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Staphylococcal Pyomyositis Within Initial Course 
of Juvenile Dermatomyositis Patient

Infectious complications are increasingly reported in patients with connective tissue diseases. 
These complications are both related to using immunosuppressive drugs and organ 
dysfunctions caused by diseases. Pyomyositis is a pyogenic infection of skeletal muscle 
associated with immunocompromised conditions, especially human immunodeficiency virus 
(HIV) infection, diabetes mellitus, malignancy, immunosuppressive drugs, and rheumatic 
diseases. We presented a patient with juvenile dermatomyositis complicated by staphylococcal 
pyomyositis initial disease course. The patient did not respond to drainage and appropriate 
antibiotic therapy. Abscess formation successfully regressed with IVIG. Muscle inflammation 
and corticosteroids are possible predisposing factors for pyomyositis.

Introduction
Pyomyositis is a pyogenic infection of skeletal muscle 
that rises from the hematogenous spread and usually 
presents with localized abscess.1 It is associated with 
immunocompromised conditions, especially human 
immunodeficiency virus (HIV) infection, diabetes mellitus, 
malignancy, immunosuppressive drugs, and rheumatic 
diseases.2,3   
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Dermatomyositis (DM)/Polymyositis (PM) are systemic 
inflammatory disorders affecting skeletal muscles and 
other organs.4 Juvenile DM diagnosis is based on the 
2017 European League Against Rheumatism/American 
College of Rheumatology (EULAR/ACR) classification 
criteria.5 This classification system involves age, symmetric 
proximal muscle weakness, characteristic skin changes: 

mailto:aysenurkisaarslan@hotmail.com
https://orcid.org/0000-0002-1800-9922
https://orcid.org/0000-0002-0686-9714
https://orcid.org/0000-0002-7568-035X
https://orcid.org/0000-0002-0564-5014
https://doi.org/10.51271/jpea-2021-0111


37Journal of Pediatric Academy

heliotrope rash, Gottron sign and papules, elevation 
muscle enzymes, electromyographic changes, magnetic 
resonance, and muscle biopsy findings.5,6 Polymyositis 
is uncommon in children and is defined by the absence 
of characteristic skin changes.5,6 DM/PM is considered 
to be associated with high morbidity and mortality 
rates, in some cases as high as 50%, primarily related 
to life-threatening muscle weakness, cardiac and 
lung impairment, as well as infectious manifestations. 
Infectious complications that involved pyogenic and 
opportunistic infections have been described in 
26-37.3% of DM/PM patients.4 Several factors may 
be implicated in this apparent such as increased 
frequency of infections in DM/PM patients, particularly 
immunosuppressive medications. Due to DM/PM itself, 
immune system dysfunction may lead to elevated 
susceptibility to opportunistic infections. Three cases 
of pyomyositis with DM were reported in the literature 
since 1990’s.7-9

Here we presented a patient with juvenile 
dermatomyositis complicated of staphylococcal 
pyomyositis after the initial disease course.

Case
A four-year-old girl was admitted to the hospital because of 
severe pain on extremities after an upper airway infection. 
She was diagnosed with post-infectious myositis and 
prescribed ibuprofen therapy. After ten days, her pain 
persisted, and she was referred to our rheumatology 
clinic with the chief complaint of severe pain, edema on 
extremities, and disabling walking. Upon presentation, 
she was afebrile with no other constitutional symptoms. 
On the physical examination, malar and heliotropic rash 
on her face, vasculitic rash on plantar faces of hands 
and feet, severe nonpitting edema on extremities were 
detected. Muscle strength was not determined because 
of the severe pain. Haemogram and blood smear were 
normal, CRP: 12.5 g/L, Erythrocyte Sedimentation Rate: 
19 mm/h, AST: 42 IU/L, ALT: 80 IU/L; LDH:1007 IU/L, CK: 
500 IU/L, immunoglobulins, C3, and C4 were normal, 
ANA:-, ANA subgroups:-, vWFAg: 183.7 (high level) were 
detected. EBV, CMV, Parvovirus, HIV, and hepatitis B, C 
serology were negative. A severe hyperintense signal at all 
of the girdle muscle on T2 weighted images was detected 
(Figure 1). Our patient was diagnosed with JDM based on 
the heliotrope rash, symmetric proximal muscle weakness, 
elevated muscle enzymes, and MRI findings. Her total 
diagnostic score was 9.4 according to the 2017 EULAR/ACR 
classification critera.5 She was started prednisolone 2 mg/
kg/d and methotrexate 15 mg/m2/w. The CMAS (Childhood 
Myositis Assessment Scale, an assessment of muscle 
strength and the total score is 52), was detected 28 on the 
therapy’s 5th day. After ten days of immunosuppressive 
therapy, we noticed localized tenderness, erythema, and 
swelling on the left gluteal side. An abscess formation was 
determined as 24*37*45 mm, and it was lied down posterior 
to the inferior of gluteus maximus muscle by repeated MRI 
(Figure 2). The pus was drained through guided needle 
aspiration on the first day of hospitalisation. A gram-stained 
preparation showed gram-positive cocci in clusters. The 
culture of the pus yielded methicillin-sensitive S. aureus. 
After 2 days later, clindamycin and gentamycin were added 

