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ABSTRACT: Spinal epidural abscess due to its varied presentation, poses a great challenge, more so 

in a healthy adult, without any predisposing factors. Early diagnosis and treatment is paramount, as 

late diagnosis and delayed treatment result in increased mortality and morbidity. In this case report, 

we are presenting a case of spinal extradural abscess in a healthy young adult without predisposing 

factors, provisionally diagnosed as extradural hematoma and early surgical intervention confirmed 

the diagnosis of spinal epidural abscess and prevented any devastating consequence. 
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INTRODUCTION: The reported incidence of Spinal epidural abscess is 0.2 -2.8 cases per 10,000 

hospital admissions, are associated with predisposing factors like diabetes mellitus, 

immunosuppressive therapy, intravenous drug abuse, malignancy1, 2. Spontaneous epidural abscess 

in adults without predisposing factors are rare and the reported incidence is 0.88 cases per 100,000 

[person years]3 and pose a diagnostic challenge to the treating physician. Definitive diagnosis and 

immediate treatment is required, as delayed treatment is associated with mortality of 5% and 

morbidity to the range of 33%-47%4. Very few articles are available describing spinal epidural 

abscess without any predisposing factors. 

Here we are reporting a case of young adult without predisposing factors presented with 

paraparesis following injury to the back, initially suspected of extradural hemorrhage turned out to 

be spinal epidural abscess. 

 

CASE REPORT: Young adult aged 22 years presented with complaints of back pain and difficulty in 

walking for 7 days following injury to the back. On clinical examination, had local tenderness at D7, 

D8, D9, exaggerated reflexes of both lower limb and positive babinsky‘s sign, reduced sensation 

below D8. Blood investigation showed marginal increase in neutrophil count and elevated ESR. 

Dorsal Spine X-Ray and Magnetic resonance imaging was done as an emergency basis. Initial 

diagnosis of extradural hemorrhage was done as the patient had no predisposing factors and prior 

history of injury to the spine. Magnetic resonance imaging suggested extradural compression at D7, 

D8, D9 probably an extradural hemorrhage. He was advised bed rest and close monitoring of the 

neurological status. On second day of admission, patient was taken up for emergency surgery due to 

worsening of neurological symptoms. Laminectomy of D7, D8, and D9 with posterior stabilization 

was done. Intraoperatively greyish white soft tissue mass was noticed compressing the cord. On 

removal of the soft tissue, pus was noticed. Posterior pedicle instrumentation of D7, D8 and D10 and 

posterolateral bone grafting was done to prevent instability. Histopathological report came as an 
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abscess and culture came as negative. Parental antibiotics changed to broad spectrum antibiotics and 

continued for 2 weeks followed with oral antibiotics for 4 weeks. Patient was made to sit and 

strengthening exercise of both lower limbs started, At one month follow-up patient neurological 

status improved to frankel Grade E. At one year follow-up patient has no recurrence of symptom. 

 

DISCUSSION: Gradual increase in the incidence of spinal extra dual abscess has been noted over past 

two decades.15%-35% of patients with spinal epidural abscess present with prior history of injury to 

the back. In our case study patient had initially injury to the back and followed with native massage to 

the back. This trauma can produce extra dural hematoma and subsequent infection can produce 

extradural abscess.5,6 

The classical triad of presentation is back pain, fever and neurological deficit. Only few cases 

presents with this classical triad. Back pain is the most common presentation followed by distal 

paresthesia6,7. Local tenderness of spine, with increase in erythrocyte sedimentation rate and 

leukocytosis, should lead to gadolinium enhanced MRI to look for spinal extradural abscess. Late 

diagnosis and substandard treatment are associated with high morbidity and mortality.4 

David et al in his series reported a positive culture from surgical site or by intervention 

biopsy in78% of cases. Often negative culture is associated with sampling after starting antibiotics. In 

cases of negative culture the empirical broad spectrum antibiotics can be continued. The accepted 

duration of treatment is 2 weeks of parenteral treatment and followed with 6 weeks of oral 

antibiotics.7 

Spontaneous epidural abscess are usually located in the posterior to the cord. Ventrally 

located abscess are usually by the contiguous spread from spondylitis or discitis5. J.P. Grieve et al in 

his series had thoracic spine as the commonest site for the epidural abscess, because the dorsal spine 

has wide extradural space and rich venous plexus.7 

Numerous articles support early surgical decompression with broad spectrum antibiotics as 

treatment of choice in spinal epidural abscess.5,6,8 Carefully selected patients with no neurological 

deficit can be treated with conservative management, provided neurological status is closely 

monitored and equipped with facility to do emergency decompression as sudden onset of 

neurological deterioration has been reported.8 

The most important predictor of outcome is the neurological status of the patient at the time 

of surgical intervention. Patients paralyzed for more than 36 hours are less likely to improve 

neurologically.2 

 

CONCLUSION: Very few percentage of patients with extradural abscess presents with classical triad 

of back pain, fever and neurological involvement. Even in adults without predisposing factors 

presenting with back pain with local spine tenderness should be viewed with high index of suspicion. 

Associated elevated inflammatory markers, should lead to gadolinium enhanced MRI to rule out 

extradural abscess. Early diagnosis and immediate management reduces the mortality and morbidity 

significantly. 
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Fig. 1: Preop-hyperintense at T2 and Isointense at T1 
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Fig. 2 : Preop images-Hyperintense at T2 and Iso intense at T1 

Fig. 3 : Intraoperative picture showing pus 

Fig. 4 : Postop X-Rays –posterior pedicle instrumentation from D7-D10 
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