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Abstract

Xanthogranulomatous inflammation of the prostate presenting as a 
prostatic abscess is rare, and we present what we believe to be only 
the second such case report in the literature. A review of literature 
related to prostatic abscess as well as xanthogranulomatous inflam-
mation in general is also presented.
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Introduction

The exact aetiology of a xanthogranulomatous type of in-
flammation is unknown. Different organs may be affected, 
and pathologically there is tissue destruction along with an 
infiltrate of plasma cells and lymphocytes, surrounded by 
typically foamy (lipid-laden) macrophages [1]. Clinically it 
may mimic prostate malignancy.

Immunosuppression, diabetes as well as urethral instru-
mentation are important predisposing factors in patients de-
veloping prostatic abscess. Drainage of prostatic abscesses 
can be achieved either by transurethral resection (TURP) or 
percutaneous/transrectal needle aspiration.

 
Case Report
  
A 65-year-old Caucasian gentleman with type II Diabetes 

Mellitus and a long standing history of psoriasis and pso-
riatic arthropathy presented to the medical unit with sepsis 
of unknown origin. He had been on Methotrexate treatment 
for many years and was recently started on Infliximab infu-
sions which controlled his painful arthropathy. This was later 
changed to Etanercept because of poor venous access. Since 
starting the immuno-suppressants he developed a chest in-
fection and also had storage type of LUTS. PSA was normal. 
Subsequently, after developing signs of recurrent lower uri-
nary tract infections, he was treated in the community with 
nitrofurantoin for a Staph. aureus urinary infection. Urine 
cultures for AFB were negative.

Three months later he was admitted on the medical ward 
with recurrent pyrexia and UTI. Urine culture showed no 
growth on admission. Although a blood culture on admis-
sion showed a first isolation of Staph. aureus, there was no 
growth after 5 days. He was treated with ciprofloxacin ini-
tially, later changed to Daptomycin based on culture report. 
MRSA was not isolated. After the three episodes of urinary 
retention and persistent pyrexia despite antibiotics over a pe-
riod of 4 weeks, he had an abdomino-pelvic CT scan. This 
showed a large intra-prostatic abscess (Fig. 1), following 
which a urological opinion was sought. Clinically he had 
intense perineal discomfort, and on digital rectal examina-
tion the prostate felt considerably enlarged and fluctuant. We 
undertook an urgent trans-urethral resection and de-roofing 
of this abscess. Copious amount of pus was drained and the 
patient showed rapid improvement in clinical parameters. 
Tissue cultures were negative but histology showed xantho-
granulomatous prostatitis, without any evidence of malig-
nancy (Fig. 2). Despite good voiding parameters, the post-
operative course was delayed by intractable hiccoughs; no 
cause was found despite thorough investigations. Another 
scan undertaken during this period showed complete resolu-
tion of the prostatic abscess (Fig. 3).

A few weeks later patient again presented with UTIs, 
and left testicular pain and swelling, with urine cultures 
showing Staph. aureus, (MRSA not seen). Flow rates were 
non-obstructed. After a couple of weeks of ineffective anti-
biotic therapy and further aggravation of his painful, swol-
len left testis, he underwent a left orchidectomy, following 
which his symptoms resolved. Histology of the testis showed 
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acute and chronic inflammation with fibrosis. No evidence of 
malignancy or xanthogranulomatous inflammation was seen.

Discussion
  
Xanthogranulomatous inflammation in the genito-uri-
nary tract

Xanthogranulomatous inflammation, seen more commonly 
in other organs such as kidneys and gall bladders is rarely 
seen in the prostate. Prostatic abscess resulting as a result 

of xanthogranulomatous prostatitis is even more uncommon: 
so far only one case has been reported in the literature [2]. 
Different types of granulomatous inflammation have been 
described but the exact aetiology of xanthogranulomatous 
prostatitis is unknown. There are isolated case reports of si-
multaneous xanthogranulomatous inflammatory affections 
of kidneys and prostate [3].

In some cases the differential diagnosis could include 
prostate cancer [4-6]. Diffusion weighted MRI scan appear-
ances of prostatic abscesses have been described; although 
the clinical implication in treatment of large abscesses ap-
pears to be limited, its use in differentiating smaller lesions 

Figure 1. Prostatic abscess: appearance on CT prior to trans-urethral resection and drainage in coronal (a), sagittal (b), 
and transverse (c) sections.

