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Abstract
Prostate abscess caused by Staphylococcus Aureus is rare and is 

infrequently reported as a cause of persistent bacteremia. Previous reports were 
predominantly due to Methicillin-resistant Staph aureus, occurring in patients 
with diabetes, prolonged indwelling urinary catheters, instrumentation or trauma 
to the lower urinary tract. We report an unusual case of a healthy 19-year-old 
male with persistent Methicillin-sensitive Staphylococcus aureus bacteremia 
and septic pulmonary emboli from a prostate abscess in the absence of obvious 
risk factors.
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nodules and a 4 x 2.5 cm tubular cystic structure in the prostate 
gland suggestive of prostate abscess with reactive left common iliac 
lymph node (Figure 1). He underwent cystoscopy and transurethral 
uprooting of the abscess. Cultures from the abscess grew MSSA 
with the same antibiotic susceptibilities as the blood culture isolate. 
Pathology revealed acute or chronic inflammation. Post-operatively, 
the fevers resolved. He was discharged home and completed 4 weeks 
of intravenous Oxacillin. Eight months later, an abdominal pelvic 
MRI scan showed resolution of the abscess.

Discussion/Conclusion
We report an unusual case of community acquired Staph Aureus 

Bacteremia (SAB) in a healthy young man that was secondary to a 
prostate abscess. While it is possible that the prostate abscess resulted 
from hematogenous seeding from another source, we were unable to 
define an alternative primary focus.

Case Presentation
A 19-year-old male presented with 3 days of fever, headache 

and abdominal discomfort accompanied by pain and tingling in 
his scrotum while voiding. Past medical history included brain 
arteriovenous malformation status post gamma knife. He underwent 
bilateral hydrocele/inguinal hernia repair as a child. He had no history 
of diabetes, intravenous drug use or immunodeficiency. He had 
intermittent facial acne and furunculosis.  He was sexually active but 
denied anal intercourse; he had no history of Sexually Transmitted 
Infections (STIs). He denied recent digital rectal exam or trauma to 
the genital area; he was an avid bicyclist but had no recent prolonged 
bike rides. There was no history of urinary problems. He was a 
nursing student.

On admission, temperature was 103.3; blood pressure 120/70, 
heart rate 118, respiratory rate 26 and oxygen saturation 96% on room 
air. On physical exam, lungs were clear and cardiac exam showed no 
murmur. The abdomen was soft and non-tender; digital rectal exam 
was not performed. The scrotum was mildly tender to palpation. 
Laboratory testing on admission showed white blood count of 
18.6cells/mm3. Urinalysis revealed positive leukocyte esterase along 
with 20-30 white blood cells and 10-20 red blood cells per high-power 
field. Chest radiograph was normal.

Admission blood and urine cultures were positive for 
Staphylococcus Aureus susceptible to Oxacillin (MSSA).The 
patient was started on intravenous Oxacillin. On hospital day 2, he 
developed pleuritic chest pain. Chest radiograph showed new non-
cavitating nodular opacities in both lower lobes. Transesophageal 
echocardiogram revealed no valvular vegetations. Renal ultrasound 
revealed no focal lesions. HIV testing was negative. Urine testing 
for gonorrhea and chlamydia was negative. Because of persistent 
fevers and bacteremia after 48 hours on appropriate antibiotics, 
computer tomography of the chest/abdomen/pelvis with intravenous 
contrast was performed; this showed scattered bilateral pulmonary 
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Figure 1: Abdominal pelvic CT scan demonstrating prostatic abscess (arrow).
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Prostate abscess has become a rare clinical entity since the 
development of effective antibiotic therapy. In the pre-antibiotic 
era, most cases were due to Neisseria gonorrhea or metastatic 
staphylococcal infection. More recently, cases have been associated 
with E. coli and other gram negative bacteria. The most common 
mechanism for abscess formation is reflux of infected urine into the 
prostatic ducts causing initial prostatitis, which when left untreated, 
can progress to prostate abscess. Predisposing factors include diabetes 
mellitus, chronic bacterial prostatitis, urologic instrumentation 
and indwelling urinary catheters, bladder outlet obstruction, HIV 
infection or chronic hemodialysis [1]. In the largest review of cases 
of prostate abscess from 1952-1986 by Weinberger et al. [2], cases 
of Staphylococcus Aureus (S. aureus) are rare, with the incidence 
reported to be as low as 6% of 109 cases. In a more recent series of 24 
cases in India seen between1999-2008, only 8% were due to S. aureus 
[3].

