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PYOGENIC PSOAS MUSCLE ABSCESS:
REPORT OF THREE CASES
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We report three cases of primary psoas muscle abscess. Two of these cases were treated by
open drainage through a lumbar incision and the other was by ultrasonography (USG)-guided
percutaneous aspiration of the abscess. Antibiotic therapy was also instituted in all cases. Post-
operatively, the patients recovered well with no sign of recurrence. USG-guided percutaneous
drainage combined with appropriate antibiotic therapy appears to be the first choice procedure
for treatment of the primary psoas abscess if correct diagnosis is promptly made and the procedure

can be performed.

(Acta Urol. Jpn. 40: 699-702, 1994)
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INTRODUCTION

Diagnosis and treatment of abscesses in
the psoas muscle (primary or secondary)
still remain a challenge to urologists even
in the era of modern antibiotics. This is
probably due to the non-specific nature of
the symptoms and signs of the disease, and
thus eventual delay of the diagnosis.

We herein present three cases of a dis-
ease that is relatively uncommon for urolo-
gists.

CASE REPORTS

Case 1:

A 35-year-old man was referred to our
clinic for urological evaluation of a fever
of unknown origin and right hydronephro-
sis on an excretory urogram. He had been
complaining of fever and discomfort of the
right hip joint for 2 weeks before the refer-
ral despite chemotherapy with third-gen-
eration antibiotics. On admission, he was
febrile (38°C) and had flexion contracture
of the right hip as well as tenderness in
the lower quadrant on the same side. A
hemogram revealed leukocytosis (13,400/
mm?) and the erythrocyte sedimentation
rate (ESR) was accelerated up to 159 mm/
hour. C-reactive protein (CRP) was ab-
normally elevated. Excretory urography

Fig. 1. Low density area in the right psoas
muscle of Case 1 shown by CT scan

showed a swollen psoas shadow and mild
hydronephrosis on the right side. Urinaly-
sis was normal. Computed tomography
(CT) revealed a large, encapsulated low-
density area with no enhancement by con-
trast media in the right psoas muscle (Fig.
1). There were no abnormal radiographic
findings in the gastrointestinal series or by
barium enema, suggesting no intestinal dis-
ease such as Crohn’s disease or inflamma-
tory colonic disease. Open drainage
through a lumbar incision yielded 320 ml of
purulent fluid from the abscess. Antimi-
crobial chemotherapy with 2g of cefmeta-
zone, daily was started. He became afeb-
rile on the day after the operation. A
culture of the pus produced Pseudomonas
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cepacia. On the seventh day, the drainage
tube was removed. He is still well 2 years
later with no sign of recurrence.

Case 2:

The second patient was a 57-year-old
man, who had been complaining of fever,
appetite loss and right flank dullness that
had persisted for more than a week. He
was referred for urological evaluation of a
retroperitoneal mass that was found on
abdominal CT scan in another hospital,
where he had received antimicrobial chemo
therapy because of persistent fever and
acute inflammatory findings in laboratory
tests. On admission, he was afebrile and
had no sign of flexion contracture of the
right hip or tenderness of the right lower
back. However, a hemogram showed leu-
kocytosis (11,200/mm?3), and abnormally
elevated ESR and CRP, suggesting the
presence of a inflammatory
focus. Urine was sterile and no pyuria was
found. An abdominal CT scan revealed

persistent

low-density areas in the right swollen pso-
as muscle extending near the lower pole of

the kidney (Fig. 2).

These areas were
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Fig. 2. CT scan of Case 2 demonstrates clearly
encapsulated low density areas not en-
hanced by contrast media.

clearly encapsulated and not enhanced by
contrast media. Ultrasonography-guided
percutaneous aspiration of the areas pro-
duced 35 ml of purulent fluid. Culture did
not yield growth of any organisms. Since
he was afebrile and had no definite sub-
jective symptoms, only antimicrobial che-
motherapy with ofloxacin was continued.
A CT scan performed 3 weeks later showed

only small low-density areas remaining.
White blood cell (WBC) count and CRP
became normal after the chemotherapy.
Radiographic and endoscopic examina-
tion revealed no inflammatory diseases in
the bowel. No recurrence has been found
for a year after discharge.

