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A collection of yug in and around the psoas
major muscle is geperglly chronic in nature and
secondary to tuberculous disease of the gpine.
However, sometimes it is acute type.
Such 4 seldom Jiagnosed correctly,
not because the condition is rare or obscure but

of an

case 1is

because the frequency of its occurrence is not
appreciated. Recently Sworn (1933) has des-
cribed three cases and quoted more from the
literature. pBaer, Bennett and Nichlas (1923)
discuss forty-two cases of pgoas abscess due to
other than tuberculous disease. The

following case, recently under iy care, illus-
trates the usual features of this condition :

causes

K., a boy aged 9 years, was referred to me as a case
of tuberculous lymphadenitis of the groin. The history
was that on 26th January, 1934, he got up at night to
pass water and during micturition felt severe pain in
the left loin, shooting down the left thigh and to the
root of the penis, The pain persisted for a few hours
after which it became easier. The same day Bhe
developed = fever of 101? which remained continuous
for three or four days and then became suppurative
in type, Along With this, the poy could not straighten
his left leg, When first seen by me on 16th February,
the poy was acutely ill, wasted, had a coated and dirty
tongue, and a temperature of 102?F. The left thigh was
kept flexed to a Tight angle and attempts to straighten
it passively were gtrongly resisted and very painful.

The abdomen was rigid, the rigidity being more marked
on the left side. Careful palpation showed 4 sausage-
shaped swelling in the left iliac fpgga, with its long axis
parallel to the inguinal ligament. The gyelling was hot,
tender and browny With a suggestion of softness in the
Careful examination failed to reveal evidence
The movements of the hip joint
except extension were quite painless and free. Total
leucocyte count was 18,000 per cubic millimetre. X-ray
showed no bony lesion of the gpine, ilium oxr hip joint.
No other geptic foci discoverable. The urine
showed no abnormality.

On 17th February, the swelling in the iliac fossa was
explored with a needle and syringe and a few drops of
thick pus and blood withdrawn which showed staphylo-
cocci and pus cells. On 18th February, the abscess was
opened through an incision above and parallel to the
inguinal ligament. It was extraperitoneal and was
tracking down from near the lower pole of the left
kidney. Counter drainage was established through =
tube in the loin and the wound closed.

Subsequent progress was uneventful and full extension
of the hip joint was regained in a month's time.

centre.
of spinal disease.
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Discussion

abscess be
may

/Etiology.?Acute psoas
secondary form

primary o= secondary. The
may be due to a perinephritic abscess which
tracks downwards along the psoas (this is
favoured by the arrangement of Zuckerkandl's
fascia) or an empyema which has burst below
the 12th rib. It may follow acute osteomyelitis
of the ilium or lumbar vertebra. It i35+ Dbe
secondary to an appendix abscess which has
burst extraperitoneally. Sometimes it follows
suppuration of the retroperitoneal lymph glands
particularly those along the common and
external iliac arteries. The primary form is
usually pyaemic in origin. In favour of this
view are: the patient is often very i1l preViOuSly;
the onset of the abscess is quite abrupt; there
may be other abscesses; the gymptoms often
subside quite rapidly and the absence of lesions
to which the abscess is Secondary: further the
abscess is confined to the sheath of the psoas.
Diagnosis is quite easy if the pogsibility of
this condition is remembered. The patient has
= septic type of fever and complains of pain
down the ]_eg on the affected side or referred to
the root of the scrotum. The characteristic
sign is flexion of the hip which is quite marked
and is more than can be accounted for by mere
The presence °f a gausage-
shaped swelling 1is pathognomonic. There is
leucocytosis. Careful examination aided by
radiography will eliminate bone disease.
Treatment.?Aspiration should be done first
and if the examination of the pus suggests
pyococcal origin, drainage should be established.
The incision should be over the most prominent
part ©of the gyelling; but if there is no local
swelling, an incision paralle]l to and two inches
above the outer third of the inguinal ligament
is the best. Great care should be exercised not
o open the peritoneum. Counter opening pos-
teriorly may be necessary. All loculi Ishould be
gently broken down. If the contraction of the

psoas does not begin to disappear in a few days

spasm Of the psoas.
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after gperation, weight extension will be
sary, Prognosis is usually very good.
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