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Tubercular pyomyositis: A case report
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Abstract

A 60-year-old female with a 2-year history of
polymyositis, presented with 1 month history of lower
limb pain, worsening of weakness and fever. CECT
chest, abdomen and pelvis was suggestive of multiple
collections at bilateral pyrifoms, paraspinal muscles,
bilateral gluteus Medius and minimums and bilateral
thighs. The collections were aspirated and was sent to

microbiology for culture, AFB, gram staining and

CBNAAT. The aspirate showed acid fast bacilli on smear
and CBNAAT was positive. Diagnosis of tubercular
pyomyaositis was made and patient was put on ATT.
Keywords: CBNAAT, AFB, CECT.

Introduction

Tuberculosis became known in the 19" century when it
decimated hundreds of people around the world. From
the mid-twentieth century, there was a marked reduction

in the incidence and mortality related to TB, already
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observed at that time in developed countries, mainly due

to the improvement in the living conditions of
populations and in health care (1)

In the early 1980s,we witnessed a global upsurge of TB
2015,it s

disease(1).l1ts most common form of manifestation is

and ,since considered a re-emerging
pulmonary and about 20% of diagnosed cases are extra
pulmonary forms .Tubercular pyomyositis is one of the
extra pulmonary presentations, rarely described in the
medical literature and its pathology is still uncertain(2-
4).we report here a case of 56 year old female who is
known case of polymyositis on azathioprine and
prednisolone, who had tubercular pyomyositis at multiple
locations.

Case presentation

The patient is a 60-year-old female with a 2-year history
of polymyositis. She presented with 1 month history of
lower limb pain, worsening of weakness and fever. she
visited various hospital multiple times but because of her
underlying illness she was discharged home multiple
times after receiving tramadol infusion. Due to
progression of her illness despite treatment she was
admitted in general medicine for further evaluation.

Her past medical history included polymyositis for which
she was on prednisolone 30mg OD and azathioprine 50
mg BD. Other

nortriptyline’s was a nonsmoker. She was a housewife

medication incuded pregabalin,
resides with her children’s in Qazigund kulgam Kashmir.
On physical examination, the patient had a temperature
of 100-degree Fahrenheit, BP-110/70, pulse-80 b/m,
SP0O2-96% on ambient air. She had toxic look and had
severe pain. Her pupil

movements were full with no cranial nerve palsy. sin her

was normal. Extraocular

left and right axilla she had fistula without any ooze. Her

chest, abdomen and CVS were normal. She had lower
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limb edema extending from groin to the foot. Power in
upper and lower limb were 5/5 and 4/5 respectively.
Investigations

Laboratory investigations revealed anemia (Hb-7),
thrombocytopenia (platlet-69k), hypoalbuminemia(alb-
2.1), hypercalcemia (calcium-10.9), ESR- 120, CRP-214,
CPK-204.Ipth and vit- D 25 were lower than normal.
USG neck and axilla was normal. CECT chest, abdomen
and pelvis was suggestive of multiple collections at
bilateral pyrifoms, paraspinal muscles, bilateral gluteus
Medius and minimus and bilateral thighs(fig.1). Patient
received empirical antibiotics in the form of meropenem,
vancomycin and tigecycline but she did not improve.
Collections were aspirated and sent to microbiology for
culture, AFB, gram staining and CBNAAT (fig.2). The
aspirate showed acid fast bacilli on smear. CBNAAT was
positive and quadriple anti tubercular therapy was
initiated with isoniazid, rifampicin, pyrazinamide and
ethambutol.

After few days of anti tubercular therapy patient
developed jaundice and investigations were suggestive of
hyperbilirubinemia(bilirubin-1.5) and elevated alkaline
phosphatase. Treatment was not stopped and patient was
planned for MRCP. However, due to disseminated
tuberculosis patient developed hypotension with SBP in
the 70s.She was

started on vasopressors but

unfortunately, she did not improve and died.
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A streptococci occurring less often [6]. There have also
been instances of mycobacterial induced pyomyositis [7].
Typical presentation of pyomyositis invole fever and
muscle pain more in lower extremities [6]. The infection
usually  progresses in three stages.Stage-1 is
characterized by fever ,muscle pain and swelling. Since
this is an early stage, an abscess may not yet be apparent
and very few patients present at this stage. Stage Il is
where most patients present and occur 2-3 weeks after
initial symptoms and is characterized by fever, muscle
tenderness and leukocytosis. Aspiration of the area will
yield purulent material. Finally, stage Il is the most most

severe and is accompanied by systemic toxicity. As a
result, patient can develop complications of bacteremia
[8]. One study showed a mortality rate that reached
10%[9].

Diagnosis is typically made by radiography,
predominantly by CT and culture [10]. MRI may also be
helpful, especially in tuberculous
pyomyositis[11,12].Because pyomyositis arises from
hematologic spread ,cultures are extremely useful for

determining appropriate antibiotic use[4,5].

Treatment is dependent on the stage of the disease with

Fig.2: Auromine rhodamine showing AFB

. . stage 1 able to be treated by antibiotics. Stage 2-3 require
Discussion

o . . ) both drainage as well as antibiotic treatment. Drainage is
Pyomyositis is a purulent infection of muscle that is

typically CT guided, but in extensive disease, surgical
generally the result of hematogenous spread [5].

. . L . ) intervention may be needed [8].
Typically, the infection is known to occur in the tropics

Initial empiric antibiotic therapy is generally directed
in otherwise healthy individuals with no comorbidities. P Py 15 g y

. . against staphylococci and typically includes MRSA
Those affected in more temperate regions tend to have g Phy ypieatly

. s coverage in those who have previous infections, risk
severe underlying comorbidities or are

. . factors, or systemic toxicity. If an individual is
immunocompromised in some way [6].

. L . . immunocompromised, antibiotic coverage should be
The most common organisms implicated in pyomyositis

i . . broad, covering gram positive and negative as well as
include staphylococcus aureus as well as increasingly,

. . anaerobic organisms [6,8]. For suspected mycobacterial
MRSA. Group A streptococci are also common with

disease, treatment is the same as pulmonary tuberculosis.
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Duration of treatment is variable depending on the

complications

and the organism involved, with

mycobacteria requiring longer treatment courses [13].
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