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Spontaneous Spinal Epidural Abscess

P Ellanti, S Morris
Department of Trauma Orthopaedics, AMNCH, Tallaght, Dublin 24

Abstract
Spinal epidural abscess is an uncommon entity, the frequency of which is increasing. They occur spontaneously or as a
complication of intervention. The classical triad of fever, back pain and neurological symptoms are not always
present. High index of suspicion is key to diagnosis. Any delay in diagnosis and treatment can have significant
neurological consequences. We present the case of a previously well man with a one month history of back pain
resulting from an epidural abscess.

Introduction
Spinal epidural abscess (SEA) is an uncommon entity, with an incidence of 0.2 to 2 per 10,000 hospital admissions.

1-3

The frequency of SEA is increasing.
2
 Any delay in diagnosis and treatment can have significant neurological

consequences. Despite improvements in diagnosis and treatment, mortality remains high, ranging from 18 to 31%.
4
 They

occur spontaneously or as a complication of interventions such as spinal epidural catheterization. We present the case
of a previously well man with a one month history of back pain resulting from an SEA.

Case Report
A 60-year-old man presented to the Emergency Department(ED) with a two week history of back pain radiating to the
right gluteal area. There was no history of trauma. Physical examination and X-rays of the Lumbosacral spine were
normal. He was managed with analgesia and discharged from the ED. As the back pain persisted and disc pathology was
suspected, the General practitioner arranged an MRI of the Lumbosacral spine which showed a right sided L5/S1 lesion
in the epidural space (Figure 1) which was suspicious for an abscess. The patient was referred to our service one
month following the onset of back pain. The patient was afebrile and systemically well. Diminished sensation over the
right lower limb along an L5 dermatome was noted. Apart from an elevated C-Reactive protein at 15.8 mg/L, all other
blood tests were normal. A CT scan showed no bony involvement and confirmed the diagnosis. The patient underwent
emergency open drainage of the SEA and commenced on empiric antibiotic therapy consisting of Vancomycin, Cephalosporin
and Rifampicin after consultation with the microbiologists. The purulent contents of the abscess grew Staphylococcus
Aureus sensitive to Flucloxacillin, Erythromycin and Vancomycin.

Post-operative recovery was uneventful with resolution of the back pain but there was minimal improvement of the
sensory deficit. A repeat MRI at day 10 post-operatively showed no recurrence. The patient was discharged on day 14 on
oral antibiotics. Two days prior to the onset of the back pain, the patient had experienced the symptoms of urinary
frequency and one episode of haematuria, consistent with a lower urinary tract infection.  

Figure 1: MRI demonstrating Epidural abscess in the spinal canal at the fifth Lumbar Vertebral level

Discussion
Heusner in 1948 described the high morbidity and sudden deterioration associated with SEA.

5
 Modern imaging techniques

such as Gadolinium enhanced MRI have greatly reduced delay in diagnosis and potent new antibiotics have augmented
treatment.

5,6
 Morbidity and mortality associated with SEA however remain significant.

2,7
 Not many patients present with

the entire classical triad of fever, back pain and progressive neurological symptoms.1 Back pain is the most common
and fever the least common feature.

8
 SEAs can occur at any age but predominate in those over 30 years of age and in

men.
9
 Risk factors for the development of SEA include suppressed immunity of any cause including corticosteroid use,

diabetes, renal failure, intravenous drug abuse, alcoholism, malignancy and trauma.
1,2,5

 Our patient had briefly
experienced symptoms consistent with lower urinary tract infection prior onset of back pain. This may have been the
source of the SEA.

Haematogenous spread from a distant source of infection is the most common cause.
4
 Compression of the nerves is thought

to be the primary mechanism that produces neurological symptoms.
10

 The development of neurological symptoms has been
described in stages.

5
 The first stage consists of back pain, local tenderness and fever. The second stage consists of

spinal root pain. The third stage consists of sensory deficit and weakness. Paralysis of extremities is the final
stage. Progression between stages is unpredictable. The mainstay of treatment is surgical drainage to decompress the
neural tissue combined with antibiotic therapy based on sensitivities. Surgical technique depends on the abscess
location and stability of the spine. A posterior approach to the lumbar spine was used in this case.

Conservative management with antibiotics alone may be considered in patients who are systemically well and without
neurological symptoms. These patients need to be monitored closely for the duration of their treatment and surgery
initiated at onset of any symptoms. Post operative MRI is useful in confirming successful surgical drainage and
monitor response to treatment. The neurological deficits may not resolve with treatment especially if long standing.
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