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Introduction 

B
ack pain is a common complaint in ambulatory 
centers, urgent care, and in the emergency depart-
ment; up to 84% of adults have back pain at some 

time in their lives.1,2 
Back pain has a wide differential diagnosis, but is 

rarely due to grave medical conditions. Among patients 
who present with back pain to primary care settings, 
less than 1% will be diagnosed with a serious etiology 
such as cauda equina syndrome, metastatic cancer, and 
spinal infection (spinal epidural abscess, paraspinal ab-
scess, septic discitis, vertebral osteomyelitis).3  

Psoas abscess, a collection of pus in the iliopsoas mus-
cle compartment, is one of the rare causes of back pain. 
A delayed diagnosis and inadequate treatment are asso-
ciated with high risk for mortality due to septicemia.4-6 
 
Case Presentation 
A 62-year-old woman presented to our clinic with a 
complaint of 1 month of mid to low back pain, mainly 
on the right side of the spine. About 1 week after the 
pain had already started, she accidentally tripped and 

fell while doing housework. The patient denied direct 
injury to the back but reported worsening of pain after 
the fall.  

At the time of the office visit, the pain which had 
rated 2 to 4 out of 10 at the onset of symptoms had 
progressively become 8 to 10 out of 10. The pain was 
constant and made it difficult for the patient to walk 
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and rest at night. 
There was radiation of pain to the right flank. She re-

ported pain with right hip/leg movements, with no 
numbness/tingling in the lower extremities. 

The patient denied saddle anesthesia, bowel/bladder 
incontinence/retention. 

She also denied dysuria and urinary frequency. She 
reported fever and chills for the past few days prior to 
the office visit, and new-onset malaise and weakness.  

Patient’s medical history was significant for major 
depression, anxiety disorder, degenerative joint disease, 
and hypertension. 

Patient denied tobacco and alcohol use. No illicit 
drug use. 

Patient’s medications at the time of the visit included 
Paxlovid, buspirone, ibuprofen, and propranolol.  

Physical exam revealed a well-developed woman, 
alert, and cooperative, with: 

� BP 109/56, HR 65, temp 97.7°F (36.5 °C), RR 19, 
SpO2 98% 

� Head: Normocephalic 
� Eyes: Conjunctivae/corneas/sclerae clear. Extraoc-

ular movements intact 
� Neck: Neck supple, no adenopathy  

� Back: On inspection, there was a large mass at the 
mid-low back on the right side  +TTP. Moderate 
to severe limitation of motion. 

� Cardiovascular: RRR, no tubs/gallop/murmurs. 
No ectopy 

� Pulmonary: Normal breath sounds with no 
wheezing, rales, or rhonchi 

� Abdomen: Abdomen soft, nontender 
� Ext: No clubbing, cyanosis, or edema 
� Neurologic: Mental status intact, antalgic gait  
The presence of the back mass, associated with pro-

gressively worsening pain and recent onset of fever, 
chills, malaise and weakness, raised the suspicion for a 
serious, nonmechanical cause of back pain.  

The patient was transferred to the ED for further eval-
uation. Labs and imaging studies were ordered. 

A CT abdomen/pelvis with contrast was ordered and 
showed the following results: 

� Large/elongated right retroperitoneal abscess, 
centered within psoas muscle, extending poste-
riorly to the paraspinal soft tissues and inferiorly 
down to the pelvis and proximal right thigh. 

� Atrophic right kidney with surrounding mild 
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Figure 1. Coronal reconstruction image of CT abdomen 
and pelvis with IV contrast shows a right psoas 
muscle abscess.

Figure 2. Coronal reconstruction image of CT 
abdomen and pelvis with IV contrast shows posterior 
extension of a right psoas abscess into the right 
lateral paraspinal musculature. 
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edema and a small collection, extending from the 
inferior pole, likely connecting to the above-
mentioned abscess. Right pyelonephritis cannot 
be excluded. 

 
Differential Diagnosis 
In this particular case, what helped most in the deci-
sion-making process was the physical exam. Inspection, 
which refers specifically to what we can observe visually 
on the surface of the body, is a central aspect of the 
physical exam as it may lead to more accurate differen-
tial diagnoses and treatment.  

The size of the mass found on physical exam pointed 
toward the presence of pathology of deeper organs and 
tissues. 

Wilms tumors of the kidney and perinephric ab-
scesses may present as a mass in the back. Metastatic 
neoplasm and multiple myeloma of the spine may pro-
trude from beneath the skin. Other neoplasms include 
large hemangiomas, neurofibromas, and lipomas.  

In our patient, the more recent symptom of fever 
was suggestive of an infectious process. Pott disease of 
the spine and iliopsoas abscess were considered. 

