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Abstract
Background: Primary psoas abscess is a rare but potentially 
serious condition in children, often resulting from hematogenous 
spread of infection. In tuberculosis-endemic countries like 
Pakistan, Mycobacterium tuberculosis is frequently considered 
the primary culprit. However, pyogenic causes must not be 
overlooked. This case report describes an unusual presentation 
of psoas abscess secondary to streptococcal sepsis, further 
complicated by cardiac dysfunction, underscoring the importance 
of early diagnosis and multidisciplinary care.

Case Presentation:  A 10-year-old previously healthy boy presented 
with a one-month history of fever, right scapular swelling, and pain 
radiating from the right hip to the leg. Imaging studies confirmed 
abscesses in the scapular and psoas regions. Investigations 
ruled out tuberculosis and other common etiologies. Persistently 
elevated Anti-Streptolysin O (ASO) titers indicated streptococcal 
sepsis. The patient was managed with intravenous antibiotics, 
heart failure therapy, and long-term secondary prophylaxis 
with benzyl penicillin. After six weeks of treatment, he achieved 
complete clinical and functional recovery.

Conclusion: To our knowledge, this is the first reported pediatric 
case in Pakistan involving a streptococcal psoas abscess with 
cardiac complications. This case highlights the necessity of 
including pyogenic infections in the differential diagnosis of 
pediatric hip pain and demonstrates the effectiveness of timely 
diagnosis and collaborative treatment strategies.

Abbreviations
ASO: Anti-Streptolysin O; MRI: Magnetic Resonance Imaging; TB: 
tuberculosis; CT: Computed Tomography

Introduction
Psoas abscess, although uncommon, should be considered in 
children presenting with nonspecific symptoms such as fever, 
abdominal pain, or difficulty in walking. The condition arises 
from bacterial infection of the iliopsoas compartment and may 
be classified as either primary or secondary. Primary psoas 
abscesses typically occur without an identifiable adjacent 
infection and are thought to arise from hematogenous spread 
from a distant site [1]. Secondary abscesses are more common 
in adults and usually result from direct extension of nearby 
infections such as osteomyelitis, appendicitis, or gastrointestinal 
tract disease.
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developed bilateral pedal edema during hospitalization. A 
transthoracic echocardiogram revealed left ventricular systolic 
dysfunction with an ejection fraction of 45%, prompting initiation 
of anti-failure treatment per cardiology recommendations.

Cultures from aspirated fluid remained sterile, likely due 
to prior antibiotic exposure. However, three consecu-
tive ASO titers were significantly elevated (> 1440 IU/mL), 
strongly supporting the diagnosis of streptococcal sepsis. 
Management was conservative, coordinated among pediatric 
medicine, infectious diseases, cardiology, and pediatric surgery. 
The patient received intravenous ceftriaxone and vancomycin for 
four weeks. As a preventive measure against rheumatic heart dis-
ease and recurrent streptococcal infections, intramuscular benzyl 
penicillin prophylaxis (monthly) was initiated, planned for one year.

Clinical improvement was noted within two weeks: the fever 
subsided, and the child began walking with minimal support. 
By the end of the fourth week, he regained normal mobility. 
Repeat ultrasound after six weeks demonstrated a significant 
reduction in psoas abscess size—from 66 mL to 6 mL. Follow-up 
echocardiography at three months showed complete resolution 
of ventricular dysfunction, leading to discontinuation of anti-
failure medications.

Discussion
Psoas abscesses were once primarily linked to spinal tuberculosis, 
but modern studies have broadened the microbial spectrum 
and highlighted the growing prevalence of pyogenic cases, 
especially in immunocompetent pediatric patients [4,5]. Primary 
psoas abscess is rare in children and often misdiagnosed due 
to its nonspecific symptoms. The classic triad of fever, limp, 
and back pain, described as early as 1881, is seen in fewer than 
one-third of cases [6]. Instead, children might present with more 
subtle symptoms such as malaise, hip pain, or difficulty walking, 
which can easily be mistaken for conditions like septic arthritis, 
osteomyelitis, or appendicitis [7].

Diagnosing psoas abscess in regions where tuberculosis is 

Staphylococcus aureus is the most commonly isolated organism 
in primary cases, accounting for up to 88% of infections [2,3]. 
Other pathogens, including Streptococcus and Escherichia coli, 
have been implicated less frequently, accounting for 4.9% and 
2.8% of primary cases, respectively [3]. In tuberculosis-endemic 
regions, Mycobacterium tuberculosis remains a frequent cause of 
iliopsoas abscesses, especially in children [1].

