do not lead to nearly any 

difference in sexual dysfunction, quality of life, anxiety and depression (Franco et al. (2019)). In case of CPPS they 

are not recommended as first-line monotherapy. Treatment - not less than 3 months. 

3. Nonsteroidal anti-inflammatory drugs reduce pain and suppress inflammation, especially with CPIIIA. Anti-

inflammatories (corticosteroids, nonsteroidal anti-inflammatory drugs and thiocolchicoside) may reduce prostatitis 

symptoms compared to placebo and may not be associated with an increased incidence of adverse events and are 

unlikely to be associated with an increased incidence of adverse reactions. Information on sexual dysfunction, 

quality of life, anxiety and depression has not been established (Franco et al. (2019)).  

4. 5 - alpha reductase inhibitors. Finasteride is likely to reduce the symptoms of CP compared to placebo and is 

unlikely to be associated with an increase in adverse reactions (Franco et al. (2019), (2020)). A reduction in prostate 

volume was reported in 20–39% of cases (Patrashkov 2005). There is no information on the effects on sexual 

dysfunction, quality of life or anxiety and depression (Franco et al. (2019). There is insufficient evidence of 

monotherapy with 5α-reductase inhibitors at CP/CPPS, except in the case of concomitant BPE (Rees et al. (2015). 

5. Antidepressants. In the case of CP, hypochondria, somatization, depression, mental impotence are present. 

Franco (2020) reported no conclusive evidence of the efficacy of duloxetine, sertraline and dapoxetine in CP/CPP 

SIIIA. Tricyclic antidepressants are also suitable for neuropathic pain (Rees et al. (2015)). 

6. Phytopreparations (Pollen extract, Prolit Super Pro®, calendula and curcuma, quercetin and cranberry) are 

likely to have a positive effect on CP/CPPS IIIA and do not increase the risk of side effects but do not improve 

sexual dysfunction. There are no data on the effects on anxiety, depression and quality of life (Franco et al. 2020). 

7. Standardized Pollen Extract Graminex G63. It is recommended for a period of 90-120 days for all types of 

prostatitis. A 2017 meta-analysis reports that it can improve quality of life without significant adverse events. Long-

term RCTs could provide more evidence of the efficacy of pollen extracts at CP/CPPS (Cai, Verze, La Rocca, et al 

(2017)). 

8. Other medicines that improve local and general immunity and functional status of the prostate, including 

Vitamins (C,E), Microelements (Zn,Se), Omega-3 fatty acids, and the use of Urovaxins are also recommended. 

9.Botulinum toxin A (BTA). Intraprostatic BTA injection in refractory symptomatology is a potential therapeutic 

option that reduces pain (Falahatkar, Shahab, Gholamjani Moghaddam et al. (2015); Abdel-Meguid, Mosli, Farsi, et 

al. (2018)) and improves quality of life (Falahatkar et al. (2015). Injection of pelvic floor muscles does not reduce 
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symptoms. There is no evidence of adverse reactions. Information on sexual dysfunction, quality of life, depression, 

and anxiety is not available (Franco et al. (2020)). 

10. Injection of local anesthetic for trigger point pain or localized myofascial pain. It is suitable for neuropathic 

pain, only in some patients with true organ-specific prostate pain. It may be appropriate therapy in pudendal 

neuropathy, unilateral perineum pain, the pudendal nerve block (Doiron & Nickel (2018). 

11. Medications for neuropathic pain. Pregabalin may be included if needed (Franco, J.V.A. et al. (2020)) or 

amitriptyline, gabapentinoids (or even the combination of them). They can be effective as part of multimodal 

therapy for non-responding symptoms of CP CPPS (Doiron, R. C., & Nickel, J. C. (2018). 

12. Phosphodiesterase type 5 (PDE-5) inhibitors (Tadalafil) are suitable for sexual dysfunction associated with 

ejaculatory pain or psychological sexual dysfunction (Doiron & Nickel (2018). 

According to Franco (2019, 2020), part of the pharmacological therapy studies are short-term (4 to 12 weeks) and do 

not account for the occurrence of adverse reactions and effects on anxiety, depression and quality of life. Some of 

the therapeutic interventions are likely to be effective on some of the symptoms and do not affect others, for 

example phosphodiesterase inhibitors affect sexual dysfunction and do not affect the symptoms of prostatitis, the 

analgesics influence pain in pain syndrome. Some of the side effects can be reduced or eliminated by titrating the 

dose of the drug. In others, such as alpha-blockers, unwanted retrograde ejaculation stops when the medication is 

discontinued. Pharmacological therapy needs to be refined based on major complaints of CP/CPPS. 

