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ABSTRACT 

  

Introduction: Intramedullary spinal cord abscesses are infrequently encountered in everyday 

neurosurgical practice. 

Presentation of case: A 28 days old neonate was brought to us by his mother with the chief complaints 

of inability to move both lower limbs since last 15 days. Baby was delivered by L.S.C.S for obstructed 

labor at full term. The baby cried well immediately. Patient had fever for 2-3 days from eighth day after 

birth for which the mother consulted a local doctor, who prescribed some syrup. During this period the 

mother noticed sudden absence of the cycling movements of the lower limbs with bowel and bladder 

incontinence. 

Discussion: Infective lesions of spine and underlying neurological structures namely, osteomyelitis, 

epidural abscess, subdural empyema, intramedullary localized and holocord abscess rare and very few 

cases are reported in the literature. We report an interesting and rare case of thoracic intramedullary 

abscess. 

Conclusion: The aim of presenting this case report is its rarity. 
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INTRODUCTION 

Patients with intramedullary spinal 

cord abscesses present with neurological 

findings related to the level of spinal cord 

involvement; MRI with gadolinium is still 

the procedure of choice for early diagnosis; 

and successful outcomes depend upon early 

diagnosis, aggressive surgical treatment, and 

appropriate antibiotic treatment following 

surgery. 
[1]

 Even when these guidelines are 

followed, 70% of patients are left with 

neurological sequelae. 
[2]

  

CASE REPORT 

A 28 days old neonate was brought 

to us by his mother with the chief 

complaints of inability to move both lower 

limbs and bladder and bowel incontinence 

since last 15 days. Baby was delivered by 

L.S.C.S for obstructed labour at full term. 

The baby cried well immediately. Patient 

had fever for 2-3 days from eighth day after 

birth for which the mother consulted a local 

doctor, who prescribed some syrup. During 

this period the mother noticed sudden 
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absence of the cycling movements of the 

lower limbs. 

Clinically the neonate was having 

paraplegia with bowel and bladder 

involvement. No abnormal spinal curvature 

or dermal sinus was noted on the back. His 

blood examination and X ray picture was 

normal. Spinal Magnetic Resonance 

Imaging (MRI) was showing an 

intramedullary space-occupying lesion at T6 

to T8 level suggestive of dermoid or 

teratoma. 

Patient underwent laminectomy from 

T5 to T8 level. On opening the dura a bulge 

was noticed at T6 and T7 level. Midline 

myelotomy performed to reach the lesion. 

About 4-5 cc thick, yellowish fluid was 

evacuated from the cavity and sent to 

microbiology department for culture. 

Thorough wash was given and wound was 

closed after dural repair. Patient was put on 

higher antibiotics. No growth was observed 

on culture after 48 hours. Patient did not 

show any neurological improvement during 

the stay in the hospital. 

 

 
Fig .1(intra-op intra medullary spinal abscess) 

 

DISCUSSION 

Spinal Intramedullary abscess is a 

rare neurosurgical entity. They can hardly be 

distinguished from intramedullary 

neoplasms. Hart described first case of 

spinal intramedullary abscess in 1830, since 

then approximately 73 cases are reported in 

the literature. 
[3]

 67% of the abscess presents 

in first four decades of life. Streptococci and 

staphylococci are the commonly isolated 

organisms. Primary source of the infection 

could be found only 45% of the cases. Most 

of the infections are metastatic spreads from 

lungs, endocarditis or gastrointestinal tracts. 

10 cases reported have described an 

intramedullary abscess secondary to the 

dermal sinus. 
[4]

 In 44% cases of 

intramedullary abscesses there were pre-

existing spinal or spinal cord abnormalities. 
[5]

 The signs and symptoms depend on the 

location of the abscess and the thoracic cord 

was commonly involved. Patients are 

divided into three clinical groups as per the 

presentation. 
[6]

 

Acute onset (symptoms <1 week) 

Subacute onset (symptoms <6 weeks) 

Chronic onset (symptoms >6 weeks) 

Patients with acute form are likely to 

have fever and elevated leucocyte count and 

may show partial or complete transverse 

myelitis picture. Patients with chronic 

abscess are less likely to have fever and 

leucocytosis and symptoms mimic like an 

intramedullary space occupying lesion.CSF 

cultures are usually sterile. 
[7]

 MRI is the 

investigation of choice and usually 

demonstrates intramedullary lesions. A 

persistent neurological deficit even after 

surgical intervention, probably secondary to 

infective vasculitis, was found in 70% of 

cases. The intramedullary lesions were fatal 

in 8% cases. 

In the management of spinal 

intramedullary abscess early diagnosis 

prompt surgical intervention and adjuvant 

antibiotics may improve in the clinical 

outcome. 

 

CONCLUSION 

The aim of presenting this case 

report is its rarity. Early surgical 
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management and appropriate antibiotic 

cover are key to the management of the 

patient. 
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