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Iliopsoas abscess

52-YEAR-OLD WOMAN with diabetes mel-

litus presented with a 1-month history
of pain in the right lower abdomen and right
back. Although she had a fever when the
pain started and her pain was aggravated by
walking, her pain and fever had gotten better
after taking antibiotics prescribed earlier.

On physical examination, a tender mass
with slight warmth was felt in the right lower
quadrant. Laboratory testing revealed an ac-
tive inflammatory reaction: the white blood
cell count was 54.8 x 10°/L (reference range
4.5-11.0), and the C-reactive protein level
was 35.40 mg/dL (reference range < 0.9).
Computed tomography showed an abscess in
the iliopsoas muscle (Figures 1 and 2), with
no evidence of pyogenic spondylitis or other
vertebral involvement.

The patient was admitted to the hospital
for percutaneous drainage, which produced 26
mL of pus on the first day and 320 mL on the
next day; culture was positive for Escherichia
coli. Urine culture was also positive for E coli;
blood culture was not. We concluded that
these results were secondary to pyelonephritis.

We started intravenous piperacillin-
tazobactam 2.25 g every 8 hours for empiric
therapy. We changed this to oral ampicillin-
cloxacillin 2 g/day after E coli was cultured
and pyelonephritis was suspected. The patient
was discharged after a 2-week hospital stay,
with no significant complications.

I ILIOPSOAS ABSCESS:
DIAGNOSTIC CLUES

[liopsoas abscess can occur at any age.!” Pain
is the most common symptom, occurring in
more than 90% of patients.! Fever with tem-
peratures over 38°C is less common at first,
found in less than half of patients.!?
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FIGURE 1. Computed tomography (horizontal
plane) showed a low-density area 7 x 4 cm in the
right psoas muscle (arrow) and a low-density area
16 x 6 cm in subcutaneous tissue connected to the
psoas muscle (arrowheads).
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FIGURE 2. Computed tomorap
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showed a low-density area 16 x 4 cm in the right
psoas muscle (arrow), and a low-density area 11 x
7 cm in subcutaneous tissue connected to the psoas
muscle (arrowheads).
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ILIOPSOAS ABSCESS

Only 13% of patients with iliopsoas abscess
may have a palpable mass on physical exami-
nation.! The psoas sign—a worsening of lower
abdominal pain on the affected side with pas-
sive extension of the thigh while supine—has
a sensitivity of only 24% for iliopsoas abscess;
it can also indicate inflammation to the ilio-
psoas muscle in other conditions such as ret-
rocecal appendicitis.’

Hip flexion deformity can be a helpful di-
agnostic feature, as 96% of patients with ilio-
psoas abscess hold the hip in flexion to relieve
pain.* But pain on hip flexion can also occur
in conditions such as septic arthritis.*

Inflammatory markers such as erythrocyte
sedimentation rate and C-reactive protein may
be elevated in all patients with iliopsoas ab-
scess, so if those markers are not elevated, we
may have to consider other conditions such as
cancer.! Computed tomography is nearly 100%
sensitive for iliopsoas abscess and is the gold
standard for diagnosis.’

B TREATMENT

Inadequate treatment of iliopsoas abscess
raises the risk of relapse and death.’ Drainage
and appropriate antibiotic therapy have been
shown to be effective.!’

Iliopsoas abscess can also be secondary to a
number of conditions, eg, Crohn disease, ap-
pendicitis, intra-abdominal infection, and can-
cer,’ and the primary condition needs to be
addressed. In addition, culture of a secondary
abscess is more likely to grow mixed organisms.’

The average size of the abscess is 6 cm.
Percutaneous drainage is required if the mass
is larger than 3.5 cm.!

B TAKE-HOME MESSAGES

[liopsoas abscess is difficult to diagnose because
patients have few specific complaints. Checking
for hip flexion deformity and inflammatory mark-
ers may help rule out the disease. When iliopsoas
abscess is suspected, computed tomography is
necessary to confirm the diagnosis. Drainage and
appropriate antibiotics are effective treatment. [l
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