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ABSTRACT

lliopsoas abscess presents with vague and variable symptoms and is less commonly encountered in a clinical setting. The most
common causative agent is staphylococcus aureus. In our case, a 2-year-old boy presented with high-grade fever, difficulty in
walking, and pain in the right leg near the hip joint. Psoas sign was positive but his blood cultures were negative and CT scan
showed a necrotic mass with peripheral enhancement measuring 7.0x4.2x2.6 cm in all three dimensions in right Psoas muscle.
Biopsy of the abscess was denied and the patient was managed conservatively with intravenous ceftriaxone and metronidazole. This
case highlights the importance of clinical examination and then co-relating it radiologically and focuses on the importance of broad-
spectrum antibiotics when necessary investigation (biopsy in our case) is denied.
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INTRODUCTION

Psoas muscle is located behind the peritoneum and
originates from the lateral borders of last (12™") thoracic to
5th lumber vertebra and inserts on the lesser trochanter
of the femur. Itis innervated by branches of L2, L3, and L4
from lumbar plexus, before the formation of the femoral
nerve [1]. Psoas abscess was first described by Mynter
in 1881 [2]. It is rare with an incidence of 0.4/100,000 [3]
and approximately 12 cases are reported worldwide per
year [4].

A review of 124 cases published in 2009 yielded that
Staphylococcus aureus was the most frequently
identified organism in primary as well as abscess of
skeletal origin. The most common organism isolated from
the abscess of urinary and gastrointestinal tract origin
was Escherichia coli [5]. Tuberculous abscess is most
common in South Asia [6]. S. aureus is the most common
organism in both developing and developed countries but
Mycobacterium tuberculosis is uncommon in the western
world. The incidence of iliopsoas abscess is higher in
developing countries [7, 8]. Most recent cases reported
from Pakistan included a report on neonatal iliopsoas
abscess [9] and a case of bilateral psoas abscess in an
18-year-old female [10]. In children, iliopsoas abscess
is an unusual clinical finding with various etiologies and
non-specific clinical presentation. This leads to delayed
diagnosis and escalates morbidity and hospitalizations.
A good clinical assessment, appropriate laboratory and
radiological findings aid in making a precise diagnosis.
We find it imperative to report this case to highlight the
importance of clinical and radiological examination and
the importance of broad-spectrum antibiotics when
biopsy investigation is denied in case of a suspected
psoas abscess. The timely empirical antibiotic treatment
in such cases can improve the prognosis of patients.
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CASE PRESENTATION

A 2-year-old male child, completely vaccinated,
weighing 14-Kg presented to Abbasi Shaheed Pediatrics
Department, Karachi on February 18, 2019, with
complaints of high-grade fever for 15 days, difficulty in
walking, and pain in the right leg near the hip joint for 2
days. The fever started gradually as low-grade over a
period of 2 to 3 days and progressed to high-grade. It
was continuous and not associated with rigor and chills.
There was no history of trauma, tuberculosis contact,
gastrointestinal or urinary complaints. Antenatal, natal
and postnatal histories were non-significant.

The child appeared ill on general physical examination
and he was lying with flexion of the hip joint on the right
side. The patient was febrile (1010F) but vitally stable
with no detectable lymphadenopathy. There were
no signs of inflammation on local examination. The
extension of the right hip joint was restricted and Psoas
sign was positive. On examining the gait, he was limping
with his right leg in mid-flexed position. The examination
of rest of the systems was unremarkable.

Baseline investigations were performed. The patient
was mildly anemic with hemoglobin (Hb) of 10.7 gm/dL,

Table 1: Lab values of the patient from admission to the last follow-

up.

Parameters At At At Last

Admission Discharge Follow-up

Hb (gm/dL) 10.7 10.9 11.0
Total RBC (x1012/L) 4.8 5.1 53
MCV (fL) 78 78 82
TLC (x109/L) 18.4 9.3 5.8
Neutrophils (%) 88.6 72.8 56.3
Platelet (x109/L) 394 361 370
RFTs Normal Normal -
CRP (mg/dL) 21 11 0.6
ESR (mm/hour) 52 23 4
Size of Abscess on 7.4x1.8x2.4 | 2.8x1.0x1.1 | 0.9x0.6 x1.0
us cm cm cm
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leukocytosis (18.4x109/L), and a normal platelet count
(394x109/L). Ongoing inflammation was confirmed by
elevated Erythrocyte Sedimentation Rate (ESR) and
C-reactive Protein (CRP) levels (52 mm/hour and 21 mg/
dL respectively). Renal functions were normal. Mountox
test was negative and blood culture showed no growth.
Lab reports of the patient are presented in Table 1.
Findings on plain-film radiography of the right hip were
unremarkable (Appendix Fig. 1). Ultrasound (US) hip

Fig. (1): X-ray pelvis showing normal findings on right side.

joint showed a hypoechoic collection in the right lower
abdomen measuring 7.4x1.8 x2.4 cm approximately.
Computed Tomography (CT) scan of the whole abdomen
with contrast (Appendix Fig. 2) showed a large necrotic
soft tissue density mass measuring 7.0x4.2x2.6 cm in
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Fig. (2): CT abdomen showing iliopsoas abscess (red arrows).

all three dimensions in right Psoas muscle. In the post-
contrast study, it showed peripheral enhancement. It
was associated with fat stranding in surrounding fat.
Superiorly the abscess extended up to the level of L2-3
vertebral disc. Inferiorly it extended down to the level of
lesser trochanter of right femur.

