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INTRODUCTION
Encephalomyelitis is inammation of brain and spinal cord. The term 
encephalomyelitis should be only used in patients presents with 
involvement of multiple sites of nervous system including peripheral 
involvement such as dorsal root ganglia, peripheral nerve or nerve 
roots, as recommended in the 2004 PNS criteria [1]. There are various 
etiologies including autoimmune, infectious, vaccine associated, and 
paraneoplastic. Longitudinally extensive transverse myelitis (LETM) 
is the inammation of spinal cord involving three or more segments 
vertically[2].We here in report a case of lung malignancy in a 62-year-
old female, who presented with encephalomyelitis without having any 
cardinal feature of lung malignancy.

Paraneoplastic syndromes (PNS) are indirect effects of cancer with 
immune mediated pathogenesis[3].Though PNS can affect any part of 
nervous system, compared to well characterized limbic encephalitis, 
paraneoplastic cerebellar degeneration, lambert eaten myasthenic 
syndrome and paraneoplastic neuropathies, paraneoplastic 
encephalomyelitis is rare. A detailed work up is warranted to establish 
the diagnosis of PNS.Early recognition is of crucial importance 
because neurological signs often precede the diagnosis of cancer and 
hence timely diagnosis and treatment can alter the course of the 
disease.

Case Presentation
62-year-old lady with no prior comorbidities presented with acute 
onset of back pain with girdle like sensation over lower abdomen, 
followed by weakness of both lower limbs making patient bed ridden, 
benumbed sensation below hip along with urinary retention all 
developed over a period of three days. There is no history of fever, 
trauma, recent vaccination. No history suggestive of involvement of 
higher mental functions, cranial nerves, involvement of upper limbs. 
There is no history of cough, hemoptysis, weight loss, rashes, night 
sweats.

On general examination, patient was moderately built and nourished. 
No pallor/icterus/cyanosis/clubbing/lymphadenopathy. Vitals stable. 
Neurological examination revealed MMSE 28/30, and detailed lobar 
function examination was normal. Cranial nerve examination 
including fundus was normal. On motor examination there was 
hypotonia in both lower limbs with MRC grade 0/5.Deep tendon reex 

was absent in both lower limbs. Plantar reex was mute bilaterally. 
Beevor's sign was positive. There was no neck/trunk muscle weakness. 
There was a denite sensory level at T12 spinal level and all modalities 
of sensation were absent below that. Finger nose and nger to nger 
nose test was impaired in left upper limb. Rest of the upper limb 
examination was normal.

Routine investigations including complete blood count, blood sugar, 
liver and renal function tests were with in normal limits. MRI of 
dorsolumbar spine and whole spine screening with contrast revealed 
patchy areas of T2 hyperintensities involving the distal dorsal and 
lumbar spinal cord showing linear patchy enhancement from D9-L1 
levels of spinal cord including conus medullaris suggestive of 
longitudinally extensive transverse myelitis. MRI Brain showed T2 
hyperintensity in left cerebellum and subcortical white matter of 
bilateral parietal region suggestive of demyelination.

Figure 1-MRI BRAIN Axial view T2 FLAIR showing A. 
hyperintensities in left cerebellum B(a,b)T2 FLAIR hyperintensities 
in subcortical white matter of bilateral parietal region.
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ABSTRACT
Encephalomyelitis is inammation of brain and spinal cord. Aetiology is varied   including autoimmune, infectious, vaccine associated, and 
paraneoplastic. Early recognition is of crucial importance because neurological symptoms and signs often precede the diagnosis of cancer. Early 
detection makes it a treatable entity and alters the course of the disease. We present a case of lung malignancy in a 62-year-old woman, who had 
encephalomyelitis as her primary symptom without exhibiting any of the cardinal signs of lung malignancy. CT Chest and Whole body PETCT 
revealed primary lesion in right lung with ipsilateral pulmonary, pleural, mediastinal nodal and skeletal metastasis suggesting paraneoplastic 
aetiology for the neurologic presentation. This paper revealed that when a patient, especially elderly presents with myelitis or encephalomyelitis, 
paraneoplastic aetiology also should be evaluated.
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Figure 2 A. Spinal cord T2 sagittal view showing patchy areas of 
hyperintensity noted in the distal dorsal and lumbar spinal cord.B( a) 
B.(b) .Contrast image showing linear patchy enhancement from D9-
L1 levels of the spinal cord noted including the conus medullaris. 
C(a.b.c) Axial images of dorsolumbar spinal cord showing 
hyperintensities in spinal cord.

