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Epidural Abscess following Epidural Catheterization in a Chronic
Pain Patient: A Diagnostic Dilemma

PERRY G. FINE, M.D.,* BRADFORD D. HARE, M.D,, PH.D.,} JOHN C. ZAHNISER, M.D.1

Reviews addressing the epidemiology of epidural ab-
scess conclude that infection of the epidural space is an
extremely rare condition accounting for, on average,
about 1 in 50,000 hospital admissions.! Reported cases
suggest that most epidural infections result from
trauma, surgical procedures, intravenous drug use, or
hematogenous spread of infection from elsewhere in
the body, rather than as a result of epidural anal-
gesia.2*

Clinical recognition of either acute or chronic epidu-
ral abscess can be extremely difficult. In patients with
underlying painful disorders in whom continuous epi-
dural analgesia or anesthesia is used for evaluative or
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therapeutic purposes, this diagnostic dilemma may be
compounded. We report a case of a patient who devel-
oped an epidural abscess after continuous epidural cath-
eterization for management of a long-standing thoracic
neuralgic pain syndrome.

CASE REPORT

A 35-yr-old woman was referred to our Pain Management Center
for evaluation and treatment of left-sided parascapular pain of 7
months duration. This pain problem followed an episode of acute
brenchitis and had been unresponsive to treatment with non-steroidal
anti-inflammatory agents, tricyclic antidepressants, transcutaneous
nerve stimulation, massage and ultrasound, and intercostal nerve
blocks. The patient was taking up to ten Percocet® tablets a day and
was organizing her life around the acquisition of analgesics for pain
relief.

Her pain was described as sharp and burning with intermittent stab-
bing sensations in a circumscribed area from the lateral border of the
left scapula to the ipsilateral posterior axillary line. It was described as
severe and debilitating, keeping her from enjoying an active life and
interfering with her work as a realtor. She consumed alcohol moder-
ately, smoked one to two packs of cigarettes a day, frequently used
over-the-counter soporifics in order to fall asleep at night, and con-
sumed approximately 12-14 cups of caffeinated beverages each day.

Physical examination was remarkable for a tearful and agitated af-
fect and an area of reproducible dysesthesia in a wedge-like distribu-
tion from the left scapular border to the ipsilateral posterior axillary
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line. A computerized tomographic scan of the thoracic spine revealed
no abnormality.

A plan was outlined to include controlled discontinuation of nar-
cotic analgesics with evaluation by Behavioral Medicine and Occupa-
tional/Physical Therapy and, subsequently, to attempt to further de-
fine and treat this neuralgic pain with continuous epidural analgesia.
The patient was admitted to the in-patient pain management unit.
Unfortunately, she was generally uncooperative with most members of
the staff and demonstrated inconsistencies in pain reports and activity.
Formal psychological assessment and plans for non-medical interven-
tions for pain management were rejected.

Onthe eighth hospital day, after informed consent, a thoracic epidu-
ral catheter was placed. An initial attempt at the T5 level was unsuc-
cessful, but placement at the T10 level was readily accomplished and
the catheter was easily advanced cephalad approximately 6 cm. A loss
of resistance technique was employed under sterile conditions with a
19-gauge catheter advanced through a 17-gauge Husted needle. Nei-
ther blood nor cerebrospinal fluid was obtained from thé epidural
needle or catheter with aspiration. A millipore filter was attached to
the injection port of the catheter and a waterproof sterile dressing was
placed over the entry site. All epidural drugs were administered by
anesthesiology house staff or attending staff and were freshly opened
preservative-free solutions. The catheter was dosed with either bupi-
vicaine Y4 %, fentanyl, or isotonic saline over the subsequent 72 hafter
a demonstration of good segmental anesthesia in the T3-T8 derma-
tomal distribution when local anesthetic was injected. The patient’s
pain reports were inconsistent and difficult to interpret with respect to
the various agents injected; however, the neuralgic pain had com-
pletely subsided after 72 h and the epidural catheter was removed.
The patient reported that her initial pain was replaced by a new pain at
the site where the epidural catheter had been placed and requested
analgesics. Physical examination was unrevealing except for localized
tenderness around the prior epidural entry site, considered to be con-
sistent with needle puncture for catheter placement. As the patient did
not desire further pain management approaches, she was discharged
from hospital with a plan for outpatient follow-up. She and her
mother, who was in attendance, were counselled to observe for fever,
chills, or the development of any other new symptoms, and were told
that narcotic analgesics would not be presently prescribed. Twenty-
four hours after discharge from the hospital, the patient called re-
questing analgesics and was reassured and told to keep her appoint-
ment for 3 days hence. Forty-eight hours after discharge, she came to
the emergency department complaining of continued back pain and
“funny sensations’’ all over her body. She was afebrile and examina-
tion of her back and neurological system were found to be normal by
the emergency room staff. Again, she was denied narcotic analgesics
and was told to return if symptoms progressed as previously described.
She was seen in follow-up 2 days later complaining of severe back pain
and stating that she could not walk. She was brought to the clinicin a
wheelchair by her mother. She was afebrile and the back examination
was only remarkable for local paraspinous tenderness to palpation.
Detailed and repeated neurological examination failed to yield any
reproducible abnormalities. At this time, it was felt tnat there was such
an exaggerated response to whatever naciceptive process may have
been ongoing that psychiatric referral was warranted, and this was
arranged. Again the patient and her mother were told to observe for
development of fever, chills, or new progressive symptoms and to stay
in contact with us, The patient left the clinic ambulating without assis-
tance.

