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INTRODUCTION
Prostatic abscess is uncommon and difficult to diagnose
because initial clinical presentation may mimic several
other diseases of the lower urinary tract. The incidence of
prostatic abscess has markedly decreased because of the
widespread use of antibiotics and the decreased incidence
of gonococcal urethritis. In the forties, mortality ranged
from 6% to 30%, and major microorganism involved was
Neisseria gonorrhea (1). More recent data suggests a mor-
tality rate from 3% to 16% (2), Enterobacteriacae being the
most common agents. Among these, Escherichia coli has
the highest prevalence, in about 70% of the cases (3). In
this paper we report a case of prostatic abscess treated in
our department and review the literature as far as the clin-
ical presentation, diagnostic modalities and management
is concerned.

CASE REPORT
A 52-year-old male presented at the emergency depart-
ment of our hospital with dysuria, high fever, chills, per-
ineal pain and poor general condition. A few days before
he visited a private urologist who diagnosed acute pro-
statitis with urine culture positive for E. coli. He received
ciprofloxacin and although there was an improvement at
the beginning, the symptoms recurred. He was a known
diabetic patient. 
On physical examination, his blood pressure, pulse rate
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and temperature were 130/80mmHg, 95 per minute and
39° C, respectively. At rectal examination, the prostate
was tender and enlarged with a fluctuating area between
the two lobes.
Urine and blood cultures were obtained prior to starting
antibiotic therapy. Transabdominal ultrasonography of
the prostate showed a hypoechoic area. Transrectal ultra-
sonography showed two hypoechoic areas, one in the
right and one in the left lobe (Figure 1). Computed
tomography scan revealed two hypodense, homogenous
areas with size 3 x 3,5 cm, in the same region of the
prostate (Figure 2). The patient was treated with
ciprofloxacin, amikacin and metronidazole intravenous-
ly. Under ultrasonography guidance the abscess was
drained transrectally. About 7 ml of pus were obtained
and its culture showed Klebsiella pneumoniae. The same
agent was found in blood cultures as well. During follow
up the same procedure was repeated due to incomplete
emptying of the abscess cavities. Finally it was decided
that the patient should have a transurethral drainage of
the abscess. The simultaneous use of transrectal ultra-
sound confirmed the complete drainage of the abscess.
The postoperative recovery of the patient was normal
and on the 6th day after the TUR the patient was dis-
charged. One month later, the patient was symptom free,
the urine culture was negative and the transrectal ultra-
sound appeared normal (Figure 3).
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DISCUSSION
Prostatic abscess is an infrequent condition in the mod-
ern antibiotic era with an incidence of 0.5% to 2.5% of
diseases accompanying prostatic symptoms (4). It can
occur in patients of any age (including neonates) but is
mainly found in men in their 5th and 6th decade of life
(2). Predisposing factors for the development of prostat-

ic abscess are diabetes mellitus, bladder outlet obstruc-
tion, indwelling catheter, biopsy of prostate, chronic
renal failure, haemodialysis, chronic liver disease and
HIV infection (5,6). As far as pathogenesis is concerned,
it is the retrograde flow of contaminated urine during
micturition into prostatic ducts that promotes the forma-
tion of microabscesses that coalesce and form prostatic
abscesses (3). 
It is already mentioned that E. coli and Enterobacteriacae
are the most prevalent bacteria in prostatic abscess.
Nevertheless, as the number of immunocompromised
patients increase, atypical pathogens may be found, like
mycobacteria, fungi, anaerobes and in case of
haematogenous spread from distant foci, Staphylococcus
aureus (7).
Clinical manifestation of the disease includes dysuria,
urgency and frequency in 96% of the cases, fever in 30%
to 72% of the cases, perineal pain in 20% of the cases
and urinary retention in 1/3 of the cases (1, 2, 4). The
most typical sign of prostatic abscess is a fluctuating area
in the prostate palpated by digital examination, although
this finding is observed in 16% to 88% of the patients
(1,2). In case of improper treatment or delayed diagnosis
possible complications are the spontaneous rupture of
the abscess and fistula formation towards the urethra,
bladder, perineum and rectum and also septicemia with
mortality rate between 3% and 16% (4).

Figure 1.

Transrectal ultrasound showing prostatic abscess 
with two cavities.

Figure 3.

Transrectal ultrasound 1 month 
after transurethral resection.

Figure 2.

CT scan depicting the prostatic abscess.
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The diagnostic study of choice to assist the treatment and
follow up of patients with prostatic abscess is transrectal
ultrasonography. The most common finding is one or
more hypoechogenic lesions, of different sizes, located in
the transitional or central zone of the prostate and sur-
rounded by a hyperechogenic halo, that can cause dis-
tortion of the anatomy of prostate gland (8). Color and
power Doppler sonography show a high perilesional vas-
cularity. Differential diagnosis includes neoplasias, cystic
lesions, granulomas and acute prostatitis. CT scan and
MRI scan usually add few information as far as diagnosis
is concerned. 
They are useful at the estimation of the extent of the
abscess in the periprostatic tissues, at the detection of gas
in the fluid of abscess and when extensive types of pro-
cedures are being planned after patient diagnosis (8).
The treatment consists of parenteral broad-spectrum
antibiotic administration and abscess drainage. Due to
the rareness of the disease there are no specific guidelines
for the treatment of prostatic abscess. The administration
of antibiotic agents by itself is effective in limited cases,
such as monofocal abscess less than 1 cm in diameter.
Usually surgical intervention is required, which can be
done under ultrasound guidance by transrectal (9, 10) or
transperineal route (11, 12). 
These procedures are easy to perform under local anaes-
thesia, have low morbidity and can be repeated in case of
failure. The culture of pus that is aspirated is important
because pathogens isolated are often different from those
found in urine culture. 
This can result in modification of antibiotic treatment.
Several authors recommend the insertion of drainage tubes
(e.g. nephrostomy tubes) in the abscess cavity for achiev-
ing better drainage (10, 12). When the abscess recurs or
cannot be completely evacuated, transurethral unroofing is
a more appropriate approach, leading to better drainage of
the abscess cavity with early recovery of the patient (7, 9).
Although there is a theoretical danger of haematogenous
spread of the pathogen during transurethral resection, the
use of preoperative broad-spectrum antibiotics prevents
the occurrence of septicemia. 
Finally, in very few cases, open surgical drainage may be
indicated mainly in those patients with extraprostatic
involvement (7).

CONCLUSION
Prostatic abscess should be suspected in patients pre-
senting with fever and persistent voiding symptoms
despite proper antibiotic treatment, in diabetics and
those with a disease that causes immunodeficiency. It is
important to rapidly establish a definitive diagnosis
because mortality rate remains high. Surgical drainage is
usually required, even with minimal invasive techniques,
but the optimal therapeutic modality for each patient
should be individualized, aiming to prompt control of
symptoms and early recovery.
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