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AUREUS (MRSA) IN A PATIENT WITH CHRONIC RENAL FAILURE
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ABSTRACT

A patient with diabetic nephropathy admitted with
complaints of fever and severe back pain. Lumbar
computerized tomography and magnetic resonance

imaging disclosed paraspinal muscle abscess. Inoculatioiis paraspinal

of the aspirate yielded growth of methicillin-resistant
Staphylococcus aureus. Therapy involved surgical
evacuation and appropriate antibiotic resulted in a
Jfavorable outcome.

Because of suppressed immune system, patients with
chronic renal failure and diabetes are susceptible to
infections. Pyomyositis is a primary infection of skeletal
muscle that rapidly leads to abscess formation.
Staphylococcus aureus is the most common pathogen.

Pyomyositis is relatively uncommon in temperate climates.

In temperate climates it is seen especially in
immunocompromised patients.

Here we report a case of paraspinal pyomyositis
with abscess formation in an immunocompromised
patient demonstrating typical aspects of diagnosis and

freatment.

Key words: Paraspinal muscle abscess, chronic
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Introduction

Infectious complications are common causes of
morbidity and mortality in patients with both chronic renal
failure (CRF) and diabetes.

Well-known abnormalities of cellular and humoral
immunity contribute to the increased susceptibility to
the serious infections in these patients. S. aureus, being
a member of flora, is generally located in the mucous
membranes of anterior nasopharynx. Whereas the
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OZET

Diabetik nefropatili bir hasta ates ve bel agrisi
yakinmalariyla  bagvurdu.  Lumbar  bilgisayarl
tomografi ve magnetic rezonans goriintiileme ile
kas apsesi  saptandi.  Aspirasyon
materyalinde metisilin direncli Staphylococcus aureus
tiredi. Cerrahi yontemle apse bosaltildi. Hasta uygun
antibiyotik ile basarili bir sekilde tedavi edildi.

Kronik bobrek yetmezligi ve diabet hastalar
baskilanmis bagisiklik sistemi nedeniyle infeksiyonlara
daha duyarhidirlar. Pyomyozit, iskelet kasinin primer
infeksiyonudur. Hizli bir sekilde apse olusumuna yol
acar. En sik etkeni Staphylococcus aureus'tur.
Pyomyozit 1liman iklimlerde nadiren goriiliir. Bu
hastalik iliman iklimlerde ozellikle immiin yetmezlikti
hastalarda ortaya ¢ikar.

Burada immiin yetmezlikli bir hastada apse
olusumu ile seyreden paraspinal pyomyozit olgusu
SUNUYOTUZ.

apsesi,
mellitus,

Paraspinal kas
diabetes

Anahtar kelimeler:
kronik bobrek yetmezligi,
paraspinal pyomyozitis

axillae, the vaginae, the perineum, and occasionally the
gastrointestinal tract are the other habitation sites for
the microorganism (1).

Staphylococci can not break through intact
epithelial surfaces in general. Disruption or dysfunction
of epithelial-mucosal barriers facilitates the invasion of
the bacteria. It is known that mucosal barriers in CRF
patients is defective and give rise to decreased
resistance to bacterial invasion. Following invasion of



Saphylococci through mucosal or epithelial barriers,
the host's immune response normally eliminates the
microorganism preventing from infection. However, in
case of disturbed immune system as in CRF, invading
microorganisms might escape from immune
surveillance and cause serious infections of skin and
oft tissue, respiratory tract, central nervous system,
urinary  tract, musculoskeletal and endovascular
structures (2).

Here, we report a case of paraspina muscle
abscess due to S. aureus in CRF patients with diabetes.

