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CASE REPORT

Chronic prostatitis effectively managed by transurethral
prostatectomy (TURP) in a spinal cord injury male
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Abstract
Introduction Spinal cord injury (SCI), specifically suprasacral SCI, results in high intravesical pressures, elevated post-void
residual and urinary incontinence which are all risk factors for urinary tract infections (UTIs). The management of UTIs
usually is conservative medical antibiotic treatment. However, recurrent UTIs in the SCI patient population warrant further
investigation. The method of urinary drainage (intermittent or indwelling urinary catheters, urinary diversion) and untreated
complications of NLUTD (vesicoureteral reflux, stone formation, chronic incomplete emptying of the bladder) are risk
factors for recurrent UTIs (rUTIs). Removal of these UTI risk factors and improving urinary drainage are goals of urologic
management; however, when conservative interventions do not succeed, surgery may be a viable solution in select cases
of rUTIs.
Case presentation We present a case of complicated persisting rUTIs and associated urethral discharge in a middle-aged SCI
male who manages his bladder with intermittent catheterization (IC). We detail the evaluation and management approach
that leads to an eventual transurethral prostatectomy (TURP) as a final solution for his rUTIs. Fortunately, the surgical
intervention was successful, and the patient is free of UTIs after 4 years of follow-up.
Discussion In SCI male patients with rUTIs and suspected chronic prostatitis, TURP may be a valuable treatment option
once all predisposing factors have been remediated.

Introduction

Neurogenic lower urinary tract (LUT) dysfunction can be
caused by injuries of the spinal cord (SCI). High intrave-
sical pressure, post-void residual and incontinence are the
main consequences of this dysfunction and all of these
conditions can cause urinary tract infections (UTIs). In
addition, the potential complications of neurogenic urinary
disorders (reflux, stone formation, incomplete emptying of
the bladder), and the methods of urine drainage (intermittent
or indwelling catheters, urinary diversion), contribute even
more to UTIs. In persons with SCIs, all UTIs are considered

as complicated ones and there is different microbiology as
compared to the general population [1–3].

Recurrent infections of the urinary tract (rUTI) usually
are treated conservatively. When these methods fail, surgi-
cal treatment is an option. In order to proceed in surgery, a
constant source of microorganisms and/or appropriate
conditions for their proliferation should be present. Sources
of infections include calculi, fistulae or abscesses. Favorable
conditions for bacterial proliferation can occur under
malignancies, foreign bodies or high post-void residual
volumes [4].

There are four clinical types of prostatitis: acute bacterial
prostatitis, chronic bacterial prostatitis, chronic nonbacterial
prostatitis/pelvic pain syndrome, and asymptomatic inflam-
matory prostatitis [3]. Common treatment means are anti-
biotics, alpha-blockers, hormonal treatment, anti-
inflammatory drugs and phytotherapeutic agents (plant
extracts) [5]. Transurethral prostatectomy (TURP) is sug-
gested as a potential treatment option when other therapeutic
approaches fail, but it is not widely used as such [6, 7].

This report analyses the sequence of diagnosis and
treatment for a case of complicated rUTIs in a middle-aged
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man with paraplegia and neurogenic LUT dysfunction. The
final therapeutic step for the patient was a TURP, which
resulted in the patient being free from rUTIs at his 4-year
follow-up.

Case presentation

This case involves a 52-year-old male with T12 AIS A SCI
secondary to a car accident in 2012 [8, 9]. His bladder
management consisted of intermittent catheterization (IC)
4–5 times per day in addition to using a condom catheter
for concomitant urinary incontinence, especially during
his wheelchair basketball sports activity. The patient had a
6-year history of 3–4 Escherichia coli rUTIs per year
accompanied by high fever with chills and associated
temporary urethral secretion. With the onset of the UTI
symptoms, his urinary incontinence ceased temporarily
and the following day he would notice a thick, purulent
urethral discharge. Repeated renal ultrasound evaluation
did not reveal stones, renal dilatation or parenchymal
abnormalities.

Due to the urethral discharge, a periurethral source of
infection/abscess was suspected. A urethral swab/secretion
culture revealed >10,000 E. coli cfu/hpf. Transrectal pros-
tate ultrasound (TRUS) and lower abdominal magnetic
resonance imaging (MRI) were conducted and both tests
were without any significant findings.

Urodynamics in the absence of UTI demonstrated a
stable bladder pressure system with neurogenic detrusor
underactivity accompanied by stress urinary incontinence
due to urethral sphincter deficiency. Bladder compliance
was normal at 79.

