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Unusual presentation of 
spinal epidural abscess 
and a cautionary tale of 

acupuncture
William Shew, Sarah Bell 

An 89-year-old male was diagnosed 
with spinal epidural abscess (SEA) 
following acupuncture. Only seven 

cases of SEA associated with acupuncture 
have been reported in the literature, with 
this case being the fi rst to be reported in 
New Zealand. To our knowledge, it is also 
the fi rst published case to present as radicu-
lar fl ank and hip pain.

Case report
GB, an 89-year-old male presented to the 

emergency department in Auckland, New 
Zealand with two weeks of poorly char-
acterised left fl ank and hip pain. He had 
attributed his pain to a fall three months 
ago and subsequently sought acupuncture 
for pain relief. His medical history included 

type 2 diabetes, stage 4 diabetic nephropathy 
with single kidney.

 Examination showed GB was afebrile with 
diffuse left fl ank tenderness and essen-
tially normal hip and lower limb neurology. 
Investigations revealed raised infl ammatory 
markers (C-reactive protein 112mg/L, white 
cell count 18·57x109/L - neutrophilic predom-
inance). Chest radiographs, urine and blood 
cultures were negative. Lumbar spine and 
hip radiographs revealed degenerative 
changes but no fracture. Non-contrast CT 
showed a fi lled bladder, however no collec-
tions, lymphadenopathy, occult fracture or 
evidence of malignancy.

 On day four, GB developed symptoms of 
urinary retention with 850mL on bladder 
ultrasound scan. Examination revealed 

Figure 1: T1 Axial MRI lumbar spine: posterior left epidural spinal abscess with mass effect and post left 
radical nephrectomy.
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T10–S1 spinous process pain, right extensor 
hallucis weakness with otherwise normal 
lower-limb neurology.

An urgent MRI revealed a left posterior 
spinal epidural abscess extending from T11 

to L4/5 with central canal and L1 to L4 nerve 
root compression (see Figures 1 and 2). CT 
guided biopsy aspirated pus culturing methi-
cillin susceptible Staphylococcus aureus and 
he proceeded onto decompression lamino-
plasty with open drainage. 

Figure 2: T1 Sagittal MRI lower thoracic and lumbar spine: posterior epidural 
spinal abscess with communicating complex paraspinal collection.
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Discussion
Inoculation of the infection-prone fat in 

the epidural space by haematogenous (up 
to 50%), contiguous, or iatrogenic routes 
initiates the development of a spinal 
epidural abscess (SEA).1–3 As the collection 
of infl ammatory material expands, spinal 
cord and nerve root compressions occurs. 
In addition, vascular insults of the spinal 
cord arise from septic thrombophlebitis.3 
The clinical staging of this process has 
been described by Rabih with a step-wise 
progression of Stage 1: back pain, Stage 2: 
nerve root pain, Stage 3: neurological defi cit, 
and fi nally, Stage 4: paralysis.3 Early diag-
nosis and intervention to decompress the 
spinal cord within 24–36hrs of neurological 
defi cit is essential to improve neurological 
outcomes and prevent paralysis.1,2

SEA has classically been described as 
a triad of fever, unremitting spinal pain 
and neurological defi cits, however this is 
seen in only 10–15% of proven SEA cases.2 
Radicular pain is present in 35.4% of cases4 
and other atypical presentations of SEA such 
as headache,5 abdominal6 and shoulder pain 
have been reported. To our knowledge this 
is the fi rst case in the literature to present as 
radicular fl ank and hip pain. 

Two-thirds of cases have absent focal 
neurology2,4 or are afebrile7 and the 
progression from one stage of SEA to the 
next is highly variable. Infl ammatory 
markers are universally raised and a leuco-
cytosis is seen in approximately two-thirds 
of cases,3 although these are not specifi c 
for SEA. Approximately 60% of SEA have 
positive blood cultures3 leaving 30-40% 
of SEA cases without a microbial source.2 
The gold standard diagnostic modality is 
MRI with gadolinium,3 however CT with 

IV contrast is almost as sensitive, though 
contrast was not administered in this case 
due to impaired renal function. 

It  is not surprising that between 11–75% of 
cases are initially misdiagnosed.3 A 10-year 
review of the 45 SEA cases in the Christ-
church neurosurgical unit showed a mean 
delay of diagnosis of 4.5 days under general 
medicine with approximately one-quarter 
of cases left with neurological defi cits on 
discharge.7 Due to the rare and non-spe-
cifi c nature of SEA, we recommend a high 
index of suspicion of SEA in afebrile spinal/
radicular pain with raised infl ammatory 
markers and to consider bladder ultrasound 
scans to screen for urinary retention in 
lumbar sacral involvement. 

Th e location of needling in this patient 
directly correlated with the paraspinal 
collection and with the underlying comor-
bidities of diabetes, and age placed this 
patient at a greater infection risk. The 
practice of acupuncture in New Zealand has 
diverged to traditional Chinese acupuncture 
and western acupuncture-based on neuro-
physiological principles.8 Although both 
use the same tool, traditional Chinese 
acupuncture training and education can 
range up to four-year bachelor level degrees, 
while ‘dry needling’ weekend courses 
with less than 14 hours9 of education are 
available, posing a concern regarding 
minimum levels of training for an invasive 
procedure. In addition, the practice of 
acupuncture is unregulated, however it is 
unknown in this case whether acupuncture 
was provided by a qualifi ed practitioner 
registered to a professional body. None-
theless this case remains a cautionary tale 
to maintain strict infection control and to 
carefully consider relative contraindications 
such as diabetes.
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