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ABSTRACT 

Background: Opportunistic infections (OIs) are clinical clues for clinicians to suspect an HIV or AIDS 

diagnosis and often patients contact healthcare due to OI, not because of HIV infection itself. OIs come with 

various clinical presentations which pose difficult challenges for clinicians to diagnose and treat. 

Case description: A young male was referred due to progressive weakness of both limbs in the last two months 

prior to admission. Physical examination showed loss of sensation in thoracal segment level VII-VIII. 

Laboratory tests showed positive HIV tests, low CD4 and detectable HIV RNA load. MRI showed 

tuberculomatous lesion in spinal cord thoracal vertebrae level I-X and syringomyelia. Patient received 

cotrimoxazole, antituberculous drugs and antiretroviral drugs but he died before anti-tuberculous treatment 

complete. 

Conclusion: Intramedullary spinal tuberculosis is very rare, and its clinical presentation is unspecified. 

Neuroimaging such as MRI should be a mandatory to be performed since histopathological tests sometimes 

are unable to undergo. Pharmacological treatment is based on clinical judgement and surgical intervention 

should be offered if any indications exist.   
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1. Introduction 

Human immunodeficiency virus was first identified by Luc Montainer in 1983, is a family of 

retroviruses transmitted through body fluids (Nasronudin, 2014). United Nations Program on HIV/AIDS data 

shows globally about 37 million people were living with HIV in 2017 with new cases finding 1.8 million 

(UNAIDS, 2018). Before the era of antiretroviral therapy, AIDS patients survive only 1-2 years after being 

diagnosed.  The breakthrough of AIDS therapy decreases mortality and morbidity due to OIs (CDC, 2019). 

Paraplegia is a neurological deficit due to spinal cord damage that can interfere with the work of the 

motoric, sensory and autonomic nervous systems. The cause of paraplegia is classified into traumatic and non-

traumatic. The etiology of paraplegia includes vascular, inflammation, toxin, non-inflammatory, and metabolic 

lesions. (Schwenkreis et al., 2006). Infection can cause paraplegia and is classified into two types, involving 

medulla spinalis and infections in vertebral column causing spinal cord compression. (Abbasi & Farkhadni, 

2014). This case report will present a rare case where a newly diagnosed HIV patient with inferior paraplegia, 

suspected as an intramedullary spinal tuberculosis.  

2. Case Description 

A male, 29-year-old, was referred with chief complain weakness of both limbs. Lower extremity 

weakness was gradually felt past 2 months. The complaint was preceded by numb sensation and intermittent 

back pain. Three days before admission, he could not urinate, so he received urinary catheter insertion at nearest 

healthcare service. He complained intermittent low-grade fever past three months. He also felt he lost weight 

approximately 10 kilogram in past six months due to low appetite. He felt no morning erection in the last 4 

weeks ago. Recently, he can only urinate through catheter and not yet defecate in past four days. There is no 
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history of trauma, seizure, or headache. He is active smoker, and he has promiscuous lifestyle. Vital signs were 

stable. General examination found no abnormality. Neurologic examination found no meningeal sign, loss of 

sensation in thoracal segment level VII-VIII. Motoric of both limbs are zero and Chaddock and Babinsky signs 

are positive. Digital rectal examination found decreased anal sphincter tone.  

Laboratory investigation showed normal blood count, liver, and renal function tests, increased CRP 

to 115 mg/dL, normal LDH level, normal CEA level, normal PSA level, normal VDRL level and positive HIV 

tests. CD4 count 95 cells/mm3 and HIV viral load 1,5 x 106 copies/mm3. 

 

Figure 1. (Left) sagittal view of thoracal MRI; (Right) coronal view of thoracal MRI 

Thoracal contrast MRI showed tuberculomatous lesion in spinal cord thoracal vertebrae level I-X that 

caused syringomyelia in cervical vertebrae level I to intervertebral space thoracal vertebra XI-XII, no bulging 

disc, no bulging neural canal and nerve root in thoracal vertebra. Patient refused surgery then he was treated 

with cotrimoxazole, NSAID and antituberculosis drugs. He was discharged after four days admission. Due to 

distance with healthcare facilities, follow up was performed by phone. He received antiretroviral drugs two 

months after antituberculosis drugs initiation. After taking medication after six months, he was able to move 

both limbs, but he died two months later due to pneumonia.   

