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A rare form of tuberculosis: isolated psoas abscess
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Tuberculosis as an important health problem of our age causing death of 2 million people each year. The incidence of tuberculosis in the pediatric
age group is 1.3 millions/year and it is estimated that 450,000 cases result in death. WHO reports that %15-25 of cases are extrapulmonary
tuberculosis patients. Here we present a rare case of abdominal tuberculosis who had no immunsupression with isolated bilateral psoas
abscesses and inguinal lymph node involvement. (Turk Arch Ped 2011; 46: 331-3)
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Introduction

Tuberculosis still continues to be a significant public health
problem at the present time. The World Health Organization
reports that 8 million new active tuberculosis cases occur each
year in the world and 2 million people die because of this
disease each year (1). After the years during which a decrease
in the prevalence of tuberculosis was observed in the mids of
1980s and in the early 1990s, the percentage of reported cases
have increased by 15%. Children have been affected with a
higher rate from this tendency to increased prevalence. AlImost
40% of the reported cases have been composed of children
between the ages of 5 and 14 years (2). The World Health
Organization reports that 15-25% of the cases are
extrapulmonary tuberculosis patients. Although involvement
intensifies in lymph nodes, pleura, bone and joints, any organ
may be involved. 10% of extrapulmonary tuberculosis is
constituted of musculoskeletal involvement (3).

Here we present a rare case of tuberculosis with inguinal
lymph node involvement and bilateral psoas abscesses without
lung and peritoneal involvement. The patient had no
immunsupression.

Case presentation

A 13 year old girl with complaints of loss of appetite, weight
loss and inguinal pain while walking for the last two months

presented with swelling of the right inguinal lymph nodes and a
discharging wound in the inguinal region. The patient had no
fever and it was informed that she did not improve with the
antibotic treatments given. On physical examination, a lymph
node with dimensions of 3x2 cm and a fistulized discharging
abscess in the right inguinal region was found in the patient who
was measured to be 38.5 kg (3-10p) and 144 cm (<3p).
Laboratory findings were as follows: hemoglobin 13 g/dL, white
blood cells 5680/mms3, platelets 268000/mm3, CRP 17,3 mg/L,
erytrocyte sedimentation rate 24 mm/h. Immunological
investigations were as follows: IgG 11.8 g/, IgM 1.03 g/, IgA
2.11 g/l. The patient had two scars of BCG and a PPD of 18 mm.
Acid-resistant bacillus was found to be negative in fasting gactric
fluid obtained three times. Chest graphy was found to be normal.
Ultrasonographical examination revealed a formation with a
dense content with dimensions of 31x20 mm anterior to the iliac
muscle and a fistula extending to deep tissues in the right
inguinal region. On lower abdominal magnetic resonance (MR)
examination, a fusiform mass lesion with dimensions of
19x12x130 mm extending from the anterior part of the right
psoas muscle and ending in the pectineus muscle at the level of
the inguinal canal was observed. In the left side, a fusiform mass
with dimensions of 49x44x141 mm indwelling in the anterior part
of the psoas muscle and ending in the iliopsoas muscle in the left
inguinal region was observed (Figure 1,2). Although caseous
lesion was not observed in the sample obtained from the right
inguinal lymph node by needle biopsy, granuloma structures
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composed of epitheloid histiocytes which included Langerhans
type giant cells and acid-resistant bacillus were found in the
sample obtained from the wound region. Thereupon, a
diagnosis of tuberculosis was made with radiologic and clinical
evaluation and antituberculosis treatment was started. On the
follow-up MR performed after three months, it was observed that
the abscess formation observed in the left was regressed
markedly and the abscess defined in the right psoas muscle and
at the level of the inguinal canal was disappeared.

Discussion

Extrapulmonary tuberculosis cases have increased in the
last ten years with the increase of individuals with

Figure 1. T2A hyperdense lesions localized in the psoas
muscles bilaterally (larger in the left).

Picture 2. Fusiform mass lesions localized in the psoas
muscles bilaterally extending along the iliac and
iliopsoas muscles with peripheral contrast uptake

immunsupression and emergence of drug-resistant bacteria
(4,5). Our patient had no individual or familial history of
tuberculosis or immunsupression.

Rich vascular supply of the psoas muscle which functions as
hip flexor leads to hematogenous spread even from closed
regions. However, psoas abscess occurs rarely and is
diagnosed at a late stage and its diagnosis is difficult. Psoas
abscess occurs more commonly in children and young
people compared to the elderly (6). Classical signs of psoas
abscess include abdominal or lomber pain, limping and fever
(7). Because of close adjacency of the psoas muscle with
retroperitoneal organs, digestive system and skeletal system
it can be secondarily affected from infectious diseases of
these systems (8). In previous years Pott disease was one of
the important causes, but it is observed very rarely currently
(6,9). In our patient, adjacent organ involvement (especially
spinal involvement) was not found. The patient had no

Figure 3. Granuloma structures composed of epitheloid
histiocytes (H-E, x200)

e (e ' '((" ;‘)fi
Figure 4. Langerhans type giant cells inside the granuloma
structures (H-E, x400)
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complaints except for inguinal pain while walking which did
not limit her movement.

As in psoas abscess, soft tissue infections may be caused
by multiple pathogens. Sepsis may develop in these patients
and other organ involvements may accompany to the infection
as a complication. No pathogen could be shown in our patient
except for acid-resistant bacillus. Although ultrasonography is
enough for the diagnosis, computarized tomography is much
more sensitive in the diagnosis of abscess (7). In children with
low adipose mass, contrast uptake is decreased in soft tissues
and this affects accuracy (10,11). Magnetic resonance imaging
is the best method, since it defines both anotomical structures
and pathological abnormalities well (11,12). MRI performed in
our patient revealed more comprehensive information.

In the treatment of psoas abscess related to mycobacterium
tuberculosis, drug treatment is essential for the success of the
treatment (13). lIsoniazid, rifampicin, pyrasinamide and
ethambutol were started initially in our patient. In follow-up,
radiological findings improved and the treatment was continued
with isoniasid and rifampicin.

Consequently, even though tuberculosis is observed rarely
in cases with psoas abscess, it should be considered as a
causative agent and necessary diagnositic workup should be
performed in these cases.
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