
liopsoas abscesses (IPA) are suppurative collections within the fascia
surrounding the psoas and iliacus muscles. Although the incidence of
iliopsoas abscesses seems to increase in recent years due to improve-

ments in diagnostic imaging, the new studies still regard it as a rare disease.
IPA is a serious condition with a high mortality rate if left untreated.1 Un-
fortunately, it is often misdiagnosed because of nonspecific symptoms. The
classic signs of the disease including fever, flank or back pain, lumbar ten-
derness, limitation of hip movement and limping are present in only 30%
of patients.1 Iliopsoas abscess was firstly reported by Mynter in 1881 as a
complication of tuberculosis of spine and iliopsoas muscle.2 At the present
time, Staphylococcus aureus is the most common bacterial cause of iliop-
soas abscess.3 Trauma resulting with intramuscular hematoma formation can
predispose to iliopsoas abscess formation. Here, we report two adolescent
cases diagnosed with iliopsoas abscess complicated by septic arthritis of hip
following trauma. Methicillin sensitive Staphylococcus aureus was isolated
from the abscess samples of both patients.
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Iliopsoas Abscess with Septic Arthritis of
the Hip Following Trauma: Case Report

AABBSSTTRRAACCTT  Iliopsoas abscess is a relatively uncommon but potentially life-threatening infection of
extraperitoneal compartment. Iliopsoas abscess may be classified as primary or secondary. Primary
abscess results from hematogenous spread of an infectious process from an occult source in the
body. Trauma resulting in intramuscular hematoma formation can predispose to primary iliopsoas
abscess formation. Iliopsoas abscess should be considered in patients presenting with lower back or
hip pain and fever associated with trauma. Here, we describe two adolescent cases with iliopsoas
abscess complicated by septic arthritis following trauma. 
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ÖÖZZEETT  İliopsoas apsesi nadir görülen fakat hayatı tehdit edici enfeksiyonlara neden olabilen eks-
traperitoneal bir enfeksiyondur. Primer veya sekonder olabilir. Primer enfeksiyonlar genellikle vü-
cuttaki gizli bir odaktan hematojen yayılım sonucu gelişir. Kas içi hematoma neden olan travmalar
da primer enfeksiyonun sebebi olabilir. İliopsoas apseleri travmayı takiben gelişen ateşin eşlik et-
tiği sırt ve kalça ağrılarında akla gelmelidir. Bu yazıda, travma sonrası kalça septik artriti ile komp-
like olan iliopsoas apsesi gelişen iki adolesan hasta sunulmaktadır.
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CASE REPORT

CASE 1

A 17 year-old obese boy presented with complaints
of fever, malaise and left-side hip pain lasting for 1
week. He was unable to walk due to severe pain in
his hip. On physical examination, he was febrile,
he had redness, swelling, and increased warmth on
the left gluteal region. Blood examination revealed
leukocytosis (29,600/mm3) with 90% neutrophils,
erythrocyte sedimentation rate (ESR) level of 116
mm/hour, C-reactive protein (CRP) level of 387
mg/L. Magnetic resonance imaging (MRI) demons-
trated a septated and multiloculated mass at the left
iliopsoas muscle extending to left gluteal region in-
dicating, hematoma, iliopsoas abscess and effusion
of the hip joint with septic arthritis of the left hip
(Figure 1). 

CASE 2

The second patient, a 16 year-old male, was re-
ferred with a ten day history of left hip pain and
fever. On physical examination only pain was
noted in the hip joint on extension. Laboratory stu-
dies showed leukocytosis (10,900/mm3)  with 76%
neutrophils, CRP level of 68 mg/L, and ESR of 127
mm/h. MRI revealed hematoma, abscess in the left
psoas muscle and septic arthritis of the left hip joint
(Figure 2). 

