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Abstract: A 44-year-old healthy Caucasian gentleman presented with fevers and right lower quadrant pain. He had mildly elevated 
inflammatory markers and computed tomography demonstrated cystic enlargement of the right seminal vesicle concerning for seminal 
vesicle abscess (SVA). SVA is a rare diagnosis and generally requires drainage for adequate source control. The patient was 
commenced on intravenous antibiotics and underwent uncomplicated transperineal drainage of seminal vesicle abscess under local 
anaesthetic. Urine culture confirmed infection with Citrobacter koseri and the patient was discharged on the first post-operative day 
with a 14-day course of oral co-trimoxazole. Six-week follow-up with multiparametric magnetic resonance imaging of the prostate 
shows no evidence of any prostatic lesions, prostatitis or recurrence of abscess. 
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Introduction
Seminal vesicle abscesses (SVA) are a rare but important cause of urological infection.1 A clinical diagnosis of SVA is 
prone to being missed due to the non-specific symptomatology and this could explain the paucity of cases in the literature 
with less than 40 reported since the first case in 1978.2 Due to their deep and non-palpable anatomical location, SVA are 
usually diagnosed by cross-sectional imaging looking for more common pathologies in males presenting with fevers and 
vague abdominal or perineal pain.3 Though rare, clinching the diagnosis is important as these abscesses require both 
antibiotics and definitive drainage which as we highlight can be done in a minimally invasive, low risk and time-efficient 
manner under local anaesthetic. We utilized the transperineal approach due to its minimally invasive nature compared 
with transurethral or transrectal drainage which compromise urothelial and rectal mucosal integrity and can lead to 
superimposition of other infective organisms.

Case Presentation
A 44-year-old fit and healthy Caucasian male presented to the emergency department with sudden onset right lower 
quadrant abdominal pain radiating to the groin and testicle. He complained of subjective fevers and painful ejaculation. 
He denied nausea, vomiting, change in bowel habit, haematuria, dysuria, recurrent UTI or any risk of sexually 
transmitted infection.

On examination, the patient was well perfused and not in distress. The patient was febrile at 38.3°C but there was no 
evidence of sepsis. The abdomen was tender in the right lower quadrant, but there was no peritonism. There were no 
hernias, and scrotal examination was entirely normal.

Blood work up showed a normal white cell count, a raised C-Reactive Protein at 63 mg/L and normal renal function. 
Prostate-specific antigen (PSA) was mildly elevated at 3.71μg/L from a baseline of 0.90μg/L.

Urinalysis showed 180x106/L white cells and later went on to grow Citrobacter koseri susceptible to co-trimoxazole. 
Post-void bladder scanning shows a mild residual volume of 60mL urine.
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Computed tomography (CT) of the abdomen and pelvis was performed to investigate for appendicitis. The only 
positive finding was of cystic dilation of the right seminal vesicle measuring 38×13 mm with concern for seminal vesicle 
abscess (Figure 1).

The patient was consented for transperineal drainage of right seminal vesicle abscess under local anaesthetic. 
Ultrasound (USS) was used with a biplanar transrectal probe to identify the seminal vesicle and surrounding anatomy 
in axial and sagittal views (Figure 2). Eight milliliters of blood-stained purulent fluid was aspirated from the cystic 
structure using a 20g spinal needle (Figure 3) with a procedural time of nine minutes.

The following morning, once afebrile for 24 hours, the patient was discharged home with 14-days of oral co- 
trimoxazole 960 mg twice daily. Multiparametric magnetic resonance imaging (MRI) of the prostate confirms a normal 
appearing 36cc prostate with no suspicious lesions, no evidence of prostatitis and no recurrence of the seminal vesicle 
abscess six-weeks post drainage and the patient reports no symptoms.

Discussion
The seminal vesicles (SV) are a pair of accessory male sex glands which sit in the pelvis. Anatomically they are found 
anterior to the rectum, inferior to the fundus of the bladder and posterior to the prostate. SVs are usually 1cm in diameter 
and are made up of a single coiled blind ending tube. The main function of the SVs is to produce fluid which makes up 

Figure 1 Computed tomography – axial view of pelvis with red arrow demonstrating right-sided seminal vesicle cystic enlargement.

