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SUMMARY

Schistosomiasis affects over 200 million people worldwide. Schistosomiasis of the spinal cord
is arare occurrence. In Africa, there have been recent reports from Egypt and South Africa.
In Uganda, the last histological records were over two decades ago. Schistosomiasis of the
spinal cord is commonly caused by Schistosoma mansoni although Schistosoma haematobium
has been isolated. Two case reports are presented. In both patients, the diagnosis was made
retrospectively. The first patient was a female patient with a lesion in the thoracic region. The
second patient was a 21 year old male with a lesion in the conus. Apart from a block on the
myelograms, all other laboratory investigations were negative. The diagnosis was made
histologically in both cases with the identification of eggs of schistosoma in the spinal cord.
The eggs could however, not be retrieved from the stool or urine samples. Both patients were
treated with antischistosomal drugs and steroids. Onfollow up they had marked improvement
in their neurological signs. We hope to renew attention in this rare but devastating
neurological manifestation of a disease which affects many in our region and which if left
untreated can lead to permanent neurological damage.

INTRODUCTION

Schistosomiasis affects over 200 million people world-
wide(1) Schistosomiasis of the spinal cord is a rare
occurrence(2-4). Since 1953 there have been over 40 case
reports of schistosomiasis of the spinal cord reported. In
Africa, there have been three recent reports from Egypt
and five from South Africa. In East and Central Africa,
reports have been scanty and were published over adecade
ago(6,7).

Schistosomiasis of the spinal cord is commonly caused
by Schistosoma mansoni(3) although Schistosoma
haematobium has been isolated(3,5). The pathology of
schistosomiasis of the central nervous system is well
known(1). Cohen et al(8) found the commonest site in the
spinal cord to be the conus medullaris. Early intervention
has been found to lead to good neurological
recovery(3,9,10)

CASE REPORTS

Two patients who presented to the Neurosurgical Department
in 1998 and 1999 are reported. The diagnosis of schistosomiasis
of the spinal cord was made retrospectively in both cases.

Case 1: Patient A was a young 18 year old female who was
referred from a rural hospital in western Uganda with a history
of gradual onset of weakness of the lower limbs, back pain, as
-well as urinary incontinence developing over 11 weeks. She had

a-history of dysuria which was being treated as a pelvic
inflammatory disease. Clinically she had spastic paraplegia of
- the lower limbs ( Grade 0) with a sensory level at thoracic spine
12(T12) and localised spinal tenderness at thoracic spine 9 (T9).

She was investigated with a full haemogram, thoracolumbar
radiographs, CT myelograms and lumbar puncture. The
myelogram showed a block at T9 (Figures 1 and 2). The bones
appeared normal. At laminectomy a soft intra medullary mass
was found . The histology results showed eggs of Schistosoma
haematobium and myelitis. A urinalysis and stool analysis were
performed and the patient started on praziquantel and high dose
dexamethasone. Urinalysis and stool results did not yield any
ova or cysts. One year later she had normal muscle power and
sensation.

Figure 1

Plain myelogram of patient A with a black at thoracic spine 9 (T9)
(indicated by sudden absence of contrast beneath vertebra pointed at
by arrow) The bones appear normal
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Figure 2

Lateral view of myelogram of patient A showing the block at thoracic
spine 9 (T9) indicated with an arrow

Case 2: Patient B was a 21 year old male from Masaka in
central Uganda who while performing a dance on stage fell down
hitting his back. He felt some slight back pain but was able to get
up and walk. One week laterhe developed gradual and progressive
loss of sensation in the lower limbs which was followed by
weakness and incontinence of urine. Four weeks later he presented
to the Neurosurgical unit where x-rays of the Spine and a
myelogram were performed. The myelogram showed a block at
T12, the X-rays were normal. He had flaccid paraplegia and
saddle anaesthesia with a sensory level at L2 . At laminectomy
a tumour like mass involving the cauda equina and the nerve
roots was found. Biopsy results showed schistosomal eggs with
necrotic myelitis (Figure3). Urinalysis and stool analysis were
negative for schistosomal eggs or cysts.

Figure 3

Histology specimen of patient B showing schist [ granul -
centre of field

The patient was started on praziquantel with high dose
dexamethasone and discharged. Follow up at six months revealed
recovery of muscle power to Grade 3 and sensory level to T12

DISCUSSION

Patient B was from central Uganda whichis not traditionally
aschistomiasis endemic area(11). However, the rest of the
presentation was classical(3,9). Patient A was less typical.
She had a lesion in the thoracic spine and Schistosoma
haematobium was identified as the cause where as most
patients are found to have Schistosoma mansoni(2,5)"In
both patients the diagnosis was not suspected pre-
operatively. A study in Natal, South Africa noted that
patients who were operated had a clear diagnosis whereas
those with myelitis were easily missed(5). Eosinophilia -
which has been noted in many patients(10,12) was not
present in our patients. Peregrino et al(10) have proposed -
a clinical and laboratory investigation protocol for the
diagnosis of schistosomiasis of the spinal cord without a
histological diagnosis. This approach may be useful in a
patient without mass effects on the spine. Other studies
have reported typical lesions on MRI(2,8). However, in a
setting with limited facilities, a histological diagnosis of
the spinal lesion is often the best option for patients with
mass effects and a high index of suspicion should be
maintained for patients without mass effects.

The pharmacological treatment of the patients using
antischistosomal drugs and steroids is recommended; as
well as surgical decompression of tumour-like
lesions(9,13,14). However, randomised controlled trials
comparing operative and drug treatment have not been
performed. No consistent pattern of response to any single
treatment modality has been found(15) but it is clear that
early treatment leads to subsequent improvement of
neurological signs(2,13). We hope that through thisreport -
we canrenew the interest of physicians in this rare condition
which, if not diagnosed, in time can lead to devastating
effects.
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