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CASE REPORT

Primary pyomyositis in an infant following one-day afebrile
upper limb monoplegia

Yusuke Takezawa, Soh Niitsuma, Sayaka Kawashima, Shunsuke Miyano, and Takashi Honma

Department of Pediatrics, Ishinomaki Red Cross Hospital, Ishinomaki, Miyagi, Japan

Abstract : Background : Pyomyositis is a subacute bacterial infection of the skeletal muscles. Its most common 
features are fever, muscle swelling, and focal pain. There have been insufficient data regarding pyomyositis in 
healthy infants. Case report : A one-month-old boy presented with an impairment of his left arm movement. He 
was well-nourished and not under any apparent distress. His vital signs were within the normal limits but neu-
rological examination revealed left forearm paralysis. Physical examination showed no abnormal findings in the 
region from the left shoulder joint to the fingertips. Considering these factors, an intracranial pathology was ini-
tially suspected. However, he developed a fever, regular tachycardia, and swelling in the left forearm. Magnetic 
resonance imaging revealed inflammation in the left forearm muscles. He was diagnosed with bacterial myositis 
and started on intravenous antibiotics. On the 17th day, he was discharged with oral antibiotic treatment, which 
was completed over 25 days without any sequelae nor relapse. Conclusion : Here we report the case of Japanese 
primary pyomyositis following one-day afebrile upper limb monoplegia in an infant. Even when infants exhibit 
afebrile symptoms, a bacterial infection should be suspected. J. Med. Invest. 68 : 372-375, August, 2021
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INTRODUCTION
 

Pyomyositis is a subacute bacterial infection of the skeletal 
muscles ; it had been originally reported as tropical pyomyositis 
in tropical areas (1). It commonly afflicts immunocompromised 
or elderly people in temperate climate areas, whereas healthy 
children and young adults have reportedly been afflicted in 
areas with a tropical climate (2, 3). Pyomyositis is mostly caused 
by Staphylococcus aureus, and typical pyomyositis symptoms in-
clude fever, muscle swelling, and focal pain (2). To date, many 
case reports on pyomyositis have been published ; however, there 
are insufficient data on cases of pyomyositis in children, espe-
cially healthy infants. Here we report the case of a one-month-old 
baby with left forearm pyomyositis following one-day afebrile 
upper limb monoplegia of the left upper limb. 

CASE REPORT

A 1-month-old boy presented to the emergency department 
with his mother complaining of no movement in his left arm. 
Otherwise, the patient was apparently healthy and even-tem-
pered, and his physical examination findings were normal. 
He was re-examined in the pediatric department the next 
day of the first visit. He was the third child born to a healthy, 
non-consanguineous Japanese couple. He had neither remark-
able history of injury, severe infection, nor perinatal event. His 
general examination findings were as follows : temperature, 
36.8°C ; pulse rate, 140 / min ; respiratory rate, 30 / min ; and 
saturation of peripheral oxygen, 99% (room air). His body weight 
was 4.6 kg ; he appeared well-nourished, and was not under any 

apparent distress. Neurological examination revealed a move-
ment impairment of his left arm, with only slight movement 
observed on eliciting Moro or grasp reflex. Physical inspection 
and palpation of the left arm showed no apparent findings in the 
region from the shoulder joint to the fingertips and caused no 
apparent irritability or cry. His left arm radiographs revealed 
no abnormality. Blood test results showed a total white blood 
cell count of 19,200 / μl and slightly increased C-reactive protein 
levels (1.2 mg / dl). Venous blood gas analysis, blood electrolyte 
levels, and renal function test parameters were within the 
normal limits. He was admitted to the hospital for monitoring 
and further examination. An intracranial pathology, including 
cerebral hemorrhage, was suspected at the time of admission 
despite the absence of hyperreflexia since no other apparent 
etiology could be identified based on his clinical presentations. 
However, almost 24 hours after the onset of symptoms, he devel-
oped regular tachycardia (up to 190 beats / min) and swelling in 
the left forearm. Magnetic resonance imaging (MRI) for the left 
forearm was performed to verify a possible local infection such 
as osteomyelitis. MRI findings revealed inflammation in the 
left forearm muscles (Fig. 1-A, B). Intravenous administration 
of ampicillin / sulbactam (150 mg / kg / day q6h) and clindamycin 
(40 mg / kg / day q12h) was initiated. After initiating antibiotic 
treatment, the patient’s body temperature increased to 39°C but 
he became afebrile within 3 days. His blood culture was positive 
for methicillin-susceptible S. aureus, following which cefazolin 
(100 mg / kg / day) monotherapy was initiated. Ultrasonography 
of the left arm on the fifth day of admission showed consolidation 
and swelling in the left forearm muscles ; these image findings 
eventually disappeared on the 15th day of admission (Fig. 1-C, 
D). On the fourth day of admission, he began to move his left 
arm, and the swelling began to subside between the fourth and 
eighth days ; both the symptoms were eventually resolved. On 
the 11th day, the flexion attitude of his elbow and shoulder had 
disappeared. On the 15th day, the patient’s blood test results 
revealed that the inflammation had completely subsided. On the 
17th day, he was discharged with oral cefdinir (18 mg / kg / day) 
treatment. The antibiotic treatment and his follow-up continued 
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for a period of 24 days without relapse. During the one-week 
follow-up period after the discharge, the patient had been symp-
tom-free without any sequelae, including his left arm movement. 
The patient’s clinical course is summarized in Fig. 2. Ultraso-
nography of his spleen revealed no dysplastic abnormalities. His 
blood cell count and hemogram were normal. Furthermore, his 
immunoglobulin and complement levels were within the normal 