The psoas muscle’s anatomical proximity to various structures and 
its rich blood supply predisposes it to infectious seeding. In this 
case, the patient developed a primary psoas abscess secondary 
to streptococcal bacteremia and subsequently developed cardiac 
complications. This case report adds to the limited literature on 
pediatric pyogenic psoas abscess and highlights the diagnostic 
complexity and management of such cases.

Case Presentation
A 10-year-old boy presented to the emergency department with 
a history of intermittent fever for the past month, accompanied 
by swelling over the right scapular area and progressive pain 
radiating from the right hip to the leg. He had no prior history of 
trauma, sore throat, skin infections, or recent travel. There was no 
known exposure to tuberculosis or previous significant illnesses.

On physical examination, the child was febrile (39.2°C) with a 
mildly elevated heart rate of 110 beats per minute. Other vital 
signs were stable. A 6-inch soft, fluctuant, non-tender swelling 
was noted over the right scapular region. The child had difficulty 
bearing weight on his right leg, with pain exacerbated by hip 
extension. Tenderness was elicited over the right hip and inguinal 
area, and the range of motion was significantly restricted.

Initial laboratory investigations revealed leukocytosis (WBC: 
19,500/µL with neutrophilic predominance), elevated CRP (112 
mg/L), and a markedly raised ESR (110 mm/hr). Blood cultures 
showed no growth, and HIV screening was negative. Given the 
region’s endemic status, tuberculosis (TB) was ruled out using 
GeneXpert testing and gastric aspirate analysis.

Ultrasound of the scapular swelling revealed a loculated 
fluid collection with internal septations (3.9 × 2.1 × 3.1 cm, 
approximately 13.7 mL), suggestive of an abscess. Additionally, 
abdominal ultrasound showed a collection in the right psoas 
muscle (8.4 × 3.6 × 4.1 cm, 66 mL), consistent with a psoas 
abscess. There were no signs of joint effusion in the right hip or 
knee. An MRI of the lumbosacral spine confirmed the presence 
of myositis and a right-sided psoas abscess, with no involvement 
of spinal vertebrae or discs. MRI also revealed thickening of the 
right psoas and iliacus muscles, with heterogeneous hyperintense 
signal on T2-weighted and STIR images and isointense signal on 
T1-weighted images, extending from L3 to the lesser trochanter. 
The right psoas muscle measured 24 × 6 mm at the level of L5-S1 
(Figure).

The patient began to experience shortness of breath and 

Figure : An MRI image illustrating heterogeneous enhancement of the right psoas 

muscle.
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endemic can be particularly challenging, as TB is often the 
presumed cause. However, once TB was excluded, we turned to 
other potential pyogenic organisms, with the elevated ASO titers 
ultimately guiding us to the diagnosis of streptococcal sepsis, a 
rare but well-documented source of psoas abscesses [3].

This case was further complicated by the development of heart 
failure symptoms during hospitalization, which illustrates the 
potential for systemic manifestations in streptococcal infections. 
This highlights the critical need for cardiovascular assessments 
in patients with systemic streptococcal infection. Despite sterile 
cultures, possibly due to prior antibiotic therapy, elevated ASO 
titers suggested streptococcal bacteremia, a rare but significant 
cause of deep tissue infections, such as psoas abscesses [8]. This 
case underscores the importance of considering such uncommon 
complications.

Imaging techniques, particularly MRI, were instrumental in 
confirming the diagnosis for us. In some studies, MRI was 
compared with CT, and it was concluded that MRI provides superior 
soft-tissue resolution and allows for more precise detection of 
abscess walls and adjacent tissue involvement, especially when 
evaluating intra-abdominal abscesses [9]. As CT was unavailable 
in this case due to limited resources at a government hospital, 
we were unable to reach a conclusion. This should be evaluated 
further to review false-negative cases.

The trend toward conservative treatment, especially for moderate-
sized abscesses in hemodynamically stable patients, has been 
well documented in case series, such as those by van den Berge 
and Shields et al. [10,11]. Non-surgical management, particularly 
with antibiotic monotherapy, has been found to yield favorable 
results, especially in cases stemming from skeletal iliopsoas 
abscesses rather than gastrointestinal or urinary sources [12]. 
Our patient’s clinical improvement with antibiotics alone further 
supports this approach.

Conclusion
This case highlights a rare instance of streptococcal sepsis leading 
to primary psoas abscess with associated cardiac dysfunction 
in a pediatric patient. In regions where tuberculosis is prevalent, 
pyogenic etiologies must not be overlooked, especially when initial 
tests are negative. Timely imaging, guided antimicrobial therapy, 
and multidisciplinary care were key to the positive outcome. The 
case adds valuable insight to the limited pediatric literature on 

non-tuberculous psoas abscesses and supports conservative 
management in suitable cases.
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