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ABSTRACT

A case of 16-year-old female with second-
ary psoas abscess as the complication of the 
Crohn’s disease was analysed. Her pre-hos-
pital, long lasting, non-specific symptoms 
led to ultrasound (US) and radiologic im-
aging confirming the diagnosis. The anti-
biotic treatment was insufficient and wors-
ening of the patient’s condition required 
surgical treatment including descendent 
colectomy, abscess drainage and negative 
pressure wound therapy (NPWT). In spite 
of numerous complications the condition 
of the child gradually improved and she 
was discharged from the hospital on the 
71st postoperative day. Two years after the 
colectomy, the occlusion of her colostomy 
was performed.
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scess

INTRODUCTION

Psoas abscess (PA) is an extremely rare 
pathology in children, particularly as com-
plication of the Crohn’s disease (CD). (1,2) 
With its non-specific symptoms and insid-
ious course, PA is often diagnosed late and 
with late adequate treatment. The primary 
PA (caused by haematogenic or lymphatic 
spread from remote locations) should be 
distinguished from the secondary PA (di-
rect spread of the infect from nearby tis-
sues). (2) The primary PA predominates 
in undeveloped countries and in children, 
while the secondary PA predominates in 

developed countries and in adults. (3) The 
most common cause of the secondary PA 
is CD. (4)  A 16-year-old female with PA as 
the first symptom of CD was analysed. Pa-
tient’s CD had not been diagnosed before.

CASE REPORT

At the age of 14, the patient underwent 
evaluation due to delay of growth and 
anaemia of uncertain cause. Growth hor-
mone therapy and iron supplementation 
were administered. Until the age of 16, she 
had no other health issues. Two months 
before her admittance to the hospital, she 
began complaining of abdominal pain and 
diarrhoea without blood or mucus in her 
stool, loosing 8 kg during that period. A 
week prior to admittance, she began feel-
ing pain in her left hip and leg with peri-
odical fever. Physical examination revealed 
left lower abdomen tenderness and the left 
psoas sign was positive. Laboratory find-
ings showed inflammatory changes. Stool 
tests for parasites, bacteria, viruses and 
blood and haemocultures with tubercu-

losis assay were negative. US revealed oe-
dematous and hyperaemic bowel in left 
hemiabdomen with no peristalsis and with 
psoas collection which was confirmed by 
abdominal computerised tomography 
(CT) imaging (figure 1) and magnetic 
resonance imaging (MRI) enterocolonog-
raphy (figure 2). 
Antibiotic therapy was administered. The 
punction of the abscess with microbial 
analysis revealed Enterococcus faecalis 
and Escherichia coli. Antibiotic therapy 
was continued with complete enteral CD 
nutrition. The patient’s general condition 
was satisfactory with periodical subfe-
brility, mild abdominal tenderness and 
elevated inflammatory markers. On the 
10th day high fever, severe meteorism and 
abdominal colicae developed. US detected 
increased diameter of the left iliopsoas 
collection. The descendent colectomy and 
evacuation of the psoas abscess were per-
formed, with drainage and colostomy. Due 
to oedematous and dilated small intestines 
and the extremely narrow and small pel-
vic cavity (due to her delay of growth), the 
abdominal wall closure was impossible, so 
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Figure 1. Abdominal computed tomogra-
phy scan

Figure 2. Abdominal magnetic resonance 
imiging scan
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negative pressure wound therapy (NPWT) 
was applied. Histopathological analysis re-
vealed chronic inflammatory bowel disease 
(IBD).  Antibiotic and supportive therapy 
was continued. Upon the first NPWT 
change, duodenal perforation was detected 
and drained with Nelaton catheter through 
the perforation hole to the abdominal wall. 
On the 7th postoperative day oesophago-
gastroduodenoscopy confirmed correct 
location of the Nelaton catheter and the 
nasojejunal Frekka triluminal catheter for 
feeding was placed in the distal duode-
num. On the 10th postoperative day the 
patient, with improved general condition, 
was extubated, NPWT was removed and 
the abdominal wall was closed. Complete 
enteral nutrition was introduced. Duode-
nal catheter was removed six weeks after 
the operation. During the hospital treat-
ment the left peroneal nerve palsy devel-
oped. Continuous physical therapy was 
applied. The patient was discharged from 
the hospital on the 71st postoperative day. 
During the following nine months the 
patient’s general condition gradually im-
proved, as well as her peroneal palsy. Two 
years after the colectomy the occlusion of 
her colostomy was performed.

