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Commentary

Curry et al present a retrospective, single-institution
review of 48 patients with spinal epidural abscess (SEA)
and their outcome at discharge. They report that the
presentation of these patients rarely consisted of the classic
triad of fever, back pain, and progressive neurologic deficit.
Rather, having a high-risk factor (83% had an identifiable
risk factor) in the setting of neurologic compromise or pain
was more suggestive of SEA, and serum leukocytosis is not
a reliable marker of SEA. This is consistent with a recent

meta-analysis [2] and recent studies [1,3]. Half of their
patients received urgent surgery and half received antibiotics
as the initial therapy. In the surgical group, 8% were worse,
32% unchanged, and 60% improved in contrast to the
antibiotic group (52%, 35%, and 13%, respectively).
Multivariate ordered logistic regression analysis showed
that the initial treatment therapy was the only significant
predictor of outcome (P = 0.006).

SEA remains a clinically important neurosurgical prob-
lem due to its high mortality rate of 16% [2]. Although a
rare entity, the incidence is increasing with the rise in IVDA,
and diagnosis can be elusive. Optimal management remains
debatable. Curry et al report a detailed review of their
institutional experience and thorough review of the litera-
ture. They reiterate the need for heightened awareness of
SEA and that the diagnosis should not rely on the classic
clinical triad. In addition to having a high suspicion in
patients with associated risks, we also advocate evaluating
for an elevated erythrocyte sedimentation rate (not collected
on most of the patients in this series), which is more
sensitive for SEA than serum leukocytosis [1,3]. A MRI is
considered standard of care once there is suspicion of SEA.
As their analysis suggests, we agree that all patients
presenting with neurologic deficit should undergo urgent
surgical drainage. Conservative therapy should be reserved
for a select population with significant comorbidities; in
those instances, they should be closely followed by a
neurosurgical service for neurologic deterioration.
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of other men.

[Religious liberty was] in its nature an inalienable right... because the opinions of men,
depending only upon the evidence contemplated by their minds, cannot follow the dictates

—James Madison (1751-1836), U.S. president.

“Memorial and Remonstrance against Religious Assessment” (1785).
W.T. Hutchinson et al., The Papers of James Madison, vol. 8, p. 299,
Chicago and Charlottesville, Virginia (1962—1991).
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