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ABSTRACT
Psoas Abscess is a rare association with pregnancy. A 24 years old primi gravida with term pregnancy presented with
PROM, oligo hydramnios, fever, tachycardia and inability to move both lower limbs. On examination, membranes were intact,
there was bleeding PV with excess vaginal discharge. There was foetal tachycardia (180/min). To exclude abruptio ultrasound
was done. Intra Uterine Death was diagnosed. That time patient was in early labour which was accelerated with syntocinon.
Suddenly she became hypoxic and was ventilated. She delivered a stillborn baby. In the puerperial period patient suffered fever
for more than a month. As fever was not controlled for long period (one month) CT was done which showed hypodense areas in
right psoas muscle. CT guided Percutenous drainage was failed. By MRI investigation, it was diagnosed as multiple abscesses
with sacro illitis and was drained extra peritoneally. As fever is not controlled with broad spectrum antibiotics, montox skin was
done which was strongly positive. Hence treatment with anti tuberculosis drugs was planned. Finally fever was controlled by
antituberculosis drugs ISONIAZID 300 mg/day, REFAMYCIN 600 mg/day, ETHAMBUTOL 800mg/day, Inj. STREPTOMYCIN 1
gm/day as a thereuptic trail.
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INTRODUCTION
Primary psoas abscess in pregnancy is a rare
entity and difficult to diagnose. Secondary psoas
abscess in developed countries are due to gastro
intestinal infections like appendicitis, Crohn’s
disease, diverticulitis and perforation of bowel
malignancy. Other causes may be due to HIV,
diabetes and pregnancy where the immunity is low.
Most
common
organisms
involved
are
staphylococcus, streptococcus, pseudomonas and
E.coli (1). Very often it is difficult to detect the
infections and it will require CT, MRI studies (5).
Patient will develop oligo hydramnios, preterm
labour, death due to uncontrolled infection and the
foetus suffers from intra uterine growth restriction
and intra uterine death. Patient usually presents with
pain in the loins, gluteal region, inability to walk.
Fever may not be present in all the cases. In this case
patient improved after open drainage (3) and antituberculosis treatment.
CASE REPORT
A primi 24 years term pregnancy presented
to labour room with oligo hydramnios, low backache
with fever.
On
examination:
Temperature,
tachycardia
(188/min); RR 30/min; Foetal Heart Sounds 160/min
with SPO2 90% with room air; GRBS 63 mg/dl, CVS
& RS - NAD. Tachycardia was managed by

Cardiologist by IVABRODINE 5mg BD. Injection
Lasix was given. She was in early labour, cervix 80%
effaced 3 cm dilated. Membranes present. Vertex ‘0’
station. Membranes were spontaneously ruptured at
3.30 p.m. Vertex at ‘0’ station, as there was bleeding
followed rupture of membranes, ultrasound was done
to exclude abruptio placenta. Intra uterine death (still
birth) was diagnosed. Blood, urine, vaginal cultures
were done at different occasions during the period of
pureperia (1 month). Several sensitive antibiotics
were used, but fever was not controlled. CT was
done, hypoechoec shadows noted in right ilio psoas
muscle. Percutaneous drainage by aspiration failed.
Hence, MRI was done and multiple abscess with
right sacroilitis with sclerosis of articular margins
identified. Retro peritoneal drainage under general
anaesthesia was attempted. 150 cc of creamy pus was
drained, even then temperature was not controlled.
Postoperatively the pus was sent for tuberculosis
PCR. It was inconclusive. As a therapeutic trial
antituburculosis
drugs
ISONEX
300
mg,
RIFAMYCIN 450 mg, ETHAMBUTAL 800 mg,
Injections STREPTOMYCINE 1 gm IM was given.
Temperature was controlled within 48 hours.
Continuation of antituberculosis drugs for one year
period was advised. Patient showed good prognosis
with anti TB drugs and started walking after
physiotherapy.
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DISCUSSION
Secondary psoas abscess most often due to
gastro intestinal infections in developed countries.
Most common organisms for secondary abscess are
staphylococcus aureus, streptococcus, pseudomonous, e-coli(1). Secondary psoas abscess in this case is
due to tuberculosis(2) right sacro illiitis. This might be
there for more than 1 to 2 years. Tuberculosis is very
common in India which flares-up in immuno
compromised conditions like diabetes, pregnancy,
HIV. In this case the infection is progressed to
septicaemia, ARDS and metabolic acidosis. There
was sudden IUD (still born). In the puerperal period,
as temperature was not controlled (one month).
CT Abdomen showed hypodense areas in
iliopsoas muscle. Percutaneous aspiration was tried
but not successful. MRI showed multiple abscesses in
iliopsoas muscle with involvement of right sacro iliac
joint. SI joint infection is very rare in developed
countries. Usually left side involvement(6) is more
common but in this case the right side joint is
involved. Pyogenic sacro illitis incidence 5-10% of
all pyogenic joint infections. TB sacro illitis
incidence 3-9.7% of all bone and joint TB. Very few
cases of TB sacro illitis has been reported in literature
(7,8)
. Iliopsoas abscess diagnosis by ultrasound 40%
possibility, with CT 80-90% and MRI 100%. Single
abscess can be drained percutaneously by ultrasound
/ CT. Multiple abscesses better drained by
retroperitoneal approach with open technique(3,
4)
.150CC creamy pus obtained but the cultures were
inconclusive. Ultimately patient improved with antituberculous drugs.
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CONCLUSION
Iliopsoas abscess should be considered in
differential diagnosis of loin and gluteal pain, back
pain and fever during pregnancy. Though it is
uncommon, high suspicion and MRI study prevents
delayed diagnosis and further complications like
maternal septicaemia, shock, death and foetal
complication like oligo hydramnios, IUGR and intra
uterine death.
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