
Research Article Open Access

George and Bendigeri, Trop Med Surg 2013, 1:2 
DOI: 10.4172/2329-9088.1000114

Case Report Open Access

Tropical Medicine & Surgery

Volume 1 • Issue 2 • 1000114
Trop Med Surg
ISSN: 2329-9088 TPMS, an open access journal 

Introduction
Tropical pyomyositis, also known as ‘Infectious or spontaneous 

bacterial myositis’, is characterised by suppuration of single or multiple 
skeletal muscles [1,2]. In recent decades, more cases are reported from 
various non-tropical geographic locations.At times clinical diagnosis 
is delayed or turns challenging for its clinical similarity with common 
tropical infections.Over the decades, advances in imaging and 
isolation techniques have aided in early diagnosis. Multi-disciplinary 
approach in its identification and treatment can potentially prevent its 
complications and fatality [1].

Case Report
A 55 year old woman from an agricultural hamlet, with complaints 

of low backache, left lower limb pain and high grade fever of 10 days, was 
referred to us with sepsis. She reported worsening pain over an infected 
ulcer on the right great toe stump and had difficulty to walk due to 
severe pain over her thighs. She had history of surgical disarticulation 
of right big toe 2 years ago and that of 2nd and 3rd toes 8 months prior. 
On examination, she was dehydrated, had pallor, tachycardia (120/
min) and normal blood pressure. Other than an infected ulcer over 
the right big toe stump and features of peripheral arterial insufficiency, 
her clinical examination was normal. Investigations showed: Hb-9.9 
gm%, TC-24,000, ESR-95, blood sugar-461 mg/dl, urine negative for 
ketones, normal chest X-ray, sterile blood cultures, renal and liver 
biochemistry. Sonograms of abdomen and venous Doppler studies of 
lower limbs were normal. She was managed as infected diabetes foot 
ulcer with cellulitis and sepsis. Intravenous crystalline fluids, parental 
broad spectrum antibiotics along with insulin and supportive measures 
were administered. 

She developed soft swellings around her left knee on day-3 of 
hospitalisation. Sonograms of the left thigh and knee revealed multiple 
hypo-echoic areas suggestive of abscesses. We surgically drained pus 
from muscle layers in these areas. At that point of time, possibility of 
pyomyositis was considered. In spite of being on sensitive antibiotics 
and well controlled sugars for over 10 days, she continued to appear 
toxic. Swellings over the left knee and thighs increased in size; and fresh 
swelling appeared above her right elbow over the next two days. We 
further drained 400 ml of pus from her left thigh and 200 ml from the 
right elbow (Figure 1). Arthroscopic lavage done from left knee drained 
150 ml of pus. Two days later, we again drained 200 ml of pus from left 
thigh and 100 ml from right elbow (Figure 2). Culture of the drained 
pus grew Staphylococcus aureus and Pseudomonas aerogenosa. 

The infection got controlled after 6-8 weeks of continuing sensitive 
antibiotics, multiple surgical drainages, insulin and supportive 
measures. She underwent split-skin grafting over her left thigh and was 
discharged from hospital. 

Discussion
Tropical pyomyositis, first described by Scirba in 1885 were 

reported from the tropical countries of Asia, Africa and Caribbean 
Islands [3]. Tropical pyomyositis is characterised by suppuration of 
single or multiple skeletal muscles. All age groups can get affected, 
but incidence is more between 10-40 years with a male to female 
ratio of 1.5:1. In recent decades, with increase in numbers of HIV, 
diabetes, cancer patients on immune-suppressants a higher number 
of pyomyositis from non-tropical and temperate regions are being 
reported [4,5]. Hence, the term tropical pyomyositis have been replaced 
with ‘infectious or Spontaneous Bacterial Myositis (SBM)’. Even with 
advances in diagnosis and treatment, pyomyositis is potentially fatal 
[2,6].
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Figure 1: Pus drained from the swelling above right elbow.
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The clinical presentation of tropical pyomyositis can be divided 
into three stages; invasive, suppurative and late stage [7]. During 
invasive stage patient may have sub-acute onset of fever, painful firm 
swelling, and minimal systemic symptoms with or without erythema. 
This may resolve by itself or may progress to next stage of suppuration. 
Most cases present in the suppurative stage which starts in the second 
week or third week, and abscess forms in the muscle with associated 
high swinging fever, regional lymphadenopathy and severe systemic 
symptoms. The focal signs of abscess may be absent but needle 
aspiration may yields pus. The late stage occurs if the abscess remains 
untreated and characterised by septicaemia, septic shock, acute renal 
failure, and metastatic abscesses. 

