
he psoas muscle is a retroperitoneal structure
arising from the lateral aspect of the 12th

thoracic to 5th lumbar vertebrae.  Seventy percent of
people have a single structure, the psoas major, but
30% also have a smaller psoas minor muscle, which
lies anterior to the psoas major.  The iliacus muscle
is fan-shaped and arises from the inner aspect of the
iliac bone exiting inferiorly where it blends with the
psoas muscle to insert on the lesser trochanter of
femur.  Their major function is to flex the hip.  The
psoas muscle is in close proximity with many organs,
including the pancreas, renal pelvis, ureters, aorta,
jejunum, appendix, sigmoid colon and iliac lymph
nodes.  Thus infections may easily spread to the
muscle from these organs.  Psoas abscesses are
described as primary when there is no obvious focus
of infection and route of infection is presumed to be
hematogenous.  The most common pathogen in
primary psoas abscess is Staphylococcus aureus (at
least 80% of cases).  Other pathogens include
Serratia marcescens, Pseudomonas aeruginosa,
Haemophilus aphrophilus and Proteus mirabilis.1,2

T Secondary psoas abscess is defined as occurring
from direct spread from contiguous structures.  They
are usually caused by enteric bacteria (up to 78% of
cases), most commonly from Crohn’s disease or
from the renal tract and the pancreas.1,3  These
include Escherichia coli, Streptococcus species,
Enterobacter species and Salmonella enteritidis.
Mycobacterium tuberculosis of the spine continues to
be an important cause of secondary psoas abscess in
developing areas of the world where tuberculosis is
still rife.  In a recent series of 18 patients, 57% of
primary psoas abscess had human immunodeficiency
virus (HIV).  It is possible that the incidence of
primary psoas abscess will increase with the HIV
pandemic.1 

Case Report. A 60-year-old diabetic Saudi
woman, on oral hypoglycemic agents presented with
fever, excessive sweating and bouts of melena and
hematemesis over the last one month.  She had
developed progressive left leg swelling one week
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ABSTRACT

Psoas abscess is an uncommon condition with vague clinical presentation.  It generally has an insidious onset and before
the advent of computed tomography, few cases were reported in the medical literature.  We report the case of a middle
aged diabetic woman who presented with left leg swelling.  Doppler ultrasound revealed thrombosis of the popliteal vein
and a collection in the left groin.  Computed tomography confirmed the presence of a large left iliopsoas abscess
extending to the anterior compartment of the thigh complicated with thrombosis of the superficial femoral and popliteal
veins.  We suggest that an iliopsoas abscess should be excluded when an immunocompromised patient presents with deep
vein thrombosis.  
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before presentation.  She was new to our hospital and
her past medical report was not available.  Relevant
findings on examination were a right sided weakness
probably from old cerebrovascular accident, a
palpable mass in left side of the abdomen, and a left
lower limb swelling.  Laboratory tests revealed
anemia (hemoglobin concentration = 5.3 g/dl),
leucocytosis   (white   cell   count   =  14.1  x  109/L),
thrombocytosis   (platelet   count   =   602   x  109/L),
prothrombin time (PT) 17.6 seconds (control 10-15
seconds), activated partial thromboplastin time
(APTT) > 180 seconds (control 27-40 seconds),
international normalized ratio (INR) = 1.5 (control =
0.8 – 1.2), serum creatinine, urea and electrolytes
were normal.  Serum glucose level was only slightly
below normal.  Doppler ultrasound revealed left
popliteal vein thrombosis and a collection in the
anterior thigh, the nature of which was uncertain.
Computed tomography (CT) of the abdomen and
pelvis revealed a huge left retroperitoneal abscess
involving the psoas muscle from first lumbar (L1)
vertebral level down to the left iliacus muscle and

Figure 1 - Computed tomography scan showing (a) a huge multiloculated left retroperitoneal abscess obscuring the atrophied kidney.  Solid
tissue on the lateral aspect (black arrow) is the spleen and (b) demonstrates extension of the iliopsoas abscess (black arrow) into the
anterior compartment of the left thigh.