Figure 2 (A) and (B). Biplanar transrectal ultrasound – Seminal vesicle abscess pre-drainage (A) and post-drainage (B) with red arrows demonstrating position of abscess.
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approximately 70% of semen and has important properties to facilitate the function and survival of sperm. Despite 
a range of benign and malignant pathologies from stones, to infections to carcinomas, diseases of the seminal vesicles are 
both rarely occurring and rarely reported.4

The pathophysiology of SVA is not certain however it is likely that acute or chronic infections of the male lower 
urinary tract lead to seminal vesiculitis which predisposes the structure to infection and abscess formation. Given the 
proximity and ductal connections, the prostate may also be involved with prostatitis or abscess.1

As mentioned, the clinical presentation of SVA is non-specific and the symptoms are often vague and overlapping 
with more common pathologies. Symptoms may include fever, abdominal or perineal pain, dysuria, other lower urinary 
tract symptoms, haematospermia or dysorgasmia. As with most infections of the lower urinary tract, the most common 
risk factors for SVA include immune compromise and urethral instrumentation. Additionally, in endemic areas, 
Mycobacterium Tuberculosis and Schistosomiasis must be considered as causes of SVA.5,6 It must be noted that the 
gram negative facultative anaerobe, Citrobacter koseri, is a rare cause of urinary tract infection and as part of the 
Enterobacteriaceae family, is usually found as part of the normal flora of the human digestive tract.7

As a result of the vague symptomatology and equivocal examination findings, the diagnosis of SVA usually comes as 
a surprise to the clinician who requested imaging in the form of CT, MRI or USS looking for a more common responsible 
pathological process. No universal guidelines exist; however, the aforementioned imaging modalities are all reliable 
options to investigate specifically for SVA. USS via the transrectal route (TRUS) provides the unique ability to gather 
diagnostic images as well as facilitating treatment with drainage as in our case.8

Figure 3 Syringe with 8mL of blood-stained purulent fluid.
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Treatment of SVA should involve empiric antibiotics with both broad urogenital organism coverage until cultures and 
sensitivities of urine and pus samples are available. While it is possible to manage SVA conservatively,9 the old surgical 
adage “never let the sun set on an undrained abscess” should remain a cornerstone in the management of SVA to avoid 
complications worsening abscess, pelvic collection, peritonitis, bacteraemia and septic shock as well as impaired 
fertility.10 Such drainage can be achieved via a number of routes including transvesical, transurethral, transrectal, 
transgluteal, transperineal as well as open surgical excision.

TRUS has long been a skill in the armamentarium of urologists. Within the last few years, there has been a rise in 
transperineal prostate biopsy around the world for the diagnosis of prostate cancer. This is due to the significant reduction 
in post-procedure sepsis and a greater ability to sample the anterior and apical regions of the prostate.11 As such, many 
urologists are now skilled in the transperineal approach to the prostate, which also allows access to the seminal vesicles 
and can be done in a minimally invasive, low risk and time-efficient manner under local anaesthetic using the principles 
described by Ordones et al.12 We would recommend the transperineal approach for SVA drainage for those who have 
covered the learning curve for the transperineal approach to prostate biopsy; however, it is important that source control 
is achieved efficiently, particularly in an unwell patient. As such, the treatment provider should utilize a technique with 
which they are comfortable.

A literature search was performed using PubMed®. Search terms “transperineal drainage of seminal vesicle abscess”, 
“TRUS drainage of seminal vesicle abscess” and “perineal drainage of seminal vesicle abscess” were used. The search 
revealed only two articles reported in 2001 and 2017 in which a total of just five patients have been reported to have 
undergone transperineal drainage of SVA.8,13

Conclusion
We have presented a case with an extremely common emergency presentation being fever and right lower quadrant pain, 
however the diagnosis in this case is one of significant rarity. Even the most astute of clinicians would require a significantly 
high index of suspicion to clinically diagnose an SVA based on the history of fever, abdominal pain and dysorgasmia. As 
alluded to, in our case the diagnosis was discovered as a surprise finding on CT and this was crucial in leading to successful 
treatment and a positive patient outcome at six-week follow-up. The gap in the literature arising from the rarity of this 
condition as well as the near-novel technique of transperineal drainage highlights the importance of clinical case reporting 
and adding our case to the literature to aid future clinicians in both diagnostic and therapeutic decision-making.
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