The patient was started on broad-spectrum intravenous
(IV) antibiotics (ceftriaxone 100mg/Kg/day dose 6 hourly
and metronidazole 30 mg/Kg/day divided into 8-hour
doses) that were continued for 4 weeks and then orally
for 2 weeks. The patient’s condition improved and fever
started to subside after a week. After two weeks, his
ultrasound showed a reduction in the size of the abscess
(from 7.4 x1.8 x2.4 cm to 3.8 x1.4 x1.7 cm) and the
patient was discharged after 4 weeks. The patient was
kept on close follow-up (every 2 weeks) for 1 month and
he was afebrile without any difficulty in walking. His US
showed further reduction in size at each follow-up until
it disappeared by 3rd visit. The patient did not follow-up
further despite the doctor’s advice. Informed consent for
publication of this case was obtained from the patient’s
parents.

DISCUSSION

lliopsoas abscess has a variable clinical presentation.
Patients may present with complaints of fever, pain in
lower back or abdomen, limp, weight loss, and a lump
in the groin region [7]. The classic triad of back pain,
fever, and limp are found in less than one-third of cases
of iliopsoas abscess [11]. The chief complaints in our
case were fever, difficulty in walking and hip pain, and
pain upon any attempt to move the leg at the hip joint.
However, no mass or lump was seen in the groin or
inguinal region. A precise diagnosis can be made by a
good physical examination, laboratory, and radiological
findings.

Patients of iliopsoas abscess find greatest comfort in
lying in supine position with a moderately flexed knee
and slightly externally rotated hip [12]. lliopsoas abscess
should be well-thought-out if the patient complains of
pain on attempting flexion and external rotation of the
hip with flexed knee. lliopsoas inflammation causes
contraction and pain in the iliopsoas muscle. This test
can be useful in the diagnosis of iliopsoas abscess
[13]. Although baseline laboratory investigations are
non-specific, leukocytosis and elevated levels of CRP
and ESR can be detected [1]. Our patient’s labs were
consistent having a high, ESR, CRP, and leukocytosis.

liopsoas abscess is more frequent in the younger
population than older [7, 9]. The age of our patient
was 2 years. The cause of a primary abscess is
unclear. It can either be due to hematogenous spread
from hidden infection or local trauma which may lead
to hematoma formation within the muscle, this makes
the psoas muscle prone to the formation of abscess
[7]. Secondary iliopsoas abscess is mostly associated
with gastrointestinal diseases such as Crohn’s disease,
appendicitis, and diverticulitis; also associated with
urinary tract infections, vertebral osteomyelitis, septic
arthritis, and sacroiliitis [7, 14]. Predisposing factors to
primary iliopsoas abscess include diabetes mellitus,
IV drug abuse, renal failure and immunosuppression
such as from AIDS [7]. In our case, the patient had no
predisposing factors, no underlying disease, and no
history of any recent infection, gastrointestinal disease
or trauma.

Breese et al. examined 142 pediatric cases diagnosed
with iliopsoas abscess in Texas Children’s Hospital,
Houston and found that more than half (57%) the
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abscesses were located on the right side, followed by
40% on the left side. Only 3% of cases had bilateral
psoas abscess [15]. This is similar to our case, as our
patient presented with a unilateral localization on the
right side as well.

The abscess factor can lead to the presence of
microorganisms in blood cultures. The commonly
isolated organisms in primary and secondary abscess
are S. aureus, followed by E. coli and Bacteroides spp.
Other notable organisms that can be identified in blood
culture include Mycobacterium tuberculosis (4" most
common organism identified), Streptococcus viridans,
Enterococcus faecalis and Peptostreptococcus spp [5].
It is not uncommon to find Mycobacterium tuberculosis
as a causative agent of iliopsoas abscess in developing
countries [7]. Contrarily, in our case as the patient’s
blood culture showed no growth; while abscess culture
could not be procured as the child was very irritable and
parents did not give consent.

Ultrasonography (USG) is simple, reasonable and free
from radiation; this method identifies 60% of the cases.
A CT scan can provide better view of the retroperitoneal
area, and the sensitivity of imaging modalities increase
when both the US and CT are performed [16]. Our
patient was also diagnosed through similar radiological
modalities.

The treatment of psoas abscess involves drainage of
the abscess and antibiotic therapy. Septic complications
can occur if the abscess is not drained. Antibiotics are
preferred, based on the culture of abscess material, but
anti staphylococcal therapy should be started as soon
as possible in patients suspected to have primary psoas
abscess. Antibiotic therapy is only sufficient in cases of
small abscesses with an early diagnosis. Patients that
develop a neurologic deficit and show no response to
medical treatment require surgical intervention [17].
This was contrary to our case as our patient’s blood
culture showed no growth; while abscess culture could
not be procured. Our patient was started on empirical
broad-spectrum antibiotics. Mortality rates are higher
in secondary psoas abscess (18.9%) than primary
abscesses (2.4%). In untreated cases, the prognosis
can be very poor with a mortality rate of up to 100%
[4]. In particular, age over 65 years, bacteremia and E.
coli growth in culture media were found to be associated
with mortality [5]. The risk of mortality in our patient
was low as none of these factors were present in our
case. The limitation to our case was the impossibility to
obtain psoas biopsy for organism culture due to lack of
consent therefore, no specific microbial etiology could
be established for the abscess.

CONCLUSION

In conclusion, psoas abscess is rare and intricate to
diagnose because of vague symptoms, which results
in a delayed diagnosis, complications, and ultimately
death if left untreated [18]. Therefore, iliopsoas abscess
should be kept as a differential in patients presenting with
difficulty walking and pain in the region of lower back,
hip, groin, and leg. Diagnostic modalities, particularly
USG and CT scan, should be used. In a scenario when

the biopsy is denied and no identifiable organism can
be obtained patient should be managed with broad-
spectrum antibiotics.
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