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INTRODUCTION
Spinal cord infarction is a rare and devastating 

disorder often resulting in severe disability  

including paraplegia or quadriplegia. Diagnosis is 

often delayed or missed as it frequently mimics 

other disease processes including AIDP, transverse 

myelitis, or compressive spinal cord lesions. 

CASE DESCRIPTION

History of present illness:

A 60-year-old female with RA, CAD, and lumbar disc 
disease presented with bilateral lower extremity weakness. 

One week prior to admission, while standing in her 
kitchen she experienced the acute onset of weakness 
and lower extremity tingling requiring her to lie down. 
Symptoms spontaneously resolved after 20 minutes. The 
morning of admission while using the toilet she noticed 
the same tingling and weakness and could not get up. 

Initially able to lift her left leg and move her feet bilaterally, 
the weakness progressed and she was unable to move 
her lower extremities by hospital arrival. She could not 
urinate despite having the urge.

DISCUSSION

IMPLICATIONS

Workup of suspected spinal cord infarct includes MRI, 
however, it is important to remember that sensitivity of 
MRI is limited in the first several hours from symptom 
onset. If clinical suspicion is high and initial MRI is 
negative for spinal cord infarct, follow up imaging is 
recommended with DWI sequencing. Pleocytosis or 
an elevated protein can be seen in CSF of patients with 
spinal cord infarcts, or it can be completely normal. 
Unfortunately, treatment options are limited. There are 
a few case reports of thrombolytic use; however delay 
in diagnosis presents a barrier. Use of steroids is also 
controversial. In patients who carry underlying vascular 
risk factors it is reasonable to start antiplatelet agents. 
Prognosis is mixed but generally worse in patients with 
cervical spine lesions, advanced age, female gender 
and severe deficits at presentation. Often intensive 
acute rehab is required 

Not all cases of acute onset of weakness with an 
LP showing elevated protein levels reflect AIDP and 
though rare, spinal cord infarction should remain on 
the differential diagnosis. If clinical suspicion is high 
repeat MRI with contrast and DWI images can be 
useful. Most patients benefit from going through 
acute intensive rehab.   

Hospital course

•   Patient started on IVIG for suspicion of AIDP

•   No clinical improvement seen with IVIG

•   Repeat MRI with contrast revealed a T9 cord 
infarction with edema and no hemorrhage

•   Started on clopidogrel, already on ASA

•   Pulse steroids for spinal cord edema 

•   Mild clinical improvement noted prior to discharge

Pertinent Physical Exam and Data

•   Neuro exam: CN 2-12 intact, normal upper extremity 
strength and sensation, 0/5 bilateral lower extremity 
strength with areflexia, downgoing toes, diminished 
sensation across all modalities,  no defined sensory 
level over her torso,  normal rectal tone

•   LP: normal cell count, normal glucose, elevated 
protein of 133

•   MRI: changes consistent with known degenerative 
disc disease with a disc extrusion at L1-L2, and 
bulges at L2-L3/L3-L4/L4-L5.

Sagittal DWI sequence- abnormal 
signal bright white

Sagittal ADC sequence- corresponding  
dark abnormal signal

Axial DWI sequence- abnormal signal bright white
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