to ceftriaxone. The abscess formation was not regressed 
through a drainage tube and appropriate antibiotic therapy 
on the 14th day. IVIG, which was recommended for 
dermatomyositis therapy also, was infused as 1 gr/kg. The 
patient improved two days later, steroid and methotrexate 
therapies were continued. The abscess formation did not 
repeat.

Discussion
We presented a patient with dermatomyositis 
complicated of staphylococcal pyomyositis initial course 
of the disease. 

Infectious complications are increasingly reported in 
connective tissue diseases. These are related to using 
immunosuppressive drugs and is related to organ 
dysfunctions caused by diseases. Marie et al.4 reported 
that infectious complications had been described 37.3% 
in 279 DM/PM patients. The most common pyogenic 
infections are aspiration pneumonia and calcinosis cutis 
infections.4

Figure 1. Hyperintense signal at all of the girdle muscle on T2 weighted 
images on MRI.

Figure 2. An abscess formation were determined as 24*37*45mm, and 
it was lied down posterior to inferior of gluteus maximus muscle by 
MRI.
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Most of the reports on pyomyositis were in the 1990s 
and mostly reported from tropical areas, named 
‘’Tropical myositis’’. In recent years, PM has been more 
frequently diagnosed in immunocompetent children 
presenting with limping, even in temperate countries.10 
Infectious myopathies are mostly associated with 
immunocompromised conditions, especially HIV infection, 
diabetes mellitus, malignancy, immunosuppressive 
drugs, and rheumatic diseases.11

The clinical presentation of pyomyositis can be divided 
into three stages. The first stage is typically subacute, 
occurring over 1 to 3 weeks, with local swelling and 
‘’woody’’ texture, mild pain, and variable fevers. The 
diagnosis is often confused with thrombosis, hematoma, 
contusion, muscle strain, or osteomyelitis because the 
purulent collection has not yet developed. During the 
second or suppurative stage, which occurs at 10 to 21 
days, tenderness and fevers become more pronounced. 
The diagnosis of pyomyositis is usually established in 
this stage. If the infection remains undiagnosed and 
untreated, intense local pain and fluctuance, systemic 
findings, sepsis will develop as part of the third stage of 
pyomyositis.12

In our patient, abscess formation was detected 
approximately 25 days after the onset of generalize 
muscle pain and ten days after immunosuppressive 
treatment. In the first MRI findings did not show 
abscess (Figure 1). Attempts to create pyomyositis in 
animal muscles challenged with intravenous injection 
of S. aureus failed to initiate the infection unless the 
muscles were traumatized by electric shock, pinching, 
or ischemia. These experiments confirm the skeletal 
muscle’s high intrinsic resistance to bacterial infection 
and suggest that underlying muscle damage facilitates 
its onset.13 Although there was no injection or trauma 
history, muscle inflammation and immunosuppressive 
therapy may have facilitated abscess formation in our 
patient.

The majority of cultures with infectious myositis were 
yielded S. aureus. Increased staphylococcal infections 
in childhood dermatomyositis were previously reported 
associated with calcinosis. We founded staphylococcal 
pyomyositis in one patient, streptococcal pyomyositis 
in two patients with DM in the literature7-9 At last, 
Tuberculous pyomyositis was reported in SLE and DM 
patients in 2014.14

We present a patient with pyomyositis involved in the 
differential diagnosis of JDM. We think that pyomyositis 
developed as a complication in this case. JDM presents 
with clinically symmetrical proximal muscle weakness 
and muscle pain. However, pyomyositis should be kept 
in mind in the presence of local pain and other signs of 
inflammation.
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