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Iliopsoas abscess 
and spondylodiscitis 
by Staphylococcus aureus:
successful clinical treatment
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n INTRODUCTION

I
liopsoas abscess (IPA) is considered an infre-
quent condition, whose real incidence is not
well established, but it seems to be increasing

[1-5]. Historically, the main cause of IPA was tu-
berculosis of the spine, but with better control of
tuberculosis, IPA related to diseases affecting di-
gestive and genitourinary systems or the sacroil-
iac joints became more common [1, 3, 5-9].
Primary IPA occurs with no causal factor, while
secondary abscesses often follow gastrointestinal
and genitourinary affections, local trauma, or
spinal surgery [4, 5, 9-11]. The main aetiological a-
gents differ among primary (Staphylococcus au-
reus) and secondary (Escherichia coli, Klebsiella spp,
Bacteroides spp, Streptococcus spp) IPAs [1-3, 5, 8,
9]. Diabetes, malignancy, intravenous drug use,
and HIV-infection are predisposing factors of I-
PA [5, 9]. Worst outcomes are related with age-
ing, cancer, diagnosis delay, and non-drained ab-
scesses [1, 8]. As symptoms of IPA are non-spe-
cific, diverse conditions should be included in d-
ifferential diagnosis, like: acute appendicitis, di-
verticulitis, retroperitoneal infections, fractures,
synovitis, rheumatoid arthritis, septic arthritis,
sacro-ileitis, spondylodiscitis, and osteomyelitis
[7, 10, 11]. A high suspicion index and imaging s-
tudies can contribute to early diagnosis and
prompt treatment. Treatment of IPA consists of
antibiotics and drainage, by percutaneous route

or open surgery, which is the procedure of choice
if there is voluminous fluid collection to be
drained and percutaneous drainage cannot be
performed [1, 3-5, 6, 9].

n CASE REPORT

A 64-year-old man was admitted complaining
of insidious and intense pain originating at the
lumbar region and irradiating to the left lower
limb, for a week. On physical examination, he
was in precarious general state, dehydrated
(++), with tachypnea, sudoresis and fever.
There were reduced respiratory sounds and
crackles in the lung bases; the abdomen was
distended and diffusely painful on palpation;
PA: 160/80 mmHg; FC: 98 bpm, SPO2: 88%. He
evolved with high fever, respiratory failure and
severe sepsis, and was transferred to the Inten-
sive Care Unit, where orotracheal intubation
and mechanical ventilation were used for ten
days. Urine culture was negative. Thorax TC
evidenced bilateral pleural fluid, extensive ar-
eas of alveolar opacity and consolidation in
both lungs. Meropenem was then utilized to
treat pneumonia associated with mechanical
ventilation. Initial TC of lumbar and sacral col-
umn showed increased volume of the left iliop-
soas, with focal hypodense area (40 x 36 x 26
mm) charactering muscle abscess, and signs of
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Figure 1 - MRI of lumbar and sa-
cral spine (Day 2) showing
spondylodiscitis in L4-L5 associa-
ted with epidural fluid collection
in the paraspinal soft tissues, and
left iliopsoas abscess. Local ex-
tension of inflammatory process
is indicated by meningeal impre-
gnation with contrast.

Figure 2 - MRI of lumbar and sa-
cral spine (Day 20) with unchan-
ged signs of spondylodiscitis, ab-
sence of fluid collection in L4-L5,
and partial reduction in the ab-
scess.

Figure 3 - MRI of lumbar and sa-
cral spine (Day 38) showing signi-
ficant reduction in the abscess
area, and almost unchanged ima-
ge of spondylodiscitis in L4-L5.



spondylodiscitis in L4-L5. Due to the patient’s
clinical instability, and the technical difficulty
finding a safe accessible route for introduction
of the drainage catheter, the option was for con-
servative clinical treatment. Initially, pipera -
cillin/tazobactam and vancomycin were empir-
ically utilized at standard doses. After results of
blood and cerebrospinal fluid cultures and an-

tibiogram showing S. aureus sensitive to clin-
damycin, ciprofloxacin and vancomycin, this
last drug was then administered for nine
weeks. 
The evolution of IPA was closely followed by
images of magnetic resonance (MRI), which re-
vealed progressive reduction of the abscess
(Figures 1-4). Laboratory tests (Table 1) were al-
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Figure 4 - MRI of lumbar and sa-
cral spine (Day 60) revealing re-
duction in the area of contrast in
vertebral bodies and in the adja-
cent soft tissues: discrete chan-
ges related to spondylodiscitis,
and almost total absence of fluid
collection in the left iliopsoas
muscle.

Table 1 - Blood determinations from a 64-old-male clinically treated with pyogenic iliopsoas abscess.

