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Bilateral psoas abscesses extending to the gluteal muscle and intrapelvic area are uncommon. We present our experience

with computed tomography (CT)-guided percutaneous catheter drainage for the treatment of multiple aggressive abscesses

in a diabetic patient. The abscesses completely resolved after the procedures. Psoas abscess should be considered in the dif-

ferential diagnosis of older diabetic patients with fever, flank or back pain, and flexion contracture of the hip joint. CT scan-

ning is a useful method in diagnosing abscesses, and CT-guided percutaneous catheter drainage is an effective treatment

method in selected patients.
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Introduction

Psoas abscess is a potentially life-threatening diagnosis. It

is classified as primary if there is no obvious source of

infection, and as secondary if there is an apparent underly-

ing cause. Prior to modern antituberculous therapy, tubercu-

lous spondylitis was responsible for the majority of psoas

abscesses. With the control of Mycobacterium tuberculosis

infection, other disease entities have become leading causes

of secondary psoas abscesses: gastrointestinal tract disease,

including Crohn’s disease; trauma; genito-urinary tract

infection; and vertebral osteomyelitis1-4.

Primary psoas abscesses are likely to occur secondary to

unrecognized septicemia in developing or tropical coun-

tries. Primary psoas abscesses are prevalent in intravenous

drug abusers and in immunodeficient patients4. Concerning

hematogenous dissemination, the psoas muscle may be at

high risk for abscess formation because of the rich vascular

supply from the spine and lymphatic channels overlying the

muscle4. The case we present is considered a secondary

psoas abscess. The patient also presented with early

spondylodiscitis of L2-L3.

Bilateral psoas abscesses are rare and are diagnostically

and therapeutically challenging because the presenting signs

and symptoms are insidious and highly variable. To the best

of our knowledge, bilateral and multiple psoas abscesses

accompanying multilocular intrapelvic and gluteal abscess-

es are extremely rare. We describe our experience using

CT-guided percutaneous catheter drainage for the treatment

of multiple aggressive abscesses in a diabetic patient. 

Case Report

A 54-year-old male patient was transferred from a local

clinic, complaining of general weakness and lower back

pain lasting for one week. The patient had a 10-year-history



of diabetes mellitus and alcoholism with liver cirrhosis.

Physical examination revealed multiple tender points on the

back and both flanks and inguinal areas. Body temperature

was 38℃. The range of motion in his spine was severely

limited, and flexion contractures were noted in both hip and

knee joints.

T1-weighted coronal MRI showed multiple low-signal

intensities in both psoas muscles (Fig. 1A). T2-weighted

coronal MRI showed multiple high-signal intensities in both

psoas muscles and multiple high-signal bone marrow infil-

trations in the L2 and L3 bodies (Fig. 1B).  Enhanced T1-

weighted coronal MRI showed that the lesions were slightly

enhanced (Fig. 1C). 

Initial investigations revealed that the white blood cell

count (normal range: 3,900~11,000) was 21,100/ml, the

erythrocyte sedimentation rate (normal range: 0~10) was 59

mm/hr, and the C-reactive protein (normal range: 0~0.5)

was 20.4 mg/dl. The serum GOT (normal range: 5~40) /

GPT (normal range: 5~50) / GGTP (normal range: 12~70)

levels were 171/63/106 IU/L, serum total bilirubin (normal

range: 0.4~1.4) / direct bilirubin (normal range: 0.1~0.35)

were 4.3/1.6 mg/dl, and BUN (normal range: 4.5~23.5) /

creatinine (normal range: 0.7~1.4) were 48/1.6 mg/dl. 

Enhanced CT scans obtained 7 days after MRI showed an

increased amount of pus in bilateral multiple psoas abscess-

es and multilocular intrapelvic and gluteal abscesses (Fig.

1D-F). Initially, a first-generation cephalosporin was

administered intravenously. Due to electrolyte imbalance,

hypoalbuminemia with pulmonary edema, and delirium

tremens, we chose CT-guided percutaneous catheter

drainage instead of open surgical drainage.

On the 4th day after admission, a pig-tail drainage

catheter (12 F) was introduced into the left psoas muscle

under CT guidance (Fig. 2A). On the 6th day after admis-

sion, the flexion contracture of the left hip and knee joint

were markedly improved. Initial blood cultures and drained

pus cultures demonstrated methicillin-sensitive Staphylo-

coccus aureus. Acid-fast stain and polymerase chain reac-

tion (PCR) for Mycobacterium tuberculosis were negative.