Pott disease, also known as tuberculous spondylitis, 
although possible, seemed less likely, as the patient de-
nied any known exposure to tuberculosis in her life. In 
addition to that, the back pain was not chronic but 
more subacute in nature with a duration of about 4 
weeks. 

Upon further questioning, our patient also denied 
recent skin infections, urinary tract infections, gastro-
intestinal symptoms, or any ailments requiring hospi-
talization or medical attention prior to the development 
of the back pain.  

Vertebral osteomyelitis and abdominal/urologic dis-
orders seemed also to be alternative diagnoses. The his-
tory of fall, although the back pain was present prior to 
that, made hematoma a possibility. Muscle spasm from 
back injuries can be significant enough to cause a mass, 
although the patient’s mass was too large to be attrib-
uted to lumbar strain and muscle spasm alone. 

All of the above clearly pointed towards the immedi-
ate need for further workup with imaging studies such 
as computerized tomography. 
 
Course and Treatment 
The patient was admitted to the Surgery Acute Care 
Unit. She underwent CT-guided aspiration and drainage 
catheter placement into the right psoas abscess. A 5-cc 
aspirate was obtained through the drain. The fluid was 
sent to microbiology for further evaluation. Culture and 
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Figure 3. Axial image of CT abdomen and pelvis with 
IV contrast shows a right psoas muscle abscess. 

Figure 4. Sagittal reconstruction image of CT 
abdomen and pelvis with IV contrast (corresponding 
to Figure 2) shows posterior extension of a right 
psoas abscess into the right lateral paraspinal 
musculature.
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gram stain showed no organisms and no growth. Ad-
ditionally, no anaerobes were isolated. This is not un-
common, as a definitive microbiological diagnosis for 
psoas abscess by infected fluid and blood culture has 
been reported to be 74.3% and 31.5%, respectively. 7 

The patient was treated with IV vancomycin for 6 
days and was discharged on oral amoxicillin/clavulanic 
acid 875-125 mg BID for 14 days. 
  
Discussion 
The psoas muscle is a muscle of the back. It originates 
from the lateral borders of the 12th thoracic to the 5th 
lumbar vertebrae in the retroperitoneal space and inserts 
at the lesser trochanter of the femur. 

The fibers of the psoas muscle combine with those 
of the iliacus to form the iliopsoas, which functions as 
the chief flexor of the hip.  

A psoas (or iliopsoas) abscess is a collection of pus in 
the iliopsoas muscle compartment and can be primary 
or secondary.  

Primary psoas abscess is of unknown origin and 
caused by hematogenous or lymphatic spread from 
another distant origin. In the United States, up to 61% 
of psoas abscesses are primary. Primary psoas abscess 
occurs most commonly in patients with a history of 
diabetes, injection drug use, alcoholism, AIDS, renal 
failure, hematologic malignancy, immunosuppression, 
or malnutrition. 4,6 Our patient had a primary psoas ab-
scess and no history of pertinent comorbid conditions. 

Secondary psoas abscess is caused by direct spread of 
infection from adjacent structures like vertebrae, colon, 
urinary tract, and vascular system.7,8 

The causative organism in primary abscess is usually 
Staphylococcus aureus, which accounts for around 88% of 
the cases, followed by Escherichia coli and Streptococcus. Sec-
ondary psoas abscess are commonly polymicrobial, involv-
ing enteric bacteria, typically E coli and Bacteroides.9,10 

Although the clinical presentation of a psoas abscess 
often lacks specificity, the presence of a large back mass 
in this particular case pointed to the presence of a se-
rious disease process most likely arising from the deeper 
organs and/or tissues. This finding, associated with re-
cent onset of fever and worsening back pain, prompted 
the initiation of further workup. 

In our particular patient, the fluid cultures and blood 
cultures did not yield any microorganism.  

Mycobacterium tuberculosis infection of the spine, 
known as Pott’s disease, is the most frequent cause of 
secondary psoas abscess in developing countries. Con-
ditions associated with secondary psoas abscess include 
Crohn’s disease, diverticulitis, appendicitis, colorectal 
cancer, urinary tract infection, vertebral osteomyelitis, 
mycotic abdominal aortic aneurysm, endocarditis, and 
history of instrumentation in or around the spine.4,5,11 
Bilateral psoas abscess occurs in 3% of all cases, primary 
or secondary.12,13  

The most common complaints are low back pain, 
flank pain, with or without radiation to the hip and/or 
the posterior aspect of the thigh, limp, fever, malaise, 
weight loss, fatigue, inguinal mass. 

It is noteworthy that the presence of a back mass is 
not a typical finding in patients with psoas abscess. 
Limitation of hip movement is common due to pain 
triggered by stretching or extending the psoas muscle.  

Our patient reported back pain, right flank pain, 
fever, malaise, and difficulty walking, although she 
never reported the presence of the back mass.  

