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Right femur CT: IV contrast CT of the right femur shows a multiloculated IM fluid 

collection that extends 30cm craniocaudally within the vastus lateralis. CT shows 

evidence of incomplete drainage of the abscess, a knee joint effusion, and a 

popliteal cyst. There is no evidence of osteomyelitis.
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Initial visit

The patient is a 51-year-old male with a history of hypertension 

and gout who presented to the emergency department (ED) 

due to right thigh pain three days after a testosterone injection. 

The patient denied any other symptoms including fever, chills, 

chest pain, shortness of breath, or contralateral thigh pain.

Vital signs: Temperature was not recorded though the patient 

did not self-report fever, blood pressure: 140/104 mmHg, pulse: 

105 beats per minute, respiratory rate: 22 breaths per minute, 

pulse oximetry: 97% on room air.

Physical exam: Tenderness to palpation of the right thigh with 

some mild overlying skin erythema. No edema. Range of 

motion of the right lower extremity intact at the hip, knee, and 

ankle.

Laboratory values: hemoglobin: 13.7 g/dL, hematocrit: 40.7%, 

platelet count: 229 * 109/L, white blood cell count: 9.2 * 109/L. 

Serum basic metabolic panel: within normal range.

Imaging: Ultrasound of the right lower extremity showed no 

signs of deep vein thrombosis (DVT), but there was a fluid 

collection seen at the anterior thigh, which corresponded to the 

area of tenderness (Figure 1). 

Assessment and Plan: The patient was diagnosed with a 

seroma and was discharged home
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Right anterior mid-thigh ultrasound that corresponds to the location of 

tenderness showing a 7.7 cm x 2.3 cm x 3.6 cm fluid collection on long 

view (left) and short view (right).

FIGURE 3

FIGURE 1

A case of oral flora causing complicated subcutaneous abscess 
following testosterone injections

Testosterone is a frequently used therapy for hypogonadism, 

with studies showing positive effects on symptoms such as 

erectile function and libido [1-3]. However, testosterone therapy 

is associated with negative side effects such as venous 

thromboembolism, erythrocytosis, atrial fibrillation, and acute 

kidney injury [3-5]. Although rare, a possible complication of 

testosterone injections is infection at the injection site and the 

development of soft tissue abscesses, which have been 

reported in a limited number of publications [6, 7]. This 

complication could be due to practices such as multiple people 

using the same testosterone vial [8]. However, abscess 

development has been reported even with the use of aseptic 

precautions [6]. Treatment includes drainage and antibiotic 

therapy based on the causative organism, with some cases 

requiring surgical intervention [6, 7]. Timely recognition and 

proper treatment of soft tissue abscesses are essential as this 

can lead to additional complications and morbidity such as 

septic shock [7]. Here, we present a case of subcutaneous 

infection and soft tissue abscess after testosterone injections 

that resulted in multiple emergency department (ED) visits and 

eventually led to septic arthritis.

CASE

Second ED presentation (outside ED)

A few days later, the patient presented to outside ED due 

to exacerbation of pain. 

Diagnostic workup: aspiration of the fluid in the anterior 

right thigh was performed, and a drain was placed. 

Culture findings: Eikenella corrodens (E. corrodens) 

Plan: Patient was discharged on amoxicillin-clavulanic 

acid and clindamycin

Third ED presentation

The patient presented again due to worsening right lower 

extremity pain and body aches. The patient denied any 

fevers. 

Vital signs: temperature: 37.3 Celsius, blood pressure: 

154/92 mmHg, pulse: 93 beats per minute, respiratory 

rate: 18 breaths per minute, pulse oximetry: 99% on room 

air

Physical exam: tenderness to palpation of the right thigh. 

Normal range of motion.

Laboratory findings: Leukocyte count: 13.1 * 109/L

Further workup: ultrasound guided incision and drainage 

of abscess. Gram stain showed gram positive cocci. 

