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Transurethral Resection is an Efficacious Surgical Option for Patients 
with Prostatic Abscesses that Fail Transrectal Ultrasound-guided 

Drainage : A Case Report
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Abstract : A 60-year-old man with diabetes mellitus （DM） had a continuous fever 
and complained of pollakisuria and general fatigue during his hospitalization to 
establish glycemic control.  He was diagnosed with a prostatic abscess by computed 
tomography and immediately transferred to our hospital.  Transrectal, ultrasound-
guided, needle aspiration of the prostatic abscess was performed as the initial surgi-
cal treatment, but the �uid could not be completely evacuated due to its high vis-
cosity.  Aspiration was not suf�cient to improve his symptoms, therefore, antibiotics 
were administered intravenously along with strict control of his DM.  Transurethral 
resection of the prostate （TURP） was carried out to resolve the abscess cavities 
while the patient awaited improvement of his general condition and in�ammatory 
�ndings.  After TURP, the patient’s lower urinary tract symptoms improved, and 
the abscess in the prostate did not recur.
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Introduction

　A prostatic abscess is a rare condition.  Although its symptoms overlap with those of acute 
prostatitis, prostatic abscess must be suspected when symptoms do not resolve after intravenous 
antibiotic therapy.  In this situation, transrectal ultrasound （TRUS） is useful in making the 
distinction.  In cases of prostatic abscess, TRUS-guided drainage is a good treatment option 
which is easy to perform and has few complications.  However, it is difficult to achieve adequate 
drainage of the cavity with highly viscous contents, as in the present case.  A case of prostatic 
abscess with unsuccessful TRUS-guided drainage and the effectiveness of transurethral drainage 
are reported.

Case Report

　A 60-year-old man with diabetes mellitus （DM） suffered from continuous high fever, 
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pollakisuria, dysuria and general fatigue during hospitalization for the purpose of glycemic control 
（HbA1c 12.3％） in another hospital.  He was diagnosed with a prostatic abscess by computed 

tomography （CT）, and needle puncture was performed.  However, the contents could not be 
completely drained because of their high viscosity.  Therefore, he was transferred and admitted 
to our hospital.  On physical examination at admission, there were no abnormal findings except 
for low-grade fever and mild prostatic enlargement.  White blood cell （WBC） and CRP levels 
were elevated （WBC 21200 / µl, CRP 6.49 mg / dl）, and urinalysis showed pyuria （WBC＞100 /
HPF）.  Candida albicans was detected on urine culture.  CT showed an irregularly-shaped, 
heterogeneous, low attenuation area with a septum in the prostate gland.  The length of the 
major axis of the abscess was approximately 6 cm （Fig. 1）.  Both transrectal and transabdominal 
ultrasonographic images showed a heterogeneous hypoechoic area in the prostate （Fig. 2）.  
These findings were consistent with prostatic abscess.  Transrectal, ultrasound-guided, needle 
aspiration （21 G） of the prostatic abscess was then performed.  Though the fluid could not be 
completely evacuated because of its high viscosity, the causative organism could be identified 
as Streptococcus agalactiae.  Since the patient’s subjective and objective symptoms were not 
improved by needle aspiration alone, antibiotics were administered intravenously along with strict 
control of his DM （Fig. 3）.  Transurethral resection of the prostate （TURP） was carried out 
to resolve the abscess cavities （Fig. 4） while the patient awaited improvement of his general 
condition and inflammatory findings.  The purpose of this procedure was to allow complete 
drainage of the prostatic abscess, to improve the urination disorder, and to prevent recurrence 
of infection.  After the TURP, the lower urinary tract symptoms improved.  The pathological 
findings showed no malignancy in the prostate tissue.  Two months after the TURP, CT showed 
no residual abscess cavity （Fig. 5）.

Fig. 1.　CT（arrow : abscess cavity）
CT showed prostate abscess with septum. The length of the major 
axis of the abscess cavity was about 6 cm.

Fig. 2.　TRUS （arrow : abscess cavity）
Transrectal ultrasonography showed hetero-
geneous hypoechoic area in the prostate. 
（This area is the abscess cavity.）
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Fig. 3.　White blood cell （WBC） and CRP levels were improved by 
administration of antibiotics and then TURP was carried out.

Fig. 4.　Operative findings
a : Before The main area of abscess cavity. （circle : abscess cavity）
b : After Pus discharge and abscess cavity.

Fig. 5.　At two months after transurethral drainage
CT showed no recurrence of abscess in the prostate.
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Discussion

　A prostatic abscess is a rare condition, accounting for 0.5％ of all prostatic diseases 1）.  The 
major pathogens involved are Gram-negative bacilli, which are isolated in 60％ to 80％ of 
cases 1-5）.  Major risk factors for prostatic abscess are reported to be lower urinary tract 
obstruction, urethral manipulation （iatrogenic factor）, DM, liver disease, and immunodeficiency 
states.  Two pathologic mechanisms, reflux of infected urine and hematogenous dissemination 
from a primary infected focus, are thought to cause prostatic abscess 6）.  The most common 
causative microorganism is S. aureus.  However, the frequency of other pathogenic micro-
organisms is not known.  Clinical diagnosis is difficult because the symptoms are nonspecific.  
This condition presents with micturition pain, perineal pain, fever, and dysuria, but these 
symptoms overlap with those of acute prostatitis.  We should suspect a prostatic abscess and 
evaluate with appropriate diagnostic imaging when symptoms do not improve after 48 hours 
of intravenous antibiotic therapy 6）.  In this case, the prostate was examined using TRUS and 
CT, and an accurate diagnosis was obtained.  We believe that immediate imaging evaluation 
is important as these findings allow not only accurate diagnosis but timely and appropriate 
treatment.  According to previous reports, appropriate antibiotics and drainage are optimal 
therapeutic options for prostatic abscess.  For patients who fail to respond to intravenous 
antibiotic therapy, drainage should be performed immediately.  There are three ways to drain 
such an abscess : transrectal, transperineal, and transurethral （Fig. 6）.  Each approach has 
its advantages and disadvantages.  TRUS-guided drainage is easy to perform and has few 
complications and is commonly used in urological examination.  Generally, anesthesia is not 
necessary in TRUS, however, it is difficult to achieve adequate drainage of the cavity when 
the contents are highly viscous, as a thin gauge needle is used.  El-Shazly et al 7） reported that 
transurethral drainage achieved the highest success rates without major complications compared 

Fig. 6.　Comparison of approach for drainage
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to the other two drainage methods.  Additional surgical manipulations were unnecessary in 
most cases treated with transurethral drainage.  However, Collado et al noted that TRUS-guided 
drainage should be performed prior to transurethral drainage, because transurethral procedures 
have a potential risk of sexual dysfunction or severe complications 6）.  Furthermore, Vyas et al 
noted that patients with abscesses of larger than 2 cm who suffered from severe lower urinary 
tract symptoms and / or leukocytosis benefitted from TRUS-guided drainage.  They also suggested 
that transurethral drainage is an efficacious treatment procedure for patients of failed TRUS 
aspiration 8）.  TURP is most commonly used for treating urination disorders caused by benign 
prostatic hyperplasia.  In this case, because the size of the abscess cavity was large and urinary 
symptoms did not improve after TRUS-guided drainage, we chose to perform transurethral 
drainage.  It is important to assess the size and shape of the abscess using TRUS, CT, and MRI 
when determining the drainage approach.
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