range (IgG, 1683 mg / dl ; IgA, 84 mg / dl ; IgM, 159 mg / dl ; IgG4, 
27 mg / dl ; CH50, 24.2 / ml ; C3, 116 mg / dl ; and C4, 16 mg / dl). 
Subsequent immunological examination was not performed as 
the patient responded well to the treatment and there was no 
abscess formation or requirement of surgery. Informed consent 
was obtained from the parents.

Fig 1.　Magnetic resonance imaging (MRI) and ultrasonography (US) images of 
the patient’s left forearm. (A) Contrast-enhanced MRI of the left forearm using T1-
weighted sagittal imaging. (B) Contrast-enhanced MRI of the left forearm using T2-
weighted coronal imaging. (C, D) US imaging of the right (C) and left (D) forearm

Fig 2.　Clinical course of the patient
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DISCUSSION
This study reported the first case of Japanese primary py-

omyositis in infancy following one-day afebrile upper limb 
monoplegia. The patient’s left arm function seemed to be com-
pletely restored without any surgical intervention ; however, 
symptoms were atypical, and nearly 24 h were required to make 
a diagnosis.

Although some reports on pyomyositis cases have been pub-
lished, cases in infants have not yet been reported in Japan. 
A comparison of the reported pediatric primary pyomyositis 
cases (including cases in infants) is presented in Table 1 (4-7). 
Considering these references, this disease tends to affect the 
truncal or lower limb muscles, and the most common symptoms 
include fever, muscle pain, swelling, and a feeling of warmth. In 
addition, infant cases of pyomyositis are rare. Therefore, our case 
was relatively unusual in terms of the patient’s age, site involved, 

and symptoms. In fact, a few infant cases have reported to show 
the impairment of muscle movements, but these cases simulta-
neously showed other symptoms including fever, pain, or swell-
ing (8, 9). Our patient exhibited the impairment of the left arm 
movement without any other symptoms for almost 24 hours from 
onset. When infants have bacterial infections, they occasionally 
show afebrile symptoms (e.g., lethargy or irritability) (10). In the 
present case, the patient had the impairment of left arm move-
ment without not only fever or local findings but also lethargy 
or irritability, which made the diagnosis tricky. Also, he did not 
show any preceding history or trauma ; therefore, it was difficult 
to determine whether the left arm muscle was the primary cause 
of concern or was it a sequela of infections such as septicemia. In 
terms of the cause of monoplegia, it was undetermined whether 
the secondary peripheral motor nerve paralysis due to inflam-
mation or myositis itself caused muscular dysfunction because a 
neurophysiological examination was not performed.

Table 1.　Comparison of the clinical features of pediatric patients with primary pyomyositis

Citation Present case
Emmanuel

 (1999)
Pia et al.
(2006)

Chiu et al.
(2009)

Unnikrishnan 
et al. (2010)

Country Japan Nigeria US Taiwan UK

No. of patients 1 31 45 24 13

Male, n (%) 1 (-) 15 (48) 31 (69) 13 (54) 7 (54)

Age, range (year) 0.1 0–15 0.1–15 0.1–15 4–15

Symptoms

   Fever + (delayed) 10 42 20 13

   Swelling + (delayed) 31 26 8 N / D

   Local pain + (delayed) 31 45 5 N / D

   Paralysis + − − − N / D

Pathogens

MSSA + 16* 10 10 10

   MRSA − − 16 4 −

   Other GPC − 2* 1 3 1

   GNRs − − − 2 −

   GNC − − − 1 −

   Unknown − 15 18 4 2

Site§

   Upper limbs + 4 1 2 −

   Lower limbs − 18 24 14 4

   Truncus − 9 8 7 2

   Buttock − 0 13 2 7

Others − 4 3 − −

Therapy duration 24 days N / D N / D 2–7 weeks 3–6 weeks

Days before present 1 2–12 N / D N / D 3–21

Comorbidity None 1 0† 1 5

MSSA, methicillin-sensitive Staphylococcus aureus ; MRSA, methicillin-resistant Staphylococcus aureus ; GPC, gram-
positive cocci. ; GNRs, gram-negative rods ; GNC, gram-negative cocci.; +, present ; −, absent ; N / D, no data ; §, including 
multifocal site ; *, including multi-pathogen ; †, excluded with this study
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CONCLUSION
Here we report the case of Japanese primary pyomyositis 

following one-day afebrile upper limb monoplegia in an infant. 
When infants exhibit afebrile symptoms without any causative 
history, bacterial infection should be suspected. 
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