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n INTRODUCTION

A
cute transverse myelitis (ATM) is a focal
condition characterized by acute bilateral
features of motor disturbance and sphinc-

ter dysfunction, in addition to well defined up-
per level of sensory disturbance [1, 2]. In ATM,
samples of cerebrospinal fluid may show elevat-
ed proteins and pleocytosis; gadolinium en-
hancement indicative of spinal cord inflamma-
tion is found, while compression must be ruled
out by neuroimaging. ATM may be idiopathic;
paraneoplastic; or associated with vaccination, in-
toxication, inflammatory, infectious, and autoim-
mune conditions [1-5]. 
Herpesvirus are agents of ATM, which can be
caused by Lyme disease, cysticercosis, syphilis,
schistosomiasis and toxoplasmosis; as well as by
HIV, HTLV-1, cytomegalovirus, enterovirus,
Epstein-Barr virus, and mycoplasma infections
[2-5]. 
Congenital fusion of two or more cervical ver-
tebrae is described in Klipple-Feil syndrome.
This congenital condition may evolve asympto-
matic, but often predispose to radiculopathy or
myelopathy, attributed to minor or major trau-
ma in adjacent spine segments due to excess of
mobility, or associated disc herniations [6, 7].
Thoracic disc herniation is a common finding,
but the prevalence of symptomatic myelopathy
has been considered relatively low in individu-
als with this condition [8]. Therefore, patients

with spine fusion may present with compres-
sive myelopathy, which constitutes a diagnosis
challenge in cases of coexistent transverse acute
myelitis from other origin. 

n CASE REPORT 

A 72-year-old male, with arterial hypertension,
presented with a tingling sensation in his left
lower limb, which rapidly evolved to a sharp
pain and spread to the right side. Weakness in
both lower limbs and urinary retention were
observed some hours later. There was no an-
tecedent trauma, but he presented with mild
flu-like malaise recently. General physical eval-
uation was unremarkable, without neck and
heart changes. 
Neurological examination disclosed remark-
able findings: paraparesia with deep tendon re-
flexes symmetrically increased, and the plantar
responses were flexor bilaterally; in addition,
moderate bilateral hyperesthesia in lower limbs
was observed at the knee level. The data from
routine laboratory determinations are compara-
tively showed in Table 1. 
Electroneuromyography study disclosed sensi-
tive-motor axonal peripheral neuropathy. So-
matosensory conduction was evaluated by so-
matosensory-evoked potentials, and significant
prolongation of conduction times was found af-
ter stimulation of lower limbs. He evolved with
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Figure 1 - MRI study of the spine with gadoli-
nium. A: dorsal spine image showing non tu-
mefactive changes of high-signal intensity at
T10-12 levels, and disc protrusions (ar-
rowheads). B: cervical spine image demon-
strating diffuse arthrosis and acquired nar-
rowed spinal canal at C5-C6 and C6-C7 (ar-
rowheads), in addition to spine fusion (C4-C5)
suggestive of Klippel-Feil anomaly (asterisks).

Table 1 - Blood determinations from a 72-old-male with cervical spine fusion, thoracic disc herniations and
acute myelitis. 

Parameters *Day 1 *Day 3 *Day 7 *Day 12 *Day 15 *Day 17 *Day 20 *Day 23

Hb (13.5-18 g/dL) 15.5 15.9 15.6 16.3 14.2 12.9 13.9 13.8

Hematocrit (42-52%) 46.9 46.6 48.9 47.8 41.8 39.6 42.2 39.7

WBC (4-11 x 109/L) 6.4 13.6 10.7 13.3 10.9 9.1 5.6 6.2

WBC percent 2, 68, 1, 86, 0, 3, 76, 1, 3, 76, 1, 0, 79, 1, 5, 72, 2, 3, 64, 7, 4, 60, 4,
2,0, 22, 6 0, 12, 1 0, 15, 9 0, 17, 3 0, 8, 12 0, 12, 9 0, 15, 11 0, 27, 5

Platelets (≥ 150,000) 226,000 216,000 194,000 201,000 182,000 192,000 218,000 238,000

