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An Unusual Case of Quadriparesis: A case Report 

Dr Apoorv Nimbvikar (Intern), Dr Abhijit Chavan (Medicine Resident), Dr Jitendra Ingole (HOD Medicine) 

Case Report: 

 A 24-year-old male patient presented with chief complaints of bilteral upper and lower limb weakness & dribbling of 

urine for 1 day. Patient was apparently alright 1 day ago when he developed weakness in all four limbs which was acute 

in onset and progressive. Patient was unable to walk and could not lift heavy objects. It was associated with frequent 

involuntary leaking of urine and the patient was unable to initiate voiding. It was not associated pain and had no 

aggravating or relieving factors. Seven days ago, patient experienced 3-4 episodes of diarrhoea with fever for which he 

did not take any treatment. There was no history of back pain, radiating pain, trauma, headache, nausea, vomiting or 

waxing and waning of symptoms. On examination, patient was conscious, visibly distressed and anxious however, co-

operative and oriented to time, place and person and was vitally stable. Examination of the spine was normal.  

On neurological examination, motor power was found to be decreased in all 4 limbs (3/5 in upper limbs and 2/5 in lower 

limbs), tone was decreased and deep tendon reflexes were diminished in all 4 limbs. Plantar reflex was absent bilaterally. 

Sensory examination revealed impaired vibration, pain and temperature sensations in all 4 limbs. Cranial nerve 

examination was found to be normal.  

Diagnosis: 

Results of routine investigations were normal except leucocytosis on complete blood count. Chest Xray showed no 

abnormal findings. CSF studies revealed no albuminocytological dissociation (protein-67mg/dl, Glucose-106mg/dl, 

Total nucleated cells 36, all lymphocytes). Anti-NMO antibodies were negative. NCV studies were done which showed 

normal F wave latency. MRI of the spine showed diffuse long segment involvement of the cervical spine extending 

from C2 to C7 with a likely inflammatory aetiology.  
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Abstract:

Acute Transverse Myelitis is a focal inflammatory disorder of the spinal cord 
characterized by acute or subacute development of motor weakness, sensory 
impairment and autonomic dysfunction. It can be of infectious, non-infectious 
inflammatory or idiopathic aetiology. Acute Transverse Myelitis presents with 
Upper Motor Neuron pattern of weakness below the level of the spinal cord 
involved along with sensory involvement in the form of pain and paraesthesia at the 
level of the spinal cord involvement. Patients usually respond to 
immunosuppressive therapy with corticosteroids. Here we present a case of acute 
transverse myelitis in a state of spinal shock who presented with Lower Motor 
Neuron pattern of motor weakness which may lead to difficulty in diagnosis. 
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Management and Prognosis: 

Foley’s catheter was inserted. On day 2 of admission, patient developed respiratory distress for which he was put on 

NRBM on which, he maintained a SpO2 of 99% on non-rebreathing mask. The power in the lower limb had progressed 

to grade 0.  

Considering a diagnosis of acute transverse myelitis in a state of spinal shock, the patient was started on IV 

Methylprednisolone 1g once daily and his SpO2 and chest expansion were monitored. Considering a less than desirable 

response after 3 days of methylprednisolone treatment, a cycle of Apheresis was done after which the patient’s power 

in upper limb had improved to 4/5 and tone in the upper limb had normalized. Breathlessness had improved 2 days later. 

Power in lower limbs was 1/5 and hypotonia was present. Patient continued to improve over the next 7 days. Urinary 

symptoms had improved and foley’s catheter was removed. On discharge, power in upper limbs was 5/5 and that in 

lower limbs was 4/5. Patient came for follow up after 2 weeks and continues to do well.   

Discussion: 

Transverse myelitis (TM) is a rare, focal inflammatory disorder of the spinal cord often presenting with rapid onset 

weakness, sensory deficits, and bowel/bladder dysfunction. It usually causes bilateral deficits however, there may be 

partial or asymmetrical involvement1. At peak deficit, 50% of patients are complete paraplegic with virtually all of the 

patients having a degree of bladder/bowel dysfunction. Approximately 33% of patients recover with little to no lasting 

deficits, 33% have a moderate degree of permanent disability, and 33% are permanently disabled1. The aetiology of 

transverse myelitis can be idiopathic, post-infectious, systemic inflammation, or multifocal CNS disease; most common 

cause being idiopathic. The incidence of transverse myelitis is approximately 1 to 8 new cases per 1 million people per 

year1. A set of diagnostic criteria have been proposed for the diagnosis of transverse myelitis but are generally reserved 

for research purposes3. A few important features that aid in diagnosis include: Sensory, motor or autonomic dysfunction 

localized to the spinal cord; T2 hyperintense signal changes on MRI; No evidence of a compressive lesion. The first line 

treatment for acute transverse myelitis is glucocorticoids (methylprednisolone) for 3-5 days. Plasma exchange therapy 

may be efficacious in cases which do not respond to corticosteroids3,4. Apheresis refers to techniques for large scale 

separation of selected components of blood, e.g., when plasma is separated, it is termed as plasmapheresis. This is 

achieved by mechanical centrifugation3.  
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