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Case Summary 
Mrs. A a 41 years old gravida 6 para 5 lady delivered vaginally, 

with spontaneous onset of labour at 39 weeks of gestation under 
epidural analgesia with intact perineum. She had a regular antenatal 
care at a large tertiary care center. Her antenatal risk factors were 
a high body mass index and mild anemia with a normal Glucose 
tolerance test and no other medical or surgical co morbidities. 
Day one post vaginal delivery she started complaining of left 
hip and back pain restricting her mobility. Her pain was of new 
onset and described as spasm like and starting from left hip and 
radiating to the whole of her left leg. An initial management plan 
was conservative in form of analgesia and although she had some 
relief from the pain aspect, yet she started complaining of lower 
abdominal pain, left back pain and left hip pain with radiation till 
the toes with inability to walk and presence of fever with chills. 

Neurology consultation was done, and an urgent MRI 
performed which revealed edema and swelling in the left posterior 
Para spinous muscles at L4-S2 level. There was also edema and 
swelling noted in the left iliacus muscle and adjacent psoas 
muscle with extension to the pelvis. There were three small foci 
of collection noted in the inflamed left iliacus muscle; the largest 
one is measuring 13 mm in diameter. Minimal edema was noted 
in the left upper gluteus muscles. Minimal fluid collection noted in 
the left sacroiliac joint with marrow edema in the adjacent left iliac  
bone. Grade 1 anterolisthesis of L5 over S1 vertebra was noted. No 
significant degenerative changes in the lumbar spine was noted. No 
obvious epidural hematoma was noted.

 In summary the MRI revealed infective left sacroiliitis and myositis 
involving the left posterior Para spinal, iliopsoas and upper gluteus 
muscles and three small foci of abscess seen in the inflamed left iliacus 
muscle Rheumatology consultation revealed Tinel test positive 
bilaterally, Negative straight leg test, No restriction of hip flexion,  
internal or external rotation. Tenderness over left paraspinal 
muscles and left buttock. It was felt that the low back pain is  

 
secondary to local infection to the paraspinal, iliopsoas, gluteus and 
iliacus muscle with small foci of abscess. Management included a 
multidisciplinary team approach including the obstetrician and 
Infectious disease physician, sepsis workup including blood culture, 
urine culture and genital culture. Parenteral ampicillin-sulbactam 
was started. The patient responded very well to parenteral 
antibiotics. She remained afebrile and her pain relief was adequate 
with paracetamol and diclofenac. She was discharged home in very 
good condition with follow up with mobile Doctor team to receive 
Injections of ceftriaxone once daily and for follow up MRI after 4 
weeks (Table 1).

Table 1: Results review.

WBC count 6.1 Normal

Hemoglobin 11 gm/dl Normal

Neutrophil count 94% Normal

Blood urea 4.7 mmol/ L Normal

Serum creatinine 56umol/L Normal

NT Pro BNP 3,437 0-130

Creatinine Kinase 87 u/L 29-168

CRP 460 mg/ L 0-5

Serum lactate 1.5 mmol/L 0.5- 2.2

Procalcitonin 3.22 ng/ ml Normal

ANA CTD Int Negative

Quantiferon TB Indeterminate

Brucella Ab IgG and IgM Negative

Blood culture aerobic Positive for Streptococcus Agalactiae, 
sensitive to penicillin and ceftriaxoneBlood culture anaerobic

Urine culture Mixed growth including Streptococcus 
Agalactaie
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Discussion 
Psoas (or iliopsoas) abscess is a collection of pus in the iliopsoas 

muscle compartment [1] and a rare cause of postpartum sepsis 
with a reported incidence of 0.4 per 100,000 population per year 
[2] Iliopsoas abscess may be classified as primary or secondary. 
Primary psoas abscess is thought to result from a lymphatic or 
haematological spread from an infection elsewhere in the body 
which maybe occult [3]. Risk factors include diabetes mellitus, 
intravenous drug use, AIDS, renal failure and immunosuppression 
[4] Crohn’s disease is the commonest cause of secondary iliopsoas 
abscess [5]. Secondary psoas abscess originates from infection or 
inflammation in anatomically nearby structures with direct spread 
to psoas muscle. These structures include bone, and vertebrae, 
genitourinary and gastrointestinal structures, vessels and hip 
joint. As such, other conditions associated with secondary psoas 
abscess include diverticulitis, appendicitis, urinary tract infection, 
septic arthritis, intrauterine contraceptive devices, colorectal or 
genitourinary cancer [1]

The exact pathogenesis of psoas abscess following vaginal 
delivery in unknown. Perhaps it may be due to a hematoma 
formation following trauma in a vaginal delivery that later gets 
infected [6,7]. Psoas abscess has also been described as a rare 
complication of epidural anesthesia [8,9]. Streptococcus Agalactaie 
GBS vaginal colonization has been linked to the development of 
GBS psoas abscesses after delivery. This is a rare complication 
and is generally regarded as a secondary psoas abscess [10]. The 
presentation is insidious, at times non-specific and these vague 
symptoms can be attributed to other - commoner - causes in the 
postpartum period causing a diagnostic difficulty. Psoas abscess 
is usually unilateral, there is no significant difference between 
affection in either side left or right. The incidence is higher in males, 
with a male to female ratio of 3:1 Symptoms and signs of psoas 
abscess include pain, fever, limp, malaise, weight loss and lump in 
the groin. Pain can be localized to the back, flank, lower abdomen. 
Additionally, as the psoas muscle is innervated by L2, L3, and L4, 
pain can radiate to hip and posterior thigh [1]