Na (135-145 mEq/L) 140 140 139 139 140 141 140 139

K (3.5-5.2 mEq/L) 4.0 4.7 5.3 4.5 4.4 5.0 4.4 4.2

Ca (1.16-1.32 mmol/L) 1.21 Nd 2.20 1.16 2.60 1.17 1.16 1.80

P (2.3-4.7 mg/dL) Nd Nd 4.1 Nd 3.6 Nd 3.6 3.7

Mg (1.6-2.6 mEq/L) 2.3 1.19 1.19 1.9 1.14 2.0 1.9 1.2

Urea (10-50 mg/dL) 25.5 64.7 74.2 65.7 57.9 46.6 39.8 36.6

Creat (0.7-1.3 mg/dL) 1.2 1.2 1.3 1.4 1.1 1.2 1.2 1.1

AST (≤ 39 U/L) 35 32.1 22.1 47.8 36.7 25.4 27.7 25.4

ALT (≤ 42 U/L) 22.6 30.8 45.6 87.5 69.5 49.4 40.0 34.3

CK (≤ 171 U/L) 200 463 83 Nd Nd 50 Nd Nd

CKMB (≤ 3.6 ng/dL) 3.6 4.9 1.9 Nd Nd 0.8 Nd Nd

Tropon I (≤ 0.3 ng/dL) 0.01 0.01 0.01 Nd Nd 0.01 Nd Nd

Myogl (≤ 140 ng/dL) 140 142.6 65.9 Nd Nd 53.4 Nd Nd

*Day of evolution since his admission (in July 29, 2009). Hb: hemoglobin. WBC: leukocyte data (normal ranges): bands (0-5), segmented
(45-70), eosinophils (0-7), basophils (0-3), lymphocytes (20-50), monocytes (2-10). Creat: creatinine. Tropon I: troponin I. Myogl: myoglo-
bin. Nd: not done. Main changes are showed in bold.
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spasticity, hypotonia and sensitive level in the
dermatome of T10, in spite of the treatment in-
cluding dexametasone and low molecular
weight heparin. Magnetic resonance imaging
(MRI) disclosed: 
1) unremarkable brain images; 
2) diffuse arthrosis and multiple herniated

discs in the lumbar region; 
3) a non tumefactive change of the signal from

T10 to T12 without contrast uptake, and disc
protrusion (Figure 1A); and 

4) diffuse arthrosis and spinal fusion in C4-C5
(Figure 1B) causing narrowed spinal chan-
nel at that site. 

Lung fields, genito-urinary, and neuro-ophthal-
mologic evaluations were unremarkable. The
cerebrospinal fluid sample was crystal clear,
with opening pressure of 80 mm H2O; Pandy
reaction: negative; glucose: 109 mg/dL, chlo-
ride: 117 mEq/L, protein: 0.45 g/L; leukocytes:
21/mm3 (mononuclear cells), red cells: 29/mm3;
microbiology examination and cultures were
negative; tests for syphilis, toxoplasmosis,
schistosomiasis, HIV-1 and HIV-2, cy-
tomegalovirus and viral hepatitis were nega-
tive. Tests for herpes simplex virus (HSV-1 and
HSV-2) showed IgM: 2.1 and IgG: 20.6 (posi-
tive: >1.1). After administration of acyclovir,
there was rapid improvement of the sensory
and motor deficits, and normalization of the
urinary sphincter function. However, the pa-
tient developed glucose intolerance due to
longstanding use of corticosteroid. In addition,
recurrent urinary infections followed in-
dwelling catheters. He is under long-term fol-
low-up, without any neurological disability.

n DISCUSSION

We report a patient presenting with monopha-
sic acute complete transverse myelitis, charac-
terized by: acute bilateral signs and symptoms
of motor disturbance and sphincter dysfunc-
tion, in addition to well defined upper level of
sensory disturbance; CSF sample showed nor-
mal proteins and mononuclear pleocytosis; and
MRI study disclosed gadolinium enhancement
[1, 2]. In addition, cervical fusion (C4-C5) and
spinal (T10-T12) cord compression by herniated
disks were observed, and there was electro-
physiological evidence of a spinal cord dys-
function [9]. Worth of note, tests for HSV-1 and
HSV-2 (IgM and IgG) were positive; and the ad-
ministration of acyclovir was followed by im-

