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ABSTRACT

We present a case of a 55-year-old male with a history of urethroscopic calculus removal who later developed urinary
tract infection (UTI), complicated by periurethral abscess formation with osteomyelitis of the inferior pubic ramus and a

urethrocutaneous fistula after surgical drainage of the abscess. UTI with periurethral abscess and urethrocutaneous
fistula (watering-can perineum) is a rare complication of UTI. A periurethral abscess with pubic osteomyelitis has not

been previously reported.

SUMMARY

Urinary tract infection (UTT) with periurethral abscess and
urethrocutaneous fistula is a rare occurrence.' ~ Persistent
urinary tract infections (UTI), indwelling catheters, unde-
tected obstruction and trauma to the urethra are the com-
mon risk factors.” ’ Multimodality imaging is useful for
accurate diagnosis. The abscess can be managed by drain-
age and the fistula can be treated by urethroplasty after an
initial suprapubic cystostomy.””* ¥ An occurrence of peri-
urethral abscess with pubic osteomyelitis has not been pre-
viously reported.

CASE REPORT

A 55-year-old non-diabetic, non-hypertensive male with a
history of recurrent colicky left lumbar pain presented with
acute urinary retention. Catheterization was attempted;
however, it was unsuccessful. Ultrasound revealed an over-
distended urinary bladder with a normal-sized prostate
and scarring and focal caliectasis in the left kidney
(Figure 1a). The right kidney was normal and no calculi
were seen on either side on ultrasound. Serum electrolyte,
renal and liver functions were normal. The haemogram
revealed neutrophilia. The prostate-specific antigen was
within normal limits. A rigid urethroscopy was performed
owing to suspicion of a left urethral calculus and a 11-mm
size calculus was removed from the posterior urethra. The
patient was discharged and had no difficulty with micturi-
tion for 2 weeks thereafter. The patient subsequently

developed burning micturition with hesitancy and indura-
tion in the perineal region. The urine was turbid and
microscopy revealed the presence of Escherichia coli. A
perineal ultrasound revealed an abscess in the perineum,
which extended to the proximal parts of the corpus spon-
giosum (Figure 1b-e). This abscess was drained under
saddle block. The patient subsequently developed a dis-
charging sinus at the operative site (Figure 2a) leaking
purulent fluid. A retrograde urography revealed periure-
thral extravasation of the injected contrast material with a
lytic lesion in the left pubic ramus (Figure 2b). A repeat
perineal ultrasound revealed a linear hypoechoic tract lead-
ing from the skin surface to the corpus spongiosum
(Figure 2¢). A retrograde CT urography was performed to
look for the extent and ramifications of the abscess. On the
non-contrast CT scan, a lytic lesion was seen involving the
left inferior pubic ramus (Figure 3). The pubic symphysis
and bodies of both pubic bones were normal. A proximal
femoral nail was noted in situ on the left side, which was
inserted 10 years before for fracture of the proximal shaft
of the femur owing to accidental trauma. On injecting
iodinated contrast into the urethra, there was extravasation
of the contrast in the periurethral region in the soft tissues
surrounding the bulbar and the posterior penile urethra.
An extension of the contrast through the external anal
sphincter into the intersphincteric plane (Figure 4a) with
inflammatory stranding in the ischioanal fossae was seen.
The contrast also extended into the lytic lesion present in
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Figure 1. Pre-operative ultrasound images of the patient.
(a) Longitudinal image of the left kidney showing cortical scar-
ring (arrows) and caliectasis (asterisks). (b) Sagittal transperi-
neal image shows an abscess (ab) in the perineum in relation
to oedematous root of penis (r); the anal canal (ac) and urinary
bladder (u) appear normal. (c) Axial image showing a normal
proximal penile urethra (arrow) and normal parts of the corpus
spongiosum (cs) and corpora cavernosa (cc). (d) Axial
image showing a bulbar urethra (arrow) with an oedematous
corpus spongiosum. (e) Sagittal transperineal image showing
perineal abscess (ab) extending to the proximal corpus spon-
giosum (cs).

the left inferior pubic ramus (Figure 4b). The contrast also
extravasated through the cutaneous opening in the perineum
and the natal cleft (Figure 4c,d). E. coli were isolated on pus cul-
ture. The patient was treated with intravenous antibiotics and
suprapubic cystostomy was performed. The patient is presently
being considered for elective urethroplasty.

DISCUSSION

In the past, before the advent of antibiotics, gonococcal urethri-
tis was the most common cause of periurethral abscess.' ” Pres-
ently, the most common microorganisms responsible for
urethritis are Gram-negative rods, enterococci, anaerobes and,

Figure 2. Post-operative clinical photograph (a) of the patient
showing external opening of the fistula. Retrograde urethro-
gram (b) showing periurethral extravasation of the injected
contrast with extension to the skin surface (arrow) and a lytic
lesion in the left inferior pubic ramus (double arrow). Sagittal
transperineal ultrasound image (c) showing the main fistulous
tract (arrows) extending from the skin surface to the corpus
spongiosum (asterisk).

Figure 3. Post-operative axial (a) and volume-rendered (b) CT
images showing a lytic lesion of the left inferior pubic ramus
(arrows).

less often, staphylococci and streptococci, while Staphylococcus
epidermidis and Pseudomonas aeruginosa have been implicated
in immunocompromised patients. " Risk factors for the devel-
opment of periurethral abscess are persistent in UTI, indwelling
catheters, undetected obstruction and trauma to the urethra.”
Uncommonly, penile cutaneous infections may be responsible.’
Urethral strictures, periurethral bulking agent injections, ure-
thral diverticulae and urethral calculi have also been implicated
as predisposing factors.””

Periurethral abscess results from rupture of the infected Littre’s
glands, with extension of the infection into the submucosa.
Rarely, such infection may attain sizes large enough to cause
localized abscesses."

Untreated periurethral abscess may progress to form single or
multiple urethrocutaneous fistulae, the so-called “watering-can
perineum”.” These fistulae can be located in the perineum,
scrotum, penis, penoscrotal junction and thighs. Initially, the
patients are treated with suprapubic cystostomy followed by

assessment of the stricture, and finally urethroplasty after a

Figure 4. Post-operative axial retrograde CT urethrogram
images (a and b) show extension of the injected contrast to
intersphincteric planes of the anal canal (arrow in a) and a lytic
lesion in the left inferior pubic ramus (arrow in b). The sagittal
maximum intensity projection (c) and the volume-rendered
(d) CT images show a complex periurethral collection commu-
nicating with the perineal skin (arrow in ¢) and spilling into the
natal cleft (double arrow in c).
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period of few months.” The reported latent period between the
original gonorrheal infection and the development of these
sequelae can be a few months to 50 years.”” Emphysematous
periurethral abscess has been reported in diabetic patients.”"’

Osteomyelitis of the pelvis is a rare condition and osteomyelitis
of the pubic ramus without involvement of the body or symphy-
sis of pubis has seldom been reported.'’ A case of osteomyelitis
of the pubic bone with vesicocutaneous and vesicovaginal fistula
as a delayed complication of post-cervical cancer radiotherapy
has been reported recently.” To the best of our knowledge, there
has been no report of periurethral abscess and urethrocutaneous
fistula associated with pubic osteomyelitis.

LEARNING POINTS
1. In the past before advent of antibiotics, gonococcal
urethritis was the most common cause of
periurethral abscess.
2. Presently, the most common microorganisms
responsible are Gram-negative rods, enterococci
and anaerobes.
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