Rare extension of pancreatic pseudocyst with
Mycobacterium abscessus into the iliopsoas muscle
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SUMMARY

Pancreatic pseudocyst is a well-known complication of
both acute and chronic pancreatitis. Although extension
into other anatomical sites is common, extension into
the retrofascial space causing an iliopsoas abscess is
exceedingly rare. Although its low incidence creates a
diagnostic challenge for clinicians, early diagnosis is
essential to prevent significant complications and poor
patient outcomes. We present a case of iliopsoas abscess
with unusual culture fluid growth in the setting of acute
on chronic pancreatitis secondary to extension of a
pancreatic pseudocyst. We also offer a brief review of the
literature and pathophysiology of the condition.

BACKGROUND

Acute pancreatitis is a relatively common condition
with increasing worldwide incidence, noted to be
as high as 3.67% in some studies." In untreated
or significantly prolonged cases, sustained inflam-
mation via enzymatic autodigestion of pancreatic
parenchyma may result in fibrosis, stricture forma-
tion and irreversible structural damage resulting in
chronic pancreatitis.” Pseudocyst formation is a rela-
tively common sequela of acute and chronic pancre-
atitis, especially in the setting of significant alcohol
use, occurring up to 10%-26%and 20%-40%,
respectively.’ However, although pseudocysts often
extend into the lesser sac, retroperitoneum or
mediastinum, extension into the retrofascial space
resulting in iliopsoas abscess remains rare extremely
rare.

CASE PRESENTATION

A male patient in his 40s with an extensive past
medical history of chronic pancreatitis with
pseudocyst, cirrhosis with ascites, superior mesen-
teric vein and portal vein thrombosis, and alcohol
use disorder presented for a 1-week history of
epigastric and left lower quadrant abdominal
pain and left flank pain associated with nausea,
increased flatulence, and abdominal distension. Of
note, the patient recently underwent paracentesis
4 months prior of which 750 mL of ascitic fluid was
successfully removed. His surgical history includes
a Roux-en-Y hepaticojejunostomy and open chole-
cystectomy for common bile duct stricture. On
initial examination, the patient was tachycardic to
102 BPM but afebrile. He appeared emaciated, and
palpation elicited severe tenderness in the epigas-
trium, left lower quadrant, and left flank. Spleno-
megaly was also present. Range of motion in the left
lower extremity was limited on passive and active
extension and flexion.
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INVESTIGATIONS

Initial laboratory testing revealed leucocytosis to
13.7 x 10°/ L, with increased neutrophils, elevated
serum lipase to 687 (25-1251U/L), elevated lactic
acid to 2.6 (normal range: 0.4-1.9mmol/L) and
elevated ALP to 773 (normal range: 20-130 U/L).
Contrast-enhanced computed tomography (CT)
of the abdomen and pelvis revealed inflammatory
changes noted in the mesenteric pancreatic head and
body (figure 1), with multiple well-circumscribed
contrast-enhancing complex fluid collections
consistent with pseudocyst extending as abscesses
into the left lateral flank involving the left iliopsoas
muscle group (figure 2). It was noted that these
abscesses likely were slowly developing over the
past few months.

DIFFERENTIAL DIAGNOSIS

Given our patient’s history of chronic pancreatitis
with pseudocyst, we suspected a recurrence based
on his clinical symptomatology and investigative
findings presented above. We also considered the
possibility of a malignant or benign neoplastic
process, especially in the setting of chronic alcohol
abuse and his complex medical and surgical history.
However, his reports of flank pain along with a
clinical presentation of sepsis made us then suspect
an infectious aetiology, with a presumed gastroin-
testinal, urinary or other retroperitoneal source.
Other less common differential diagnoses in this
setting included pancreatic necrosis or pseudocyst
extension into the retroperitoneal space.

TREATMENT

We first initiated empiric antibiotic treatment with
vancomycin, cefepime and metronidazole during
his initial admission. After confirmation of the
iliopsoas abscesses with CT imaging, ultrasound-
guided percutaneous aspiration of the complex
collection of the left flank was successfully achieved
with an 8-French pigtail drain inserted into the left
retroperitoneal/interfascial space tracking towards
the subcutaneous space. 30 mL of gray-white puru-
lent fluid was drained (figure 3), and fluid cultures
were obtained. Although blood cultures remained
negative, fluid cultures were positive for Mycobac-
terium abscessus, Enterobacter cloacae complex
and Pseudomonas aeruginosa, which resulted in
sepsis. He then began tailored antibiotic treatment
with a complex regimen of intravenous amikacin,
meropenem and clarithromycin for a duration of
3 months through a peripherally inserted central
catheter and was eventually discharged with the
percutaneous drain in place.
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Figure 1 Axial contrast-enhanced CT showing inflammatory changes
noted in the mesenteric pancreatic head and body consistent with acute
pancreatitis (red arrow).

OUTCOME AND FOLLOW-UP

One week following discharge, our patient was unexpectedly
readmitted for similar, yet milder complaints as his initial admis-
sion. After receiving consultation and recommendations from
infectious disease specialists, we continued his antibiotic regimen
as above. Postdrainage CT imaging acquired at this point was
notable for mild resolution of the fluid complexes (figure 4). He
was then discharged home after three inpatient days with the
drain still in place and was instructed to continue these antibi-
otics as an outpatient. At the time of this submission on 2-month
follow-up, the drain has been removed and our patient continues
the same course of antibiotics. Fortunately, he has returned to
normal daily activity and has not had any recent readmissions.