Laboratory tests are nonspecific and usually associated 
with high white blood cell count and elevated inflam-
matory markers.14  

CT with contrast is the gold standard for the eval-
uation of patients for psoas abscess. The use of CT has 
increased the frequency of this diagnosis. Prior to com-
puted tomography, most cases were diagnosed at post-
mortem.4  

All patients with psoas abscess require hospitalization 
for IV antibiotics and surgical or percutaneous drainage 
of the abscess.  

The management of primary psoas abscess involves 
the empiric use of IV anti-staphylococcal antibiotics 
since nearly 90% are due to S aureus, with vancomycin, 
linezolid or clindamycin being appropriate choices. 

In secondary psoas abscesses, which frequently have 
a mixed flora of enteric pathogens, antibiotics need to 
have coverage for both gram-negative and anaerobic 
bacteria. Fluroquinolones, anti-pseudomonal penicillins, 
late-generation cephalosporins, plus or minus metroni-
dazole should be used empirically for maximal cover-
age.14,15 

The antibiotic regimen can later be tailored to reflect 
the results of the culture and sensitivity profile and is 
usually continued for 2 weeks after abscess drainage.  

CT-guided percutaneous drainage (PCD) or surgical 
drainage are the two definitive treatment modalities. 
PCD is less invasive and is currently the treatment of 

A  C O M M O N  C O M P L A I N T,  A N  U N L I K E LY  D I A G N O S I S :  P S O A S  A B S C E S S  I N  T H E  U R G E N T  C A R E  C E N T E R

“The management of psoas abscess involves the 
empiric use of IV  anti-staphylococcal antibiotics 

since nearly 90% are due to S aureus, with 
vancomycin, linezolid or clindamycin  

being appropriate choices.”
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choice, especially in primary psoas abscess. Surgical 
drainage is indicated when PCD fails, if there is a con-
traindication to PCD, or if there is abdominal pathology 
that requires such intervention.16-18 

Complications associated with psoas abscess include 
sepsis, involvement of adjacent structures leading to 
septic arthritis, compression of surrounding structures 
leading to hydronephrosis, ileus, and deep venous 
thrombosis. 

Mortality rates are higher for secondary psoas abscess 
than for primary psoas abscess.5,10 

Death, most often from sepsis, is usually due to de-
layed or inadequate treatment, with mortality close to 
100% in patients who did not undergo drainage.5,6,10,19  

Since Staphylococcus aureus accounts for 88% of the 
microorganisms isolated from primary psoas abscesses 
and since our patient responded well to IV vancomycin 
and oral amoxicillin, we can speculate that the most 
likely causative bacteria was, in fact, Staphylococcus au-
reus. The reason our patient developed an iliopsoas ab-
scess remains unclear. The source of the primary hema-
togenous of lymphatic spread was never identified, 
neither on history nor on physical exam.  
 
Conclusions 
� This case is a reminder of the critical importance of 

inspection and thorough physical examination in 
the evaluation of patients with back pain. 

� The diagnosis of a psoas abscess should be sus-
pected on clinical grounds and confirmed on imag-
ing studies.  

� Iliopsoas abscess should be considered in the differ-
ential diagnosis when evaluating a patient with 
back pain associated with the presence of a back 
mass, pain on ambulation, and fever. n 
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“Complications associated with psoas abscess 
include sepsis, involvement of adjacent structures 

leading to septic arthritis, compression of 
surrounding structures leading to hydronephrosis,  

ileus, and deep venous thrombosis.”

Take-Home Points

• Conditions associated with secondary psoas abscess 
include Crohn’s disease, diverticulitis, appendicitis, 
colorectal cancer, urinary tract infection, vertebral os-
teomyelitis, mycotic abdominal aortic aneurysm, en-
docarditis, and history of instrumentation in or around 
the spine.  

• The causative organism in primary abscess is usually 
Staphylococcus aureus (accounting for around 88% 
of cases), followed by Escherichia coli and Strepto-
coccus.  

• Secondary psoas abscess are commonly polymicro-
bial, involving enteric bacteria, typically E coli and 
Bacteroides.  

• Management of primary psoas abscess involves em-
piric use of IV anti-staphylococcal antibiotics, since 
88% are due to S aureus; appropriate choices include 
vancomycin, linezolid, or clindamycin.   

• In secondary psoas abscesses, fluroquinolones, anti-
pseudomonal penicillins, late-generation cephalo-
sporins, plus or minus metronidazole should be used 
empirically for maximal coverage.  

• Common complaints in patients with psoas abscesses 
include low back pain, flank pain, with or without ra-
diation to the hip and/or the posterior aspect of the 
thigh, limp, fever, malaise, weight loss, and fatigue.