The lower abdominal pain often is exaggerated on movements 
in which the Psoas muscle is extended or stretched. Psoas sign pain 
is brought about by extension of the hip. Patients prefer to acquire 
positions with less discomfort including hip flexion and lumbar 
lordosis. Limitation of the hip movement is common [11]. 

Due to nonspecific symptoms, slow subacute onset and overlap 
with other commoner pathologies, the median time between the 
onset of symptoms and actual diagnosis is 22 days. In a third of 
patients it may even take more than 42 days to reach the diagnosis 
[12]. The laboratory tests may show leukocytosis, elevated C—
reactive protein, elevated ESR and anemia [12]. Identification of 
the etiological organism requires culture of blood or aspirated 
pus. Numerous organisms can be responsible. The most common 
causative organism in primary iliopsoas abscess is Staphylococcus 
aureus responsible for over 88% of the cases [6] followed by 
Escherichia coli, Streptococcus Agalactaie, viridans streptococci, 
staph epidermidis, salmonella spp and Bacteroides species [12-14]. 

In the secondary abscess category, E. coli was the leading organism 
in this series, followed by S. aureus, Klebsiella pneumoniae, viridans 
streptococci and Candida albicans [14]. In our case the causative 
organism was Streptococcus Agalactaie. MRSA infections have also 
been described [13]. This all places emphasis on the need for a 
culture of aspirated pus to target the causative organism(s)

Acid-fast bacilli (AFB) smear and mycobacterial culture should 
also be performed when tuberculosis is suspected or when routine 
Gram staining is negative. Additionally, histopathology from 
the biopsy material should be sent as may suggest an alternate 
diagnosis as cancer [15]. The diagnosis of psoas abscess suspected 
on clinical grounds can be confirmed on imaging. Ultrasound and 
plain radiographs can be a useful primary investigation to exclude 
other causes that may explain the symptoms. Ultrasound is easy 
to perform and relatively inexpensive. Unfortunately, both are 
unhelpful to diagnose psoas abscess. Ultrasound has low sensitivity 
and specificity in cases of psoas abscess and is only diagnostic in 
about 60% of cases. Furthermore, ultrasound is largely operator 
dependent and It is difficult to visualize retroperitoneal structures 
when they are obscured by bowel and bone [16-19].

Magnetic resonance imaging (MRI) may allow improved 
definition of soft tissues and adjacent structures, especially 
visualization of the vertebral bodies [1,16]. CT scan however is 
regarded by many as the modality of choice or gold standard in 
diagnosis of psoas abscess when it is suspected clinically with 
reported sensitivity of 100% and specificity of 77%. [1,12,20]. 
Management consists of surgical drainage and appropriate 
antibiotic therapy. Although its ideal to target the causative 
organism (s) after the results of culture and sensitivity, in practice we 
suggest empirical antibiotic therapy then modifying the antibiotic 
therapy according to the results of culture. A reasonable empirical 
antibiotics regimen should target Staphylococcus aureus being 
the main organism isolated from primary psoas abscess as well 
as Escherichia coli, streptococcus and Bacteroides species. Where 
MRSA is suspected or is of high local prevalence an appropriate 
antibiotic should be used. 

Parenteral antibiotics should be administered in conjunction 
with Psoas abscess drainage [1,18,20]. Antibiotics are unlikely to 
be curative on their own although some success with antibiotic 
therapy alone is reported in abscesses less than 3cm [21]. The 
optimal duration of antibiotics is uncertain but maybe required 
for 2-6 weeks following adequate drainage. The duration of 
therapy may be dictated by presence of concurrent osteomyelitis. 
Follow up imaging should be performed near the end of planned 
course of antibiotics to ensure satisfactory response to treatment 
[16,18]. The presence of Iliopsoas abscess is associated with 
significant morbidity and mortality, with mortality rate of 2.4 to 19 
%. In untreated cases it may be as high as 100 % [1]. The risk is 
higher in cases with delayed or inadequate treatment, presence of 
bacteremia. There is a high chance of relapse, from 15-36%. The 
high recurrence rate may be associated with inadequate drainage 
or inadequate antimicrobial therapy [12,18]. 
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Conclusion and Summary 
Psoas abscess is rare and if inadequately treated may lead 

to significant morbidity and mortality. Its rarity combined with 
insidious onset and the presentation that could be attributed to 
other causes can lead to delayed diagnosis. CT scan is a preferred 
imaging modality in diagnosis of psoas abscess. Main stay of 
treatment is both antibiotics and surgical drainage. Selected cases 
can be treated medically. Complete resolution can take few weeks.
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