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Tuberculosis of the Psoas Muscle Presenting as a Mass 
Lesion
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Abstract

Tuberculosis involving the psoas muscle is a rare medical phenom-
enon in the 21st century. Most bacterial infections involving the psoas 
muscle are caused by Staphylococcus aureus followed by Streptococ-
cus species and Escherichia coli. An abscess in the psoas muscle is 
clinically difficult to diagnose without the aid of modern imaging 
studies. However, computed tomography (CT) imaging studies and 
basic histopathological methods can provide an accurate and timely 
diagnosis. With this in mind, we report a case of a Mycobacterial 
infection of the psoas muscle.
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Introduction

A psoas abscess is considered a rare disease as reported in the 
medical literature. To our knowledge, the first reported cases 
in the United States were described by Mynter in 1881 [1]. He 
described two cases involving a 54- and a 28-year-old female. 
Both patients had “high fevers, lumbar pain, increased pulse, 
and deep-seated swelling in the iliac region” [1]. Dr. Mynter 
clinically diagnosed an abscess, surgically drained each ab-
scess, and reported complete recovery for each of his patients 
[1].

In 1992 Gruenwald cited a worldwide occurrence of 12 
cases per year during the period of 1986 - 1991 [2]. While 
Ricci reported nine cases at his institution and his exhaustive 
literature review in 1986 yielded a total of 367 reported cases 
worldwide, since the first cases reported by Mynter [3]. These 
two authors found that the most common microorganisms cul-
tured were Staphylococcus aureus, Streptococcus species, and 
Escherichia coli [2, 3].

Studies indicate that the increase in intravenous drug 

abuse and HIV infection also contributes to the increased 
prevalence of primary iliopsoas abscess (IPA). There are two 
types of psoas muscle abscesses that are generally clinically 
identified in affected patients [4]. The first is a primary abscess 
that is caused by a bacteremia distant to the iliopsoas muscle, 
while a secondary iliopsoas abscess occurs as a result of direct 
spread of infection to the iliopsoas muscle by contiguity from 
an adjacent structure [5].

Since the days of Mynter and the clinical acumen of 19th 
century physicians, the clinical diagnosis of a psoas muscle 
abscess has been, and continues to be, extremely difficult. The 
clinical presentation is often vague with non-specific symp-
toms. Even the purported clinical triad of fever, back pain, and 
limp is only present in about 30% of patients [6, 7]. This low 
percentage is due to the complex anatomical relationships of 
the iliopsoas muscle group. As most clinicians know, the iliop-
soas muscle complex encompasses and originates on the edges 
of the 12th thoracic to the fifth lumbar vertebra spreading and 
inserting into the lesser trochanter of the femur, and is also 
directly posterior to the abdominal and retroperitoneal viscera. 
This specific complex anatomy contributes to the difficulty of 
diagnosing and treating this rare medical condition. Hence, in 
today’s modern medicine of the 21st century, it is best diag-
nosed by CT imaging studies, and it is imperative that health 
care providers have a high index of suspicion [7, 8].

In 2006, J.P. Garner conducted a 3-year study of 15 pa-
tients, all of whom presented to the hospital with pyrexia or 
with other inflammatory markers. Fourteen of the patients 
were diagnosed using a CT scan. Garner’s study concluded 
that the incidence of IPA is most likely under-reported. His 
study emphasized that the vague presentation of symptoms 
delays diagnosis and decreases the high index of suspicion re-
quired of physicians to identity the infection early [9]. Garner 
also reported that magnetic resonance imaging, radionuclide 
imaging and positron emission tomographic imaging have all 
been used to evaluate IPA; however, the high cost and lack of 
ready availability make it difficult to argue as advantageous 
over CT scan [9].

Audia reviewed the radiological findings for an IPA and 
reported the following salient features [10]. In general, CT 
scans show the psoas muscle to be enlarged compared with the 
contralateral side with rim enhancement of the abscess wall. 
The CT imaging studies demonstrate a so-called “rind sign” 
and gas bubbles or air fluid levels are visible within the cav-
ity. Audia also concluded that routine abdominal radiology is 
generally unhelpful [10].

