
INTRODUCTION 

We present a case of acute adductor magnus muscle abscess (py-
omyositis) with spread to adjacent thigh compartments via per-
forators without iliopsoas muscle involvement. We also discuss 
the differential diagnosis and principles of management. 

CASE REPORT 

A 59-year-old male patient presented to the emergency depart-
ment with sepsis in the evening. The clinical examination noted 
left thigh pain associated with reduced movement and left lower 
leg swelling. The patient reported nontraumatic, sudden-onset 
left thigh pain and swelling, with a reduced range of movement 
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Bacterial infection of skeletal muscle can lead to the formation of abscesses. Primary pyomyositis is 
typically seen in tropical countries, and Staphylococcus aureus is the commonest causative organ-
ism. We present a case of acute adductor magnus muscle abscess (pyomyositis) with spread to adja-
cent thigh compartments via the perforators without iliopsoas muscle involvement. Due to the in-
volvement of the entire thigh compartment, systemic antibiotic treatment alone was insufficient, 
whereas surgical drainage improved the clinical picture. The aetiological organism was S. aureus. 
Herein, we report the case of a patient who had primary pyomyositis, rather than a secondary type, 
that spread to the posterior and lateral aspect of the thigh through the second and third perforators, 
which pierce the adductor magnus muscle belly before entering the femur. 
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in the hip/knee and inability to bear weight. On examination, he 
had a palpable swelling over the medial aspect of the left proxi-
mal thigh and a skin induration over the lateral aspect. His body 
temperature was 38.9°C, he had hypotension, and he showed 
confusion with facial flushing. He had a background of multiple 
sclerosis and autoimmune skin conditions, and he was on long-
term high-dose prednisolone. On radiographs of the left thigh, 
soft tissue shadows were noted, and a complete blood count 
showed an elevated white cell count and a C-reactive protein 
(CRP) level of 625 mg/L. The differential diagnoses were ilio-
psoas abscess with spread to the adductor muscles and necrotis-
ing fasciitis. Blood cultures were taken, the patient was resuscitat-
ed with fluids, a urinary catheter was inserted, the intensive treat-
ment unit team was involved, and the patient was kept nil by 
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mouth and was sent for an urgent computed tomography (CT) 
scan of the left hip/thigh and pelvis to confirm the diagnosis. The 
CT scan showed multiple pockets of intramuscular abscesses in 
the belly of the adductor magnus muscle; no iliopsoas abscess or 
any communication with the iliopsoas was noted (Figs. 1–3). The 
CT scan did not show any collection of pus in the posterior and 
lateral thigh compartments. Due to the patient’s high tempera-
ture and very high CRP levels, a decision was made to take the 
patient to the emergency operating room on the same evening/
night, and the patient was placed on the emergency operating 
room list. The patient and his next of kin received an explanation 
about the patient’s clinical status, laboratory results, the CT scan 
report (Figs. 1, 2), and the planned surgery (exploration and 
drainage of the collection). 

A direct medial approach was performed posterior to the ad-
ductor longus, and the adductor magnus muscle belly was ap-
proached (Fig. 4). Blunt dissection revealed an intramuscular pus 
collection (approximately 50 mL) that was sent for an urgent mi-
crobiological examination (Gram stain, culture, and sensitivity). 
Even though the CT scan did not show any collection, the skin 
induration over the lateral aspect of the thigh prompted us to 

Fig. 1. Thigh computed tomography (axial section). 

Fig. 2. Thigh computed tomography (coronal section). 

Fig. 3. Axial section of pelvic computed tomography. 

Fig. 4. Adductor magnus belly. 
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perform needle aspiration, which showed frank pus. Approxi-
mately 10 mL of pus collection was noted around the adductor 
magnus muscle attachment with the femur and tracked to the 
anterolateral aspect of the thigh, which was approached using 
two direct lateral incisions, as marked in Fig. 5, and approximate-
ly 20 mL of pus was drained (Fig. 6). The spread from the adduc-
tor magnus muscle to the posterior and lateral compartments of 

the thigh was explained by the anatomy of the second and third 
perforators piercing the adductor magnus muscle before entering 
the femur (Fig. 7). 

A thorough washout was done and a vacuum dressing was ap-
plied (Fig. 8). The pus was sent for a microbiological examina-
tion. The Gram stain, culture, and sensitivity test showed Staphy-
lococcus growth with sensitivity to flucloxacillin and metronida-
zole. Serial CRP examinations showed marked reductions in 
CRP levels, and the patient demonstrated clear clinical improve-
ment. After four episodes of exploration and debridement, the 
wounds were closed (Fig. 9). Antibiotics were given intravenous-
ly during the hospital stay, a peripherally inserted central catheter 
line was inserted, and the patient was later discharged home with 
intravenous ceftriaxone (2 g, once a day) and oral metronidazole 
for 2 weeks. 