Parameters *Day 1 *Day 9 *Day 26 *Day 54 *Day 67

Hb (13.5-18 g/dL) 11.6 7.1 12.3 11.7 13.2

Haematocrit (42-52%) 35.4 21.4 37.7 34.6 39.7

WBC (4-11 x 109/L) 18.7 15.0 8.9 7.7 8.7

WBC percent 2, 86, 0, 2, 71, 0, 0, 57, 9, 1, 65, 9, 0, 38, 12,
0, 9, 3 0, 22, 5 0, 24, 10 0, 15, 10 0, 36, 14

Platelets (≥ 150,000) 231,000 371,000 407,000 423,000 460,000

Na (135-145 mEq/L) 131 135 134 136 138

K (3.5-5.2 mEq/L) 3.5 3.6 3.7 3.7 4.1

Urea (10-50 mg/dL) 45 50 31 27 Nd

Creat (0.7-1.3 mg/dL) 1.2 1.2 0.9 0.9 Nd

CRP (0.5-0.9 mg/dL) 32.8 8.2 2.0 0.6 0.5

ESR (≤ 15 mm/h) 102 77 64 51 42

*Day of evolution from admission (May 5th, 2010). RBC: erythrocytes. Hb: haemoglobin. WBC: leukocyte data (normal ranges): bands (0-
5), segmented (45-70), eosinophils (0-7), basophils (0-3), lymphocytes (20-50), monocytes (2-10). Creat: creatinine. CRP: C-reactive protein.
ESR: erythrosedimentation rate. Nd: not done. Major changes are shown in bold.
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so utilized to control the clinical improvement.
The patient was asymptomatic and using oral
clindamycin at occasion of hospital discharge
for longstanding outpatient surveillance.

n DISCUSSION

A 64-year-old male presented with IPA associ-
ated with spondylodiscitis in lumbar vertebrae
(L4-L5) caused by S. aureus. This debilitated di-
abetic patient developed severe sepsis and
needed to be transferred to the intensive care
unit for two weeks, with support of mechanical
ventilation. His fragile clinical condition did
not allow an open surgical procedure indicated
for IPA drainage. Moreover, there was techni-
cal difficulty establishing a safe accessible route
for placement of the drainage catheter [3, 6].
Despite the patient’s old age, debilitated gener-
al condition, and occurrence of sepsis, he was
successfully treated with exclusive intravenous
antimicrobials, as described in less severe cases
of IPA [4, 5]. The control of improvement in-
cluded sequential MRI imaging and laboratory
determinations. 
The aetiological agent was S. aureus, which is
according to the literature the most frequent
microorganism responsible for such infections,
and the IPA developed in association with sep-
tic features, an ominous phenomenon that indi-
cates the haematogenous route for muscle and
bone infections [1-5, 10]. In this case study, the
first treatment option was for percutaneous
drainage, which is a less invasive measure.
However, pre-procedural evaluation revealed
difficulties obtaining a suitable access route,
and led to conservative management [4, 5]. Our
initial trial of intravenous antibiotics was soon
changed on the basis of culture results and in
vitro susceptibility tests from blood and CSF

samples, which revealed the sensitivity pattern
of MRSA. C-reactive protein and the ery-
throsedimentation rate (ESR) were useful para-
meters to evaluate the course of improvement,
as already described [4, 5]. 
A major concern in the present study is about
the possibility of simultaneous vertebral and il-
iopsoas muscle infections by haematogenous
spreading of S. aureus [5, 10]. In fact, this event
could have occurred in the case here described,
considering that the aetiologic agent was con-
comitantly found in samples from blood and
CSF. Moreover, both vertebral and muscle
changes were detected by imaging study on the
same occasion. Notwithstanding, the following
data must be considered: IPA is more often de-
scribed as a consequence of the vertebral infec-
tion; however, IPA has also been reported as
the origin of some vertebral infections [5]. An-
other possible concern is about the finding of S.
aureus in CSF, which may be due to meningeal
extension of the bone inflammatory process, in-
stead of haematogenous spreading. The latter
hypothesis was reinforced by MRI images of
meningeal inflammation around the spondy-
lodiscitis. 
The outcome of non-drained IPAs affecting old
diabetic patients with sepsis and pulmonary co-
morbidities is invariably ominous. The aim of
the present report is to illustrate the exceeding-
ly uncommon good outcome of IPA in a debili-
tated elderly male presenting with all the afore-
mentioned conditions and was successfully
treated with antibiotics. 
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Although pyogenic abscess of the iliopsoas muscle
is considered an uncommon condition, its inci-
dence is on the increase. 
This abscess may be primary if it occurs without a
causal factor; more frequently, it is secondary to
gastrointestinal or genitourinary affections, or
trauma. 
The main aetiological agents differ among primary
(Staphylococcus aureus) and secondary (Es-

cherichia coli, Klebsiella spp, Streptococcus spp,
Bacteroides spp) abscess. We report the case of a
64-year-old man with iliopsoas abscess by S. au-
reus associated with spondylodiscitis in lumbar
vertebrae (L4-L5). 
Our aim is to emphasize the successful treatment
with exclusive intravenous antimicrobials, and
highlight the role of control through imaging stud-
ies and laboratory tests.
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L’ascesso piogenico del muscolo iliopsoas è considerata
una condizione non comune, ma la sua incidenza sta
aumentando. Questo ascesso può essere primario se si
verifica senza un fattore causale; più frequentemente, è
secondario ad affezioni gastrointestinali o urogenitali, o
trauma. I principali agenti eziologici dell’ascesso prima-
rio (Staphylococcus aureus) e di quello secondario
(Escherichia coli, Klebsiella spp, Streptococcus spp, Bac-

teroides spp) sono diversi. Descriviamo il caso di un uo-
mo di 64 anni con ascesso di iliopsoas da S. aureus as-
sociato a spondilodiscite localizzata alle vertebre lomba-
ri (L4-L5). Lo scopo è sottolineare la guarigione avve-
nuta a seguito della sola terapia medica, e mettere in evi-
denza il ruolo della diagnostica per immagini nel con-
trollo e monitoraggio dell’infezione oltre che dei test di
laboratorio.
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