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CASE REPORT / OLGU SUNUMU

A late diagnosis of Pott’s disease in an adolescent with psoas abscess
Pott hastalığı sonrası psoas absesi gelişen bir adolesan olgu

Hacer AKTÜRK, Selda HANÇERLİ TÖRÜN, Bahar ÇALIŞKAN, Oğuz Bülent EROL, Feryal GÜN, Nuran SALMAN,
Ayper SOMER

ABSTRACT

ÖZET

Psoas abscess is classified as primary or secondary according to
presence or absence of the underlying focus of infection. Secondary
psoas abscesses are much more common and tuberculosis of the
spine (Pott’s disease) is one of the leading predisposing diseases.
Here we report a 16-year-old male presented with flank pain and
abdominal distention, followed by spontaneous purulent drainage
from lower back and lower abdomen. Eventually a painful
swelling appeared below the right knee about one year after the
appearance of the first symptoms. He was diagnosed as Pott’s
disease and secondary psoas abscess based on specific culture
of draining pus, which yielded Mycobacterium tuberculosis and
spinal magnetic resonance imaging (MRI) findings. Psoas abscess
due to Pott’s disease may show a nonspecific and chronic clinical
course resulting in a late diagnosis and increased morbidity, as in
the reported case. Clinicians in the endemic countries should be
aware of this rare and challenging clinical entity.

Psoas abseleri altta yatan enfeksiyon odağının olup olmamasına
göre primer ve sekonder olarak sınıflandırılmaktadır. Sekonder
psoas abseleri daha sık görülür. Pott hastalığı olarak da bilinen
vertebra tüberkülozu psoas abselerinin önde gelen nedenlerinden
biridir. Bu yazıda, ilk olarak böğür ağrısı ve karında şişlik
yakınmaları gelişen 16 yaşındaki bir erkek hasta tanıtılmaktadır.
Bu yakınmaları takiben sırt ve karın bölgesinde kendiliğinden
akıntı gelişmiş ve nihayetinde ilk yakınmalardan yaklaşık 1 yıl
sonra sağ diz altı bölgesinde ağrı ve şişlik oluşmuştur. Hastaya,
akıntının spesifik kültüründe Mycobacterium tuberculosis üremesi
ve spinal MRI bulguları ile Pott hastalığına sekonder psoas absesi
tanısı konulmuştur. Pott hastalığına sekonder gelişen psoas
abselerinde kronik ve belirsiz klinik süreçler görülebilir. Bu durum
ise, hastamızda olduğu gibi tanıda gecikmeyle sonuçlanabilir.
Özellikle tüberkülozun endemik olduğu ülkelerde klinisyenlerin
bu nadir ve tanısı karışıklık yaratabilen hastalığı akılda tutmaları
gerekmektedir.’
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Psoas abscess (PA), was first defined by Mynter in 1881
and referred to as psoitis. It is a collection of pus in the
iliopsoas compartment [1]. Traditionally it is classified into
primary psoas abscess with no obvious focus of infection,
and secondary psoas abscess occurring with direct spread of
infection from contiguous structures like the gastrointestinal
tract, the urinary tract or the spine. In developing countries,
tuberculosis of spine so called Pott’s disease is still
commonly reported as underlying focus of infection [2,3].
Its incidence is also increasing in industrialized countries
among some risk groups [4,5]. Psoas abscess secondary
to Pott’s disease is often associated with a delayed
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diagnosis due to its insidious onset and nonspecific clinical
presentation, causing considerable morbidity. Herein, we
report a 16-year-old immunocompetent male who presented
with lower back and a soft tissue mass over the right iliac
fossa. He was diagnosed as tuberculosis of the spine and
unilateral psoas abscess with a 1 year delay. At that time
that he had also developed osteomyelitis and abscess of the
right tibia.
We intend to point out the importance of considering
tuberculosis (TB) in patients with psoas abscess, with the
hope to contribute to the prevention of delays in diagnosis
and treatment of such cases.

