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Intramedullary abscess complicating congenital dermal sinus tract in an
infant: A rare occurrence
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cutaneous marker (Figure 1). Her lower limbs were
hypotonic with complete paralysis (power 0/5).
Bilateral knee jerks, ankle jerks and plantar
responses were absent. There was no response to
pain in the lower extremities.

Case report
A four month old baby girl was brought to our
department with a history of progressive decrease
in movements of the left lower limb of three weeks
duration and right lower limb of one day duration.
The baby was intermittently febrile since three days
prior to hospital admission and also had retention
of urine of one day duration. The baby did not have
any seizures, altered sensorium, vomiting or any
history suggestive of central nervous system (CNS)
involvement or raised intracranial tension. Parents
noticed decreased sensations in lower limbs. The
mother also reported that when pinched on the left
leg she was not wincing or crying. She had a birth
mark with a dimple in the lower back from which a
recurrent discharge of white fluid was present since
one and a half months of age. The parents had
consulted
multiple
doctors
including
a
neurosurgeon for the same but was reassured and
sent back.
On examination at the time of admission, the baby
was conscious and alert, but irritable. The cranial
nerves and upper limbs were normal. She had
dorsolumbar scoliosis with convexity to the left, lax
anterior abdominal wall on the left side and flaccid
anal sphincter. There was a pale pink patch
(3×3cm) with a central dimple in the lumbosacral
area, approximately 3.5cm above the gluteal cleft
suggestive of a congenital dermal sinus with neuro_________________________________________
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Figure 1: Neurocutaneous marker on the back
with opening of congenital dermal sinus
Laboratory investigations showed leucocytosis with
neutrophilia (White blood cell count 23,000/µL
with 60% neutrophils) and elevated C-reactive
protein (22.5 mg/L; normal <5 mg/L). X-ray of
lumbosacral spine showed dorsolumbar scoliosis.
Magnetic resonance imaging (MRI) of spine
showed absent posterior elements at S1 and S2 with
tethered cord and enlarged conus. There was an
intramedullary abscess extending from D3 to S2
with a sinus tract extending to the skin from the
thecal sac attached to the conus (Figure 2).
She underwent L3 to S2 laminoplasty with excision
of the dermal sinus. The intramedullary abscess
was evacuated and the tethered cord released
(Figure 3). An epidermoid tumour associated with
the CDS noticed intraoperatively was also excised
(Figure 4).
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followed by her left lower limb and at the time of
discharge she had only minimal weakness of both
legs. At review after a week she had regained 4/5
power of both lower limbs.

Figure 2:A. Sagittal T1WI shows diffuse cord
expansion with a hypointense intramedullary
lesion (white arrows). B. Corresponding sagittal
T2WI whole spine reveals hyperintense lesion
involving conus medullaris extending up to D3
level & rostral thoracic cord oedema (white
arrows)

Figure 4: Intra operative picture of epidermoid
(black arrow)
Discussion
Intramedullary spinal cord abscess (ISCA) is a rare
suppurative infection of the CNS, especially in
children1,2.Congenital dermal sinus (CDS) is an
uncommon form of spinal dysraphism, which if
ignored can cause meningitis or infect the spaces
around the spinal cord or lead to ISCA as has
happened to our patient1,2. In all probability the
clinicians consulted initially confused CDS with
coccygeal pit, a benign and distinctly different
entity occurring in approximately 4% of the general
population3. CDSs are located above the gluteal
cleft, have a cephalically oriented tract, and are
often associated with cutaneous marker and
intradural pathology while the latter is located
within the gluteal cleft, are oriented caudally or
straight down, and are not associated with
intradural pathology3. CDS may be associated with
inclusion tumours such as dermoid, epidermoid,
teratoma, diastematomyelia and tethered cord3. Our
patient had an epidermoid tumour associated with
the tract which was detected only during surgery
(Figure 4). It is documented in the literature that the
associated tumours may be revealed by MRI or
rarely only at the time of operation2,3.

Figure 3:A. Pus draining out at surgery (white
arrow). B. Abscess cavity

Dermal sinus is the leading cause of ISCA in
children with incidence varying from 25-75%1,2.
Thoracolumbar region of spinal cord is the frequent
site of involvement4,5. Chan et al reported that all
cases of ISCA resulting from CDS had associated
dorsal midline skin lesions1. Our patient also had
the same but whether CDS with midline skin
lesions have increased chance of developing ISCA

Gram staining of pus drained from the
intramedullary abscess showed gram positive cocci
with
culture
growing
methicillin-resistant
Staphylococcus aureus (MRSA). Histopathology
confirmed an infected dermal sinus. She was
treated with intravenous antibiotics and her
neurological status started improving immediately
after surgery. She started moving her right leg
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is not clear1,4,5. Intramedullary spinal cord abscess
may present at any age but children under the age
of five are more likely to be affected2,5. Mean age
of presentation has decreased over the years1,2.
Patients with infections from contiguous spread are
usually younger than those with infections
secondary to other mechanisms1,2. Once infection
develops in the spinal cord, it spreads
longitudinally along the fibre tracts of the cord. The
abscess starts in the grey matter and extends
peripherally into the white matter4. The mean range
of involvement is three to six levels and but
holocord involvement has also been described2,4,5.
.
Clinical features depend on the location of abscess,
age and time of presentation3,4,6.Average time from
onset of symptoms to diagnosis ranges from 0–540
days (mean 46 days)1,4. In a review of cases from
1875 - 2001, the single most sensitive and objective
indicator of intramedullary spinal cord abscess in
children was paralysis, which was documented in
58% patients6. Patients usually present with motor
impairment followed by sensory loss, sphincter
disturbances and dorsal pain4. Fever may be absent
in two-thirds of patients1,6. The commonest
causative organism of an abscess associated with
dermal sinus is Staphylococcus aureus5,6.

out of the imaging plane3. Midline neuro-cutaneous
marker in the back is almost always pathological
requiring detailed radiological and neurosurgical
evaluation.
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MRI with gadolinium enhancement is the imaging
modality of choice for analysing the location and
extent of the spinal cord lesions1. MRI features of
abscess formation include increased signal intensity
on sagittal T2-weighted images and central lowsignal-intensity lesions with peripheral gadolinium
enhancement on sagittal T1-weighted images1. The
radiological findings may be difficult to
differentiate from an intramedullary tumour as with
our patient. Diffusion-weighted imaging (DWI) has
been recommended as a more sensitive and specific
method for differentiating intra-spinal abscesses
from cystic or necrotic tumours7,8.
Treatment involves broad-spectrum antimicrobial
therapy
for
6-8weeks,
steroids,
limited
laminectomy and myelotomy with copious
irrigation with normal saline and simultaneous
correction of any concomitant abnormalities6. Early
recognition and systematic management of CDS is
extremely important because many children may
have serious neurological deficits at initial
presentation, the extent and severity of which will
worsen with increasing age3.
All newborns and infants should be examined for
dermal sinus and other stigmata of spinal
dysraphism. Prompt imaging should be done in all
cases detected especially if it is above gluteal fold,
greater than 5mm in diameter and more than 2.5cm
from the anal opening. In CDS surgical exploration
is advised even if the MRI is normal as there is a
chance that tract may be missed if its trajectory is
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