Forty-eight hours later, the patient went to the emergency depart-
ment at another hospital presenting with chills, fever, and urinary
retention. She was found to have a purulent drainage from her old
epidural site and a markedly elevated white blood cell count. A com-
puterized tomographic scan revealed an epidural mass in the midtho-
racic region. Laminectomy was performed demonstrating a sizable
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thoracic epidural abscess extending from T to T). Recovery from
surgery was relatively uneventful. At 6 months follow-up, thé patient
complained of parasthesias of variable intensity down the right legina
stocking distribution, as well as *'back spasms.”” The thoracic neuralgic
pain has never recurred.

DIScussION

Epidural abscess is an extremely rare condition, and
only a few cases have been reported as a result of epidu-
ral catheterization.'™ Many of the risk factors asso-
ciated with early case reports, as reviewed by Bromage,®
have been eliminated by the use of disposable equip-
ment, adherance to aseptic technique, and single-use
preparations of preservative-free injectable drugs. Even
with these standards, it appears that there will inevitably
be some incidence of infection associated with this inva-
sive procedure, Barreto found a number of catheter
tips, as well as the skin surrounding epidural catheter
placement sites, to be contaminated with potentially
pathogenic organisms, despite a strict aseptic placement
technique.® Similarly, Hunt et al. found a 22% incidence
of contaminated catheter tips in a study of 102 patients
who had epidural catheters placed for a variety of indi-
cations under rigorously controlled conditions.” With
these findings, it is indeed remarkable that, of the tens
of thousands of epidural catheters placed annually for
labor and delivery, surgical procedures, pain control,
and diagnostic evaluation, there are so few clinically
apparent infections. This is especially surprising in view
of the difficulty in maintaining fastidious conditions in
the labor bed, and the risk of infection associated with
immunocompromised cancer patients in whom epidural
analgesia is provided for long-term pain control. An-
other group that is logically at risk consists of those
patients who receive epidural steroids for chronic low
back pain. Factoring out cases where obvious contami-
nation occurred and caused infection, the occurrence of
epidural abscess appears to be a more unpredictable
event than predicated upon these more obvious poten-
tial risk factors.

Another variable to be considered is the duration that
a percutaneous catheter remains in situ. Certainly, an
epidural catheter should only remain in place for spe-
cific well-defined indications, but, presently, there is not
adequate data to suggest a duration beyond which the
risk of infection increases. It has been shown that epidu-
ral catheters could remain in place for several days, and
even weeks, in a military field hospital to provide anal-
gesia for injuries sustained during the Vietnam war
without apparent complications (Petty WC, personal
communication).

In patients with an acute or chronic epidural abscess,
the diagnosis is often missed initially or may not be
made until post-mortem examination. This is due to the
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ambiguous nature of symptoms, signs, and specificity of
diagnostic tests associated with epidural infections."*®
Pain progressing in a radicular pattern and fever are the
most common early findings, and, once neurological
loss ensues, the diagnosis becomes more obvious. How-
ever, at this later stage, progression to irreversible neu-
rological deficit due to localized spinal cord compres-
sion and vascular compromise is rapid.®

Early diagnosis requires aggressive diagnostic testing
for confirmation by myelography, contrast enhanced
computerized tomography, or magnetic resonance
imaging. Although early diagnosis is of paramount im-
portance so that definitive surgical therapy can prevent
permanent neurologic loss, this can be a conundrum in
chronic pain patients, exemplified by the case pre-
sented. When pain is the only early presenting com-
plaint and the assessment of the pain complaint is con-
founded by exaggerated responses, one must depend
on reproducible clinical findings and support these with
corroborating tests.

One of the tenets of management of most chronic
(non-malignancy-related) pain syndromes is non-rein-
forcement; i.e., limiting operant conditioning factors,
such as medical interventions, purely for pain com-
plaints, except on a time-contingent ‘‘preventative’’
basis or when clinical signs dictate otherwise, Patients
who express painful sensations in a florid and inconsis-
tent fashion may require invasive nerve-blocking proce-
dures for diagnostic and clarification purposes. How-

Anesthesiology
69:424-426, 1988

CLINICAL REPORTS

Ancsthesiology
V 69, No 3, Sep 1988

ever, an additional risk in these patients may be the
difficulty in making rapid diagnoses of complications
where pain or unusual sensations are premonitory fea-
tures.

As the practice of chronic pain management grows,
these dilemmas are sure to surface with increasing fre-
quency. Those involved in these patients’ care must add
this unsettling dimension and enhanced risk to an arena
already brimming with ambiguity.
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Extrapyramidal Reactions to Low-dose Droperidol

BRIAN M. MELNICK, M.D.*

Nausea and vomiting is the most frequently reported
postoperative adverse reaction in ambulatory surgery.'
Low doses of droperidol are used to prevent postopera-
tive nausea and vomiting. It is effective in children un-
dergoing strabismus surgery,®* and in adults undergo-
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ing gynecologic®® and orthopedic surgery.® In the low
doses commonly used (0.6-1.25 mg) in adults, adverse
side effects such as extrapyramidal reactions or severe
anxiety have not been reported to occur. Phillip states
that these side effects are not seen with the above
doses.'® Two cases of severe extrapyramidal reactions,
apparently caused by low-dose droperidol, are de-
scribed, following outpatient anesthesia and surgery.

CASE REPORTS

Case 1. A 24-yr-old, 58-kg woman, ASA classification 1, taking no
medications, underwent diagnostic laparoscopy and tubal lavage for
evaluation of primary infertility. General anesthesia was given with
endotracheal intubation. d-tubocurarine, 3 mg, and droperidol, 0.65
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