The patient showed consistent improvement and the wounds 
healed well. The patient was followed up until it was confirmed 
that he had recovered well. Written informed consent was ob-

Fig. 5. Two lateral incisions.

Fig. 6. Drained pus. 

Fig. 7. Anatomy of the adductor magnus and perforators.

Fig. 8. Vacuum dressing in situ. 
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Fig. 9. Photograph taken after wound closure. 

cases, muscle abscesses can be caused by fungal, parasitic, and vi-
ral agents [5]. 

The diagnosis of muscle abscess is often difficult, and the dif-
ferential diagnosis includes muscle strain, synovitis, tumour, sep-
tic arthritis, fracture secondary to trauma, osteomyelitis, inflam-
matory arthritis (rheumatoid arthritis, gout, psoriatic arthritis), 
and osteoarthritis. The clinical examination findings include a 
palpable mass, erythema, localised tenderness, reduced limb/
joint movements, and associated low-grade fever, while rare 
complications include peripheral nerve palsy [6]. Our case report 
showed all of the above clinical findings except nerve palsy. The 
laboratory findings include raised white cell count and CRP lev-
els, which were also noted in our case report. The blood cultures 
are usually positive and radiological investigations are the main-
stay of diagnosis and treatment. Plain radiographs may show a 
soft tissue shadow, but a contrast CT scan, magnetic resonance 
imaging, or a gallium scan can show the underlying abscess find-
ings [7,8]. The treatment of muscle abscess is drainage with the 
administration of intravenous antibiotics selected on the basis of 
culture and antibiotic sensitivity testing. Isolated adductor mag-
nus muscle abscesses are uncommon, although they have been 
described with pathogens such as M. tuberculosis [9]. This case 
report highlights the importance of considering tuberculosis in 
the differential diagnosis of any unexplained soft tissue swelling 
in endemic areas. In our case report, the CT scan did not show 
any collection of pus in the posterior and lateral thigh compart-
ments, or any communication with the iliopsoas muscle. The 
skin induration over the lateral aspect of the thigh prompted us 
to perform needle aspiration, which showed frank pus; based on 
this finding, we performed exploration and washout. With 
prompt diagnosis and management, a full recovery can be 
achieved with an excellent prognosis. 

The abscess in this patient was large and loculated inside the 
adductor magnus belly and its attachment with the femur. It 
spread to the posterior and lateral compartments of the thigh via 
the perforators, which pierce the adductor magnus muscle. A CT 
scan helped to make a definitive diagnosis and rule out an associ-
ated iliopsoas abscess. In this case, the CT scan did not show any 
collection of pus in the posterior and lateral thigh compartments; 
however, the skin changes over the lateral aspect of the thigh 
prompted us to perform needle aspiration, which showed frank 
pus. This led us to perform exploration and washout. The patient 
was treated successfully with emergency open surgical drainage 
and antibiotic therapy. Primary muscle abscess is a rare condi-
tion, but must be considered as a cause of leg/thigh/hip pain. We 
recommend a prompt clinical diagnosis with the use of imaging 

tained from the patient for publication of this case report and any 
accompanying images. 

DISCUSSION 

Acute, isolated, spontaneous-onset adductor muscle abscesses are 
uncommon, as adductor muscle abscesses usually spread from 
the iliopsoas. The spread of infection to the posterior and lateral 
aspects of the thigh in this case is explained by the infection 
tracking along the second and third perforators, which pierce the 
adductor magnus muscle belly before entering the femur. The ae-
tiology of acute muscle abscess is usually secondary to trauma, 
which is often trivial. Diabetes mellitus, steroid treatment, and 
immunodeficiency have been identified as predisposing factors 
[1]. In our case report, the patient was on long-term, high-dose 
oral prednisolone, which was the relevant predisposing factor. 
The clinical presentation of isolated adductor muscle abscess is 
variable and non-specific. Pyomyositis is relatively more com-
mon in children, and has an equal sex distribution. In rare cases, 
psoas abscesses can extend to the adductors [2]. Acute primary 
abscess or polymyositis is rare in the western world [3], and is 
more prevalent in tropical countries. Muscle abscesses secondary 
to intramuscular injections have been reported [4]. Staphylococ-
cus aureus is the bacterium that is most commonly responsible 
for pyomyositis and was the responsible bacterium in our case. 
Other less commonly seen bacteria are group A streptococci and 
Staphylococcus pneumoniae. Unusual bacterial species include 
Escherichia coli, Salmonella typhi, Bacteroides fragilis, Neisseria 
gonorrhoeae, and Mycobacterium tuberculosis, and in some rare 
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modalities, and urgent surgical exploration of suspected areas is 
the key to treat muscle abscesses. 

NOTES 
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