inferiorly into the anterior compartment of the left
thigh (Figures 1a & b).  The upper quadriceps
muscles were inflamed and edematous with abscess
collections within them.  There was increase in girth
of the upper left thigh compared with the right, with
thrombosis of the left superficial femoral vein
(Figure 2).  The right kidney and pancreas were
morphologically normal but the left kidney was not
visualized.  The lumbar spine and sacroiliac joints
were normal.  The patient was treated with CT
guided percutaneous drainage inserting 12 French
pigtail catheter in the left pararenal space and 10
French pigtail catheter into the left iliacus collection.
Culture of the purulent aspirate grew Escherichia
coli sensitive to Gentamycin and Tazocin.
Microscopy and culture for Mycobacterium
tuberculosis were negative.  Double contrast barium
enema was normal.  Follow up CT after 18 days
catheter drainage and therapy with appropriate drugs
showed complete resolution of the left iliacus and
anterior thigh collection, with minimal residual left
perinephric collection (Figure 3).  A shrunken left

Figure 2 - Reveals a thrombosed left superficial femoral vein (long black
arrow) associated with edema and soft tissue swelling.

Figure 3 - Follow up computed tomography revealing a small non-
functioning left kidney (white arrow) with almost complete
drainage of the abscess.  Coiled tip of the drainage catheter is
identified by the black arrow.
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kidney was revealed, confirmed to be non-
functioning on isotope dimercapto succinic acid
(DMSA) scan.  The iliacus catheter was removed on
day 24, and the perinephric catheter was removed on
day 28 post insertion.  The femoropopliteal vein
thrombosis persisted as the patient could not be
angicoagulated because endoscopy revealed multiple
esophageal ulcers.

Discussion.  Retroperitoneal collections are
rare in the absence of pancreatitis.3  Psoas   abscesses
are potentially life threatening because of their
insidious nature and prompt diagnosis and treatment
are essential.  Isolation of Escherichia coli is found
in up to 78% of secondary psoas abscesses, which in
our case is presumed to arise from renal or perirenal
infection.  In a review of 27 cases of psoas abscess,
diabetes mellitus was the leading underlying disease.
Escherichia coli was the most common organism in
the secondary abscess category, followed by
Staphylococcus    aureus,    Klebsiella    pneumoniae,
Streptococcus viridans and Candida albicans.4  

Whenever psoas abscess is suspected, CT should
be carried out for definitive diagnosis.  Computed
tomography has superseded ultrasonography, and is
diagnostic in 80 to 100% of cases compared with
60% for ultrasonography.5,6  There is virtually no role
for magnetic resonance imaging in the diagnosis of
psoas abscess because sensitivity and specificity is
not improved, and there is greater  cost and patient
discomfort. Computed tomography guided
percutaneous drainage of iliopsoas collections
coupled with therapy with sensitive antimicrobial
agents usually results in prompt dramatic
response.1,2,7,8  There was remarkable improvement in
our case even though the abscess was multiloculated.
It is important to note that regression of
inflammatory reaction after a successful clinical
response to drainage may be prolonged for several
weeks.9 If follow-up imaging reveals residual focus
of infection, elective surgical removal should be
considered, in order to prevent future flare up of
infection.  This is relevant in our case where the
patient is diabetic and an atrophic, non-functioning
kidney was the focus of infection.  

In the majority of patients, fever, flank and hip
pain or limp are the usual manifestations.1,2  A tender

mass may be felt in the lower abdomen or iliac fossa.
Anemia, leucocytosis and elevated sedimentation
rate may be present.  In our case, the anemia was
quite severe due to the blood loss from the upper
gastro intestinal tract, and the high platelet count
presumably represents reactive thrombocytosis.  The
thrombocytosis does not explain the development of
left superficial femoral and popliteal vein
thrombosis.  The thrombosis is believed to have
resulted mainly from increased pressure within the
restricted anterior upper thigh compartment from the
abscess collections and muscle edema.  The effect of
the increased pressure is stagnation of blood within
the superficial femoral vein in the adductor canal and
consequent thrombus formation.  Thus iliopsoas
abscess should be suspected when a patient with
fever and abdominal or back pain presents with
femoral or popliteal vein thrombosis.  To our
knowledge, this association of psoas abscess and
femoro-popliteal vein thrombosis has not been
previously reported.
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