
Introduction
Thoraco-lumbar epidural abscess is an uncommon pathology 
with incidence rate of 1-2/10,000 [1] while tuberculosis (TB) 

accounts for only 2% of these abscesses [2, 3]. These abscess 
needs emergency decompression and drainage of pus to release 
the decompressive pressure on the epidural sac, spinal cord, and 
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Introduction: Spinal epidural abscess (SEA) refers to collection of infection of the epidural space due to various etiologies. Tuberculosis (TB) 
of the spine is one of the important causes of SEA. Patient with SEA usually presents with history of fever, back pain, difficulty in walking, and 
neurological weakness. Magnetic resonance imaging (MRI) is the initial modality for diagnosis and it can be confirmed by examination of 
abscess for microorganism growth. It can be treated by laminectomy and decompression which helps to drain out the pus and relive the 
compression on the cord.
Case Report: A 16-year-old male, student by profession, presented with a history of low back pain and progressive difficulty in walking for the 
past 12 days and lower limb weakness for the past 8 days associated with fever, generalized weakness, and malaise. Computed tomography brain 
and whole spine showed no significant changes MRI left facetal joint of L3 L4 vertebrae infective arthritis with abnormal soft-tissue collection in 
the posterior epidural region extending from D11-L5 vertebrae causing compression on the thecal sac, cauda equine nerve roots, and represents 
infective abscess with abnormal soft-tissue collection in the posterior paraspinal region and left psoas muscles representing infective abscess. 
Patient was taken for emergency decompression with clearance of abscess through posterior approach. Laminectomy was done extending from 
D11 TO L5 vertebrae and thick pus was drained through multiple pockets. Samples pus and soft tissue were sent for investigation. Pus culture ZN 
and Gram’s stain did not show growth of any organism, but GeneXpert was positive for growth of Mycobacterium tuberculosis. Patient was 
registered under RNTCP program and anti TB drugs were started as per the weight scale. Sutures were removed on post-operative day 12 and 
neurological evaluation was done for any signs of improvement. Patient showed improvement of power in both lower limb; power 5/5 on the 
right lower limb whereas 4/5 in the left lower limb. Patient also had improvements in other symptoms and has no complaints of back ache and 
malaise at discharge.
Conclusion: Tuberculous thoracolumbar epidural abscess is a rare disease with potential to cause lifelong vegetative state if diagnosis and 
treatment is not done promptly. Surgical decompression by unilateral laminectomy and evacuation of collection is both diagnostic and 
therapeutic.
Keywords: Spinal epidural abscess, thoracolumbar abscess, tuberculosis.

Abstract

Learning Point of the Article:
Spinal epidural abscess in Tuberculosis of spine need early diagnosis and treatment by decompression.

A Rare Case of Thoracolumbar Epidural Abscess with Tuberculous 
Etiology in an Adolescent Male with Neurological Deficit
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the roots. This case report presents a rare 
case of thoracolumbar epidural abscess of tubercular origin with 
extension of abscess into the left psoas muscle in an adolescent 
male presenting with bilateral lower limb weakness, loss of 
appetite, and low back pain at a tertiary care center.

Case Report
A 16 years male, student by profession, came to Medicine 
outpatient department of our Institute with complaints of 
generalized weakness, malaise, episode of fever, lower limb 
weakness, and inability to walk. Patient was admitted under 
medicine care and was later transferred to orthopedics side after 
magnetic resonance imaging (MRI) reports were available.
Patient initially had an episode of fever 12 days back following 
which he developed low back pain, malaise, and generalized 
weakness. Patient later developed progressive weakness of 
bilateral lower limb. Initially, he was able to walk with support 
but later he could not walk even with support. On examination, 
patient looked pale and cachexic, his general condition was 
moderate, afebrile with pulse rate of 88 beats/min, blood 
Pressure 114/70 mmHg, temperature 37.8°C, and SpO2 99% 
(in room air). On physical examination, patient was not able to 
walk. Severe tenderness was present in paraspinal region of 
dorsolumbar part of back and was radiating to the left buttock 
and hip. Flexion and extension of spine were severely painful. 
On neurological evaluation, patient had decreased power in 
both lower limb at hip and knee only, 4/5 on the right side 
whereas it was 3/5 on the left (Fig. 1). All sensations were intact; 
bladder urinary sphincter and bulbocavernous reflex were 
present. Superficial and deep reflexes were normal.
Laboratory investigations showed Hb – 10.2 g%, TC– 16,000 
(Lymphocytes 40%) ESR – 68 mm/h-CRP 60, calcium 9.6 
mg/dl, random blood sugar – 98 mg/dl, urea: 20, creatinine – 
0.9 mg/dl, and total bilirubin – 0.8 g/dl.

X-ray of lumbosacral 
spine and dorsolumbar 
spine showed no bony 
involvement. Computed 
tomography brain and 
whole spine also showed 
no bony involvement. 
MR I of  lumbosacral 
spine with screening of 
whole spine on T1, T2, 
a n d  ST I R  s e q u e n c e 
showed abnormal soft-
tissue collection in the 
posterior epidural region 
extending from D11-L5 

