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Abstract

Background: Chronic Pelvic Pain Syndrome (CPPS) is a pelvic pain condition in men that involves urinary
symptoms and sexual activity-related discomfort and should be distinguished from other forms of prostatitis such
as chronic bacterial prostatitis and acute bacterial prostatitis. CPPS significantly affects men’s quality of life. We
experienced six cases which revealed improved CPPS symptoms after herbal medicine therapy.

Case report: We describe 6 cases of CPPS that could not bead equately controlled with antibiotics or alpha
blockers. We decided to administer Bojungikki-tang, an herbal extract used in Korean medicine.

At baseline, NIH-Chronic Prostatitis Symptom Index score of 6 cases was 28.83 + 6.37 (average + standard
deviation). After 5 months ~ 10 months of treatment with Bojungikki-tang, we observed a reduction of CPPS
symptoms such as pelvic pain, frequent urination, and sexual symptoms. Among 6 cases, 5 cases reveals NIH-
Chronic Prostatitis Symptom Index score 0 point (83.3%), 1 case reveals 14 points after herbal medication treatment.

Discussion: Our case series has shown that the symptoms of CPPS may be controlled using herbal medication

when unresponsive to conventional therapies.

Keywords: Bojungikki-tang; Chronic pelvic pain syndrome; Herbal
medicine; Chronic nonbacterial prostatitis; CPPS

Introduction

Chronic pelvic pain syndrome (CPPS) is a pelvic pain condition
in men that involves urinary symptoms and sexual activity-related
discomfort, and should be distinguished from other forms of prostatitis
such as chronic bacterial prostatitis and acute bacterial prostatitis [1].
CPPS presents as pelvic or perineal pain, frequent urination, increased
urgency, abdominal pain, constant burning pain in the penis, and post-
ejaculatory pain without urinary tract infection lasting longer than 3
months.

However, CPPS is a poorly understood disorder and no definitive
diagnostic tests exist. The cause of CPPS is also uncertain. Therefore,
this disorder is difficult to treat [2]. Oral antibiotics and alpha
blockers are currently used as pharmacological therapy in CPPS [3-
5]. Psychological treatment approaches and physical therapies such as
massage have also been used. However, the efficacy of these treatment
approaches is relatively low. Therefore, additional therapies that can
alleviate the symptoms of CPPS and improve quality of life (QOL) are
necessary.

We observed a positive effect of Bojungikki-tang (BJGT), an herbal
extract used in Korean medicine, on CPPS symptoms in patients who
were unresponsive to conventional therapies such as antibiotics and
alpha blockers.

Case History
Methods and intervention

We selected patients with pelvic pain, frequent urination, and
sexual activity-related symptoms due to CPPS. The diagnosis of CPPS
was based on previous urine analysis, semen, and prostatic secretions
tests which reveals normal values and did not indicate infection as
well as patient-reported symptoms. We selected patients who also
showed symptoms of “Qi deficiency,” a concept in traditional Korean
medicine. Qi deficiency is a syndrome that consists of symptoms such
as chronic fatigue, dyspepsia, anorexia, general weakness, immune

system dysfunction, depressive mood, and/or chronic sleep disorder.
We attempted to treat 6 CPPS patients with the herbal complex BJGT,
which has been used to treat Qi deficiency in traditional Korean
Medicine.

Patients were treated with BJGT (3 times/day) only for a period
of approximately 6 months. The daily dose of BJGT consisted of
Astragalus membranaceus (6 g), Panax ginseng, Glycyrrhizae radix,
Atractylodes japonica (4 g), Citrus unshiu, Angelica gigas (3 g),
Cimicifuga heracleifolia, and Bupleurum falcatum (2 g).

