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Case 2: 153NeNIANIZHNGINA

“A 30-year-old female presents with paraplegia for 2 days”
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Past history:
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3 CD4 count | Viral load Q(ﬂ‘imgljiuubgﬁ UYL
(cell/mm3) | (copies/mL)
2562 | 9 (1%) - TDFFTC + LPvie | limumisiedie hiadusniaud & uazdaa
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rilpivirine, tipranavit/r
2564 namssap lildsvdsemundnhia
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Family history:

]
= =

TR ] a dy J
- UUYATEIY 1 AU LUD 8 ineu lliJW’UG]ﬂL"]ﬁ] HIV Gl@uﬁhﬂﬂ‘iiﬂ

Q

- ez ialsauziaie lsanewugnssuluaseuain

Physical examination:

Vital signs: BP 106/64 mmHg, PR 90 /min, BT 36.2°C, RR 16 /min

Body weight 41 kg, Height 158 cm, BMI 16.42 kg/m2

General appearance: A young Thai female, cachexia, good consciousness, well cooperated, mild pallor
HEENT: mild pale conjunctivae, no oral thrush, no oral ulcer, cervical lymph nodes size 0.5 cm at area II-111
CVS: normal s1s2, no murmur, full and regular pulse

RS: normal chest contour and chest expansion, normal and equal breath sound both lungs, no adventitious sound
Abdomen: no distension, normative bowel sound, soft, not tender liver and spleen: liver span 8 cm, no increased
splenic dullness

Extremities: PPE at all extremities, no umbilicated skin lesion, no clubbing finger

Lymph node: cervical lymph nodes size 0.5 cm at area II-111

Musculoskeletal: tender along T10-L5 level (no stepping)



v
w

X Y 4 a 4
msdszyueisedihelsnfaie nsan 3/2566 oya 110195 MANS IsnAAYE

v 9
°lmu‘wqwauﬁﬁ 10 NHIAN 2566 1301 13:00-16:30 U. DU ﬁ}’ﬂﬂﬂiziﬂl 621 ¥U 2

PIMNITLINIT AULUNNOAAAT 1TINGIIDTINTUR NFUNN

Neurological examination: Mental status: good consciousness and cooperative

Cranial nerve: pupil 3 mm RTLBE, full EOM, positive corneal reflex, normal facial sensation, no facial palsy, gag
reflex positive, normal trapezius and sternocleidomastoid power motor

Motor power: as picture 1

Sensory: loss of pinprick and temperature sensation below T10 level and saddle area(S2-4), loss of
proprioception, vibrational sensation, gross touch both lower extremities

DTR 2+ upper extremities, 0 lower extremities

Stiff neck: negative

Babinski sign: no response

Clonus: negative

PR: loss of perianal sensation, loose sphincter tone
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Investigation:

CBC: Hb 8.9 g/dL, Het 29.4%, WBC 2,700 cell/mm3, PMN 68%, Lymphocyte 18%, Monocyte 10%,
Eosinophil 4%, Platelet 388,000/mm’, MCV 70 fL

Blood chemistry: BUN 8.4 mg/dL, Creatinine 0.56 mg/dL, Na 138 mmol/L, K 3.8 mmol/L, CI 101 mmol/L,
HCO3 26 mmol/L, FBS 110 mg/dL

Liver function test: Albumin 4.09 g/dL, Globulin 5.09 g/dL, TB 0.2 mg/dL, DB 0.1 mg/dL, AST 17 U/L,
ALT 9 U/L, ALKP 85 U/L

Hepatitis profile: HBsAg negative, Anti-HBc IgG negative, Anti-HBs negative, Anti-HCV negative

Treponemal test CMIA: non-reactive
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Case summary

0 wa investigation:

Figure 1 Figure 2

Figure 1 MRI Whole spine (Sagittal view T2-Weighted): A 0.8x0.8x1.6-cm nodular enhancing intramedullary
lesion involving the spinal cord at T11-T12 level about central region with perilesional spinal cord edema as well

as another 0.8x0.4x1.0-cm intramedullary enhancing lesion at T12 spinal cord to conus medullaris.

Figure 2 Intramedullary mass, T12 Biopsy - AFB and mAFB strains demonstrate numerous acid-fast bacilli

organism. And Intramedullary mass, T12 Biopsy - PCR for M. tuberculosis complex: positive
O Clinical diagneosis: Tuberculous Myelitis in AIDS Patient

0 Microbiological diagnosis: Mycobacterium Tuberculosis was identified from the intramedullary mass at T12

level by performing the AFB strain.

0 Management: Anti-tuberculosis drugs: Rifampicin + Pyrazinamide + Ethambutol + Levofloxacin (History of

Isoniazid induced hepatitis) and continue anti-retroviral drugs.

0 Progress: Continue anti-tuberculosis drugs for 12 months and anti-retroviral drugs.

Rehabilitation: She can ambulate with wheelchair.