Figure 2. Histological features of Xanthogranulomatous prostatitis from the resected specimen showing 
fat-laden macrophages.
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mimicking prostate cancer may be of some use [7].
Xanthogranulomatous orchitis has been reported in lit-

erature [8]; with one report of orchitis following intravesical 
BCG for bladder cancer [9]. Xanthogranulomatous funiculi-
tis and epididymitis have been reported to be rare [10]; one 
case report mentions evidence of colonies of actinomyces 
[11]. Differential diagnosis would include other lesions rich 
in macrophages, such as malakoplakia. In our case, the pa-
tient subsequently developed epididymo-orchitis, but the 
histological findings showed fibrosis due to acute and chron-
ic inflammation only.

There are reports of urinary bladder involvement [12] 
and rare reports of similar lesions affecting corpus caverno-
sum [13]. Fistula formation has been reported as a compli-
cation of xanthogranulomatous inflammation in the kidney 
[14], as well as after TURP of a previously undiagnosed 
xanthogranulomatous prostatitis [15]. Female genito-urinary 
organs may also be affected [16].

Prostatic abscess

It was believed that prostatic abscesses had become un-
common due to increased use of antibiotics and decreased 
incidence of gonococcal infections [17, 18]. However, in 
patients with diabetes, chronic renal failure, and those with 
immunosuppression, this diagnosis should be always borne 
in mind [19], in the event of non-resolution of a urological 
sepsis. Transrectal prostatic biopsies, instrumentation of 
lower urinary tract, community acquired MRSA infections 
are important likely causes leading to a change in the aetiol-
ogy of prostatic abscess compared to a couple of decades ago 
[20, 21]. The causative organism could be E. coli, staph au-
reus, but community acuired MRSA have been increasingly 
reported in recent times [21, 22]. In our patient, the likely 
contributing factors were diabetes, use of immuno-suppres-
sants as well as repeated urethral catheterisation.

Clinical examination, TRUS [23], MRI and CT scans can 
all be helpful in confirming the anatomical extent of the diag-
nosis, however prompt drainage of the abscess either by trans-
urethral route or percutaneous/transrectal route is essential for 
rapid resolution of the associated morbidity. Most series of 

prostatic abscesses described in the literature have cited drain-
age of scant amounts of pus. In our case, copious amount of 
pus was drained; this may have been due to the fact that the 
diagnosis was made after 4 weeks of presentation with signs 
of sepsis. Probably an earlier urological referral might have 
led to a more expeditious diagnosis and resolution.

As far as route of drainage of prostatic abscess is con-
cerned, one study has compared the efficacy of transurethral 
drainage with percutaneous drainage [24] and found a 22% 
incidence of recurrence of the abscess with the latter ap-
proach. However, in their large series of 62 cases over a 16 
year period, by Meshref et al have reported effective use of 
Trans-Rectal Ultrasound (TRUS) in helping to drain these 
abscesses under local anaesthesia [23]. Another study cites 
the use of transrectal, wide bore needle aspiration using a 
proctoscope and simultaneous urethroscopic viewing [19]. 
Conservative management has a much worse outcome and 
antibiotics alone should not be relied upon for treatment.

Conclusion

It is generally acknowledged that drainage of prostatic ab-
scesses can be done either by transurethral resection or by 
transrectal route, supplemented by appropriate antibiotic 
therapy. The exact method of drainage would be decided 
by the patient’s age, symptoms and the size and location of 
abscess(es).

Xanthogranulomatous prostatitis is a benign but uncom-
mon condition; and prostatic abscess occurring as a result 
is even rare. There is as yet no evidence of exact aetiology 
of this type of inflammation affecting various organs of the 
body, and immunosuppression, diabetes, chronic renal fail-
ure have been reported to be important pre-disposing factors. 
It has to be remembered that lesions due to xanthogranulo-
matous inflammation may mimic malignancy in the prostate 
and other genito-urinary organs.
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Figure 3. CT appearance after resolution of abscess.
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