On the 10th day after admission, we introduced an addi-

tional CT-guided percutaneous catheter into the right psoas

muscle (Fig. 2B). The left and right drains were left in place

for 3 weeks and 2 weeks, respectively. 

A first-generation cephalosporin was administered intra-
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Fig. 1. (A) T1-weighted coronal MRI shows multiple low-signal intensities in both psoas muscles. (B) T2-weighted coronal MRI
shows multiple high-signal intensities in both psoas muscles and multiple high-signal bone marrow infiltrations in the L2 and L3
bodies. (C) Enhanced T1-weighted coronal MRI shows slightly enhanced lesions. Enhanced coronal and axial CT scans at 7 days
after MRI (D, E, F) show multiple bilateral abscesses in the psoas muscles, multilocular abscesses in the left iliac muscle and gluteal
muscle, and an abscess in the right gluteal muscle (white arrows).
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venously for 6 weeks, and an oral cephalosporin was then

prescribed for 4 weeks until the CRP and the ESR were nor-

malized. A three-month follow-up CT scan showed com-

plete abscess resolution. However, irregular disc space nar-

rowing of L2-L3 was noted (Fig. 3).

After 2 years of follow-up, the patient returned to normal

physical activity without abscess recurrence.   

Discussion

Patients with diabetes mellitus or chronic alcoholism are

susceptible to unusual infections. A previous report showed

that infection is an important cause of death among patients

with diabetes mellitus (about 10%)3. In a diabetic patients

with primary psoas abscesses, the major pathogen is

Staphylococcus aureus; enteric bacteria are the major cause

of secondary abscesses. In our case, the pathogen was

methicillin-sensitive Staphylococcus aureus.

A few cases of multiloculated abscesses involving psoas,

iliac, pelvic floor, and gluteal regions have been reported,

but they have been secondary abscesses from vertebral

osteomyelitis or tuberculous arthritis of the sacroiliac joint5.

Our case was more aggressive than previously reported

cases.  

Radiologic studies provide a better understanding of the

anatomic magnitude of the infection and may suggest an

underlying cause. CT has been established as the standard

imaging study to assess the characteristics and extent of a

given abscess, along with its involvement of adjacent struc-

tures6.

Psoas abscesses have traditionally been treated with

retroperitoneal surgical drainage and appropriate antimicro-

bial therapy. In recent years, percutaneous drainage under

image guidance has become a generally accepted method

for treating intraabdominal and retroperitoneal abscesses,

including psoas abscesses5-9. Low mortality and morbidity

are major advantages of CT-guided percutaneous catheter

drainage. 

It is generally agreed that psoas abscesses with concurrent

intraabdominal or retroperitoneal abnormalities and multi-

loculated abscesses should be treated surgically3. However,

we chose the CT-guided percutaneous catheter drainage

procedure because we suspected multiple organ failure

associated with sepsis.

If a psoas abscess is not recognized and treated promptly,

the mortality rate is up to 55.6%, with a mortality rate of up
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Fig. 2. A percutaneous drainage catheter (white arrow) was introduced into the left psoas muscle under CT guidance (A), and the
same procedure (white arrow) was performed for the right psoas muscle (B).
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Fig. 3. Three-month follow-up CT scan shows complete reso-
lution of the abscesses. However, irregular disc space narrow-
ing of L2-L3 is noted.



to 100% in bilateral psoas abscesses1,3,10. We successfully

treated the patient using a CT-guided drainage procedure

for multiple bilateral psoas abscesses and multilocular

intrapelvic and gluteal abscesses. We used only one

drainage catheter for each psoas muscle, and the drainage

was considered effective. The multiloculated intrapelvic

and gluteal abscesses originated from the psoas muscle, and

each of the abscesses had an interconnection to the psoas

muscle.

A high degree of suspicion is necessary to achieve early

diagnosis of psoas abscesses in older diabetic patients with

fever, pain in the flank or back, limp, and/or flexion con-

tracture of the hip joint and the knee joint. CT scans are

useful in diagnosis, and CT-guided percutaneous catheter

drainage with appropriate antibiotic therapy is effective

treatment in selected patient. We recommend this procedure

in patients with high-risk medical illnesses and multiple

abscesses or bilateral abscesses.
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