DISCUSSION

IBD, especially CD, is the most common 
secondary PA cause due to well irrigated 
iliopsoas. (1-4) This complication happens 
rarely according to Veroux and associates 
(0.9% incidence). (1) Agha and associates 
reported that in 26.5% of CD patients the 
first manifestation was PA. None of their 
patients younger than 1 year had this com-
plication. (5) This clearly states that PA 

complicating CD in children happens ex-
tremely seldom. (1-4) Nonspecific symp-
toms complicate the diagnostic process 
and postpone the therapy.  Classical trias 
of PA symptoms: back pain, limp and fever 
can be seen in only 30% of patients. (6) The 
dominating symptoms in our patient were 
pain in her left hip and leg, limping, sig-
nificant weight loss, fatigue, positive psoas 
sign and tender abdominal mass in her left 
lower quadrant. Her periodical diarrhoea, 
nonspecific abdominal pain and periodi-
cal fever were interpreted as CD symptoms 
and, furthermore, we believe that her first 
CD symptom was delay of growth that 
had been previously regarded as growth 
hormone deficiency. Her anaemia was 
also identified as CD symptom since no 
menarche was reported.  Increased inflam-
matory markers, anaemia and low serum 
albumin levels can be found in CD pa-
tients. (6) Our patient had all these labora-
tory changes. Haemoculture is positive in 
only 75% of PA patients. The most com-
mon pathogens are Staphylococcus aureus 
(primary PA), Escherichia coli and rarely 
Streptococcus viridans, Enterococcus 
faecalis, Bacteroides species, Yersinia en-
terocolitica, Clostridium (secondary PA). 
(7) In our patient the haemocultures were 
negative, while the punction of the abscess 
was positive for Enterococcus faecalis 
and Escherichia coli. US is diagnostically 
significant in only 60%. (7) For the final 
diagnosis CT or MRI is obligatory, with 
MRI being more sensitive for diagnosing 
primary disease and its complications. (3) 
In our patient US pointed to possible ab-
scess. Multislice CT set the PA diagnosis. 
MRI enterocolonography indicated that 
the PA was secondary, complicating CD.  
Although antibiotic treatment can be ef-

fective enough for treating PA, incision 
and percutaneous drainage with antibiotic 
treatment represent correct initial therapy. 
(1,4,8)  However, if PA is a complication of 
CD, this therapy is only preparation for op-
erational treatment of affected bowel seg-
ment. (8)  In our patient we administered 
antibiotic therapy. However, worsening of 
the general condition required urgent sur-
gery, i.e. incision, evacuation and drainage 
of the abscess, resection of the descendent 
colon and colostomy. Due to impossibility 
of abdominal wall closure, NPWT therapy 
was applied. Despite numerous complica-
tions, her condition improved with in-
tensive support therapy. Eighteen months 
after the surgery biological therapy was 
successfully applied. Two years after the 
operation the patient’s colostomy was oc-
cluded. PA prognosis is still uncertain. 
Death rate is 10.5%, mostly due to sepsis 
with general deterioration and malnutri-
tion. (9) One of rare PA complications is 
lower extremity nerve palsy possibly due 
to its direct spread through the hip with 
the attendant occurrence of septic ar-
thritis. (10) Our patient had left peroneal 
nerve palsy which improved after intense 
physical therapy.   

CONCLUSION

IBD as the cause of PA should be thought 
of more often. That would prevent possible 
complications in both children and adults.  
Having this in mind, even though rare, CD 
should be considered as possible PA cause 
in children.
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