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CASE REPORT 

BILATERAL PSOAS ABSCESS AFTER EXTRACORPOREAL SHOCK 
WAVE LITHOTRIPSY: REMINDER OF A RARE COMPLICATION 
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Extracorporeal shock wave lithotripsy (ESWL) is among the most widely used modalities for 
treatment of urolithiasis since its introduction in the 1980s. The non-invasive technique reduces 
the risk of post-procedure complications and produces excellent stone free rates. However, 
complications may still follow and albeit rare, there are reports in literature of abscess formation 
post ESWL.  Herein, we report the case of a young, immunocompetent gentleman who developed 
bilateral psoas abscess after undergoing this procedure. He was successfully managed at our 
institute with intravenous antibiotics, percutaneous abscess drainage and was discharged on day 5 
post-intervention in a stable condition. There have been two similar cases reported in literature. 
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INTRODUCTION 

Since its introduction in the 1980s, extracorporeal 
shock wave lithotripsy (ESWL) has rapidly become 
the most widely used treatment for management of 
kidney and ureteric stones. The benign, non-invasive 
nature of this procedure along with excellent stone-
free rates has contributed to its widespread 
acceptance.1,2 The procedure itself is remarkably safe 
although localized iatrogenic injury and compromise 
of the blood urine barrier, may lead to 
complications.2 Predisposing conditions identified 
such as urinary obstruction, multiple or infected 
calculi, staghorn calculi and pre-existing UTI 
increase the risk of patients having post-intervention 
complications.2,3 Herein, we present a case of a 36-
year-old immunocompetent patient who developed 
bilateral psoas abscess one-month post ESWL.  

CASE REPORT 
A 36-year old gentleman presented to the emergency 
department with a one-week history of fever, 
dyspnoea and abdominal distension. Past medical 
history revealed double J (DJ) stent placement in 
both kidneys and ESWL sessions for recurrent 
nephrolithiasis, the most recent one performed a 
month back. On examination, his vitals were 
deranged with a temperature of 38.4 ºC, heart rate 
132 beats/minute, blood pressure 132/84 mm Hg and 
respiratory rate of 20/minute. 

Laboratory investigations demonstrated a 
haemoglobin of 6.9 mg/dL, serum creatinine of 8.8, 
BUN=122 and leukocytes 16x10^9/L with 91% 
neutrophilic dominance. Electrolytes were found to 
be deranged with calcium of 8.4 mg/dL, K of 6.4 
mg/dl and Mg 1.5 mg/dl. Additionally, arterial blood 
gas analysis revealed the presence of respiratory 
acidosis and metabolic alkalosis. This clinical 

condition led to a provisional diagnosis of 
pyelonephritis resulting in uro-sepsis and the patient 
was admitted under the care of urology. Management 
was initiated with antibiotics, soda mint, calcium 
acetate and oxygen. Two units of packed red cells 
were also transfused to correct his anaemia.  

A CT scan was performed to further assess 
the patient’s clinical status. Imaging revealed 
significant perinephric stranding and large hypo-
attenuating areas within the psoas muscle bilaterally 
that were highly suggestive of psoas abscess. Left 
sided hydronephrosis was also noted secondary to an 
obstructing calculus measuring 10x7 mm in the 
proximal ureter (Figure-1). 

 
Figure-1: Non-contrast CT scan demonstrating 

abscess measuring 65×59 mm in the right psoas and 
a second abscess measuring 82×84 mm in the left 

psoas. A large obstructing calculus measuring 10×7 
mm is seen in the left ureter as highlighted by the 

arrow (blue) resulting in proximal hydroureter and 
hydronephrosis. 

 

In the light of these findings, emergent left sided 
percutaneous nephrostomy (PCN) was performed for 
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the removal of calculus and drainage of localized 
purulent accumulation. This was followed by 
ultrasound guided percutaneous drainage of the right 
and left sided psoas abscess.  A sample of the 
purulent aspirate was sent for pan-culture and 
sensitivity tests.  

Culture results identified growth of 
Enterococcus and Carbapenem resistant E. coli.  
Colistin was added to the empirical treatment 
regimen that already included vancomycin and 
imipenem. The patient’s condition improved 
considerably following these interventions. A follow 
up ultrasound revealed residual collection in the right 
psoas muscle which was subsequently drained. Intra-
venous antibiotics were continued and the patient was 
discharged after 5 days of hospitalization. The patient 
tolerated the procedure well and was symptom free at 
the 3-month follow-up. 

DISCUSSION 

Introduction of ESWL in the early 1980s 
revolutionized treatment of patients with 
nephrolithiasis. It employs high energy acoustic 
pulses, which effectively pulverize renal calculi.4 
Occasionally however minute residual fragments 
remain serving as a nidus for bacterial proliferation. 
Risk factors for incomplete fragmentation include 
composition of the stone, its size, site and the 
number.2 In addition to breakage of stones, the force 
generated during therapy may cause mechanical 
trauma to blood vessels severing the blood urine 
barrier and giving rise to ensuing remote infection. 
Morphologic abnormalities such as corticomedullary 
differentiation loss, parenchymal swelling, and 
perirenal fluid accumulation may also be detected.5,6 
The resulting vascular haemorrhagic lesions allow 
passage of bacteria, present in the urinary system or 
the stone itself, into systemic circulation. 
Bacteraemia is reported to occur in a range of 
approximately 4–14% of patients undergoing ESWL. 
Even though the conversion rate to sepsis in patients 
without any predisposing condition (obstruction, 
UTI) is low (approx. 1%),2,7 reports of serious 
complications such as perinephric abscess, 
pancreatitis and splenic rupture with abscess 
formation are found in literature.8–10 Patients with 
positive urine culture, those with staghorn stones and 
a stent in place are at increased risk of developing 
infective complications post procedure.3,11 

Psoas abscess formation following ESWL 
remains an extremely rare complication. It was first 
described by Davidson et al in 199112 and again in 
1998 by Qureshi et al13 and to the best of our 
knowledge, this is the first case detailing bilateral 
psoas abscess as a complication of ESWL. In light of 
cystic, possibly haemorrhagic defects within renal 

parenchyma and fat stranding, we believe that the 
abscesses in our case might have formed secondary 
to damage from shock waves and extravasation of 
blood creating a nidus for infection. Psoas abscess 
can be a challenging diagnosis due to deep tissue site 
and non-specific clinical symptoms, therefore a high 
degree of suspicion must be maintained.14 

Widespread application of CT imaging has aided in 
more cases being identified at an earlier stage15, thus 
averting progression to life-threatening sepsis. 
Secondary psoas abscess is associated with a 19% 
mortality rate, revealed in a large series of patients. 
Furthermore, a psoas abscess relapse may occur 
within 1 year in 15–36% of cases with inadequate 
drainage or antibiotic therapy.16  

In conclusion, clinicians should understand 
and be aware of the possibility for more serious 
complications after ESWL, especially development 
of abscess formation in surrounding structures and/or 
sepsis. Although the possibility of post ESWL psoas 
abscess is very low, a high degree of clinical 
suspicion and CT imaging are essential for timely 
diagnosis and appropriate management to be initiated 
at the right time. 
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