Case Report
A-sixteen-year old male was referred to pediatric infectious
diseases department with complaints of lower back and right
flank pain, intermittent spontaneous purulent drainage from
a soft tissue mass over the right iliac fossa and lower back,
and swelling and pain on the right knee. His first complaint
was low back and right flank pain that started 1 year
ago. . Subsequently, having a soft tissue mass over the right
iliac fossa had motivated him to seek medical treatment 10
months ago. From that moment on he had been evaluated by a
pediatric surgery department. On computerized tomography
(CT) imaging of the abdomen, an abscess sited on right
iliac fossa had been realized and drained by percutaneous
placement of a catheter together with antibiotic treatment.
He had continued to complain about pain and intermittent
spontaneous purulent drainage from lower back and right
lower iliac fossa (lower abdomen). Aspiration by a needle or
drainage by a catheter had been repeated several times. He
had also been given several antibiotic treatments, with no
benefit. Lastly, pain and gradually appearing swelling on the
right knee started three months ago. He denied fever, night
sweats and significant weight loss. He had no weakness and
continued to work in a textile factory. His medical history
was unremarkable. There was no history of exposure to TB.
On physical examination, his weight and height were in
between 3rd-10th percentile. His vital signs were normal.
He had a BCG scar. The lungs were clear on auscultation.
He had mild tenderness and palpable soft tissue mass
on the right iliac fossa with a catheter draining purulent
material (Figure 1). He had also mild point tenderness
over the lumbar spine with scars indicating past needle
aspirations. Neurological assessment was normal. Extremity
examination revealed a fluctuating swelling with a diameter
of 3x3 cm just below the right knee (Figure 2). Laboratory
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evaluation of the patient was as follows: Hemoglobin:
10.1 g/dL, white blood cell count: 7.3x109/L, erythrocyte
sedimentation rate: 76 mm/h, C reactive protein: 52 mg/dL
(0-5), IgG: 1594 mg/dL. Biochemical tests were all normal.
Anti-HIV and Brucella Wright agglutination were negative.
Tuberculin skin test was measured as 15 mm. An interferongamma related assay test was found to be positive. Chest
X ray was normal. Magnetic resonance imaging (MRI)
revealed osteomyelitis and spondylodisciitis on L2, L3 and
S1 vertebra and right sided psoas abscess. Furthermore,
osteomyelitis and an abscess of 15x17 mm on proximal
tibia were visible on MRI of the right knee. A four drug
regimen of antituberculous treatment (isoniazid, rifampicin,
ethambutol, pyrazinamide) was commenced. Subsequently,
specific culture of purulent material draining through the
catheter on the right lower abdomen yielded Mycobacterium
tuberculosis complex. Antimicrobial susceptibility testing
was performed for the following four antituberculous drugs
and the isolate was found to be susceptible to all of them
Isoniasid (2,5µg/ml), Rifampicin (0,1 µg/ml), Streptomycin
(2 µg/ml), Ethambutol (2,5µg/ml).
After the first month
of anti-tuberculous treatment, complaints of the patient were
resolved completely with increasing appetite and weight
gain of 2 kilograms.

Figure 1. Purulent material draining through the percutaneous
catheter on the right iliac fossa.
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greater in tuberculous PA than that found in other types of
PA (61 days vs. 21 days; p=0.03) [9].. Similarly, frequency
of fever and leukocytosis was reported to be significantly
less in patients with tuberculous PA. Correspondingly, fever
and leukocytosis was absent in our patient. He had a nonserious back pain for 2-3 months as subclinical presentation.
Although he had a 1 year-delay between onset of symptoms
and diagnosis, his general condition was good enough to
permit him to keep going to work.
Risk factors have been defined both for spinal TB and
PA [9-11], like immunosuppression, HIV infection and
exposure history to TB. There was no underlying disease
causing immunosuppression in our patient. He denied
any known exposure to TB. His family screen for TB was
negative. Working in a textile workshop may be accepted as
a risk factor for TB in our country, which is endemic for TB.

