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The authors present the case of a 25-year-old 
male with a paraplegia of fluctuating character 
which still proved to be a diagnostic problem 
after investigations which included 
myelography, CT-myelography and magnetic 
resonance imaging. Laminectomy and biopsy 
revealed a schistosomal granuloma in the 
region of the conus medullaris. 

Case Report 
11 25-year-olcl man  was admitted to  Mulago 
Hospital with co~nplaints of loss of power in both 
lon~er limbs, inability to control his micturition and 
constipation. These symptoms had all started three 
months earlier and hacl gradually progressed to a 
point where he could not walk or stand, even with 
the aicl of crutches. 

The patient gave a history of similar complaints about 
12 months prior to admission, which had cleared 
after a course of non-steroid anti-inflammatory drugs 
together with physical therapy. 

On examination he was a healthy looking young 
man with no pallor, jaundice or lymphadenopathy. 
A systemic review was not remarkable. Locally, he 
liatl no tenderness in the back or lower limbs, the 

A white blood count was done and was normal. 
The sedimentation rate was 28mm in the first hour. 
The cerebrospinal fluid was clear, under slight 
pressure and was reported to have an elevation of 
the  sugar  a n d  protein levels,  bu t  without  
pleocytosis. 

Plain radiographs of the dorsal and lumbar spine 
were  essentially normal.  Conventional 
myelography revealed an intradural mass at the level 
of TI2 - L1 vertebrae and the radiologist suspected 
a tumour (Fig 1). A CT-myelogram (Fig 2) gave the 
same findings, as did a Magnetic Resonance Imaging 
Scan (MRI) (Fig 3), so a laminectomy and biopsy 
were performed. 

. .- 
skin coloration and temperature were normal. Conven!~onal n7yelograrn shozu1~4~ a n  ~nfradural hetero~yeizeotrs nmss 

Sensation was intact in both lower limbs. Passive at thelevelof n - L I  

range of motion was within normal limits, but the 
general niotor power in the lower limbs was grade At operation, a granulomatous lesion of multiple 
1. Reflexes in both lower limbs were lnarltedly caviar-like oval, soft, whitish masses were found 
cl~~ninished but there was no significant muscle and one of them was sent for histopathology. The 
atrophy. 
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pathologist reportecl that he had found Schistosoma 
lnansoni eggs and cysts. 

At this stage repeated specimens of urine and stool 
were examined but with no  positive findings. 
However, abdominal ultrasonography revealed 
multiple echogenic masses in the liver. 

The patient was given a course of praziquantel and 
corticosteroids and  fully recovered his motor 
function three months later. 

Discussion 
Scliistosomal spinal involvement is an extremely rare 
primary condition even in endemic  area^'^^.^^".'."."." 
and tlie commonest site in tlie spinal cord is the 
conus medul lar i~"~~.  

Schistosomiasis, an infection caused by cligenetic 
trematode platyhelminths of tlie genus Schistosoma, 
affects about 200 million people in Asia, Africa and 
Latin America7. These blood flukes use man ancl 
other mammals as definitive hosts and aquatic ancl 
amphibious snails as intermediate hosts. 

The  commones t  spec ies  f ound  in m a n  a re  
S mansoni, S hae7natobiz~nz ancl S japo~zicunz. 
S haematobizlm most colnrnonly affects the  
blaclder, while S 7na~zsoni has a predilection for tlie 
liver, spleen and mesenteric a l~er ies~" .~ .  

Schistosomal central nervous system involvenient 
rnay occur at any moment from the time the flultes 
have matured and  the  eggs  have been  laicl. 
Consequently CNS involvement may be obselvecl 
wi th  any  of t he  c o m m o n  clinical forms of 
scliistosomal infection7. The presence of eggs in 
tlie CNS induces a cell mediated periovular 
granulomatous reaction7. 

Some authors7 have noted that schistosomal CNS 
involvement is associated with the hepatosplenic 
and cardiopulmonary forms or with severe urinary 
schistosomiasis, though asympton~atic forms are 
more frequent. These authors have suggested that 
the  main route  of migration t o  tlie CNS is 
embolisation of eggs from the portal mesenteric 
system. 

Diagnosis of neuroschistomiasis is still difficult. The 
clinical manifestations of spinal schistosomiasis can 
be very diverse and there should be  a high index of 
suspicion4. Many authors5.h8 suggest the use of 
serological tests on CSF which would eliminate tlie 
necessity for biopsy in tlie diagnosis of this 
condition but the role of these tests has not been 
fully elucidated5. The condition is essentially 
diagnosed on the basis of circumstantial evidence, 
which may lead to erroneous diagnosis, especially 
in highly endemic areas5. 

Among the serological CSF tests suggestecl are 
immunoglobulin G specific for schistosolne 



soluble egg antigen (SEA) where anti-SA IgG is 
estilnated by an enzyme-linked immunosorbent 
assay and FAST (Falcon Assay Screening Test) - 
E'LISA with Western Blot ~ o n f i r m a t i o n ~ ~ ~ ~ ~ .  The 
efficacy of these tests still requires evaluation and 
the only way to come to a conclusive diagnosis in 
spinal schistosomiasis still remains performance of 
laminectomy and biopsy. 

The  condition, if d i agnosed  ear ly  before  
irreversible changes take place in the  CNS, is 
treatable with very good functional results as is 
tlemonstrated by the case presented in this paper 
and those cases reported in the literature. 

The treatment of choice is currently a combination 
of praziquantel and corticosteroids1~2~3~4~6~8. 
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