Van den Berge et al reviewed the use of ultrasonography 
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in diagnosing an IPA. They reported that it was useful in only 
60% of cases and was highly dependent upon the operator [11]. 
They concluded that a CT scan is the most effective method in 
diagnosing an IPA.

Furthermore, a CT-guided tissue biopsy can hasten the di-
agnosis by histopathologic examination. Histopathology aug-
mented with histochemistry can provide an accurate diagnosis 
in patients presenting with a psoas mass. Over the last century, 
the basic medical science of histopathology has proven to be 
an essential tool in the diagnosis and treatment of numerous 
medical and surgical conditions. The combination of CT imag-
ing and histopathological analysis can help reduce the morbid-
ity and mortality of this disease.

Once the psoas abscess is diagnosed, the abscess may 
be treated medically, surgically, or by percutaneous drainage 
(PCD). PCD is a minimally invasive procedure and has a suc-
cess rate of up to 87% [10-12]. It is considered a safer pro-
cedure as compared to open surgical drainage. All treatment 
options have advantages as well as disadvantages. Choosing 
one over another, or a combination of different treatment mo-
dalities, should be decided on a case by case basis, and in con-
sultation with all physicians responsible for the patient’s care 
[10-12].

Case Report

An 83-year-old female presented to the emergency department 
with a chief complaint of abdominal pain. She reported that the 
pain had been persistent for approximately 2 weeks, and that it 
radiated to her left flank area as well as her lower back in the 
T12-L1 region. She described the pain as diffuse and reported 
a pain scale rating of 8 out of 10. The patient reported a his-
tory of previous back surgery, anemia, and diabetes mellitus. 
The patient was asked if she was ever diagnosed or treated for 
tuberculosis (TB), and she stated that she could not remem-
ber. On physical examination, she experienced pain on light 

abdominal palpation, and she then refused further deep palpa-
tions of the abdomen. The patient was then admitted and a CT 
scan was ordered, as well as a skin TB test.

The CT imaging studies revealed two pertinent findings. 
The first was a large left psoas muscle complex fluid mass with 
calcifications measuring 7 × 3.9 × 2.6 cm. The radiologic find-
ings suggested an infectious process in which TB could not be 
excluded. The second major finding was severe chronic osteo-
myelitis/discitis involving the T11-L1 vertebral bodies. From 
these radiologic findings, the attending physician ordered a 
CT-guided biopsy of the psoas mass.

Pathologic findings

Our pathology laboratory received multiple pieces of tan-gray 
tissue measuring 0.8 cm in aggregate. H&E-stained sections 
demonstrated benign striated muscle with caseating granu-
lomatous inflammation (Fig. 1). When examined closely the 
histologic sections showed classic foreign body giant cells 
(Langhans-type) that are traditionally correlated with TB (Fig. 
2). Special stains for acid fast bacilli (AFB) identified rare My-
cobacterial species within the granulomatous debris.

Discussion

The patient was treated medically with the accepted clinical 
standard protocol of isoniazid, rifampin, pyrazinamide, and 
ethambutol. As of October 2014, the patient was doing well 
and showed no signs of recurrence or complications.

TB infection involving the psoas muscle is a rare phenom-
enon in western industrialized countries [5]. In the past, most 
cases occurred in patients diagnosed with vertebral TB (Pott’s 
disease) with subsequent spread to the psoas muscle [5, 6]. 
However, TB is still widespread in developing countries and 
TB psoas abscesses are a frequent finding.

We report this rare case of TB presenting in the psoas mus-
cle to make physicians and other healthcare providers aware 

Figure 1. H&E stain showing benign striated muscle in between stri-
ated muscle affected by granulomatous inflammation (× 10).

Figure 2. H&E stain showing classic Langhans-type giant cells, epithe-
lioid cells, and lymphocytes (× 40).
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of the detrimental health effects of systemic tuberculosis, and 
to also remind healthcare providers to be acutely aware of this 
rare disease when encountering patients in any healthcare set-
ting.
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