'.’
Figure 2 Coronal contrast-enhanced CT demonstrating well-
circumscribed enhancing complex fluid collections consistent with

pseudocyst extending into the left lateral flank involving the left
iliopsoas muscle group, the largest measuring 5cm (red arrow).
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Figure 3  Purulent fluid obtained following percutaneous drainage of
iliopsoas abscess collections.

Figure 4 Coronal contrast-enhanced CT postpercutaneous drainage,
showing small residual rim-enhancing areas in lateral left psoas muscle
measuring 1.8 cm and in superior left iliacus muscle measuring 1.9cm,
improved from previous images (red arrow).
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DISCUSSION
Pancreatic pseudocysts are well-associated with both acute and
chronic pancreatitis, especially in the setting of alcohol use.’
The pathophysiology involves pancreatic enzyme extravasation
into the biliary system, resulting in the accumulation of fluid
collections with necrotic debris and granulation tissue, which
may lead to permanent fibrosis.* In previous cases, pseudocysts
have extended beyond the retroperitoneum via contiguous or
haematogenous spread to form collections in the psoas region
requiring percutaneous dralinalge.5'8

To our knowledge, retrofascial extension of pseudocyst to
cause iliopsoas abscess in this acute setting remains extremely
rare and has only been described in a few case reports.” 1
The gold standard treatment remains percutaneous drainage,
which was successfully achieved in these cases, followed by
appropriate antibiotic therapy. Although iliopsoas abscess
typically presents insidiously with back, flank, or abdominal

Patient’s perspective

During this time, | was experiencing the same pains in the centre
of my abdomen as | was during prior episodes of pancreatitis.
However, | was also feeling severe pain in the left side of my
lower back, and | also was feeling quite nauseous. With my
complex medical history, | was extremely concerned about a
malignancy, severe infection, or other serious complication, so |
immediately sought medical attention. | received excellent care
and attention, which helped ease my worries, especially after the
doctors ruled out a malignancy. After learning about the severity
and rarity of the abscesses as a complication of my underlying
conditions, | was hesitant at first to undergo the drainage
procedure, but the team quickly reassured me and did a fantastic
job. I began to feel improvement in my symptoms as quickly as
the next day, although | did experience pain around the incision
for 1 week after the intervention. It was difficult at first to adjust
to the drain in place, and | had to alter my activities and not
perform any heavy lifting or strenuous exercise. | did experience
a readmission after | experienced a fever and more pain, which
was quite worrisome for me. However, the team again gave
me excellent care. The drain eventually was removed about 10
days after | was discharged from the hospital. At the time of this
writing, | also remain on the recommended antibiotics which |
am receiving at home through a PICC line. During every step,
the physicians made me feel more at-ease, and they continue to
follow-up with me to assess for any further complications.

This narrative was written by the patient. No translation was
necessary.

Learning points

» Extension of a pancreatic pseudocyst into the retrofascial
space causing iliopsoas abscess is an extremely rare sequela
of acute or chronic pancreatitis.

» In the setting of an immunocompromised patient with prior
gastrointestinal comorbidities and procedural interventions,
unusual microbiota may be introduced.

» We emphasise that awareness, early suspicion and diagnosis
are essential to mitigate future complications, include septic
shock, preventable morbidity and mortality from recurrent
readmissions, and widespread outbreak of this highly
resistant bacteria.

pain in up to 92% of cases and with fever in 11% of cases,'!

it may not immediately be considered in the initial differential
diagnosis, especially during this unusual presentation in the
setting of pancreatitis.

In a large community-based study, 27% of iliopsoas abscesses
were found to be polymicrobial while only 7% contained
Enterococcus spp.'! Furthermore, primary iliopsoas abscesses
were fatal in 2.4% of patients, with percentages increasing as
high as 19% in secondary abscesses.'* Our case is a unique
contribution to the literature not only due to this rare exten-
sion and sequelae of the pseudocyst, but also because of
the unusual microbiological composition of Mycobaterium
abscessus, Enterococcus spp. and Pseudomonas aeruginosa
present in the fluid collection.

The presence of Mycobacterium tuberculosis in soft tissue
abscesses is well-described, typically in very immunocompro-
mised patients worldwide, but this remains uncommon in the
Western Hemisphere.'>™"* However, M. abscessus is a non-
tuberculosis mycobacterium often introduced nosocomially
and is typically seen in pulmonary, central nervous system and
skin and soft tissue infections (SSTIs). Though its incidence in
SSTIs is increasing in the setting of cosmetic and nosocomial
procedures, its relative rarity may pose problems for clinicians.
Early detection is essential because it is often highly resistant to
disinfectants and commonly used antibiotics, hence requiring
very targeted therapies. "’

Presumed contiguous spread of pseudocyst contents into the
retrofascial space likely was complicated by the introduction
of these rare bacteria to result in the formation of this ilio-
psoas abscess. Multiple inciting factors included our patient’s
prolonged history of chronic pancreatitis with pseudocyst,
recent history of paracentesis in the nosocomial setting,"’ and
his immunocompromised state resulting from concomitant
cirrhosis.’® A long course of tailored intravenous antibiotic
regimen of amikacin, clarithromycin and meropenem following
percutaneous drainage remains the suggested antibiotic course
for this pathogen, although side effects are common, and the
doses or regimen may often require adjustment.'”
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