History and treatment outcomes

Case 1: A 36-year-old man (176 cm, 61 kg) with CPPS presented
at the Kyunghee-saeng Korean Medicine Clinic. He was diagnosed
with CPPS in January 2012. He experienced perineal and pubic pain
with a visual analogue scale (VAS) pain score of 6, frequent urination,
and a sensation of incomplete bladder emptying. After diagnosis, he
was treated with antibiotics for 3 months, but his symptoms remained
unchanged as of June 2012. The patient elected to treat his pelvic and
urinary symptoms with Korean herbal medicine. His body type was
thin, he had a tendency to feel dizziness easily, and he had chronic
insomnia, chronic dyspepsia, and fatigue, which are all symptoms of
Qi deficiency syndrome. BJGT treatment was therefore initiated. At the
start of herbal medicine therapy, the patient’s NIH-Chronic Prostatitis
Symptom Index (NIH-CPSI) score was 32. Three months later, his
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NIH-CPSI score had decreased to 28, and 6 months after the start of
treatment, his NIH-CPSI score was 0. After 6 months of BJGT therapy,
the patient’s previous symptoms were completely eliminated, and his
accompanied symptoms which were belongs to “Qi deficiency” were
also reduced. The results of the follow-up measurements are provided
in Figure 1.

Case 2: A 30-year-old man (172 cm, 63 kg) was diagnosed with
CPPS in December 2010. He experienced perineal and pubic pain with
a VAS pain score of 6, burning sensation during urination, discomfort
after sexual climax, painful ejaculation, frequent urination (2 times per
hour), and a sensation of incomplete bladder emptying. After diagnosis,
he was treated with NSAIDs and antibiotics for 4 months. However,
his symptoms remained unchanged as of December 2012. He also had
a thin body type and experienced chronic insomnia, fatigue, chronic
dyspepsia, and depressive and nervous mood changes due to the CPPS
symptoms. Based on his combined symptoms, he was diagnosed with
Qi deficiency, and BJGT therapy was initiated. At the start of the herbal
medicine therapy, the patient’s NIH-CPSI score was 36. After 4 months,
his NIH-CPSI score had decreased to 14, and 6 months after the start of
treatment, his NIH-CPSI score was 0. After 6 months of BJGT therapy,
the patient’s previous symptoms were completely eliminated, and his
accompanied symptoms which were belongs to “Qi deficiency” were
also reduced. The results of the follow-up measurements are provided
in Figure 1.

Case 3: A 27-year-old CPPS patient (170 cm, 60 kg) was diagnosed
in September 2009. He experienced pain in the pubic region and tip
of the penis with a VAS pain score of 6, burning sensation during
urination, discomfort after sexual climax, erectile dysfunction, loss of
sexual desire, frequent urination, and a sensation of incomplete bladder
emptying. After diagnosis, he was treated with NSAIDs and antibiotics
for 3 months. Over the course of 2 years, the patient explored various
treatments including acupuncture, moxibustion, corrective pelvic
osteotomy, and bee venom therapy. However, his symptoms remained
unchanged as of September 2012. He also had a thin body type and
experienced chronic fatigue, dyspepsia, difficulty concentrating,
and depressive mood changes due to CPPS symptoms, indicating Qi
deficiency. BJGT therapy was therefore initiated. At the start of herbal

medicine therapy, his NIH-CPSI score was 25. After 6 months, his
NIH-CPSI score was 0. After 6 months of BJGT therapy, the patient’s
previous symptoms were completely eliminated, and his accompanied
symptoms which were belongs to “Qi deficiency” were also reduced.
The results of the follow-up measurements are provided in Figure 1.

Case 4: A 46-year-old man (178 cm, 63 kg) who was diagnosed
with CPPS in 2002 presented to the Kyunghee-saeng Korean Medicine
Clinic to receive herbal medicine therapy for his CPPS symptoms.
His symptoms were perineal and pubic pains with a VAS pain score
of 7 that was aggravated in the seated position, frequent urination,
and a sensation of incomplete bladder emptying. After diagnosis, he
was treated with antibiotics and an alpha blocker for 3 months. When
he first presented at our clinic, he was only taking an alpha blocker.
However, the patient’s symptoms had not cleared as of October 2012.
He also had a thin body type and experienced chronic fatigue and
dyspepsia, indicating Qi deficiency. BJGT treatment was therefore
initiated. At the start of herbal medicine therapy, his NIH-CPSI score
was 34. After 6 months, his NIH-CPSI score had decreased to 13. After
6 months of BJGT therapy, the patient’s pelvic pain was reduced (VAS
2) and his urinary symptoms were also decreased. His accompanied
symptoms which were belongs to “Qi deficiency” were also reduced.
The results of the follow-up measurements are provided in Figure 1.