vertebrae level with peripheral contrast-enhancement causing 
compression of the thecal sac, cauda equina nerve roots 
representing infective abscess. Abnormal soft-tissue collection 
in the posterior paraspinal region and left psoas muscles with 
peripheral contrast-enhancement representing infective 
abscess with diffuse altered signal intensity in the left facetal 
joint at L3-L4 level with moderate joint effusion with 
heterogeneous contrast-enhancement likely to represent 
infective arthritis (Fig. 2).
After confirmation of abscess collection, we discussed the 
treatment modality with patient and relatives and proceeded for 
surgery after consent. In prone position, under general 
anesthesia, Mid-line incision was taken extending from L3 to L4 
vertebrae. Soft tissue and muscle dissection were done. 
Collection was noted in paraspinal muscle which was drained. 
Paraspinal muscles were reflected, subperiosteal dissection was 
done till transverse process. Frank Casseous material visualized 
after separating dorsolumbar facia at L3-L4 level (Fig. 3). 
Decompression was done by unilateral left-sided laminectomy 
from level D12 till L4 vertebrae by extending the incision as 
there was caseous material discharge at multiple levels. 
Proximal and distal decompression was done by passing spatula 
at D11 and L5 level. Pus sample was collected and sent for 
cytology, culture and sensitivity, Gram’s stain, ZN stain, and 
CBNAAT. Soft tissue and bone sample were sent for 
histopathological examination.
Gram’s stain, ZN stain and Pus culture, and sensitivity report 
did not show growth of any organism. Fluid cytology of the pus 
showed multiple polymorphs, macrophages, and histiocytes 
suggestive of chronic inflammation. CBNAAT was positive for 
growth of M. TB sensitive to Rifampicin. HPE report showed 
granulomas suggestive of tuberculous granulomas.
On confirmation of diagnosis, patient was started on anti-TB 
drugs as per National health program.
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Figure 1: Pre-operative clinical images.

Figure 2: Magnetic resonance imaging of the patient showing collection at 
the level of D11-L5 vertebra, left psoas abscess, and L3-L4 facet high 
intensity signal with mild joint effusion.
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On post-operative day 15, suture removal and clinical 
evaluation were done. Patient had improvement in neurological 
status, appetite, and general condition. Power in the left hip and 
knee was grade 4/5, whereas it improved to 5/5 on the right hip 
and knee. At 2-months follow-up, patient had further 
improvement of neurological status and general condition. 
Patient came to us without support with some degree of 
numbness at hip and knee. At 6-months follow-up, patient had 
complete recovery of symptoms with no residual neurodeficit 
(Fig. 4).

Discussion
TB is a common disease in developing countries due to low 
socioeconomic status. Vertebral TB is a relatively rare entity 
accounting for <1% of all the TB in the body [4] and 50% of all 
musculoskeletal TB. It is considered the most serious type of 
skeletal TB, with possible neurological symptoms due to 
compression of the neural structures. It may also lead to 
deformity and significant vertebral structure destruction and 
instability [5]. The gravity of situation demands for early 
diagnosis and prompt treatment for good outcome. The 
delayed/missed diagnosis can lead or progress to neurological 
complications like even cauda equina syndrome [6].
Spinal epidural abscess (SEA) is a very rare entity especially 
without significant bony involvement [7]. Tubercular SEA 
develops secondary to vertebral body involvement, and rarely 
by hematogenous spread from a primary focus in the body [8, 9, 
10]. The clinical presentation of tubercular SEA may be more 
insidious, leading to failure of early diagnosis treatment [6].
Patient with SEA presents with low back pain, fever, and 
weakness of limbs depending on the extent of involvement. 
Triad of fever, backache, and neurodeficit is seldom the 
presenting feature, found only in about 2% of the cases [2].
Thorough clinical examination and radiological investigations, 
it helps in reaching the diagnosis. MRI is the investigation of 

choice. TB can have a 
v a r i e d  p r e s e n t a t i o n , 
generally there are irregular 
hyper-intense lesions on 
T2-weighted images with 
erosion of the vertebral 
b o d y  a n d  a b s c e s s 
collection around the body 
e i t h e r  a n t e r i o r l y  o r 
posteriorly or both [11, 
12]. T1-weighted images of 
the spine typically show 
decreased signal within the 
affected vertebral bodies, 

loss of disc height, and paraspinal soft-tissue collection. The 
presence of a thick rim of enhancement around paraspinal and 
intraosseous abscesses is reported to be diagnostic of TB 
spondylitis [13]. MRI findings of 24 patients were evaluated by 
Huang et al. [14] in patients with infectious spondylitis. 
Contagious multi-level involvement was noted only in patients 
with tuberculous spondylitis, as in our case. Fifteen of the 24 
patients under study had SEA in the Huang’s series.
SEA is a severe complication of spinal TB that requires urgent 
neurosurgical intervention (laminectomy), combined with 
specific antituberculous therapy. This is the treatment of choice 
to avoid neurological sequel [15].
Decompression surgery is advised for diagnostic and 
therapeutic purposes [1, 3]. Surgical decompression is 
indicated in cases with presence of pressure symptoms, failure 
of medical management to control the disease process, cases 
with spinal instability, and the need to obtain diagnostic tissue 
in doubtful cases [1, 3, 16]. In general, the goals of treatment in 
such cases include disease eradication, pain relief, preservation 
of neurological function, and spinal stability. In our cases, 
laminectomy and release of collection was done for diagnosis, 
pain relief and for the improvement of neurological status.

Conclusion
Tuberculous thoracolumbar epidural abscess is a rare entity. It 
should be diagnosed early and treated promptly for good 
outcome. MRI is the initial modality of investigation. 
Laminectomy and decompression has proven to be good 
option for confirmation of diagnosis and treatment. Delay in 
treatment may cause lifelong neurological deficit and vegetative 
state. Patient may develop spondylodiscitis or spondylitis 
postoperatively. Hence, patient should be followed up for a long 
period.

Figure 3: Intraoperative images showing level of dissection and drainage 
of pus from posterior epidural space. Figure 4: Post-operative 6-month follow-up.
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Clinical Message

Patient with neurological symptoms with background of fever 
should be suspected for SEA of mycobacterial origin and evaluated 
with MRI. Unilateral liminectomy of the involved spine and 
decompression helps in both diagnosis and treatment. Anti-TB 
drugs remain the main modality of treatment after confirmation of 
diagnosis.
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