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Abstract

Introduction: Infectious myositis and pyomyositis are
uncommon and therefore easily overlooked with serious
potential complications of bursal aspirations.

Clinical Findings: A 56-year-old male with medical
history of moderately controlled diabetes, dyslipidemia,
and hypertension presented to urgent care (UC) with
several weeks of worsening thigh pain. Two months
prior to this presentation, he had a patellar bursal aspi-
ration, was diagnosed with septic bursitis, and was
treated with oral antibiotics. He had exquisite tender-
ness to palpation. Point of care ultrasound (POCUS)
did not show signs of deep vein thrombosis (DVT),
fluid collections, or evidence of cellulitis. Labs were re-
markable for elevated white blood cell count (WBC)
and C-reactive protein (CRP). A computed tomography
(CT) scan showed concern for myositis.

Diagnosis: The patient was sent to the emergency de-
partment for magnetic resonance imaging (MRI) and

orthopedic consultation. He was admitted to the hos-
pital, underwent surgical drainage and debridement,
completed 4 weeks of IV antibiotics, and ultimately
fully recovered.

Conclusion: Clinicians are encouraged to consider deep
tissue infections in diabetic patients who recently have
had joint or bursal aspirations or injection.
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Figure 1.

Introduction
his case illustrates an uncommon potential compli-
-"cation of joint or bursal aspiration: infectious myosi-
tis. It follows the trajectory of the patient, outlines
data points that led to the diagnosis, and reminds the
reader about the pitfalls of some cognitive biases.

Patient Information

A 56-year-old male with a past medical history of dia-
betes mellitus, hypertension, and hyperlipidemia pre-
sented to the urgent care (UC) with a contusion to his
right knee with pain, swelling, and decreased range of
motion. He underwent a prepatellar bursal aspiration,
was diagnoses with septic bursitis, and was started on
trimethoprim-sulfamethoxazole. Several days later, the
aspirate cultures grew back methicillin-susceptible Staph-
ylococcus aureus (MSSA). On follow up 3 weeks later, he
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confirmed completion of the antibiotic course and res-
olution of symptoms.

He returned to the UC 7 weeks later with 7 days of
worsening swelling, pain, and tenderness to his right
anterior thigh. He went to his primary care provider
who diagnosed a muscle strain and prescribed naproxen.

He was unable to bear weight on his right leg and
had swelling to the anterior thigh. He denied pain to
knee, groin, or lower leg. He denied fevers, chills, nau-
sea, or vomiting. He did not experience recent long
distance travel, recent surgery, or a personal or family
history of blood clots. Likewise, he experienced no new
traumatic events.

Clinical Findings

On exam, the patient was non-toxic appearing, afebrile,
with a heart rate of 76 and blood pressure of 135/68.
His right thigh appeared larger compared to his left
without any erythema or skin changes (Figure 1). There
was an area of approximately 4cm x 4cm of non-fluc-
tuant induration on the anterior thigh that was very
tender to touch. He had full range of motion. Sensation
and pulses were intact. There was an enlarged, mildly
tender inguinal region lymph node.

Diagnostic Assessment

Labs collected from urgent care were unremarkable
other than a WBC of 10.4 x 10%/uL and a CRP of 25
mg/dL. Point of care ultrasound showed no blood clots
along the femoral vein into the popliteal, no knee joint
effusion, however, a small suprapatellar effusion was
noted. A large lymph node was noted in the inguinal
area as well.

A CT scan was obtained, which showed a large region
of intermediate density along the rectus femoris muscle
and tendon with areas of fluid along the fascial planes
throughout the thigh. The patient was sent to the emer-
gency department for an MRI and admission. An MRI
showed intramuscular abscess in the anterior compart-
ment of the thigh with adjacent muscular edema.

The patient was diagnosed with pyomyositis, started
on IV vancomycin after blood cultures were collected,
and admitted to the hospital.

Therapeutic Intervention

In the operating theater, a large area of purulence was
found in the anterior thigh which communicated with
the prepatellar area. Ultimately, all cultures grew back
MSSA. The patient was discharged with a peripherally
inserted central catheter (PICC) and cefazolin for 4
weeks.
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Follow-up and Outcomes

The patient completed his course of antibiotics without
complications. Physical therapy helped him return to
baseline functional status.

Discussion

Infectious myositis is inflammation of muscle caused
by an infectious agent.! Pyomyositis is an infection of
skeletal muscle and is frequently associated with abscess
formation.? Whereas primary pyomyositis refers to cases
when there is no obvious local source of infection and
hematogenous spread is assumed,® secondary pyomyo-
sitis refers to instances when there is contiguous spread
or local penetrating wound.*

This case is interesting in that the presumed inciting
incident—the bursal aspiration—was many weeks prior
to the onset of symptoms. This delay in onset raises
the potential for a primary pyomyositis. Risk factors
for primary pyomyositis include conditions where the
immune system is suppressed such as HIV/AIDS, dia-
betes mellitus (DM), organ transplant, and chronic kid-
ney disease; other risk factors include muscle overuse,
blunt trauma, malnutrition, and skin conditions (eg,
eczema or varicella).>>8

In our case, MRI and surgical findings point to a sec-
ondary pyomyositis. The primary causative infectious
agent in both primary and secondary pyomyositis is
most commonly Staphylococcus aureus.’ In our case, all
cultures grew back MSSA. There is often a 3-stage pro-
gression noted in pyomyositis: an insidious phase last-
ing days to weeks; abscess formation; and, if untreated,
potential septic shock due to bacteremia.® It is possible
that our patient had an infectious myositis partially
treated by his initial oral antibiotics then had a pro-
longed initial phase with eventual abscess formation.

The case illustrated the high index of suspicion often
needed to make this diagnosis early, as exam findings
can be subtle.® Our patient had pain without evidence
of cellulitis or DVT. It would have been easy to dismiss
his complaints, as occurred with the primary care clini-
cian, knowing muscle strain may trigger pyomyositis.!

However, given his comorbid DM, relatively recent
bursal aspiration, enlarged lymph node, exquisite ten-
derness to palpation, and negative POCUS for DVT, cel-
lulitis, or fluid collection, further workup was pursued.
POCUS identification of fluid collecting within fascial
planes is indicative of pyomyositis and a signal to further
investigate with MRL!! In our case, POCUS was used to
make other diagnoses on the differential less likely, spe-
cifically DVT, cellulitis, and subcutaneous abscess.

Obtaining labs and noting an elevated CRP further
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“The presumed inciting
incident—the bursal aspiration—
was many weeks prior to the
onset of symptoms.”

increased our suspicion for an underlying inflammatory
process such as infection. Ultimately, recovery of puru-
lent fluid in the operating room provided the definitive
diagnosis, but CT scan with IV contrast was easily avail-
able in our urgent care and provided enough evidence
to admit to the hospital and start IV antibiotics.

Patient Perspective

The patient was unhappy spending so much time in
the hospital and rehabilitating from the surgical incision
and debridement. But he was very appreciative of the
care he received in the urgent care. Specifically, he was
grateful for being listened to and having his symptoms
taken seriously.

Ethics Statement
Consent to publish the case was verbally obtained over
the phone by speaking to the patient directly. B
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