Culture results showed Streptococcus anginosus (S. 

anginosus) and E. corrodens.

Plan: patient discharged on amoxicillin-clavulanic acid and 

levofloxacin.

Fourth ED presentation

Patient re-presented to the ED due to new onset right 

posterior knee pain. Right thigh pain had improved with 

decreased drainage (Figure 2), and patient had not 

experienced other symptoms such as fevers or chills.

Vital signs: temperature: 36.9 Celsius, blood pressure: 

152/99 mmHg, pulse: 101 beats per minute, respiratory 

rate: 18 breaths per minute, pulse oximetry: 96% on 

ambient air. 

Physical exam: tenderness to palpation at the right 

posterior knee with right knee effusion. 

Laboratory findings: leukocyte count: 10.4 * 109/L, C-

reactive protein: 162 mg/L, sedimentation rate: >140 

mm/hr.

Imaging: Computed tomography (CT) of the of the right 

femur showed a multiloculated fluid collection in the 

vastus lateralis muscle, as well as an effusion in the right 

knee (Figure 3).  

Plan: patient discharged with recommendations to 

continue antibiotic treatment, as well as dressing changes 

and wound packing with the use of antiseptic ointment.

 

Outpatient follow up 

Patient continued to experience posterior knee pain with no symptoms such as fevers or chills.

Physical exam: knee swelling and limited range of motion.

Workup and findings: aspiration of the knee joint performed, which was found to have high white blood cell count (157,700 

cells/uL, 93% neutrophils). Synovial fluid analysis showed S. anginosus, Schaalia (Actinomyces) odontolytica, and yeast.

Hospitalization

Operative debridement and irrigation of the right knee and thigh was performed. There was evidence of communication 

between the thigh abscess and the knee. 

Post-operative course: patient remained stable and was treated with levofloxacin

Discharge: on hospital day two, patient was discharged on six weeks of amoxicillin-clavulanic acid. After the discharge, new 

synovial fluid analysis results showed yeast and S. anginosus. Fluconazole was added as treatment. 

Outpatient follow-up: patient experienced significant improvement with no complications.

This patient presented with a subcutaneous abscess following testosterone 

injections, which progressed into multiloculated soft tissue abscesses and septic 

arthritis requiring surgical management. The overlying skin had mild erythematous 

changes, and the patient remained afebrile without experiencing significant 

systemic symptoms. Therefore, even in the absence of constitutional and systemic 

symptoms, it is important to consider an infectious etiology in the differential 

diagnosis when patients with a history of testosterone injections present with 

localized symptoms. Prompt treatment helps prevent the spread of infection and 

the development of complications.

The microbiological make-up of the abscess provides clues to the source of 

infection and provides an opportunity for patient education regarding aseptic 

technique and infection prevention. 

This patient’s wound culture and joint aspiration revealed a distinct organism 

profile, which is extremely rare for this type of infection and has strong implications 

for an original mechanism of injury [9]. Previous cases reported the isolation of 

organisms that are normally found in the respiratory and gastrointestinal systems, 

as well as pathogens such as methicillin resistant S. aureus and Streptococcus 

pyogenes [7, 8]. However, none of these cases report the isolation of E. 

corrodens, which is an organism that can be found in the oral cavity [10]. 

The isolation of both E. corrodens and Actinomyces in this patient is notable given 

that these pathogenic organisms are most commonly seen in the oral cavity [9]. 

This patient’s unique microbiology findings strongly suggest contamination with 

saliva and non-sterile injection technique. 

Treatment of uncomplicated abscesses includes drainage followed by antibiotics 

based on the culture results [6-8]. In cases that have complications, such as septic 

arthritis in this case, surgical intervention may be warranted. After proper 

treatment, the outcome is generally positive with minimal or no long-term 

complications [7]. 

FIGURE 2

Right thigh image showing incision 

and drainage wound. 
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