Usually tropical myositis occurs by haematogenous spread and not 
by contiguous spread from adjacent structures [5]. In most cases the 
lower limb muscles are involved, but may occur in any other muscle. 
The muscles usually involved are the quadriceps, glutei, pectoralis 
major, serratus anterior, biceps, iliopsoas, gastrocnemius and para 
spinal muscles [1,2,8,9]. In the present report patient had involvement 
of quadriceps, biceps and triceps muscles due to Staphylococcus 
aureus infection. Most reports from tropics are post traumatic, caused 
by Staphylococcus aureus infection. Other bacteria, viruses, parasites 
and fungi were also isolated from cultures in reports from non-tropical 
areas, occurring in immune-deficient individuals [10,11].

Our patient who presented with fever, lower limb pain of ten 
days, did not have any clinical features suggestive of infective 
foci other than the diabetic foot. She had little improvement with 
conventional treatment. Sonological evaluation of soft tissue swellings 
over the thighs revealed bulky hypoechoic bulky muscles of the thigh 
characteristic to pyomyositis. The easiest and cost effective mode of 
imaging for pyomyisitis is ultrasonography. CT and MR imaging are 
superior imaging modalities for diagnosis of pyomyositis [12,13]. The 
gold standard for diagnosis of pyomyositis is aspiration of pus from the 
muscle or demonstration of bacteria and necrotised material in muscle 
biopsy by culture and tissue staining [14].

late stage with secondary spread of infection from involved muscles, a 
four to six weeks of parenteral antimicrobial therapy is recommended. 

Our patient required repeated surgical drainage, along with broad 
spectrum antibiotics, insulin and supportive measures to control the 
infection. Further she was diabetic, had an infected wound on her right 
foot possibly the source of infection. Haematogenous spread would 
have occurred to cause the pyomyositis in her lower and upper limb 
muscles. 

Tropical pyomyositis is a great mimicker; in most cases physician’s 
at most clinical suspicion will clinch the diagnoses. The diagnosis of 
pyomyositis is often difficult due to lack of specific clinical features. 
Also overlap of symptoms with common endemic febrile illnesses, the 
clinical suspicion is often low. Generally, leptospirosis, malaria, Dengue 
fever, other viral fevers, polymyositis, septic arthritis, osteomyelitis, 
cellulitis, lymphangitis, deep vein thrombosis are all to be considered 
as differential diagnosis.

Conclusion
Present day physicians encounter more cases of immune-

compromised patients. Potentially fatal conditions like pyomyositis, 
though uncommon must be considered in febrile illnesses. Delay in 
diagnosis due to its resemblance with other tropical infectious diseases 
should not occur. Irrespective of their geographic location primary 
care physician must identify and should manage this potentially life 
threatening but curable condition, with a multi-disciplinary approach.
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Figure 2: Pus from the medial aspect of left thigh on repeated 
draining.

Once diagnosed, pyomyositis requires urgent multi-disciplinary 
attention. Surgical debridement and drainage are most important 
in the management, along with antibiotics [15]. Even though an 
anti-staphylococcal antibiotic is traditionally the drug of choice, 
it is prudent to give a broad spectrum antibiotic cover for mixed or 
anaerobic infections especially in immune-compromised patients. 
With the emergence of drug resistance, the right choice of antibiotics 
would significantly improve the outcome [1,16,17]. The duration of 
treatment is till the wound is clean, the leucocyte counts are normal, 
and the patient is afebrile for at least a week. If the patient presents in 
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