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Fig. 1 Findings of MRI
Contrast-enhanced MRI shows periurethral ring-en-
hancement lesions.

BEERZ, HALHEHE MRI (Fig. 4) (2 CIRBIEIIHEEL T
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Fig. 2 Findings of CT
CT-guided drainage via right buttock

Fig. 3 Findings of MRI
Plain MRI shows reduction of the periurethral abscess-
es.
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Table 1 The course of treatment
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Fig. 4 Findings of MRI
Plain MRI shows disappearance of the periurethral ab-
scesses.
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PERIURETHRAL ABSCESSES POSE DIAGNOSTIC
DIFFICULTIES: A CASE REPORT

TAKUJI TSUGAWA, YUTA KAJIHARA, KOHEI HAISA,
KAZUMA TSUBOI TAKETO SASAOKA, TOMOKO SAKO,
WATARU MURAO anp SHIN EBARA

Department of Urology, Hiroshima City Hiroshima Citizens Hospital, Hiroshima, Japan

Abstract :

Periurethral abscesses are rare and thus difficult to diagnose and treat. We diagnosed this type of
abscess using MRI and treated it by percutaneous CT-guided drainage. A 59-year-old man presented
with high fever and perineal discomfort that had persisted for 4 weeks. Physical findings indicated
prostatitis, however MRI after admission revealed a multilocular mass within the periurethra. The peri-
urethral abscess was treated with antibiotics and percutaneous CT-guided drainage. This strategy im-
proved the inflammation and MRI confirmed the disappearance of the abscess.

(Nishinihon J. Urol. 86 : 146-149, 2024)
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