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The authors present the case of a 69 yearold female who complained of leg pain. She was
ultimately diagnosed with a psoas abscess. The case evolution including history of
present illness, laboratory and imaging studies are reviewed.

INTRODUCTION CASE PRESENTATION

A psoas abscess is classified as a buildup of pus in the
psoas muscle, which overlies the vertebral column, playing
a vital role in hip flexion and stability of the lumbar spine.l:
2 The psoas muscle is positioned adjacent to several critical
anatomical structures, such as the abdominal lymph nodes
and the spinal column.3 Also termed psoitis, this rare con-
dition results in a pyogenic collection on the iliopsoas mus-
cle at the distal end of the origin of the psoas muscle.* A
psoas abscess incident in clinical care is rare, as only 12
cases are reported annually worldwide.> This is likely due
to the delay in diagnosis that results from the often vague
presentation.

Common causative organisms of a psoas muscle abscess
include Staphylococcus aureus, Streptococcus viridans, and
Mycobacterium tuberculosis.> The primary modality of treat-
ment for consideration of a psoas muscle abscess is surgery,
followed by intensive antibiotic therapy.® Alternative treat-
ments include surgical drainage followed by the adminis-
tration of antibiotics.®

The main cause of a psoas muscle abscess is the spread
of an infection from a nearby organ or body part, such as
the hip, vertebrae, or gastrointestinal tract.” Psoas muscle
abscesses may develop through an infected aortitis, com-
monly observed in patients with an immunocompromised
status, or through an infection in the urinary tract.89 The
infection then travels from the urinary tract straight into
the psoas muscle, causing an abscess to develop.? A psoas
muscle abscess typically presents with enigmatic sympto-
matology, but one of the main presenting symptoms is ab-
dominal pain.*

There are two types of psoas muscle abscess: primary
and secondary. A primary psoas muscle abscess forms when
an initial infection is not distinguished to a certain anatom-
ical region.!9 Primary psoas muscle abscesses are created
from hematogenous or lymphatic dissemination from a re-
mote area and are caused by infections.!! Secondary psoas
muscle abscesses are created by spread from nearby struc-
tures and can be caused by certain microorganisms, in-
cluding anaerobic and enteric bacteria, responsible for the
source of primary infection.”11

The patient is a 69-year-old female who presents to the
emergency department due to new right-sided thigh pain
that had developed over the last two to three days. The pa-
tient reports mild subjective fever, nausea, and intermittent
dysuria. The pain in her thigh made her limp. Denies any
chest pain, shortness of breath, vomiting, diarrhea, abdom-
inal pain, focal weakness, or headache. Two weeks prior
to presentation, she underwent left-sided stent placement
for ureteral stones with hydronephrosis. She complained of
persistent left leg pain. Her past medical history is signif-
icant for hypertension, hyperlipidemia, osteoarthritis, em-
physema, and gastroesophageal reflux disease.

The patient’s vital signs were temperature 98°F, respi-
ratory rate 16, blood pressure 163/97 mmHg, pulse 84, and
oxygen saturation 94% on room air. Her physical exami-
nation was unremarkable except for bilateral costoverte-
bral angle tenderness. No palpable masses were noted on
abdominal or groin examination, although the patient ap-
peared uncomfortable. Her neurological examination, in-
cluding cranial nerves, motor and sensory, and reflexes, was
normal.

The patient’s laboratory analysis revealed an unremark-
able CBC with WBC 10.6, hemoglobin 13.6, hematocrit 39.5,
and platelets 436. The chemistry panel demonstrated mod-
erate hypokalemia with a potassium of 3.0. The remainder
of the electrolytes, including creatinine and glucose, were
unremarkable. Urinalysis demonstrated hematuria and
pyuria. CT scan of the lumbar spine demonstrated a new
rim-enhancing septated cystic appearing collection in the
right psoas muscle measuring 2.7 * 1.4 * 2.6 centimeters,
concerning for intramuscular abscess without a clear un-
derlying source. Interventional radiology was consulted for
drainage. One cc of serous sanguinous fluid was sent for
culture. Gram stain demonstrated few WBC’s and no organ-
isms. The patient was covered with broad-spectrum antibi-
otics including intravenous vancomycin, ceftriaxone, and
metronidazole. The patient was given intravenous ketoro-
lac, morphine, and methocarbamol for analgesia and mus-
cle relaxant. And was admitted to the hospitalist service.
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Figure 1. MRI axial view demonstrating abscess
(arrow)

She was discharged on hospital day 4, with improvement of
her back pain.

The patient returned to the emergency department a
week later, complaining of right lower back pain and right
thigh pain that seemed better while she was receiving an-
tibiotics in the hospital, but after being home for a few
days, came back and got so bad that she could barely walk.
Even passive motion of the leg made the pain worse. The
patient did not have any instrumentation to her back be-
sides the CT-guided percutaneous abscess drainage in the
last admission. Her vital signs in this second visit were tem-
perature 97.7, pulse 100, respiratory rate 18, blood pressure
141/82 mmHg, and 96% oxygen saturation on room air. Her
physical examination was unremarkable except for signifi-
cant pain upon movement of the back or right leg. She also
looked ill. Rectal examination revealed normal tone and no
saddle anesthesia. Laboratory analysis was unremarkable in
this visit.