While prostate abscess caused by S. Aureus, particularly 
Methicillin-resistant S. Aureus (MRSA), have been previously 
reported, albeit rare [4], cases with concomitant bacteremia are more 
uncommon, with seven cases reported, predominantly in the urologic 
literature. These are summarized in Table 1.

The first case described a 69-year-old gentleman with diabetes 
[1]. Subsequent cases have all been reported in elderly men over the 
age of 40 with diabetes mellitus or other immunocompromised states 
[4-10]. All had urologic complaints upon presentation including 
perineal discomfort, dysuria, urinary retention, but only a few cases 
had identifiable inciting urologic events, such as prior incision and 
drainage of a scrotal abscess [6], unprotected sex with men [5] or 
self digital rectal exam [9]. One case reported by Hoffman et al [1] 
had resultant infective endocarditic, presumably originating from a 

prostate abscess. All cases reported persistent bacteremia ranging from 
2-13 days with intermittent to hectic fevers. All cases required surgical 
drainage for resolution of bacteremia. Most previously reported 
bacteremic cases were caused by community acquired MRSA. Our 
patient is the second case of prostate abscess that was caused by MSSA 
resulting in bacteremia. Unlike previous cases, this one occurred in a 
young healthy male without any immunocompromised state or other 
comorbidities. He had previously undergone hydrocele repair as a 
child but otherwise lacked the usual risk factors for prostate abscess. 
He had a history of facial furunculosis which may have predisposed 
him to colonization with S. aureus.

Clinical markers for complicated SAB include unidentifiable 
focus, positive blood cultures and persistent fevers 72 hours after 
admission, and time to positive blood culture less than 14 hours [11]. 
All previously reported bacteremic cases, including our patient met 
criteria for complicated SAB with persistent positive blood cultures 
and fevers despite appropriate antibiotic treatment. Furthermore, 
in our patient, we presume that the lung nodules seen on chest 
radiograph after admission were septic pulmonary emboli. Metastatic 
septic embolic phenomena have been reported in the setting of 
other pelvic infections, such as suppurative pelvic thrombophlebitis 
[12]. To our knowledge, this complication has not previously been 
reported from prostate abscess.

In summary, we report a case of SAB secondary to MSSA resulting 
from a prostatic abscess in a young healthy male. This entity is rare 
and mostly presents in elderly patients with underlying urological 
conditions and/or immunocompromised states. It should, however, 
also be considered in young healthy men who present with non-
specific urologic symptoms and persistent, complicated SAB in the 
absence of another primary focus.

Case Age Comorbidities Urologic RF GU symptoms Complications Duration 
bacteremia

Infecting 
Staph

Intervention and 
outcome

[1] 69 DM Not reported Irritative voiding Endocarditis (mitral 
valve) Not reported MSSA Transurethral 

drainage, recovered

[6] 63 DM, CAD, PVD Prior scrotal 
abscess

Urinary retention, 
dysuria, perineal 

discomfort
None 13 days MRSA Incision and 

drainage, recovered

[10] 43 IVDU, HCV Not reported
Hesitancy, slow 
stream, dysuria, 

perineal pain
None 10 days MRSA

Transurethral 
resection prostate, 

recovered

[9] 56 DM
BPH, Self 

digital rectal 
exam

Hematuria, 
difficulty urinating Perinephric abscess 5 days MRSA Transurethral 

drainage, recovered

[8] 53 DM, HTN, obesity Not reported Urinary urgency None 12 days MRSA Recovered

[5] 40 HIV MSM

Urinary 
hesitancy, 

weak stream, 
abdominal pain 

relieved by 
urination

None 6 days MRSA Transperineal 
drainage, recovered

[7] 45 DM Not reported
Dysuria, perineal 
discomfort, rectal 

tenesmus
None Not reported MRSA Percutaneous 

drainage, recovered

Current case 19 None

Previous 
bilateral 

hydrocele 
repair

Scrotal tingling Septic pulmonary 
emboli 3days MSSA Transurethral 

drainage, recovered

Table 1:  Reported Cases of Staph Aureus Bacteremia with Prostate Abscess.

DM= Diabetes Mellitus; MSSA= Methicillin-sensitive Staphylococcus Aureus; CAD= Coronary Artery Disease, PVD= Peripheral Vascular Disease; MRSA= Methicillin-
resistant Staphylococcus Aureus; IVDU= Intravenous Drug Use; HCV= Hepatitis C Virus Infection; BPH= Benign Prostatic Hypertrophy; HIV= Human-Immunodeficiency 
Virus Infection; MSM= Men who have Sex with Men.
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