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Case Report on Diabetic Amyotrophy
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ABSTRACT
Diabetic amyotrophy is a rare complication associated with early-stage diabetes. The main symptoms are muscle 
weakness and pain, usually in the hips and thighs, leading to difficulty in standing and walking. It usually occurs 
in patients over 60 years of age and hence its morbidity is increased. However, diabetic amyotrophy (DA) is one 
complication which seems always to respond to better glycaemic control and if this can be achieved the prognosis 
is good.   Here we report a case on non-insulin-dependent diabetes mellitus, who developed diabetic amyotrophy.
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INTRODUCTION
Diabetic amyotrophy is a disabling illness 
that is discrete from other forms of  diabetic  
neuropathy and it is also known as proximal 
diabetic neuropathy, diabetic lumbosacral 
radiculoplexus neuropathy, and diabetic 
polyradiculoneuropathy, occurs in patients 
with diabetes. It is more likely present in 
those with type II than type I diabetes.1 It is  
characterized by weakness followed by wasting  
of  muscles, either unilaterally or bilaterally, 
with excruciating pain in the muscles of  
the thigh, hip, and buttocks. Impairment 
of  sensation in the affected area is minimal 
in the cutaneous distribution sharing the 
same root or peripheral nerve as affected  
musculature. The symptoms are fairly sudden  
onset and occurs usually on one side of  
the body, sometime both sides.2 Diabetic 
amyotrophy is most common in middle age 
groups or later, while it may occur in youth. 
Approximately 1-2% of  those adults with  
diabetes will acquire this condition. A conco
mitant distal predominantly sensory neuro
pathy may be present. Electro-diagnostic 
methods are most unswervingstudies with a  
neurogenic lesion attributable to a lumbosacral  
radiculopathy, proximal crural neuropathy  
or plexopathy.3 The course of  illness isca-
pricious with gradual improvement but 
often incomplete, site of  the lesion and  

pathogenesis of  Diabetic amyotrophy are 
remain controversial. 

CASE REPORT
A 66 year old male weighing 80 kg was  
presented to the emergency department 
unit of  the hospital. He was complaining of  
burning sensation on both lower limbs with 
intermittent itching, bilateral knee pain and 
with difficulty in sleeping. He showed weak  
hip flexion, adduction and reduced knee jerk. 
He was diabetic for the past 15 years and did 
not take medications regularly. His glycated 
haemoglobin (HbA1c) value was 7.6%, the 
blood glucose was poorly controlled, and  
fasting blood sugar (FBS) level was fluctuating.  
His corrected total serum calcium con-
centration was found to be normal, it was  
9.1 mg/dL. He was diagnosed with Diabetic 
Amyotrophy (DA). The patient was given 
with steroid, Methyl prednisolone 500 mg  
intravenously once a day (OD) for 3 days;  
a combination of  Gabapentin (300 mg) and 
Methylcobalamin (500 mg) three times a 
day (t.i.d) was administered for neuropathic 
pain. The patient was also administered with 
his antidiabetic medications, Glibenclamide 
(5 mg) and Metformine (500 mg) twice daily  
(b.i.d) for 3 days, along with 10 units of   
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Soluble Insulin as part 30% twice daily for 4 days.  
Following corticosteroid therapy, the patient reported a 
pain relief  and was discharged.

DISCUSSION
Diabetic amyotrophy is mainly caused due to an abnor-
mality of  the immune system that damages the small 
blood vessels which supply the nerves to the legs. This 
process is also known as microvasculitis. It occurs very 
rarely in non-diabetes patients. The raised blood sugar 
level does not directly damage the nerves, but it may  
upsurge in some way to the process of  damage.The inci-
dence is common in type 2 diabetes (1 in 100) patients 
that type 1 diabetes (3 in 1,000).4,5 It is more common 
in adults above the age of  50 years, although younger 
peoples can also be affected.6-8

The best possible way to limit the DA is early diagnosis,  
goodcontrol of  blood glucose, together with regular 
exercise, muscular activity and physiotherapy.9 Muscular  
activities are very essential to minimise wasting of  muscles  
and to improve the speed and degree of  recovery.  
Lifestyle modifications like diet control and quitting 
smoking proven the control over DA.
Medications are mainly given to control the neuropathic  
pain, often conventional pain killers like paracentamol  
are used for the nerve pain.7 Sometime amitriptyline, tri-
cyclic antidepressants, antiepileptics drugs and immuno-
suppressant’s are also given to control the pain.8

In our case, we found that the patient glycemic control 
is poor and the patient seems to be obese. The patient 
was educated about the importance of  glucose control 
and reduction of  body weight. The patient neuropathic  
pain was treated with Gabapenting and Methylcobala-
mine, along with Methyl predinisolone. Glibenclamide 
and Metformine, along with 10 units of  soluble Insulin 
as part was given to lower the elevated glucose level. 
Following corticosteroid therapy, the patient reported  
a pain relief  and was discharged with regular medica-
tions. Patient was informed about the recurrence of  DA 
and insisted to adhere with the regular medication and 
glucose control. 

CONCLUSION
The incidence of  diabetes and diabetic amyotrophy are 
increasing every year with remarkable number of  modal-
ities. Hence, early diagnosis are warranted to prevent the 

complication of  diabetes and to prevent the undue delay  
in the management of  the condition. Regular monitoring  
of  blood glucose is necessary while investigating any 
form of  neuropathic complications.
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