Case 3:

A 59-year-old man presented with a one-
week history of fever and anorexia. He
had suffered from paraplegia and neurogen-
ic bladder due to a cervical cord injury
at the age of 52. Since then, he was regu-
larly examined for care of cystostomy at a
urology clinic. On admission, no abnor-
mal findings were detected on physical
examination other than neurological ab-
normalities and atrophy of lower extremi-
ties. His temperature was 38.4 C and WBC
count was elevated to 13,160/mm3. Other
laboratory tests such as ESR and CRP
were abnormal, suggesting the presence of
acute inflammation. Urinalysis revealed
pyuria (20~30 WBCs/hpf) and urine cul-
ture yielded Serratia marcescence of 107/
ml. Then, antimicrobial chemotherapy
with 400 mg of amikacin daily was started
under a diagnosis of acute pyelonephritis.
However, since fever persisted for more
than 5 days in spite of the intensive

chemotherapy, radiographic examinations
were performed to search for other foci of
Although the excretory
urogram was normal, an abdominal CT
scan showed a swollen left psoas muscle
containing low density areas (Fig. 3).
Open drainage was done, yielding 250 ml

acute infection.

Fig. 3. Precontrast CT scan shows diffuse en-
largement of left psoas muscle in Case 3.
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of pus discharge. Bacteroides fragilis was
produced by culture of the pus. Under
chemotherapy with 2g of cefmetazone
daily, he became afebrile the next day and
various abnormal laboratory data became
normal within one week. No intestinal
abnormalities were identified by radiogra-
phic and proctoscopic examination. He is
well a year later without recurrence.

DISCUSSION

Psoas abscesses are classified as primary
or secondary depending on their nature.
The primary abscess is characterized by
hematogenous or lymphatic spread from
an occult source that is usually difficult
to identify, although a history of trauma
often proceeds»®. The secondary abscess
is a result of direct extension from intra-
peritoneal, intrapelvic or retroperitoneal
infection. Crohn’s disease as etiology ac-
counts for more than 50% of the secondary
abscesses, appendicitis for 15% and colonic
inflammation or neoplastic diseases for 10
%V, Lumbar disc infection and various
pelvic inflammations can cause the second-
ary abscess. The primary abscess is much
more frequently found in lesser developed
countries where almost all cases are prima-
ry, whereas in Europe more than 80% of
psoas abscesses are of secondary origin! ®,

Bacteriologically, Staphylococcus aureus is
most often (more than 889% of the total
cases) isolated as a single causative organ-
ism in the primary abscessP®. On the
other hand, gram-negative enteric organ
isms or anaerobic organisms are more fre-
quently (more than 80% of total cases) iso-
lated in the secondary abscess!?>. This find-
ing suggests that it is important to rule
out occult enteric disease as a cause of
abscess whenever culture for pus vyields
gram-negative enteric or anaerobic organ-
isms. A gram-negative enteric organism
was produced in 2 of our 3 cases and an
anaerobic organism in the other case.
However, no occult enteric diseases were
identified by standard examinations. Since
the patients had already received intensive
chemotherapy when pus was cultured, the
original organism (s) may have been era-

dicated by the chemotherapy. Irrespective
of isolated bacterial species, cases with no
apparent etiology are arbitrarily defined as
primary. Thus, our three cases can be
classified as cases of primary psoas abscess.

Since most symptoms and signs of the
disease are of non-specific origin, prompt
diagnosis often tends to be difficult. Flexion
contracture of the hip is relatively specific
if it is present, but urologists may not be
familiar with this symptom®. This seems
to cause further delay of the diagnosis of
this disease. Our third cases was very u-
nique in terms of the delay of correct diag-
nosis. Since the patient had neurological
disturbance, he could not be relied on to
report subjective symptoms. Moreover,
there is always a higher risk of acute
pyelonephritis in cytostomy status. These
factors influenced the delay in correct dia-
gnosis. Although we regard the third case
as a primary abscess, the preceding acute
pyelonephritis may have been an etiologic
disease because atrophic skeletal muscle
has been shown to be attenuated against
bacterial infection®.

Treatment for psoas abscess is straight-
forward if correct diagnosis is made and
localization of the abscess is determined
by abdominal ultrasonography (USG) or
CT®. As in our second case, USG-guided
or CT-guided aspiration *7#® and drainage
of the abscess may be a less
method with a shorter recovery period than
the open drainage used in our other cases.
Thus USG-guided or CT-guided aspiration
followed by drainage of the abscess is the
first choice procedure for isolation of caus-
ative organism(s) and treatment of the
abscess, if it can be be performed.

invasive
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