Figure 2. Tender swelling just below the right knee.

Discussion
Pott’s disease or TB of the spine is an insidious disease
commonly presenting with progressive local back pain.
Fever, weight loss and constitutional symptoms may not be
seen [5,6]. PA is one of the complications of Pott’s disease,
due to close anatomical placement. Because paraspinal
abscesses may develop in >50% of spinal TB cases, the
identification of PA requires prompt evaluation of the spine
as primary source of infection [7]. Truly incidence of PA
remains unknown but it has probably increased, especially
secondary ones, due to improvement in diagnostic modalities
and recurrence of tuberculosis in industrialized countries
[8]. Frequency of secondary psoas abscess has been reported
to be 78% in a cohort of 124 patients from Spain source of
infection being tuberculosis in 12% of patients, and majority
were of skeletal origin [9]. This rate would be expected
higher in tuberculous endemic countries.
Diagnosis of PA is still a challenge for clinicians.
Especially when tuberculosis is the source of infection, a
high index of suspicion is mandatory. Because, it may come
out with a long term subclinical presentation, nonspecific
symptomatology, chronic and relatively less aggressive
clinical course than other types of secondary PA. In the
study from Spain mentioned above the delay between onset
of symptoms and diagnosis was found to be significantly

Radiologic modalities namely ultrasonography, CT
and MRI have facilitated the diagnosis of PA. Among them
CT is considered as gold standard [12]. Ultrasonography
is an easily available first step screening technique, but
it has lower sensitivity and specificity than CT [13]. We
also utilized MRI due to its advantage in determining
pathologies of the spine. Microscopy and culture of the
infected material sampled by the aid of either ultrasound
or CT-guided percutaneous catheter drainage, which is
also therapeutic or needle aspiration is the gold standard
for the diagnosis of tuberculous PA. When microbiologic
techniques remain negative, TB may also be diagnosed
by compatible clinical findings and favorable response to
empiric antituberculous treatment [9]. In the present case,
gram staining of purulent abscess material revealed profuse
polymorphonuclear leukocytes and acid fast staining was
negative. Mycobacterium tuberculosis was identified in the
specific tuberculosis culture.
Psoas abscess may be treated mostly by antimicrobial
therapy plus percutaneous drainage, antimicrobial therapy
alone, especially when small size of PA is the concern,
or antimicrobial therapy plus surgery, in occurrence of
chambered or multiloculated abscesses [9,12]. Adjuvant
surgical treatment may be needed in cases of spinal TB with
spinal cord compression, spinal instability or neurologic
deficits [14]. Abscesses of our patient had been drained
several times and he had already a percutaneous catheter
when he admitted to our department. He had also been given
antibiotic therapies before admission. Antituberculous
treatment was commenced based on his compatible clinical
presentation, positive tuberculin skin test and interferongamma related assay. Positive TB culture confirmed the
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diagnosis. He had no neurological pathologic findings so that
no surgical intervention was needed. Although a 6-month
treatment course is recommended for spinal TB, duration
of therapy may be prolonged if the response to therapy is
deemed slow. Response to treatment may be assessed by
improvement in pain, mobility, general wellness, weight
and neurological deficits, if exist. Radiologic improvement
is not expected early, so usually not considered to be helpful
in monitoring therapy [15]. Appropriate antituberculous
therapy with or without surgical intervention has favorable
prognosis in spinal TB and PA [5,9]. Medical treatment
of our patient was prolonged to 1 year, with no residual
radiologic or clinical pathology at the end.
High clinical suspicion is the major step to diagnose
PA secondary to spinal TB. Myobacterium tuberculosis
infection should be strongly considered in patients with
PA who have risk factors like TB exposure history, HIV
infection, and immunosuppression. It should be remembered
that only living in a TB endemic country is also a risk factor.
Poor response to antibiotic treatment and drainage should
also remind us Myobacterium tuberculosis in differential
diagnosis, to prevent long diagnostic delay.
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