A lumbar spine MRI with and without IV contrast was
obtained and revealed a low-density collection with periph-
eral heterogeneous and enhancement in the right psoas
muscle measuring approximately 3cm by 1.5 cm extending
to the right from the L2-L3 disk space (Figure 1). A subtle
lucency along the inferior endplate of L2, suggestive of a
developing fracture line, was also noted. The central canal
of the L2-L3 space demonstrates moderate central canal
stenosis. Also noted was an additional abscess more infe-
rior to the original abscess. There was also a suggestion of
septic synovitis of the posterior facets from L2 to L4 (Figure
2). Moderate hydro ureteral nephrosis was still present on
the left. The left psoas muscle was normal.

The patient was again admitted to the hospital for neu-
rosurgical and infectious disease consultations.

DISCUSSION

Characteristic presenting symptoms of a psoas muscle ab-
scess are back pain, vague abdominal pain, fever, limp,
malaise, weight loss, and a groin lump. There are various
treatments that are effective in treating a psoas muscle ab-
scess.12 The first line of treatment is usually broad-spec-
trum antibiotic therapy. Surgical drainage represented the
previous standard procedures in previous clinical practices,
but percutaneous drainage is a modern technique utilising
a safer and more effective procedure and is much preferred
now. New research has proven that some smaller abscesses
can be treated solely with antibiotics and without
drainage.12

Treatments tend to vary based on criteria such as mode
of spread and size of the psoas muscle abscess. Antibiotic
treatment is recommended for all abscesses; however, sur-
gical drainage isn’t always necessary, especially considering
the invasive nature of the procedure.!> The first line of
treatment is antibiotic therapy, and the next steps are de-
termined based on the efficacy of the initial antibiotic
treatment. If the abscess is still large, then surgical
drainage is required. However, if the initial antibiotic treat-
ment reduces the size of the abscess, then subsequent sur-
gical drainage may not be necessary, and the patient can
be continued to be managed with further administration of
antibiotics.13

Psoas muscle abscesses are also found in certain rarer
presentations. In one case described by Lucia MH et. al, a
patient presenting with prostate cancer developed a sec-
ondary psoas muscle abscess from contiguous spread from
lumbar osteomyelitis. The osteomyelitis spread hematoge-
nously or through local infection from nearby organs and
tissues, causing the development of the psoas muscle ab-
scess.14 In another case described by Diaco ND et. al, a pa-
tient with chronic lymphocytic leukemia developed a psoas
muscle abscess due to Mycobacterium avian. The infection
originated in the lymph nodes, and then, a primary psoas
muscle abscess was developed from the lymphatic spread of
the Mycobacterium avium.!® In an article described by Al-
Khafaji MQ et. al, management of a psoas muscle abscess
using an MRI scan to diagnose the abscess and following
with a CT scan for drainage guidance provided a method-
ology for better efficacy in the treatment of a psoas muscle
abscess. 16

CONCLUSION

In this case study, the patient had developed a psoas muscle
abscess and presented with right-sided thigh pain. The in-
fection had also spread to the spine, leading to septic syn-
ovitis. Despite being treated with broad spectrum antibi-
otics and drainage of the collection, the patient was
readmitted to the emergency department only a week later,
exhibiting worsening symptoms of right lower back pain
and right thigh pain. MRI had shown a low-density collec-
tion with peripheral heterogeneity and enhancement in the
right psoas muscle. Reasons for initial treatment failure in
such cases could include inadequate removal of the com-

Orthopedic Reviews 2



Psoas abscess masquerading as leg pain

Figure 2. MRI sagittal view demonstrating abscess (arrows/star)

plete abscess or rapid regrowth due to parallel infection in  ate hydroureteral nephrosis was still present in the same
the body. The patient had also undergone left-sided stent location.

placement for ureteral stones with hydronephrosis two

weeks before the psoas muscle abscess was discovered. One  Submitted: November 24, 2025 EDT. Accepted: November 28,
week after the psoas muscle abscess was removed, moder- 025 EDT. Published: January 19, 2026 EDT.

Orthopedic Reviews 3



Psoas abscess masquerading as leg pain

REFERENCES

1. Essobiyou TB, Labou AK, Diendere PRC, Sakiye KA.
Psoas primary abscess: A case report in an
immunocompetent subject. Int ] Surg Case Rep.
2023;110:108640. doi:10.1016/j.ijscr.2023.108640

2. Siccardi MA, Tarig MA, Valle C. Anatomy, Bony
Pelvis and Lower Limb: Psoas Major. [Updated 2023
Aug 8]. In: StatPearls [Internet]. StatPearls Publishing;
2025-. https://www.ncbi.nlm.nih.gov/books
NBK535418/

3. Franco-Paredes C, Blumberg HM. Psoas muscle
abscess caused by Mycobacterium tuberculosis and
Staphylococcus aureus: case report and review. Am |
Med Sci. 2001;321(6):415-417. doi:10.1097/
00000441-200106000-00008