Case 5: A 26-year-old man (168 cm, 59 kg) presented at our clinic
to receive herbal medicine therapy for his CPPS symptoms. He was
diagnosed with CPPS in September 2012. The patient experienced
perineal and testicular pains with a VAS pain score of 4. He was not able
to wear skinny jeans because of his testicular pain. After diagnosis, he
was treated with antibiotics for 3 months. However, his symptoms had
not cleared as of December 2012. When he first presented at our clinic,
he was no longer taking antibiotics. He also had a thin body type and
experienced chronic fatigue and dyspepsia, indicating Qi deficiency.
BJGT therapy was therefore initiated. At the start of herbal medicine
therapy, his NIH-CPSI score was 19. After 3 months, the patient’s
NIH-CPSI score had decreased to 14. Six months after starting therapy,
his NIH-CPSI score was 7, and 10 months after starting therapy, all his
symptoms were eliminated. He accompanied symptoms which were
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Figure 1: Change in the NIH-Chronic Prostatitis Symptom Index score in case 1~6.
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belongs to “Qi deficiency” were also reduced. The results of follow-up
measurements are provided in Figure 1.

Case 6: A 26-year-old man (169 cm, 58 kg) was diagnosed with
CPPS in 2005. He experienced pain in the perineum, testicle, and tip
of the penis with a VAS pain score of 4, burning sensation during
urination, frequent urination, and a sensation of incomplete bladder
emptying. After diagnosis, he was treated with antibiotics for 1 year.
However, there was no clear response as of May 2013. The patient
then presented at our clinic to receive herbal medicine therapy for
his CPPS symptoms. He also had a thin body type and experienced
chronic fatigue, dyspepsia, and cold hands and feet. On the basis of
these symptoms, we decided that he was in the Qi deficiency state,
and BJGT therapy was therefore initiated. At the start of the herbal
medicine therapy, his NIH-CPSI score was 27. After 3 months, his
NIH-CPSI score had decreased to 22, 4 months after the start of the
treatment, his NIH-CPSI score was 13, and 6 months after the start
of the treatment, all his symptoms were eliminated. The patient’s
accompanied symptoms were also reduced. The results of the follow-
up measurements are provided in Figure 1.

Discussion

In the present 6-case series, we showed that a reduction of CPPS-
associated pelvic pain, urinary symptoms, and sexual activity-related
symptoms that were unresponsive to oral antibiotics, NSAIDs, and
alpha blockers could be achieved by approximately 6 months of
treatment with BJGT.

Our case series has important implications. First, symptoms of
CPPS that were unresponsive to conventional therapies were reduced
by the herbal medicine BJGT. CPPS is difficult to treat. In conventional
therapy, alpha blockers, antibiotics,and NSAIDs have been used to treat
CPPS symptoms. However, antibiotics therapy is controversial. Several
studies suggest that antibiotics are beneficial in reducing symptoms [3],
while others have questioned the utility of antibiotics in CPPS [4]. A
meta-analysis showed that alpha blockers (tamsulosin and alfuzosin)
were beneficial when the duration of therapy was at least 3 months [5].
In addition, there are other therapeutic approaches to CPPS, such as
physical therapy (massage), psychological therapy, acupuncture, and
transurethral needle ablation of the prostate that proved ineffective in
clinical trials [6]. In the present case series, all the patients had used
antibiotics, NSAIDs, or alpha blockers for atleast 3 months. In addition,
case 3 had also used acupuncture and moxibustion therapy. However,
in all the cases, CPPS symptoms did not respond to conventional
therapies. After 6 months of BJGT treatment, the symptoms were
eliminated in 5 patients and reduced in the remaining patient.

