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Left-sided back pain
that won’t go away

68-year-old man came to the emer-

gency department complaining of

left-side thoracic back pain, after 5
days of outpatient treatment with anal-
gesics did not help him. His pain started
after physical labor, but he did not recall
any trauma. A review of his medical histo-
ry revealed only coronary-artery disease,
with coronary stent placement several
years before this levent. He had not-been
hospitalized recently, undergone an inva-
sive procedure, or taken antibiotics.

On examination, a left thoracic
paraspinal muscle was tender without
fluctuance, overlying' skin redness, or a
lesion. An elevated white blood cell count
of 12,300/mcL was the-only-laboratory
test with abnormal results. The patient
did not have fever, and results of urinaly-

sis, chest radiograph, and abdominal
sonogram were normal.~ Computed
tomography (CT) images of the abdomen
and pelvis showed inflammation of a left
thoracic paraspinal muscle.

Thirty-six hours after admission, the
patient developed fever (38.8°C). His
physicians obtained a blood culture. The
fever recurred (at:38.9°C) the following
day, .and ‘2" more blood cultures were
done.His back pain did not improve
despite analgesics, intravenous antibi-
otics, and physical therapy; therefore, on
the eighth day in the hospital, magnetic
resonance imaging (MRI) was performed
(FIGURE).

® What is the diagnosis?

G ViRl of the back

An MRI of the patient’s back showed a lesion in the
left thoracic paraspinal muscle.
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FAST TRACK

Risk factors for
pyomyositis
include invasive
procedures,
antibiotic use,
hospitalization,
and living in

a community with
prevalent MRSA
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m Diagnosis: Methicillin-
resistant Staphylococcus
aureus pyomyositis

Reports of the 3 blood cultures, acquired

on the seventh day in the hospital, showed

growth of methicillin-resistant Staphylo-
coccus aureus (MRSA) with antibiotic sus-
ceptibility patterns common to community-
acquired MRSA." A purulent aspirate was
obtained from the lesion in the FIGURE with

CT-guided drainage. Community-acquired

MRSA grew in the aspirate culture. The

final diagnosis was a primary skeletal mus-

cle abscess without contiguous spread from
an adjacent site, or pyomyositis.

Epidemiology of pyomyositis
Pyomyositis is uncommon in immunocom-
petent individuals living outside of the
tropics. It is usually caused by S aureus. In
the United States between 1981 and 2002,
330 cases were identified in a literature
review,” which noted an increasing inci-
dence. Of these cases, 70% were caused by
S aureus and 61.5% of patients were
immunocompromised; 1 involved MRSA.

In 2003, 2 of 3 MRSA cases were
reported in patients with hematologic dis-
orders.’ In 2005, 4 community-acquired
MRSA cases were reported;' 2 had other
illnesses leading to increased risk. MRSA
pyomyositis is now being reported in
immunocompetent individuals, but most
cases arise in patients with cancer, diabetes
mellitus, rheumatologic disorders, hemato-
logic disorders, renal failure, liver cirrho-
sis, intravenous drug use, or HIV infec-
tion.>** With staphylococcal infections
increasing,’® including MRSA and commu-
nity-acquired MRSA, the incidence of
pyomyositis may increase correspondingly.

Consider the possibility of pyomyositis
in patients with localized muscle pain and
tenderness and who have risk factors for
acquiring MRSA—Iiving in a community
with prevalent MRSA, recent hospitaliza-
tion, antibiotic use, invasive procedures, or
chronic venous catheters.

Most commonly, pyomyositis occurs
in a leg or arm.> In the 330 cases men-
tioned above, the sites of infection, in

descending order of frequency, were lower
extremity, upper extremity, buttocks, chest
wall, paraspinal, and psoas.

m Diagnostic evaluation:
Know the stages

Making the correct diagnosis at the initial
presentation is difficult because nonspecif-
ic symptoms resemble a muscle strain. But
this infection progresses to bacteremia,
making early identification important. To
recognize pyomyositis before bacteremia
develops, rely on clinical suspicion and
familiarity with the 3 stages of the disease.

Stage 1 (invasive) is characterized by
muscle pain and tenderness without sys-
temic evidence of illness. Stage 2 (suppura-
tive) is the formation of an abscess. At this
time systemic symptoms such as fever may
occur; otherwise physical exam findings
remain vague with tenderness and indura-
tion without overlying skin redness or pal-
pable fluctuance common to skin abscess-
es. Stage 3 is bacteremia or sepsis.
Awareness of the risks and the stages of
pyomyositis will aid in quicker diagnosis.

Diagnostic delay occurs because the
first stage presents with nonspecific symp-
toms and examination findings, and also
because initial laboratory and radiographic
testing are inconclusive. Elevation of the
white blood cell count and the erythrocyte
sedimentation rate occur early, while serum
muscle enzymes remain normal.>**

Imaging studies performed during the
first stage may not be productive; however,
in the second stage imaging identifies the
abscess. Although limited data exist regard-
ing the best imaging modality, MRI and CT
appear most useful."**” In 1 retrospective
analysis, ultrasound identified 5 of 8 cases
correctly, while MRI and CT were diagnos-
ticin 5 of 6 and 9 of 9, respectively.’

® Treatment: Antibiotics,
drainage

Choose an antibiotic empirically that cov-

ers S aureus and is also appropriate for

MRSA. Pyomyositis discovered in the first
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stage may resolve with antibiotics alone.
In addition, early intervention may be JedayﬂsmfeFmatleanel‘—

especially important with MRSA, since advanced practice clinicians
MRSA bacteremia is associated with
increased mortality compared with methi-
cillin-sensitive S aureus bacteremia.® ngh qu allty, evidence-based

If the condition progresses to the sec-

ond stage with abscess development, sur- information for advanced
gical or percutaneous drainage will be practice clinicians — nurse
necessary. Identification and removal of pra ctitioners, physician

the site of infection in patients with com-

munity-acquired staphylococcal bac- assistants, and nurse-midwives
teremia results in improved outcomes,’®

and pyomyositis can be an overlooked . . .
source. I Featuring timely and relevant articles from
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® Patient outcome CONTEMPORARY SURGERY

The day following drainage of the abscess,

the patient was discharged from the hospi- 1 Spotlighting “From the Field’, articles

tal. He was treated for 6 weeks with intra- submitted by advanced practice clinicians

venous antibiotics because of staphylococ-
cal bacteremia, and he has fully recovered. I Led by Editor-in-Chief Wendy L. Wright, MS,
RN, ARNR FNE FAANR and a distinguished
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