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A Case Report of Spinal Cord Edema and Cervical Spondylosis
Masquerading as Chronic Inflammatory Demyelinating Polyneuropathy
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Abstract: A 64-year-old previously-healthy male presented with 2-year history of progressive neurological symptoms of numbness and muscle
weakness involving all 4 limbs. There was gait disturbance, urinary and fecal incontinence. On examination, the left upper limb had normal
tone, diminished deep tendon reflexes and power of 4/5 with wasting both in proximal and distal muscles. There were reduced pinprick pain and
temperature sensations below the elbow bilaterally with intact vibration and proprioception. Both lower limbs had increased tone, diminished
deep tendon reflexes, power of 3/5 with wasting both in proximal and distal muscles with unequivocal plantar reflex bilaterally. There were
reduced pinprick pain and temperature sensations below the knee on right and below the ankle on left with intact vibration and proprioception.
Nerve Conduction Studies (NCS) were done which showed axonal type of denervation in all limbs. MRI scan of Cervical Spine showed T2W
hyperintense signals and narrowing of spinal canal from C3 to C7 region. The final diagnosis was spinal cord edema in the cervical region and
cervical spondylosis causing spinal cord compression.
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INTRODUCTION

Neurological disorders are a major cause of disability and mor-
tality worldwide [1]. Spinal cord compression leads to progres-
sive neurologic disability and subsequently affects life quality
[2]. Spinal cord edema is a rare disorder that can be caused
by various etiologies including infections, autoimmune disor-
ders, and trauma [3]. Cervical spondylosis is another common
degenerative condition that can cause spinal cord compression
leading to neurological symptoms [4]. Because, the early symp-
toms of spinal cord edema and cervical spondylosis leading to
cervical myelopathy may be non-specific and subtle a signifi-
cant delay may occur before a correct diagnosis may be made
[5]. Other causes of a delayed diagnosis includes overlapping,
incomplete neurological assessment by the primary physicians
and a lack of awareness regarding this condition [5, 6]. Behrbalk
etal. reported that there was a 2.2 year delay between symptoms
onset and diagnosis. Furthermore, majority of patients have
hand numbness and may be initially diagnosed and treated for
carpal tunnel syndrome [6]. Surgical decompression of spinal
cord compression may lead to halting disease progression but
the spinal regenerative capacity is limited and long-standing
disease is often irreversible [2]. Therefore delay in treatment is
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associated with poor prognosis and substantial disability.

CASE PRESENTATION

We present the case of a 64-year-old previously-healthy male
who presented with 2-year history of progressive neurolog-
ical symptoms starting from numbness and tingling of right
lower limb which progressed to muscle weakness and wasting
of proximal and distal parts involving both lower and upper
limbs in asymmetrical pattern causing disturbances in gait. The
patient also reported urinary and fecal incontinence for last two
months. There was no history of trauma, episodes of uncon-
sciousness, fever, weight loss, night sweats, joint pains, cough
or any palpable lumps. He used to work as a laborer but had
quit his job due to his disease. He was married with 4 children
and denied extra-marital sexual contact. He did not smoke or
use illicit drugs.

On examination, the patient was conscious and cooperative,
well oriented in time, space and person. The right upper limb
had normal tone, reflexes, and muscle power. The left upper
limb had normal tone, diminished deep tendon reflexes and
power of 4/5 with wasting both in proximal and distal muscles.
There were reduced pinprick pain and temperature sensations
below the elbow bilaterally with intact vibration and proprio-
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ception. Both lower limbs had increased tone, diminished deep
tendon reflexes, power of 3/5 with wasting both in proximal and
distal muscles with unequivocal plantar reflex bilaterally. There
were reduced pinprick pain and temperature sensations below
the knee on right and below the ankle on left with intact vibra-
tion and proprioception. He had a high-stepping gate. All cranial
nerves and cerebellar functions were intact. The cardiac, respi-
ratory and abdominal examinations were unremarkable. Based
on clinical findings, an initial diagnosis of Chronic Inflamma-
tory Demyelinating Polyneuropathy (CIDP) was made and the
patient was admitted.

On investigation, CBC, ESR, LFTs, RFTs and urinalysis were
normal. Serology for TPHA, HBV, HCV and HIV were negative.
Serum B12, HbA1c and TSH were normal. Nerve Conduction
Studies (NCS) were done which showed axonal type of dener-
vation in all limbs. There were no signs of demyelination on
NCS to suggest CIDP. MRI scan of Cervical Spine showed T2W
hyperintense signals and narrowing of spinal canal from C3 to
C7 region indicating spinal canal edema and cervical spondylo-
sis as shown in Fig. (1).

Fig. (1). MRI Scan of Cervical Spine Showing T2W Hyperin-
tense Signals and Narrowing of Spinal Canal from C3 to C7.

Based on findings of NCS and MRI scan, the final diagnosis was
spinal cord edema in the cervical region and cervical spondy-
losis causing partial spinal cord compression and a neurosurgi-
cal opinion was sought. The patient and his attendants refused
neurosurgery and a plan was made for conservative therapy
encompassing bed-rest, NSAIDs, guided physiotherapy and
rehabilitation programme. On follow up, the patient was par-
tially improved, was tolerating treatment without any adverse
effects and was doing regular physiotherapy.

DISCUSSION

Chronic inflammatory demyelinating polyneuropathy (CIDP) is
an uncommon, auto-immune disease caused by aberrant immune
response leading to demyelination of peripheral nerves [7]. The
exact etiology and triggering factors of CIDP remains unknown.
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The clinical features include progressively worsening muscle
weakness, impairment in sensory function and diminished deep
tendon reflexes [8]. CIDP is a chronic disease with a non-spe-
cific variable disease history with gradual progression, stepwise
progression or a relapsing-remitting course [7, 8]. Electromy-
ography (EMG) and Nerve Conduction Studies (NCS) are usu-
ally used to diagnose CIDP [9]. Other differential diagnosis that
need to be considered in a patient with progressive neurologic
decline include Sub-acute Combined Spine Degeneration, Motor
Neuron Disease, Neuro-syphilis, and spinal myelopathy. Our
patient had progressively worsening neurological findings and
initially we suspected a diagnosed of CIDP on basis of dimin-
ished deep tendon reflexes, unequivocal plantars and asymmet-
rical sensorimotor loss. However based on findings of NCS and
MRI scan, our patient was diagnosed with partial spinal cord
compression caused by spinal cord edema in the cervical region
and cervical spondylosis making our patient’s presentation a rare
and atypical one for Spinal Myelopathy.

CONCLUSION

In conclusion, we present a case of a patient with progressive
neurological symptoms who was initially thought to have
Chronic Inflammatory Demyelinating Polyneuropathy (CIDP)
but later on work-up spinal cord edema and cervical spondylosis
were identified as the underlying etiology. This case highlights
the importance of keeping this in the differential diagnosis of
when a patient presents with progressive neurological symptoms
so that timely diagnosis may be made.
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