provement of motor and sensitive deficits, with
normalization of urinary function. Recently,
Mancino and colleagues reported the first case
of urinary retention due to HSV-1, a condition
which has been very rarely associated with in-
fections by HSV-2 [10]. In the present case, the
urinary retention was transitory and probably
due to detrusor dysfunction related with motor
and sensorial neuropathy [10]. In fact, except
for the CNS, suggestive evidence of herpetic
changes were not found at any other site. HSV-
1 and HSV-2 are neurotropic and may cause
acute, latent and reactivated infections, associ-
ated with CNS disorders, including TAM [11].
Additional suggestive data of viral etiology
could be the antecedent of flu-like symptoms,
and the rapid neurological improvement after
utilization of acyclovir in treatment schedule.
Moreover, herpetic infection could have some
role in elevations observed in laboratory deter-
minations during his admission (Table 1): CK,
CKMB and myoglobin (first 3 days); transami-
nases (second week); and urea (day 3 to day 15).
Although exceedingly rare, myocardial damage
in HSV-1 infection has been related to CD8+ T-
lymphocytes in heart myocytes [12]. As a
whole, the clinical, imaging, and laboratory da-
ta indicate a non-compressive etiology for
ATM. 
Patients presenting with myelopathy often fol-
low a slow and progressive clinical course. The
main etiologies of this entity include compres-
sive, hereditary, immune-mediated, infectious,
metabolic, and paraneoplastic conditions and
the possibility of multiple sclerosis with clinical
presentation of acute myelitis must be consid-
ered [2, 9, 13]. Alvarenga and colleagues stud-
ied 70 patients with non-compressive ATM and
found 58.5% of individuals with the idiopathic
form of disease. These were predominately fe-
males (68.3%) with 37.0±11.8 years of age. Both
the frequency of further recurrences and con-
version to neuromyelitis optica (NMO) were
considered high [3]. Relapsing course and con-
ditions like multiple sclerosis and NMO, can be
ruled out after a long-term surveillance of this
group of patients. Differing from the aforemen-
tioned data, this patient is an old male, with the
monophasic form of ATM. His-neuro-ophthal-
mologic evaluation and brain imaging study
were unremarkable; but spinal fusion, herniat-
ed discs and serologic evidence of herpetic in-
fection were found. 
When clinical features of ATM evolve rapidly,
this condition is more frequently associated



180
2010

with infectious/parasitary, inflammatory, or
vascular origins. In this case study, other com-
mon etiologies for TAM were not supported by
clinical and complementary data. Although
thoracic disc herniations are considered infre-
quent cause of symptomatic myelopathy its
possible role constituted an additional major
concern [8]. HSV-1 and HSV-2 might be includ-
ed among etiologic agents to be searched in cas-
es of ATM, even in patients with other possible
explanations for acute myelopathy. 
Elderly people often present with degenerative
or tumoral changes of the spine. In the present
case, cervical spine fusion and disc herniations

enhanced diagnosis challenges of ATM. The
hypothesis of viral origin was reinforced by
specific HSV-1 and HSV-2 serology. Unfortu-
nately, confirmatory procedures like virus iso-
lation or detection of viral DNA by PCR are not
disposable for routine in developing countries. 

Key words: acute myelitis, spine fusion, disc
herniation, Herpesvirus.
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L’ernia discale delle vertebre toraciche è una condizione
frequente anche in assenza di sintomatologia clinica e tal-
volta può presentare una predisposizione genetica. Le fu-
sioni congenite di vertebre cervicali possono verificarsi
nei soggetti affetti da sindrome di Klippel-Feil, possono
essere asintomatiche e determinare mielopatie compressi-
ve causate dall’instabilità cervicale o dall’ernia di dischi

associati. Descriviamo il caso di un uomo di 72 anni con
mielite trasversa acuta monofasica probabilmente causa-
ta da herpes virus simplex, associata a fusione di vertebre
cervicali (C4-C5) ed ernia dei dischi toracici. L’accerta-
mento eziologico nei casi di mielite trasversa acuta può
costituire una sfida diagnostica nei pazienti con anoma-
lia delle vertebre cervicali ed ernia discale.

RIASSUNTO

Thoracic disc herniations are commonly found in
asymptomatic individuals, sometimes with genet-
ic predisposition. Congenital fusions of cervical
vertebrae occur in Klippel-Feil syndrome, which
may be asymptomatic or cause compressive
myelitis due to cervical instability or associated
herniated discs. We report the case of a 72-year-old

man with monophasic acute transverse myelitis
probably caused by herpes simplex virus, coexis-
tent with fused cervical vertebrae (C4-C5) and tho-
racic herniated discs. Establishment of the aetiolo-
gy in cases of transverse acute myelitis can consti-
tute a challenge in patients with cervical spine
anomaly and disc herniations. 

SUMMARY
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