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� M/37
� Chief Complaint : Perineal pain for 6 months
� Pain Characteristics

- below scrotal area ~ whole perineum ~ even at buttock
- tingling sensation

� Additional Complaint
- urinary frequency for 8 years

� UA - WBC 0-1, RBC 0-1, pH 7.5, SG 1.030
� EPS - WBC 1-4                     
� Culture - negative
� PSA - 1.960 ng/ml
� NIH-CPSI – total 34 (pain score 14)



� R/O Chronic Prostatitis Category IIIB

� Empirical Antibiotics Therapy Start

� Ciprofloxacin 500mg 

Buscopan 10mg

Terazosin 1mg                  2T #2 x 14 days

� Perineal discomfort – slightly improved

� But, urinary frequency – sustained

� Urodynamic study (for frequency)



� Urodynamic study - Impaired contractility with small capacity



� Febrile event – 2 days after UDS
� Fever / Chilling / Dysuria

BT 38.8℃
Perineal pain was deteriorated

� admission to inpatient clinic

� UA WBC 10-29
� CBC – WBC 10,910 (seg 75.2%)
� CRP 4.58 mg/dl
� PSA 29.4 ng/ml

� Urine culture – Klebsiella pneumoniae





� R/O acute bacterial prostatitis

as a complication of UDS procedure

� Ceftriaxone 2g #2 IV x 5 days

(empirically started)

� Amikacin 250mg 2V #1 IV x 5 days

� After fever disappeared, the patient was 
discharged.



� OPD F/U after 2 weeks

� UA WBC 5-9
� Urine culture – negative
� PSA 7.3 ng/ml ( � 29.4 ng/ml)

� Perineal pain - slightly improved
but still suffering him

� Empirical antibiotics + NSAIDS

� Levofloxacin 250mg 
Aceclofenac 100mg
Terazosin 1mg                     2T #2 x 14 days



� F/U after 2 weeks

� UA – WBC 0-1, RBC 0-1

� EPS – WBC 1-4

� PSA 5.4 ng/ml ( � 7.3 � 29.4)

� Perineal pain – sustained, 

� no improvement

� CT finding 



� Amikacin 250mg 2V IV Daily for 7 days

� After 1 week, the perineal pan was slightly 
improved.

� NIH-CPSI – total score 29 (pain score 13)

� Symptomatic care for perineal pain

Aceclofenac 100mg

Terazosin 1mg                     

Eperisone 50mg                  2T #2 x 14 days



� F/U at 2 weeks later

� The perineal pain  - still distressed

� PSA 5.4 ng/ml ( � 5.4 � 7.3 � 29.4)

� UA WBC 0-1, RBC 0-1

� Urine PCR for STI

Chlamydia trachomatis – negative

Neisseria gonorrhoeae - negative

Mycoplasma genitalium – negative

Mycoplasma hominis – negative

Ureaplasma urealyticum – negative

Trichomonas vaginalis – negative



Next management ?



� Finally, added Metronidazole 
(Just to be sure, for anaerobic bacteria)

� Metronidazole 500mg

Aceclofenac 100mg

Terazosin 1mg                     

Eperisone 50mg                2T #2 x 14 days



� F/U after 2 weeks

� Perineal pain – almost disappeared !!!

� PSA 3.7 ng/ml (5.4 � 5.4 � 7.3 � 29.4)

� NIH-CPSI – total score 15 (pain score 3)

� Urinary frequency still existed, but the patient 
was satisfied with disappearing of perineal pain.

� Recommended PSA F/U at 6 months later

� Follow-up loss.



� In specific prostatitis cases, not responding
to empirical antibacterial treatment or to 
symptomatic therapy,

� thorough microbiological analysis may reveal 
an infection by anaerobic or other fastidious 
organisms that are not cultured in routine 
procedures.

� Possibility of misdiagnosis of “non-bacterial 
CP/CPPS” 

� because of a superficial diagnostic approach.



� Anaerobes have been involved in a variety of 
urinary tract infections 

periurethral, periprostatic cellulitis or abscess

cystitis

scrotal abscesses

ureteritis

pyelonephritis

renal abscesses

pyonephrosis

retroperitoneal abscess

Brook I. Urinary tract and genito-urinary suppurative infections 
due to anaerobic bacteria. Int J Urol 2004;11:133–41.



� Anaerobic bacteria have been proposed to 
play a pathogenic role in CBP

� Evidence of prostatic infection by anaerobes

Berger RE, Krieger JN, et al. Bacteria in the prostate tissue of 
men with idiopathic prostatic inflammation. J Urol
1997;157:863–5.



� Symptomatic remission from CBP

� was associated with eradication of pathogens 
like Peptostreptococcus spp or Bacterioides
spp from prostatic secretions

Szöke I et al. The possible role of anaerobic bacteria in 
chronic prostatitis. Int J Androl 1998;21:163–8.

Vittorio Magri et al. A severely symptomatic case of anaerobic 
chronic bacterial prostatitis successfully resolved with moxifloxacin
therapy. Anaerobe 2010;16:206-209



� Anaerobes are detected in a higher 
proportion of symptomatic Chronic Pros-
tatitis/CPPS patients than asymptomatic 
controls

� suggesting that these pathogens may play a 
causative role.

Kermes K et al. Anaerobic seminal fluid micro flora in chronic 
prostatitis / chronic pelvic pain syndrome patients. Anaerobe 
2003;9:117–23.



� The role of anaerobic microorganisms in the 
pathogenesis of chronic bacterial prostatitis 
is still debated.

� The poor outcome of treatment aimed at 
relieving pain and irritative/obstructive 
voiding symptoms � suggested further 
microbiological investigation including 
anaerobic bacteria.