CSF study was acellular with protein of 27.7mg/dl and glucose 
56mg/dl (RBS-113mg/dl). CSF gene expert, culture and sensitivity, 
cytology and virology came negative. Primary demyelination work up 
was done, (CSF OCB, Serum MOG, Serum NMO antibody titre) and 
all came negative. CT chest screening of the patient was done before 
starting methyl prednisolone for LETM and it revealed multiple soft 
tissue density nodule with largest in Right upper lobe-Suggestive of 
lung malignancy with metastasis. Whole body PETCT was done and 
reported as primary lesion in right lung with ipsilateral pulmonary, 
pleural, mediastinal nodal and skeletal metastasis.

Figure3- CT Chest plain shows multiple soft tissue density nodules 
largest in right upper lobe, peripheral in position. Right side pleural 
thickening noted.

Figure 4- FDG PETCT WHOLE BODY -Multiple metabolically 
active discrete and conglomerate nodules in the right lung. 
Metabolically active nodular right pleural thickening along the lateral 
costal surface. Prominent right lower paratracheal lymph nodes with 
mild metabolic activity. Metabolically active lytic lesions in the 

th thanterior aspect of the right 7  and 8  ribs.

Patient treated with iv methyl prednisolone for 5 days. There was no 
clinical improvement. Oncology opinion taken and advised lung 
biopsy and paraneoplastic antibody prole. Unfortunately, no consent 
was given for both investigations from patient side and patient self-
discharged against medical advice and didn't turn up for further 
hospital appointment.

3.DISCUSSION:
Paraneoplastic syndromes are divided in to high risk, intermediate risk 
and low risk phenotypes considering the association with malignancy. 
Encephalomyelitis is a high-risk phenotype[4] . Other high-risk 
phenotypes are limbic encephalitis, rapidly progressive cerebellar 
syndrome, Opsoclonus-myoclonus, Sensory neuronopathy, 
Gastrointestinal pseudo-obstruction (enteric neuropathy), Lambert-
Eaton myasthenic syndrome. Most common malignancies associated 
EM are small cell lung cancer, on-small cell lung cancer, other 

 neuroendocrine tumours, breast cancer and neuroblastoma.
Paraneoplastic antibodies are also divided in to high risk (>70% 
associated with cancer), Intermediate risk antibodies(30-70%) 
associated with cancer and low risk(<30%) associated with cancer[5]. 
So our case being an encephalomyelitis associated with lung cancer 
,antibodies with frequent association are Hu(A NNA1), CV2/CRMP5, 
SOX1, PCA2(MAP1B), Amphiphysin [6].

Intramedullary spinal cord lesion can occur in two ways. In a review, 
most cases of intramedullary metastasis showed contrast enhancement 
and extensive oedema on T2 weighted images below and above the 
metastasis on MR. Intramedullary metastatic lesions are usually 
solitary and have predilection for thoracic spinal cord. These lesions 
can cause expansion of spinal cord and lie eccentrically[7]. 
Paraneoplastic myelopathy can manifest in two ways. One is patchy 
multifocal necrosis involving mainly white matter of spinal cord 
similar to that of multiple sclerosis and one is the massive cord necrosis 
presenting as ascending transverse lesion[8].

The severity of paraneoplastic disease symptoms is unrelated to the 
size of the primary tumor. Treatment with iv methyl prednisolone pulse 
injections usually gives little/no improvement. The earliest possible 
removal and treatment of cancer remains the mainstay in the 

 management of these cases[9].Novel insights in to the mechanism of 
development of PNS may help in future to develop effective targeted 
therapies for symptoms of PNS.

CONCLUSIONS: 
This case report emphasizes the fact that extensive work up should be 
done for malignancy when an elderly patient presents with 
enecephalomyelitis. Early recognition is of crucial importance 
because neurological signs often precede the diagnosis of cancer. 
Timely diagnosis and treatment can alter the course of the disease and 
quality of life.
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