4. Miller EL, Miller LF, Carvalho JG, et al. Psoas
muscle abscess simulating acute appendicits: A case
report. Int ] Surg Case Rep. 2016;25:139-142.
doi:10.1016/j.ijscr.2016.06.0198

5. Lavery IC, Church JM, Fazio VW. Surgical
management of Crohn’s disease of the colon.
Colorectal Dis. 2006;8(9):626-634. doi:10.1111/
j.1463-1318.2006.01135.x

6. Gezer A, Erkan S, Saygi Erzik B, Erel CT. Primary
psoas muscle abscess diagnosed and treated during
pregnancy: case report and literature review. Infect
Dis Obstet Gynecol. 2004;12(3-4):147-149.
doi:10.1080/106474404000206954

7. Idris I, Aburas M, Ibarra Martinez F, et al. Primary
Psoas Abscess in a Pediatric Patient: A Case Report.
Cureus. 2022;14(6):26206. doi:10.7759/
cureus.262069

8. Chen HA, Ting CY, Hsien Liu C, Tsai MJ. Infected
Aortitis, Psoas Muscle Abscess and Infectious
Spondylitis. ] Acute Med. 2021;11(1):32-34.
doi:10.6705/j.jacme.202103_11(1).00066

9. Wang CH, Su YS, Lee WS. Cyberlindnera fabianii
fungemia complicating psoas muscle abscess
successfully treated by surgical drainage and
echinocandin therapy. | Microbiol Immunol Infect.
2023;56(3):644-646. doi:10.1016/j.jmii.2022.11.001

10. Essobiyou TB, Labou AK, Diendere PRC, Sakiye
KA. Psoas primary abscess: A case report in an
immunocompetent subject. Int ] Surg Case Rep.
2023;110:108640. doi:10.1016/j.ijscr.2023.10864010

11. Alvarado MU, Colindres CA, Pinto LJ, Padilla CG,
Reyes CE. Secondary psoas abscess after an open
cholecystectomy and a common bile duct
exploration. Int J Surg Case Rep. 2019;63:53-55.
doi:10.1016/j.ijscr.2019.08.02611

12. Shields D, Robinson P, Crowley TP. Iliopsoas
abscess--a review and update on the literature. Int J
Surg. 2012;10(9):466-469. doi:10.1016/
j.ijsu.2012.08.01612

13. Mallick IH, Thoufeeq MH, Rajendran TP. Iliopsoas
abscesses. Postgrad Med J. 2004;80(946):459-462.
doi:10.1136/pgmj.2003.01766516

14. Lucia MH, Manuel PJ, Angel L], Gabriel GS, Javier
GC. Lumbar Salmonella osteomyelitis with psoas
muscle abscess in a patient with prostate cancer.
IDCases. 2020;21:e00887. doi:10.1016/
j.idcr.2020.e0088713

15. Diaco ND, Strohdach B, Falkowski AL, et al. Psoas
Abscess Due to Mycobacterium avium in A Patient
with Chronic Lymphocytic Leukemia - Case Report
and Review. J Clin Med. 2019;8(2):216. doi:10.3390/
jcm802021614

16. Al-Khafaji MQ, Al-Smadi MW, Al-Khafaji MQ, et
al. Evaluating Imaging Techniques for Diagnosing
and Drainage Guidance of Psoas Muscle Abscess: A
Systematic Review. J Clin Med. 2024;13(11):3199.
doi:10.3390/jcm1311319915

Orthopedic Reviews


https://doi.org/10.1016/j.ijscr.2023.108640
https://www.ncbi.nlm.nih.gov/books/NBK535418/
https://www.ncbi.nlm.nih.gov/books/NBK535418/
https://doi.org/10.1097/00000441-200106000-00008
https://doi.org/10.1097/00000441-200106000-00008
https://doi.org/10.1016/j.ijscr.2016.06.0198
https://doi.org/10.1111/j.1463-1318.2006.01135.x
https://doi.org/10.1111/j.1463-1318.2006.01135.x
https://doi.org/10.1080/106474404000206954
https://doi.org/10.7759/cureus.262069
https://doi.org/10.7759/cureus.262069
https://doi.org/10.6705/j.jacme.202103_11(1).00066
https://doi.org/10.1016/j.jmii.2022.11.001
https://doi.org/10.1016/j.ijscr.2023.10864010
https://doi.org/10.1016/j.ijscr.2019.08.02611
https://doi.org/10.1016/j.ijsu.2012.08.01612
https://doi.org/10.1016/j.ijsu.2012.08.01612
https://doi.org/10.1136/pgmj.2003.01766516
https://doi.org/10.1016/j.idcr.2020.e0088713
https://doi.org/10.1016/j.idcr.2020.e0088713
https://doi.org/10.3390/jcm802021614
https://doi.org/10.3390/jcm802021614
https://doi.org/10.3390/jcm1311319915

	Psoas abscess masquerading as leg pain
	Introduction
	Case Presentation
	Discussion
	Conclusion
	References