We were also able to improve the CPPS patients’ quality of life
with BJGT. We used the NIH-CPSI score, which includes a category
that assesses patient QOL, to evaluate the effects of BJGT on CPPS.
After the BJGT treatment, NIH-CPSI QOL scores were 0 in 5 cases
and decreased from 9 to 2 in the remaining case. Accompanying
symptoms such as chronic insomnia, chronic fatigue and depressive
mood changes, which can impact patients’ QOL, were also eliminated
in all the cases. Recently, BJGT has been used for improving cancer
patients’ QOL and fatigue. Jeong et al. [7] suggested that BJGT may
have beneficial effects on fatigue and QOL in cancer patients. Another
study also suggested that BJGT can improve QOL-related symptoms
such as fatigue, depressive mood, and anorexia, which occur in cancer
patients on chemotherapy [8]. We believe that the BJGT-associated
improvement of QOL observed in these CPPS cases is in this context.

We assume that the mechanism of the anti-chronic prostatitis
effect of BJGT might be immune modulation. An interaction between
psychological factors and dysfunction in the immune, neurological, and
endocrine systems is assumed to be a mechanism of CPPS [9]. There are
several theories behind CPPS, such as stress-induced hypothalamic-
pituitary-adrenalaxis or endocrine dysfunction, neurogenic
inflammation, and myofascial pain syndrome [10-16]. Among these,
neurogenic inflammation is assumed to be the result of pelvic nervous
system dysregulation due to past infection, pelvic trauma, anxiety, or
chronic unconscious pelvic tension. This dysregulation can lead to
inflammation mediated by substances such as substance P released by
nerve cells. In addition, the prostate can become inflamed owing to the
action of the chronically activated pelvic nerves on the mast cells at
the end of the nerve. An experimental study confirmed stress-induced
genitourinary inflammation in rat models [17]. BJGT has been widely
known to improve immunosuppressive states [18,19], reinforce natural
killer (NK) cell activity [20], and protect against viral infection [21-27].
We believe that these immunomodulatory effects of BJGT have played
arole in the present case series.

“Qi deficiency” consists of several symptoms such as fatigue,
anorexia, diarrhea, dyspepsia, sleep disturbance, myalgia, impaired
memory or concentration, depressed immunofucntion, depressive
mood, nocturnal urination, urinary incontinence, proctoptosis, and
hemorrhoid. These symptoms of “Qi deficiency” in Korean medicine
are similar to the chronic fatigue syndrome. Several studies have
suggested that the mechanism of the chronic fatigue syndrome can be
related to oxidative stress, genetic condition, infection, hypothalamic-
pituitary-adrenal axis abnormalities, immune dysfunction and
psychological factors [28]. BJGT revealed immunomodulatory
effect on chronic fatigue syndrome models in some studies [29-31].
Therefore, we could assume that the effect of BJGT on “Qi deficiency”
is also an immunomodulation. All patients in present cases revealed
frequent urination, pelvic pain and other symptoms which are revealed
in “Qi deficiency”. Furthermore, there are several theories behind
CPPS, such as stress-induced hypothalamic-pituitary-adrenal axis
dysfunction, neurogenic inflammation which are similar to theories
behind chronic fatigue syndrome. Therefore, we selected BJGT which
has an immonomudulatory effect to control symptoms of CPPS and
“Qi deficiency”.

Among the constitutions of BJGT, Panax ginseng has a prevent
effect on chronic bacterial prostatitis [32]. Although effect of Panax
ginseng is refer to chronic bacterial prostatitis prevention, we think that
Panax ginseng make a main role in immunomudulatory function of
BJGT.

We showed positive clinical effects of BJGT on symptom relief
in 6 patients with unresponsive CPPS. However, this is only a case
series and our herbal medication does not have Good Manufacturing
Practice certification. Furthermore, present study is just case series,
not randomized controlled design. Therefore, to confirm the clinical
effects of the extract, a clinical study involving a control group and a
standardized medication is needed.
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