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—ABSTRACT

Spinal tuberculosis is common in endemic
regions. Psoas abscess associated with
lumbosacral tuberculosis is a common
finding in long standing cases. But vague
symptoms and signs make the clinical
diagnosis of psoas abscess with tuberculous
spondylodiscitis a challenge. A 22-year-old
married female presented with low
backache, anorexia and bilateral swellings
in the flank regions. The swellings extended
to the upper medial quadrant of the buttocks
bilaterally. ~ Abdominal ultrasonography
showed bilateral psoas abscesses above
inguinal ligaments and extending into
buttocks bilaterally after iliac bone erosion.

Magnetic resonance images showed diffuse
spondylodiscitis from L1 to S1 and bilateral
psoas abscesses, erosion of the iliac bones
and a large subfascial abscess over the
gluteal muscles. The communication of the
buttock abscess into the retroperitoneum and
and with the psoas abscess was evident.
Operative drainage of abscesses was
performed and histological examination
showed caseaous necrosis confirming the
clinical diagnosis of tuberculosis. Anti-
tuberculous therapy was started and
continued for 12 months with complete
recovery.
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INTRODUCTION

Spinal tuberculosis is common in endemic
regions [1-3] The psoas muscle is a
retroperitoneal muscle that originates from the
lateral borders of the 12th thoracic to fifth lumbar
vertebrae, and ends as a conjoint tendon with
ilacus into the lesser trochanter. [4]. Psoas
abscess, first described in 1881 by Mynter [5], is
a collection of pus in the psoas compartment, and
can be primary or secondary. The long standing
vague symptoms and signs make the clinical
diagnosis of tuberculous spondylodiscitis with
psoas abscess a challenge [1, 3]. We report a
unigue case of extensive lumbosacaral
tuberculous spondylodiscitis accompanied by
bilateral psoas abscess, which presented as a
bilateral soft-tissue flank mass beneath the skin,
after eroding the iliac bones. Although psoas
abscess due to spinal tuberculosis has been
described, bilateral psoas abscess with such
presentation is rare.

Here we present three cases of TD that we
encountered at our centre from May 2010 to
April 2013 and provide a review of published
literature of this rare form of osteo-articular
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A 22-year-old married female presented with
progressively worsening six months history of
low backache, three month history of anorexia
and low-grade nocturnal fever, one month history
of weight loss and 2 week history of painful
bilateral flank swellings. The swellings extended
into the upper medial quadrant of the buttocks
measuring 10 cm x 7 cm (right side) and 7 cm x 4
cm (left side) (Figure 1). Lumbar lordosis was
obliterated with paraspinal muscle spasm but
neurological examination was intact. Hip joints
were normal without any pseudoflexion
deformity. Blood tests showed white blood cell
count of 9,200/mm?®. ESR was 84mm in 1% hour
and C-reactive protein level was 10.14 mg/dl.
Aspirates from the swellings were sent for
culture and sensitivity, cytology, gram and Ziehl—-
Neelsen staining. Abdominal ultrasonography
showed bilateral psoas abscesses extending into
buttocks bilaterally after eroding through iliac
bones. Magnetic resonance (MR) images
revealed diffuse spondylodiscitis from L1 to S1
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Figure 1: Clinical image showing bilateral and confirmed bilateral psoas abscesses, eroding
flank swellings through iliac bones and presenting as large
subcutaneous abscess over the gluteal muscles.
The communication of the buttock abscess into
the retro peritoneum and the psoas abscess was
evident (Figure 2A and 2B). There was no
involvement of the adjacent organs such as
female genitalia, kidney, ureter, and bowel. Both
abscesses were drained surgically and specimens
were sent for further examination. However,
results of the ordinary bacterial or fungal culture
were negative. Cytology for malignant cells was
also negative and histological examination
revealed caseous necrosis implying tuberculosis.
Patient was started on anti-tubercular treatment
and discharged home for outpatient follow-up.
Anti-tubercular therapy was continued for 12
months and patient had complete recovery.

Figure 2A and 2B: MRI images showing DISCUSSION

bilateral psoas abscess perforating through Psoas abscess is rare [6, 7], and that presenting as

iliac wings an extrapelvic extension is even more rare. Psoas
i abcess eroding the ilium bilaterally and
presenting as an extrapelvic extension has not
been reported. However, psoas abscess that
extended over the iliac wing and presented as a
flank or buttock abscess has been reported in
medical literature [8, 9, 10-13]. Although the
worldwide incidence was considered to be only
12 cases per year [6, 7], psoas abscess is more
frequently diagnosed and reported with the
advent of computed tomography (CT) and MR
imaging [7, 14]. Psoas abscess is considered
primary if the cause is hematogenous from a
distant site, and secondary if there is a continuous
infectious source from vertebrae, pancreas,
kidney, ureter, appendix, bowel or hip joint [6, 7,
15]. Our case was secondary psoas abscess,
which extended to the buttock through the eroded
iliac bones bilaterally. The skeletal system, which
is involved in 1%-10% of patients with
tuberculosis, is the most common
extrapulmonary site for tuberculous infection.
Approximately  half of skeletal system
tuberculosis cases manifest as spinal diseases and
75% are accompanied by paraspinal abscess [2,
16]. A psoas abscess may form and may extend
inferiorly as far as the groin and thigh under the
psoas sheath along the the muscle course [3].
Subacute presentation along with nonspecific
symptoms and signs makes the diagnosis of
psoas abscess difficult [1]. The clinical signs and
symptoms may include limping, a positive psoas
sign, flexion deformity of the hip joint, fatigue,
fever, night sweating, and weight loss [17]. The
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chronic and insidious nature of tuberculous
spondylitis causes late diagnosis of this disease.
The susceptibility of the psoas muscle as primary
site can be attributed to its rich blood supply and
proximity to overlying retroperitoneal lymphatic
channels [18, 19]. Because the iliopsoas muscle
inserts onto the lesser trochanter of femur, it is
possible that the psoas abscess could extend to
the medial side of the thigh under the inguinal
canal [20] or to the hip joint [21, 22-24].
Extension up to the calf has also been reported
[25]. Moreover, piriformis and gluteal abscesses
have also been reported [12]. However, extension
of the psoas abscess to the buttocks eroding
through iliac wing is an extremely rare clinical
manifestation.

The detection of the hidden psoas abscess
requires high level of suspicion and failure to
recognize and treat psoas abscess results in
considerable morbidity [26]. The most common
causative organism of the primary psoas abscess
is Staphylococcus aureus whereas enteric
organisms are responsible for the secondary type
[7, 25, 15]. The spinal tuberculosis was the most
common etiology half a century ago [26]. Fungal
infection also should be excluded [25, 14, 27].
Other rare causes can be appendicitis,
pancreatitis, pyelonephritis or Crohn’s disease
[18, 26]. The pathogenic organism could not be
identified in our case but was presumed to be
Mycobacterium tuberculosis based on clinical
presentation, histological diagnosis and response
to clinical treatment.

CONCLUSION

In conclusion, in endemic regions patients with
long standing psoas abscess can present as
buttock abcesses, although bilateral presentation
with perforation of iliac wings is very rare.
Multiplanar imaging, especially MR imaging, is a
useful diagnostic procedure in defining subtle
vertebral disc or vertebral body lesions and in
detecting unsuspected paravertebral soft-tissue
extension. The abscess in our patient was large
and extended to buttocks after eroding through
iliac wings, thus demonstrating an additional
route of extension of psoas abscess. The patient
was treated successfully with open surgical
drainage and anti-tubercular therapy.
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