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ABSTRACT: Diabetic muscle infarction is rare complications of diabetes that occurs in patients with
type 1 diabetes (70% of total cases) or in patients with poorly controlled type 2 diabetes. Here isa 55
year old male patient was admitted with diabetic ketoacidosis and coma. Two days later following
recovery he gave history of pain in the right thigh since 10 days. There was no history of trauma,
fever, weight loss. On examination vitals are stable, systemic examination: clinically normal.
Examination of right thigh lower one third, showed a tender mass of about 3.4 x8.2 cms, FNAC of
which showed muscle fibres with hemorrhagic back ground. MRI scan suggesting of myositis
involving vastus group of muscles. This patient had normal renal functions and normal fundus. This
patient responded to conservative management and antibiotics. CONCLUSION: A high index of
suspicion is needed to make a timely diagnosis of diabetic muscle Infarction, and avoid the use of
steroids or surgical intervention.
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INTRODUCTION: Diabetic muscle infarction was first described in 1965 by Angervall and Stener as
tumoriform focal muscular degeneration. Like other long-term complications of diabetes, diabetic
myopathy is believed to be secondary to a microvascular pathologic process, with inflammation,
ischemia, and infarction of the affected muscle. Now a day’s diabetes is more common in many
people, as the diabetic muscle infarction is a rare complication. This case is reported in order to make
a timely diagnosis of diabetic muscle Infarction, and avoid the use of steroids or surgical intervention.

CASE REPORT: A 55 year old male patient who is a known case of diabetes mellitus and hypertensive
since 10 years was admitted with diabetic ketoacidosis and coma. Loss of consciousness for 1 day, he
did not take his diabetic treatment for 5 days Two days later following recovery he gave history of
pain in the right thigh since 10 days. There was no history of trauma, fever, weight loss. On
examination vitals are stable, systemic examination: clinically normal. Examination of right thigh
lower one third, showed a tender mass of about 3.4 x8.2 cms,

INVESTIGATIONS:

e FNAC showed muscle fibres with hemorrhagic back ground.

e MRI scan: Diffuse altered signal intensities involving entire vastus medialis muscle, medial
aspect of rectus femoris and distal aspect of vastus lateralis of quadriceps femoris suggestive of
myositis involving vastus group of muscles.

e This patient had normal renal functions and normal fundus.

e This patient responded to conservative management and antibiotics.
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Figure 1and figure 2: MRI of thigh muscles showing diabetic muscle infarction.

Figure 3: Microphotograph showing degenerated muscle fibres and inflammatory cells.
(H&E stain)

Figure 4: Microphotograph showing muscle fibres against hemorrhagic background.
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DISCUSSION:

Most common complications of diabetes are vasculopathy, neuropathy, nephropathy and
retinopathy.

DMI is a rare complication, it presents as an acute, localized, exquisitely painful mass, with
swelling and limited range of motion of the extremity. It persists for a few weeks, and there are
no systemic signs of infection.

It is difficult to diagnose based on history and imaging because of its rarity.!

DMI usually occurs mostly in patients with microvascular and macrovascular omplications.?
Usual age of presentation of DMI is average is 40 years, ranges between 13-81 years.34

DMI occurs more in women, rare in men.>

Vascular conditions ex. deep venous thrombosis and infections are considered in the
differential diagnosis.

The localized nature of the condition and the absence of distal edema or involvement of the
lower portions of the limb will help in the diagnosis. Vascular studies may be necessary to
diagnose deep venous thrombosis.

Primary hemorrhage into the muscle presents with a localized, painful mass, mimics DMI
requires imaging studies to differentiate.

Pseudothrombophlebitis presents as a painful, swollen limb, with history of arthritis, trauma, or
recent exertion, and a palpable cyst.

In arterial occlusion, there may be absence of distal pulses with skin changes.

A history of blunt trauma or recent strenuous activity can differentiate contusion, muscle strain
or posttraumatic false aneurysm.

Cellulitis, pyomyositis, soft tissue abscess are seen in patients who are on insulin, are
differentiated based on the skin changes.

Inflammatory myositis presents as a painful swelling of the extremity but creatine kinase
elevations and proximal muscle weakness indicates the appropriate diagnosis.

Neurologic syndromes begin with an abrupt onset of lower extremity pain that ultimately will
involve the opposite side. The pain is usually localized to the low back and buttocks and with
dramatic weakness and atrophy of the muscles.

Treatment is by analgesics and activity restriction in the acute phase, followed by gentle
physical therapy until the symptoms subside.

Patients usually recover spontaneously over a period of weeks to months without the need for
surgical debridement.

The recurrence rate in the same or the contralateral extremity is approximately 40%.67

Rarely patients might not improve with this regimen and will benefit from surgical resection.
Patients having terminal diabetic nephropathy are prone to develop diabetic muscle infarction
and nearly one-fourth of diabetic muscle infarction patients receive renal replacement
treatment.®

We reviewed the literature and discussed 48 episodes of diabetes mellitus in 30 patients with
chronic kidney disease.?-11
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CONCLUSION: A high index of suspicion is needed to make a timely diagnosis of diabetic muscle

Infarction, and avoid the use of steroids or surgical intervention
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