 

3. Discussion 

 

Neurological abnormalities due to medulla spinal disorder occur in the spinal cord segment affected 

by the lesion and the segment below it. Spinal cord disorders cause a pattern of neurological deficits that vary 

depending on the neural pathways in the spinal medulla or nerve roots outside the damaged spinal cord, can be 

sensory, motor abnormalities or both depending on the affected area. Medulla spinalis dysfunction causes 

paresis, loss of tactile sensation, reflex changes, and impaired autonomic systems such as urination disorders, 

bowel movements, erectile dysfunction, and inability to sweat. Magnetic resonance imaging is the most 

accurate imaging for spinal medulla disorder because it has visualization of parenchyma, soft tissue lesions 

(abscesses, hematomas, tumors, intervertebral disc abnormalities) and lesions on the bones. Myelography is 

recommended only to patients who are unable to perform an MRI examination (Rubin, 2018). In this patient, 

paraplegia occurred progressively without trauma preceded and MRI suggested intramedullary spinal 

tuberculoma lesions. 
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Table 1. Sensory and motor disorders due to spinal cord lesions based on segment level (Rubin, 2018) 

Location of lesions Symptoms which may present 

As high as C5 or above Paralysis of respiratory muscles 

Quadriplegia 

Between C5 and C6 Weakness of shoulder aberration and elbow flexion 

Loss of biceps tendon reflex and brachioradialis 

tendon 

Between C6 and C7 Paralysis of the limbs and hands but the movement 

of the shoulders and elbow flexion may still be 

present 

Between C7 and C8 Loss of triceps reflex 

Paralysis of hands and limbs 

Between C8 and T1 Horner Syndrome 

Paralysis of the limbs 

Between T1 and medullary cone Paralysis of the limbs 

At any segment of spinal cord lesions, tendon reflexes under the segments will change and loss of urinary, 

bowel movements controls, and sensation. 

Diagnosis of intramedullary spinal tuberculosis can be established through a typical clinical 

presentation accompanied by systemic constitutional symptoms, evidence of a history of exposure to 

tuberculosis and neuroimaging modalities (Chen et al., 2016). The presence of acid-resistant basil in 

histopathological samples, confirmation of tubercles through histological examination or the presence of 

epithelioid cells on the biopsy will establish the diagnosis but biopsies cannot always be done due to invasive 

intervention (Jaiswal, 2017). The findings of Mycobacterium tuberculosis in suspected specimens were only 5 

– 10% despite having higher sensitivity. Molecular rapid tests can be done on tuberculoma specimens, but the 

sensitivity is 79.5% so that in determining extrapulmonary tuberculosis disease and especially in HIV patients, 

clinical assessment is needed to start empirical therapy until the results of gold standard examination or 

negative results (TB Care I, 2014). The best modality for the diagnosis of tuberculoma is MRI which can assist 

clinicians making invasive intervention decisions (Khan et al.,2018; Changal & Raina, 2014). Tuberculomas 

are hypo-isointense lesions in T2-weighted (T1W1) image and low-intensity lesions with or without central 

hyperintensity (due to wide variations in caseating necrosis) in T2-weighted (T2W1) image. Intense ring 

enhancement appears in post-contrast administration. Differential diagnosis of intramedullary tuberculomas is 

neurocysticercosis, lymphoma and metastatic tumors (Khan et al., 2018). Thoracal segment of spinal cord is a 

frequently affected part (Chen et al., 2016; Changal & Raina, 2014). In this patient, we excluded the 

possibilities of lymphoma and other metastatic tumors by biomarkers tests and tuberculoma lesions appearance 

in thoracal segment of spinal cord then we diagnosed as intramedullary spinal tuberculoma in AIDS patient. 

Surgery is considered on progressive neurological deficits despite adequate medical therapy and the 

presence of large lesions that cause significant spinal cord compression (Varghese et al., 2017). Complications 

of IST are syringomyelia, permanent neurological deficits and spinal defects. Paraplegia as a complication of 

IST occurs in 23 - 76% cases (Chen et al., 2016). Prognosis is affected by earlier confirmation of diagnosis and 

immediate intervention (Varghese et al., 2017). However, this patient refused surgical intervention although it 

is indicated.  

 

4. Conclusion 

 From history taking, physical examinations, laboratory tests and neuroimaging, we diagnosed this 

patient as intramedullary spinal tuberculosis and AIDS. 
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