Cystourethroscopy demonstrated a normal urethra and
bladder; however, there was an incidental hypertrophic
verum montanum (Fig. 1). Given the limited findings yet
rUTIs, it was hypothesized that the hypertrophic verum

montanum was acting as a source of temporary obstruction
during a prostatitis inflammation process. After thorough
discussion, the individual underwent endoscopic removal of
verum montanum (Fig. 2).

Urodynamic studies were repeated post verum mon-
tanum resection demonstrating similar neurogenic detrusor
underactivity and urethral sphincter deficiency with an
abdominal leak point pressure (ALPP) at 100 cmH2O.
Clinical recommendations for management consisted of
continuing self-IC 4–5 times per day and avoidance of
Valsalva/straining maneuvers for bladder emptying. Our
goal to avoid rUTIs was to maintain a low-pressure reser-
voir that was emptied completely via IC and to avoid
Valsalva/strain voiding to minimize pressure in the
prostatic area.

Due to the failure of appropriate culture-sensitive anti-
biotics to eradicate the rUTIs and the new findings of pro-
static calcifications (Fig. 3), a TURP was recommended. An
uneventful TURP was performed 3 months after the last
rUTI, and pathology revealed chronic inflammatory ele-
ments and small abscesses in the prostate gland (Fig. 4).
The individual has been followed for the past 4 years and he
has been free of UTI symptoms and urethral discharge after
the TURP.

Urodynamic testing was repeated 1 year after the TURP
and demonstrated stable bladder pressures with neurogenic
detrusor underactivity and stress urinary incontinence with
urethral sphincter deficiency but now with a lower ALPP of
70 cmH2O. The lower ALPP can be explained by the
decreasing of “urethral resistance” after TURP. The indi-
vidual continues to manage his bladder by IC and avoid
straining. To manage his stress incontinence due to
sphincter deficiency, he continues to use a condom catheter.
The TURP did not have any adverse effects on his bowel or
sexual function. The individual also uses intracavernosal
alprostadil injections for his neurogenic erectile dysfunction
with good results.Fig. 1 Urethroscopic view of the hypertrophic verum montanum

Fig. 2 Urethroscopic view of the resected verum montanum
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Discussion

To our knowledge, this is the first reported case of suc-
cessful TURP treatment of chronic prostatitis in an indivi-
dual with SCI. TURP has been reported as a therapeutic
approach to prostatitis in six case studies from 1973 to 2014
[10]. One-hundred and ten men were included in the series
and none of them had SCIs. In the series, the mean age at
diagnosis was 59 years (39–81 years) and symptom dura-
tion ranged from 6 to 30 months, for 82 patients. Prior to
TURP, patients were treated with conservative antibiotic
therapy and alpha-blockers. Out of 110 patients, 78 (70%)
were referred as cured, 16 (15%) as improved and 16 (15%)
with no change. Only one patient’s symptoms were quan-
tified under the International Prostate Symptom Score
(IPSS), in which improvement suggested, with a score from
27 downgraded to 3 postoperatively [2].

Chronic bacterial prostatitis is a relatively rare male
condition that presents with vague recurrent UTI symptoms.
The prevalence of prostatitis-like symptoms is only 8%.
Due to the high relapse rate, it can have a significant
negative impact on a man’s quality of life. While the
treatment of acute bacterial prostatitis should definitely rely

on antibiotics, there are no clear recommendations for the
management of chronic prostatitis.

Our case report documents a role for surgical interven-
tion when conservative medical therapy for chronic pros-
tatitis is ineffective. Surgical TURP, in this case, resolved
the source of infection and also lowered voiding pressures.
By “radical” TURP (almost complete removal of the pros-
tate adenoma), the microabscesses that were acting as a
“nest” for the microbes were eradicated [11–13]. Addi-
tionally, the TURP assisted with low-pressure conditions
with limited urethral resistance [14].

In neurogenic male patients with rUTI symptoms felt
to be due to chronic prostatitis, TURP may be a valuable
treatment option. All predisposing factors such as for-
eign body, urinary tract stones, altered bladder pressures
and high residual urine must first be remediated. Once
these efforts fail, TURP may be a valuable treatment
option.
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Fig. 3 Prostatic calcifications in TRUS of the prostate

Fig. 4 Hematoxylin/eosin-stained prostate tissue. Numerous small dark blue lymphocytes are seen in the stroma between the glands as of chronic
prostate inflammation. Zoom ×100 (a), ×200 (b) and ×400 (c)
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