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Case Presentation




Acute Presentation

* 49F with sub-acute bilateral lower limb weakness
* 4-day history of progressive weakness
* Associated paraesthesia

e Para-umbilical region
* Left ankle and right foot

* Reported urinary incontinence

* Preceding onset reported 3 days of migraines and
[RTI2-3 weeks prior to onset

* Rxcourses of PO Amoxicillin, Cefalexin and Azithromycin
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Past Medical History

* Sarcoidosis —Diagnosed 2015
* Pulmonary and Systemic; Prednisolone 25mg Daily

Focal Epilepsy — Childhood Diagnosis
* [amotrigine 50mg 1DS and Levetiracetam 500mg BD

Atrial Fibrillation
* Hypertension
 Asthma

* Obesity



Past Medical History

* Resolved significant lower limb weakness
* 2015
* Extensive Investigation at The Alfred (Neurology)
* MRI-B/Spine/ EMG LP NAD
* Nil organic cause of symptoms



Examination

* Systemic Examination unremarkable

* Cranial Nerve and ULneurological normal
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Lower Limb Examination
 Bilateral flaccid tone

3/5 Bilateral proximal power

2/5 Bilateral distal power

* Reduced knee jerk, areflexic ankles, upgoing plantar

Patchy sensory examination
* Distal >proximal
 DCML (FT,Vib, Prop)>STT (Pain and Temp)



Investigations

* Baseline and inflammatory : Unremarkable

* MRI-B and Whole Spme
* Unilateral right L.5/S1 disc protrusion
* Otherwise NAD

* Patient refused lumbar puncture



Neurology Advice

* DDx
* AIDP
» Atypical GBS

e Transfer FSH

« MG
* 40g/day 5 days




Progress

 Patient refused transfer

* Progressive weakness (non-ascending)
* Wheelchair dependent

e Nil cranial, truncal or ULmvolvement

* Minimal response to IMG

DAMAafter 20 days
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Representation
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Three Weeks Later

* Mildly mproved LLweakness
 Wheelchair to 4WW
* Brisk reflexes

* Acute headache, vomiting, ph

* Unilateral right panuveitis

 Transferred to FSH
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Tertiary Progress

* Ophthalmology review

e Panuveitis related to known Sarcoid

* Commenced on steroid eye drops

* Early discordance m clinical finding
* DDx Plexopathy vs Myelopathy cf Brisk reflexes
* D2 DDx Functional Neurological Disorder

* Hoovers Sign

* No EMG/NCS performed
* D8 CT Guided Lumbar Puncture



Lumbar Puncture

1 Opening Pressure 26cm H,0

1 Lymphocyte Count 81 x10%/L
 100% Mononuclear

T Protem 0.58¢g/L
e Normal Glucose 3.1mmol
e Biofire Positive
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(N20cmH,0)
(N<5 x10°/1)

(N: 0.15-0.45g/L)
(N: 2.7-4.4mmol)



Lumbar Puncture

* 1 Opening Pressure 26cm H,0

* 1 Lymphocyte Count 81 x10%L
 100% Mononuclear

* 7 Protem 0.58g/L
e Normal Glucose 3.1mmol

e Biofire Positive
 Varicella Zoster Viral DNA
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(N20cmH,0)
(N<5 x10°/1)

(N: 0.15-0.45g/L)
(N: 2.7-4.4mmol)



Elsberg Syndrome




Elsberg Syndrome

* First described in 1913 by Charles Elsberg
* Post infectious sequalae ofencephalitis

e Viralin over 65% cases!
* Entero, HSVand VZVmost common

Table-VIL: Most common causative agents identified, where N= 19.

Sr. #  Infective causes

Number of cases (n)

Percentage occurrence, /N (%)

1. Herpes zoster/ Varicella zoster virus 7 36.84%
2. Herpes simplex type-2 virus 7 36.84%
3. Angiostrongylus cantonensis 2 10.53%
4. Cytomegalovirus 1 5.26%
5. SARS-CoV-II 1 5.26%
6. Unknown 1 5.26%
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Elsberg Syndrome

* Subacute bilateral lumbar radiculitis
 Maybe accompanied by myelitis
* Can present as isolated syndrome

40% have nil MRI finding

Delays m treatment

* Ascending myelitis, aseptic meningitis and death?

* Treatment targeted to underlymng mfectious agent
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Back to Our Patient




Progress
* Corneal Swab Negative for VAV
IV Acyclovir 1g TDS 3 weeks

* Discharged after 24 days
* Independent to 50m

* Stand-by assist for stairs

6 month follow up

* Ongoing improved ambulation
* Independent at 2km
* Independent 1 x flight of stairs

Human Herpesvirus 3
(HHV-3/VZV)
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Take Home Message
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 Common things are common

e The rare do occur

e Communication i1s vital
* Delayto [P

* History of FNDmust not cause bias
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