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No benefit of α‑blockers for chronic prostatitis
Florian M. E. Wagenlehner and Wolfgang Weidner

A randomized controlled trial has questioned the widespread use of the α-blocker alfuzosin as an empirical
treatment for chronic prostatitis–chronic pelvic pain syndrome. Instead, only a small subgroup of patients might
benefit from this therapy.
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compared with placebo; this beneficial
effect was greatest in those men who had the
most severe symptoms. Cheah et al.10 ran‑
domly allocated 100 men with CP–CPPs to
receive 5 mg terazosin or placebo. terazosin
proved superior to placebo for symptom‑
atic relief in α‑blocker‑naive patients. By
contrast, alexander et al.11 randomized 196
men with long‑lasting CP–CPPs to receive
ciprofloxacin, tamsulosin, both drugs, or
placebo. Ciprofloxacin and tamsulosin
did not substantially reduce symptoms in
those patients. nevertheless, despite some
negative results, the use of α‑blockers
for CP–CPPs has been widespread in
recent years.
the treatment of patients with CP–CPPs
is complicated by the heterogeneous etiol‑
ogy of this syndrome, which can ultimately
merge in a common symptomatology. in
addition, studies of CP–CPPs treatments
have been constrained by the difficulty of
evaluating a single treatment option in a
patient population with heterogeneous and
largely unknown etiology. in this regard,
the use of a placebo arm is essential. means
of investigating the underlying etiology of
CP–CPPs before the initiation of treatment
have been suggested, but none has been
universally accepted. the exclusion of an
infectious origin in patients with CP–CPPs
is mandatory, and should be done by a
four‑glass or two‑glass test.1 in the study
by nickel and colleagues,2 exclusion of an
infectious origin was done on the basis
of midstream urine culture only, which
might fail to diagnose cases of chronic
bacterial prostatitis. although rare, this
etiology mandates antibacterial treatment.
subvesical obstruction might also be an
etiology of CP–CPPs by causing retrograde
influx of urine into the prostate. additional
testing of urodynamic parameters—at the
least, investigation of uroflowmetry, post‑
void residual urine volume and bladder wall
thickness—might be beneficial to identify if
a subvesical obstruction is present. Future
studies should identify patients with
subvesical obstruction and test whether
these individuals represent a subgroup of
patients with CP–CPPs who benefit from
α‑blocker medication, as these agents have
proven efficacy in patients with bladder
outlet obstruction.7
the study by nickel et al.2 is an excellent
clinical trial, with sufficient statistical power
to refute the use of α‑blockers in patients
with CP–CPPs. a subgroup of patients with

subvesical obstruction or voiding dysfunc‑
tion, however, might benefit from these
agents, which should be tested in a clinical
trial that includes assessment of urodynamic
para meters. in the future, treatment of
CP–CPPs with α‑blockers should perhaps
be reserved for those patients with proven
subvesical obstruction.
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Regeneration of interest
in the prostate
Anne T. Collins and Norman J. Maitland

The growth of prostate acini from single cell implants in mice is a major
breakthrough. Such results have important clinical implications, and will
ultimately change the treatment paradigm for prostatic disease.
the prostate gland exhibits a remarkable
capacity to regenerate after successive cycles
of castration and restoration of normal
androgen levels, which has been attrib‑
uted to the existence of a small population
of hormone‑insensitive cells with stem cell
properties. such cells are highly relevant
to our understanding of normal prostate
development, carcinogenesis and response
to castration. the purification of these puta‑
tive stem cells, to the exclusion of the major‑
ity (>99%) of other cell types, has, however,
long remained an experimental challenge.
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the paper by leong and colleagues,1 which
describes the regeneration of vestigial pros‑
tate glands in mice from single epithelial
cell implants, is, therefore, of considerable
interest to both basic and clinical scientists.
this topic is not new: isaacs and Coffey 2
postulated the existence of androgen‑
independent tissue stem cells in the prostate
more than 20 years ago, having observed
regeneration of rat prostate after repeated
cycles of androgen deprivation and replace‑
ment. their model is generally accepted to
hold not only for normal prostate, but also
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