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Fungal Psoas Abscess Successfully Treated by Ultrasonographically
Guided Percutaneous Aspiration - A Case Report -

Sang Ho Moon, M.D., Jin Hak Kim, M.D., Song Lee, M.D., Dong Ki Ahn, M.D., Dae Geun Kim, M.D.

Department of Orthopedic Surgery, Seoul Sacred Heart General Hospital, Seoul, Korea

Although surgical drainage has been performed in most reported cases of psoas abscess, ultrasonographically guid-
ed percutaneous drainage could be effective treatment for psoas abscess. However, utility of percutaneous drainge
under ultrasound is less well established. We present a patient in whom fungal psoas abscess was managed by ultra-
sonographically guided percutaneous aspiration with literature review. Drainage was done by needle aspiration under
ultrasound guidance and there was no procedural complication. After aspiration, Candida Albicans was found as a
causing organism responsible for abscess and abscess could be successfully treated by repeated aspiration and

appropriate antifungal therapy.
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Fig. 2. (A) Ultrasonography on longitudinal scan shows a hypoechoic lesion (10.08 X2.16 cm) in psoas muscle.
(B) Transverse scan also shows a hypoechoic lesion (white arrow). Kidney can be seen laterally (black
arrow). (C) Longitudinal scan shows accurate needle position (arrow) in abscess during aspiration. (D)
Ultrasonography shows collapsed abscess cavity (arrow) after aspiration.
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Fig. 3. Bloody yellow colored thick pus is shown in
syringe after aspiration.
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Flg 4. Follow up ultrasonography shows minimal rem-
nant abscess wall (arrow) without containing pus.
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