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Iliopsoas Abscess Misconstrued as Aggravated Ankylosing Spondylitis
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An iliopsoas abscess is a collection of pus in the iliopsoas muscle caused by the direct spread of infection from adjacent internal

organs or by hematogenous or lymphatic spread from distal sites. Its symptoms are vague back, hip, thigh or lower abdomen pain

with insidious onset, similar to those of ankylosing spondylitis (AS). Therefore diagnosing an iliopsoas abscess in patients with AS

is difficult. A forty-three year-old man was treated with adalimumab, a tumor necrosis factor inhibitor, and clinical symptoms were

subsequently observed to improve. One year after voluntary discontinuation of adalimumab, the patient returned with a recurrence

of right buttock pain and was diagnosed as having aggravated AS. Following re-initiation of adalimumab, symptoms did not im-

prove and fever developed. On the basis of imaging studies, the patient was diagnosed as having an iliopsoas abscess and was suc-
cessfully treated with intravenous antibiotics. (Korean J Med 2015;88:617-622)
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Figure 1. Pelvis computed tomography scan showing no interval change in grade 3 bilateral sacroiliitis between (A) the axial image tak-
en before the administration of adalimumab, and (B) the axial image taken two years later. Magnetic resonance images show bilateral
sacroiliitis without abnormal contast enhancement. (C) Axial fat-suppressed T2 image and (D) axial contrast-enhanced T1-weighted
image.
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Figure 2. Magnetic resonance images showing the enhanced multi-loculated thick-walled abscess (black arrows) in the lat-

eral aspect of the iliopsoas muscle with iliopsoas bursitis (white arrow). (A) Coronal contrast-enhanced T1-weighted image,
(B) sagittal contrast-enhanced T1-weighted image, (C) coronal T2-weighted image, and (D) sagittal T2-weighted image.
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Figure 3. Follow-up magnetic resonance image showing near-complete resolution of the multi-loculated thick-walled ab-

scess in lateral asepct of the iliopsoas muscle with iliopsoas bursitis. (A) Coronal T2-weighted images. (B) Sagittal

T2-weighted images.
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