245

Neurobrucellosis: A Rare Cause for Spastic Paraparesis

Rishad Ahmed and Basanagouda S. Patil
Department of Medicine, Al Ameen Medical College; Karnataka, India

A 41 year old man presented to the outpatient department with a three month history of difficulty in walking. He
also had a history of positive sensory symptomsin the form of pins and needle sensation mostly below the waist. His
symptoms had been progressive and there was no significant family history. He demonstrated a spastic gait and
could only walk with assistance and support. DTR were hypertonic and sensory deficit was observed below twelfth
dorsal vertebra. Sphincter abnor malities wer e present. Plantar s were extensor bilaterally. Cerebral and spinal MRI
with contrast was unremarkable. Brucella antigen titers were significantly high. CSF report was consistent with
neurobrucellosis. After detailed analysis of his history, clinical picture and investigations the diagnosis of
neur obr ucellosiswas made. Combined antimicr obial ther apy wasstarted, hisneur ologic condition gradually improved
and hewas able to walk without help after three months of treatment. Hence this case showed that neurobrucellosis
may present as acquired progressive spastic paraparesis and it should always be borne in mind in patients with

spastic paraparesis.
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Brucellosisisamultisystem disease that may present with
abroad spectrum of clinical manifestationsand complications.
Neurobrucell osisathough rareisone of them. Patientswith a
Brucella infection occasionally manifest central nervous
system involvement. Clinicians, especially serving in endemic
areas or serving patients coming from endemic areas should
consider neurobrucellosis in patients with unexplained
neurological and psychiatric symptoms[1].

CaseReport

A fourty-one year old man goat farmer by occupation
presented with athree month history of difficulty in walking
and pins and needle sensations below the waist. Symptoms
were progressive and there was no significant family history
of paraplegia. He had history of night sweats and decreased
appetite. He visited some centre before where MRI brain
and spine was done with normal study. Vitalswere normal.
Careful examination revealed palpable cervical groups of
lymph nodes bilaterally. Respiratory and cardiovascular
systemswere normal. Hepatospleenomegaly and mild neck
stiffness were present. Fundoscopy was normal. He had
spastic gait and could walk with assistance and support.
DTR were hypertonic, sensory deficit present below twelfth
thoracic vertebra. Plantarswere extensors bilaterally. ESR
was raised to 32mm after first hour. Blood glucose, renal
and liver function tests, thyroid profile, electrolytes were
normal. Chest x-ray was normal. At this point of time the
picture was a bit confusing and we decided to go for CSF
fluid analysis and Brucella antigen titers. CSF showed
pleocytosiswith 189x10° cells/L, high protein levelsand a
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low glucose level which indicated neurobrucellosis.
Brucella antigen titers showed 1:320. Treatment was
initiated with Doxycycline (200mg/d) and Rifampicin
(900mg/d) along with streptomycin (1gm/d IM) initially for
fourteen days. Antidepressants were also added.
Physiotherapy was advised. Condition gradually improved
as he could walk without help after three months of
treatment, when further treatment was stopped.

Discussion

Neurobrucellosis is an uncommon presentation of
brucellosiswhose features vary greatly and generally tend to
be chronic. Laboratory procedures commonly used give
negative results. Thusfor brucellosiswhich is both treatable
and curable, ahigh degree of suspicionisrequired, especially
inendemic areas[2]. A study revealed positive history of raw
milk ingestion, occupational contacts, handling infected
materials, household contacts and veterinarians.
Neurobrucellosis (18.86%) manifested as polyradicul o-
neuropathy, myeloradiculopathy, meningo-encephal opathy
and polyradicul o-myel oencephal opathy [3]. The changing risk
pattern for this disease requires a high index of suspicion for
early diagnosisand predictably favorableresultsto treatment
[4].Light Cycler based real time PCR assaysin CSF samples
aremorerapid and sensitive than conventional testsand give
rapid diagnosis of neurobrucellosis[5].
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