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Severe Low Back Pain Due to Retroperitoneal Abscess Formation
in Diabetic Patients

Masami Ohmori, Eiji Kobayashi, Kazuhiro Harada, Department of Clinical Pharmacology and Orhopedics,
Koh-ichi Sugimoto, Hitoshi Ohkami, Haruhiko Tsutsumi Jichi Medical School, Tochigi; Advanced Tertiary
and Akio Fujimura Emergency Medical Center, Saitama Medical Center,

Saitama, Japan

We report two cases of diabetic patients with severe low back pain associated with
retroperitoneal abscessedn the first case, multiple retroperitoneal and spinal epidural
abscesses were detecte@araplegia due to the spinal epidural abscess was not relieved by
drainage of the abscess and subsequent antibiotic therapy.the second case, drainage of the
retroperitoneal abscess and antibiotics were immediately started, resulting in successful
recovery. Thus, we suggest that if a diabetic patient complains of low back pain, potential
abscess formations should be considered and given appropriate treatment before administering
epidural anesthetic injections for pain relief.
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Patients with diabetes mellitus have a high risk ohospital. Although he had been taking glibenclamide
infection, particularly in a poorly controlled situation (an oral hypoglycemic agent) for the treatment of
[1-3]. Itis very difficult to diagnose spinal abscessdiabetes mellitus, his control of plasma glucose had been
formation, a life-threatening condition, because of a lackoor for approximately 10 years. After admission, he
of specific symptoms and signs [4-8]. An adequateavas treated with several epidural anesthetic injections.
diagnosis of paraplegia due to spinal epidural absce3e patient was transferred to our hospital to treat the
is rarely made [4]. We describe the clinical course opain symptoms and fever. On admission, he was alert,
two diabetic patients who had retroperitoneal abscessaad his temperature was 36.6° C, blood pressure 142/
with and without spinal epidural abscesses, and revie®2 mmHg, and pulse rate 100 beats per minute.
the literature concerning abscesses, especially in tithysical examination revealed a soft and slightly

spinal epidural region. distended abdomen. Neurological investigation showed
reduced vibration sense in both lower legs. No
First Case infiltrative shadow was detected on chest and

abdominal X-ray examination. His consciousness level
A 71-year-old diabetic man with severe lumbagoacutely decreased to Glasgow Coma Scale 5 on the
and high fever spikes, was initially admitted to anothebth day after admission. A CT scan of the abdomen
, , was performed to determine the origin of the fever;
Received on 3March 2002revised 03ecember 2002. t it | ab f fi detected
Address for correspondend2r. Masami Ohmori, MD, Ph.D. re,mpe” onéal abscess ormg 1ons Were etecte
Department of Clinical Pharmacology. Jichi Medical School, (Figure 1). We p_Ur‘(.:tured a_r?d drained the biggest focus,
Tochigi 329-0498, Japan. Phone: +81-285-58-7388. Fax: +81and found methicillin-sensiti&taphylococcus aureus
285-44-7562. E-mail: masami@jichi.ac.jp (MSSA), which was also isolated from the blood and
" _ _ urine. Loss of consciousness was thought to be due to
The Brazilian Journal of Infectious Disease2002;6(6)309-312 iabeti q i Int ive treat t
© 2002 by The Brazilian Journal of Infectious Diseases anqdlla_ etic C_Oma an SepSI§. n e,n,swe reatment was
Contexto Publishing. All rights reserved. initiated with intravenous piperacillin (4g/24 hours) for
1413-8670 infection and with a drip insulin infusion to reduce the




310 Retroperitoneal Abscess in Diabetics BJID 2002; 6 (December)

high blood glucose. The level of consciousness graduallyave merit for diabetic patients with infection. At the
improved, but paraplegia at the ,Tlavel became same time, blood glucose levels should be precisely
evident on the 15th day. As a space-occupying lesiocontrolled in such patients.

in the vertebral column was suspected, an emergency Spinal epidural abscess is a very rare disease, but
thoracic MRI scan was done. This revealed an epidurd@lhas an extremely poor prognosis due to the difficulty
abscess formation that extended beloy, TRigure  in diagnosis [4-8]. In the first case, severe low back
2). Treatment with the antibiotics, minocycline pain and high fever led us to suspect such an abscess
hydrochloride, aspoxicillin and ciprofloxacin formation. An abdominal CT scan showed multiple
hydrochloride was continued for the next three monthabscesses in the retroperitoneal space. We first
The abscess disappeared and laboratory test resulistected spinal epidural abscesses, with paraplegia,
improved after the initiation of glibenclamide (1.25mg/after recovery from loss of consciousness. Intravenous
day) on the 97th day. However, his paraplegia did nahjection of antibiotics, continuous infusion of a fast-
improve. The patient was then transferred to anotheacting insulin and drainage from a giant retroperitoneal