 

3. NON-PHARMACOLOGICAL TREATMENT 

1. Lifestyle change. It is recommended to adjust lifestyle, diet and sexual habits (Zhang, Liang, Shang & Li (2020)). 

13 potential risk factors for CP/CPPS were identified, including diet (alcohol, coffee, chilli and spicy foods, 

excessive diet, bowel dysfunction), sexual habits (delayed ejaculation, sexual restraint, excessive sex, interruption of 

coitus) lifestyle (sedentary life), perineal trauma (pelvic floor muscle tenderness, sitting position, traumatic sports 

for perineum, constrictive clothing (Gallo (2014)) Psychological support is part of the multimodal approach to 

managing CP/CPPS. Chronic pain is a common cause of anxiety and depression. Mental disorders should always be 

evaluated by a specialist psychologist or psychiatric team in order to pay attention to sensitive patients (Zhang et al. 

(2020)). Training and communication between sexual partners is essential (Rees et al. (2015)), Cognitive Behavioral 

Therapy (CBT) and Psychotherapy. Psychological symptoms are considered to be part of CP/CPPS, however, there 

is no convincing evidence that this therapy is effective (Rees et al. (2015). 

2. Massage of the prostate, of the perineal or pelvic floor, are effective at CP/CPPS with perineal morbidity and 

difficulty in evacuation of the bladder/rectum (Zhang et al. (2020)). Some authors recommend a massage device. 

The effects of the therapy are caused by the factors heat, pulsed magnetic field and a soft vibration massage. In 

transrectal ultrasound in the color Doppler mapping mode, a research proves an improvement in blood circulation in 

the prostate gland (Zhiborev & Martov (2018)). No convincing evidence has been found on the effectiveness of 

prostate massage, and there is no data on adverse reactions, effect on sexual dysfunction, quality of life and anxiety. 

(Franco et al. (2018, 2019). 

3. Kinesitherapy. Exercises to increase the strength and endurance of the abdominal and pelvic muscles, specialized 

exercises for sphincters and breathing exercises are applied (Ryazkova, (1999)). With increased tone and pain points 

in the pelvic floor muscles, relaxing techniques of manual therapy, flexibility exercises and aerobic exercises can be 

effectively applied (Van Alstyne, Harrington, Haskvitz, (2010)). Although there is no consensus on appropriate 

specialized physiotherapy techniques, in CP/CPPS Myofascial release, Coordination Exercises/Training, 

Therapeutic Exercise, Manual therapy, Relaxation Exercises, Diaphragmatic Breathing, Behavioral 

Recommendations, Postural Education/training, Biofeedback, Education/training on home exercise program are 

recommended (Franco et al. (2020)). Physical activity could probably reduce the symptoms of CP/CPPS, but data of 

the effects on anxiety, depression, sexual dysfunction and quality of life are not available (Franco et al. (2020)). 

4. Traditional Chinese Medicine (TCM) can relieve pain and affect quality of life. In a prospective randomized 

trail, the effect of Acupuncture and sham-acupuncture was compared. The authors suggest that acupuncture may 

play a role in the immunomodulation in CP/CPPS by increasing NK cell levels, but further studies are needed to 

establish the mechanism of action (Lee, Liong, Yuen & Krieger, (2014). Lee et al. (2014) TCM can reduce the 

symptoms of prostatitis and is not associated with an increased risk of side effects. It is unlikely to improve sexual 

dysfunction, anxiety and depression, and there are no data on the effect on quality of life (Franco et al. (2020). High 

quality RCPs could help to determine the effect of this therapy (Xue et al. (2019)). 

5. Balneotherapy is performed after the acute process activity reduction. Balneotherapy with radon mineral water is 

applied and thus the hemodynamics is activated and the development of sclerotic processes in the gland is inhibited 

(Mannapova & Dariĭ, (2012)). Mud shorts or rectal pads are applied, and paraffin therapy may be an alternative. 

Shared and seated baths with sulphide mineral waters are recommended (Ryazkova et al. 1999). 
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6. Reformed physical factors. Preformed physical factors are accessible and safe to administer and do not have the 

usual side effects observed with pharmacological therapy. (Popkov et all. (2017)). CP/CPPS is a clinical syndrome 

with multifactorial etiology and is best responded to by multimodal therapy (Shoskes et al. (2010). 

Low frequency and low voltage currents. Schneider, Tellenbach, Mordasin, et al. (2013) report significant pain 

reduction (VAS) and improved quality of life after transcutaneous electrical stimulation (TENS). Sikiru, Shmaila, 

Muhammed, (2008) reported a significant reduction in pain after TENS, compared to the group with pain 

medication or placebo tablets against antibiotic treatment (ofloxacin 300 mg). Pirola, Verdacchi, Rosadi, et al. 

(2019) have also reported positive results from the implementation of TENS. Therapy may be preferred instead of 

analgesics due to their side effects. TENS is not expensive and is not an invasive method and may be an alternative 

to drug analgesia (Rees et al. (2015)). 

Medium frequency current have a good analgesic effect. Sinusoidal Modulated Currents, applied 

Transcutaneously Abdominally-Sacral in Congestive Prostatitis (Karpukhin et al. (2011)) - improve blood 

circulation, stimulate spinal erection and ejaculation centers and improve sexual function. Interference currents - 

applied pubic-sacral - enhance venous flow, improve blood circulation of the cavernous bodies and have an 

analgesic effect (Mannapova et Dariĭ (2012)). 