In both the cases; they were previously
healthy. They had fallen and hurt their back du-
ring a physical exercise. The viral serology inclu-
ding Epstein-Barr virus and Parvovirus, Brucella,

Salmonella, leptospirosis and Mycobacterium tu-
berculosis analysis were all negative. Computed to-
mography (CT)-guided percutaneous abscess
drainage was performed for both. In the first case,
Gram staining showed Gram-positive cocci in clus-
ters, methicillin sensitive S. aureus was isolated
from the abscess and blood. In second one, S. au-
reus was isolated only from abscess.

They completed a total of 20 days of intrave-
nous ampicillin and clindamycin treatment, with
well clinical improvement and followed by a three-
week course of oral amoxicillin. At the time being,
they are walking without limping.

DISCUSSION

Pyogenic abscess of psoas muscles may be classified
as primary or secondary. Primary abscess, is more
common in children and results from hematoge-
nous spread of an infectious process from an occult
source in the body. Secondary abscess occurs due
to the direct spread of adjacent infectious or in-
flammatory process into the psoas muscle. Primary
abscess is responsible nearly 30% of all cases, oc-
curs most commonly in patients with diabetes mel-
litus, alcoholism, malnutrition, injection drug use,
human immunodeficiency virus infection and other
immunosuppressive diseases. Secondary IPA is
mostly associated with complications of other con-
ditions, such as urinary tract infections, appendicitis,
tuberculosis or inflammatory bowel disease.1,4-6

Trauma to the iliopsoas muscle, resulting he-
matoma formation is also a significant risk factor
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FIGURE 1: Iliopsoas abscess and effusion of the hip joint with septic arthri-
tis of the left hip (arrow).

FIGURE 2: Abscess in the left psoas muscle and septic arthritis of the left hip
joint (arrow).



for IPA.7 Levin et al. demonstrated pyomyositis de-
velopment in injured muscle after administration
of intravenous S. aureus.8 However, iliopsoas he-
matoma following trauma is very uncommon. In
most of cases, hematomas result as an extension of
hemorrhage from other retroperitoneal structures
or as a complication of anticoagulant treatment or
bleeding disorders. Post-traumatic cases are usually
secondary to sports injury and reported in young
patients aged between 12 and 24 years. Our cases
are rare in this aspect. 

S. aureus is the most common etiologic agent
of IPA. Lai et al. reported S. aureus as the most fre-
quently isolated organism in their large case series.9

S.aureus as a member of normal flora of the skin
and gastro intestinal tract, spreads often hematoge-
nously. This can lead to an abscess development in
the iliopsoas muscles, which have an abundant
blood supply. Trauma and hematoma formation fa-
cilitates the pro cess.

IPA complicated with septic arthritis of the
hip is not very common. Infection of the psoas
could extend into the hip joint by the iliopectineal
bursa which communicates with the hip in 15% of
patients. Also, hematogenous spread from an oc-
cult source may result in psoas abscess and septic
arthritis.10 However, the exact source of infection
in this combination is not known.

IPA has a high mortality rate if left untreated.
The major cause of its poor prognosis is delayed di-
agnosis and treatment, because of variable clinical

symptoms. MRI and CT are considered to be “gold
standard” imaging tecniques for demonstrating
IPA.11 We preferred MRI because, MRI is superior
to CT in displaying soft tissues, and also does not
require intravenous contrast material.

The traditional treatment of psoas abscess was
surgical drainage and antibiotic therapy. With re-
cent improvements in interventional radiology,
percutaneous catheter drainage (PCD) of abscess
became a treatment of choice in IPA with favo-
rable results.12 In our cases, we preferred combina-
tion of PCD and antimicrobial therapy. Abscess
improved gradually and  they were able to walk
without pain 2 weeks later.

In conclusion, iliopsoas abscess is extremely
rare and difficult to diagnose because of nonspeci-
fic symptoms. Physicians should consider iliopsoas
abscess in patients presenting with complaints of
lower back or hip pain and fever associated with
trauma. MRI or CT scan could demonstrate the di-
agnosis of the psoas abscess. Percutaneous catheter
drainage with appropriate antibiotic therapy can
be effectively used in management.
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