hospital for ongoing rehabilitation and care. abscess were initiated. The abscess formation and
laboratory data improved whereas paraplegia did not
Second Case change. Based on the experience of the first case, we

immediately detected by abdominal CT examination

A 78-year-old diabetic woman with severe low backa similar problem in the second case. Prompt drainage
pain and high fever was admitted to another hospitabf the focus and antibiotics prevented her from
Although she had been suffering from diabetes mellitudeveloping excessive damage, including an epidural
for seven years, she had taken no medication for thebscess and subsequent paraplegia.
condition. The laboratory data on admission were as Spinal epidural abscess is characterized as follows:
follows: WBC, 11.7x18/ul with 76 % neutrophils; 1) Source of infection: unknown>surgery or other
CRP, 17.0 mg /dlI; fasting plasma glucose, 225 mg /dprocedures>trauma; 2) Contributing factors: diabetes
and hemoglobin, ., 8.9 %. To determine if there was mellitus, osteomyelitis and others; 3) Clinical
a retroperitoneal abscess at the site of low back paisymptoms: spinal pain, paralysis and others; 4)
we immediately performed an abdominal CT, whichClinical signs: elevations of ESR and WBC, and fever;
showed right retroperitoneal abscess formation (Figur8) Most common causative organism:
3). Drainage of the abscess and antibiotics wer8taphylococcus aurelL®) Most sensitive procedure
initiated. MSSA was isolated in the abscess and urinéor the diagnosis of abscess formation: MRI scan [4-
Low back pain was relieved, and the absces8]. In the two cases that we examined, urinary tract
disappeared. Laboratory data returned to the normaifection may have been a source of infection as MSSA

level on the 50day. was detected only in urine and in the retroperitoneal
abscess. Although patients with lumbago often receive
Discussion epidural anesthetic injections, we think that epidural

injection is a contributing factor for retroperitoneal
Diabetic patients are vulnerable to bacterialabscesses.

infections. Many mechanisms have been suggested; the When an abscess is detected, drainage is the first-
functions (superoxide anion production, chemotaxisline of treatment. As abdominal CT revealed multiple
phagocytosis and killing) of neutrophils and monocytesfetroperitoneal abscesses in the first case, drainage of
macrophages involved in anti-bacterial activity may behe abscess was done and MSSA was detected in the
reduced in patients with diabetes mellitus [9]. Sincdesion. Antibiotics showing an in vitro efficacy against
antibiotics such as ciprofloxacin increase superoxidéhe bacteria, along with fast-acting insulin, were
anion production by neutrophils [10], such drugs mayntravenously administered and there was a gradual
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Figure 1.Computed transitional tomography scan of the pelvis in the first case. Abscess formations with a gas
component are obvious mainly on the left side of the retroperitoneal space.

Figure 2.Saggital T-weighted magnetic resonance imaging scan with gadolinium enhancement of the thoracic
spine in the first case. Epidural abscess is evident below thiefiél, and paraspinal abscess and osteomyelitis
were also detected.

Figure 3.Computed transitional tomography scan of the pelvis in the second case. Abscess formations with
gas component are obvious in the left side of the retroperitoneal space.
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resolution of multiple abscesses. In contrast, paraplegi®. Ohmori M., Harada K., Kitoh Y., et al. The functions of
associated with the spinal epidural abscess did not circulatory polymorphonuclear leukocytes in diabetic

. . . patients with and without diabetic triopathy. Life Sci
improve with such treatments. In this case, late 200066:1861-70.

fjiagnOSiS and treatment for t_he _re_tmperitqneal absCess capecchiP.L., BlardiP., DeLallaA., etal. Pharmacokinetics
induced coma, which made it difficult to diagnose the and pharmacodynamics of neutrophil-associated
spinal epidural abscess. Leys and co-workers have  ciprofloxacin in humans. Clin Pharmacol Ther

proposed non-surgical treatment of spinal epidural ~ 199357:446-54. .
abscesses [11] 11. Leys D., Lesoin F., Viaud C., et al. Decreased morbidity

. . . . . from acute bacterial spinal epidural abscess using
In conclusion, we treated two diabetic patientswith  ¢omputed tomography and nonsurgical treatment in

severe low back pain due to retroperitoneal abscess  selected patients. Ann Neutk98517:350-5.
formation. Although multiple abscess formation,

including a spinal epidural abscess, disappeared with

intensive care, paraplegia was not relieved in case 1.

Prompt diagnosis and treatment are necessary for this

condition. We would like to advise that the possibility

of abscess formation such as retroperitoneal abscess

should be considered if a diabetic patient with fever

complains of low back pain.
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