Microwave therapy is administered in an athermic to oligothermal dosage. The local temperature of the prostate 

gland is increased, and thus microcirculation improved, congestion reduced and the penetration of drugs improved 

(Wenninger, Heiman, Rothman et al. (1996)). Good anti-inflammatory effect proves Ultra High Frequency 

Inductothermia (Mannapova et Dariĭ (2012); Popkov et al. (2017). A good therapeutic effect is reported by Jin,  

Wang, Zhai, et al. (2017). Another study, of Chung , Choi, Yoo, et al. (2017) analyzed the clinical results of the use 

of drug and microwave thermotherapy and found that the combination of pharmacological agents (Ciprofloxacin 

500 mg twice daily and nonsteroidal anti-inflammatory drugs (NSAIDs) and microwave therapy improve NIH-CPSI 

and satisfaction of patients with CP/CPPS more than patients only on medication monotherapy. 

Low-intensity pulsed ultrasound (LIPUS) is probably an effective therapy for CP/CPPS. Li, Wang, Han et al. 

(2013) reported a reduction in CP pain with transperineral administration of US. The methodology is easy to 

administer and safe and may be recommended for wider clinical use. Lin, Reed-Maldonado, Lin, et al. (2016) 

suggest that the mechanisms of the therapeutic effect of LIPUS in CP/CPPS are due to the effects on the 

cyclooxygenase-2 (COX-2) and the monocyte chemo-attractant protein 1 (MCP-1), Omi, Mochida, Iwashina, et al. 

(2008), which are responsible for the therapeutic effect. 

Sono-electromagnetic stimulation is multimodal therapy with low-intensity ultrasound, low-frequency electric 

field and magnetic field. A randomized, placebo-controlled, double-blind study proves that therapy leads to 

significantly improved symptomatology in CP and is recommended for patients with complaints ≤ 12 months 

(Kessler, Mordasini, Weisstanner et al. (2014). 

Low-intensity laser irradiation improves bowel movements, reduces pain, and improves quality of life 

(Mannapova et Dariĭ (2012); Ryazkova (1999); Vsevolod, (1994)) reported improvements in subjective complaints 

and improved uroflometry and ultrasound evaluation following transrectal administration of a low-intensity helium-

neon laser. Mowafy et al. (2016) reported a significant reduction in PSSI and UPV in antibiotic and laser therapy. 

Low frequency magnetic field. It Improves local circulation and has a mild analgesic effect (Mannapova et Dariĭ 

(2012); Ryazkova, (1999)); Gavrusev, Strotsky, Malashchitsky et al. (2017)) report about extracorporeal 

magnetotherapy. The control group received non-steroidal anti-inflammatory drugs (diclofenac) and tamsulosin. No 

difference in NIH-CPSI was observed within 3 months, with better results in the magnetic field group at 9 months. 

Extracorporeal shock-wave therapy ESWT has a pronounced analgesic effect, which manifests itself after 1-2 

procedures, reduces painful urination and fibrotic processes, but does not affect calcifications (Rotov,  (2008). Triple 

therapy α-blocker, anti-inflammatory agent , muscle relaxant, and ESWT, show a significant change in residual 

urine (PVR) and maximal flow rate (QMAX) and NIH-CPSI compared with drug treatment (Pajovic, Radojevic, 

Dimitrovski, Vukovic (2016)) ESWT could reduce prostatitis symptoms and may not be associated with an increase 

in the incidence of prostatitis. (Franco et al. (2018, 2019)). 

Light treatment infrared and red radiation in prostate gland projection, followed by mud therapy (intrarectal 

sapropel tampons) and sinusoidal modulated currents in CP in remission and latent inflammation can improve 

treatment efficacy and reduce the likelihood of recurrence for one year (Kolmacu &Levickij (2014); Popkov et al. 

(2017)). 

A number of publications prove good therapeutic effect of the application of physical factors in CP/CPPS. It is 

recommended that physical medicine specialists, psychologists, cognitively behavioral therapists and sexual health 

counselors to be involved in the management of CP/CPPS (Zhang et al. (2020)). Due to the lack of high quality, 

randomized clinical studies, the effects of applied physical factors such as TENS, interferential and sinusoidal 

modulated currents, ultra-high frequency currents (UHF) - short wave diathermy and micro wave currents (SHF) of 
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centimeter and decimeter wavelength range, magnetic field, extracorporeal shock-wave therapy, Low intensity 

LASER therapy need further clinical studies to determine their effectiveness. 

 

4. CONCLUSION 

The treatment of CP/CPPS aims at influencing the infectious agent and inflammatory processes in the prostate, 

improving the quality of life, reducing symptoms and complications. It is difficult and long-term. For good results, 

therapy must be complex. Due to the lack of high quality, randomized clinical studies, the effects of the physical 

factors applied need further clinical studies to determine their effectiveness. Combining pharmacological with non-

pharmacological treatment can increase therapeutic outcomes. 
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