Case

A 40-year-old male with diabetic nephropathy
(creatinine clearance: 15 mL/min) for five years was
admitted with complaints of fever, backache, and Ieft leg
pain. On physical examination, palpation of the area over
the 4th lumbar vertebrae was painful. Apart from restricted
straight leg raising (<70 degrees) on the left, his
neurological examination was within normal limits. On
admission, his axillary fever was 38.5 °C. In laboratory
examinations, blood cell count (WBC) was 29,000°L
with neutrophilic predominance, erythrocyte sedimentation
rate (ESR) was found as 134 mm/ hr. Blood, urine, and
throat inoculations were sterile. Chest X-ray was normal.
Superficial ultrasonography (USG) of lower back revealed
hypoechoic heterogeneous area on the left side, 50 x 30 x
25 mm in dimensions with distinct boundary. Lumbar
computerized tomography (CT) disclosed asymmetry of
paravertebral muscles (Fig. 1A). On magnetic resonance
imaging (MRI), left paraspinal muscle was highly
edematous and was increased in volume with necrotic
areas inside (Fig. 1B). With a preliminary diagnosis of
abscess, fine needle aspiration was performed yielding
purulent aspirate. On microscopic examination, gram-
positive coccus and 15-20 leukocytes were observed in
each high power field. Ziehl-Neelsen staining was
negative for acidoresistant bacilli. Inoculations of the
aspirate  disclosed growth of methicillin-resistant
Saphylococcus aureus (MRSA). Whereas anaerobic
inoculations and Lowenstein-Jensen inoculation for 6
weeks for mycobacteria did not yield any growth. On
diagnosis, he was begun on vancomycin treatment
immediately and the treatment is carried out for 2 weeks;
meanwhile paraspinal muscle abscess extending to the
neural foramen was evacuated surgically. Postoperative
MRI showed the postoperative changes and resolution of
paraspinal abscess (Fig. 2). Following treatment, his fever
and pain diminished within days and he improved
clinically. His WBC count and ESR decreased to normal
limits.

57

SOMATOM AR STAL O
V1A
H-§P-CR

metry of paravertebral muscles. Fig. IB. Lumbar MR imag-
ing shows the paraspinal edematous mass extending to neu-
ral foramen.
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Fig. 2: Postoperative MR images shows postoperative changes.

DISCUSSION

The paraspinal muscle is seeded by either
hematogenously or direct extension from the infectious
focus of vertebrae (3).

In the present case, there was no contagious
spread of the infection. Bone survey, CT and MRI of
lumbar vertebrae failed to document any finding
compatible with osteomyelitis or other local destructive
vertebral lesion.

Loca injection, penetrating wounds and trauma
may cause paraspina muscle infection by direct
contamination (4, 5). Herein, there was no history of
local injection, trauma, foreign body or wound history.

So, after elimination the probability of contagious
spread, we searched for the hematogenous spread that




might cause abscess formation in the paraspina
muscle. Blood cultures performed regarding
hematogenous spread did not yiedd any growth.
Transthoracic echocardiography was not compatible
with infective endocarditis. Leukocyte sintigraphy, to
be able to document another focus of infection if
present, revealed leukocyte accumulation only at the
site of paraspina muscle abscess.

Pyomyositis is a primary infection of skeleta
muscle that rapidly leads to abscess formation (6). It
does not originate by contiguous spread from infection
in nearby tissues, and it is relatively uncommon in
temperate climates (7)

In temperate climates, pyomyositis is seen most
often in patients with underlying conditions
such as diabetes mellitus, acoholism, CRF,
immunosuppressive  therapy, hematological
malignancy, AIDS and intravenous drug addiction (2,
8).

Hemodialysis patients are often at increased risk
of complications of bacteremia and S aureus
bacteremia is frequent in these patients (9).

Primary foc of infection include vascular-
peritoneal access catheters or infected arteriovenous
fistula (9). In hemodiaysis patients, by hematogenous
spread, pyomyositis can occur in temperate climates
(10). In the present case, he was not on maintenance
dialysis yet and the port of entry for S aureus
bacteremia was absent. The only probable cause of
paraspinal muscle abscess in this patient was the
history of gingival abscess two weeks before the
admission. By subclinical bacteremic seeding, the
patient developed paraspinal muscle infection and
abscess because of his suppressed immune system (2).

In a previoudy reported case of non-tropical
pyomyositis, involved muscles were deltoid,
quadriceps, gluteus and psoas (8).

As a rare cause of severe back pain, a case of
paraspina pyomyositis was aso reported (11). Masen
et a published a case series describing 14 of 854
patients with spinad epidural abscess caused by
paraspina abscess (12).

Herein, we report a case of non-tropicd
paraspinal pyomyositis with abscess formation in a
diabetic CRF patient.

In this paper, we suggest that if a CRF patient is
admitted with complaints of fever, lower back pain and
local tenderness, paraspina muscle abscess should be
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considered. Delayed diagnosis may cause increased
morbidity and mortality. Therefore, external drainage
as well as antimicrobial treatment according to growth
of the pathogen in aspiration specimen should be
commenced immediately.
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