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Dear Editor,

Coxsackievirus is a ribonucleic acid virus belonging to the
Picornaviridae family and the Enterovirus genus. It can be
identified through a diagnostic real-time polymerase chain
reaction. So far, more than 20 serotypes in group A and 6
serotypes in group B have been recognized. The majority of
the patients in group B present minor symptoms such as fever,
headache, and diarrhea [1]. Acute flaccid myelitis refers to a
polio-like illness defined by acute flaccid limb weakness with
a gray matter lesion of the spinal cord appearing in the spinal
magnetic resonance image [2]. Hereby, we report a case of
whole gray matter myelitis of the entire spinal cord resulting
in acute flaccid myelitis with an identified coxsackievirus B1
infection.

Case report

A 60-year-old woman with neither medical history nor recent
immunization came to the emergency department with high
fever and confusion. She felt the same as usual until 10 days
prior, when febrile sensations and diaphoresis developed. Upon
initial examination, her body temperature was 38.7 °C. She had
stiffness in her neck and a positive Kernig’s sign, clear lungs,
and intact oropharynx. There was no heart murmur, no lymph-
adenopathy, and no skin lesions, e.g., rash or crust. She was
alert, but disoriented regarding time, place, and person, and
could only perform one-step commands. There was no definite
motor weakness, although a precise examination was
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unavailable due to the patient’s confusion and poor cooperation.
Upon initial laboratory test, C-reactive protein was slightly el-
evated: 0.71 mg/dL (<0.5 mg/dL). The cerebrospinal fluid
analysis revealed pleocytosis of 360/HPF, predominantly lym-
phocytes (95%); raised cerebrospinal fluid protein (138.4 mg/
dL); and normal cerebrospinal fluid sugar (69 mg/dL). The
electroencephalography showed background theta slowing.
We assessed that the cerebrospinal fluid profile suggested in-
fection. Considering viral encephalitis, we prescribed intrave-
nous acyclovir. The initial cerebrospinal fluid and blood cul-
tures were found to be negative. Also, Lyme disease, dengue
fever, poliovirus, cytomegalovirus, adenovirus, herpesvirus,
Epstein-Barr, and West-Nile virus tests were all confirmed as
negative. On the eighth day of hospitalization, her orientation
was gradually restored, but she complained of difficulty
voiding, paraplegia, and painful sensations on her whole body.
An indwelling Foley catheter was inserted to drain 800 mL of
urine. Her muscle tone was reduced in all extremities, deep
tendon reflexes were absent, and Babinski’s sign was mute on
both sides. Although we confirmed that she became aware of
paraplegia on the eighth day and could lift her legs by herself
until the day before, there was a lack of information to specify
the exact onset time of paralysis due to the patient’s inability to
cooperate. As we cannot exclude progressive paralysis, the on-
set of paralysis may be earlier.

We did not consider Pleconaril as it is not available in
South Korea. We prescribed intravenous immunoglobulin
when the nerve conduction test suggested motor
polyneuropathy. Spine magnetic resonance imaging showed
an extensive whole gray matter lesion of the entire spinal cord
(Fig. la—e). Diagnosis of acute flaccid myelitis was
established—acute limb weakness and magnetic resonance
imaging showing a spinal cord lesion of gray matter in multi-
ple segments [2]. As paraplegia progressed to become quad-
riplegia on the fifteenth hospital day, we prescribed an intra-
venous steroid pulse for 5 days. One week later, she was
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Fig. 1 Magnetic resonance
imaging of spinal cord. Two
consecutive T2 fast-spin echo
sagittal images demonstrate
diffuse longitudinal high signal
intensity whole spinal cord from
the cervicomedullary junction (a).
Transverse images demonstrate
high signal intensity of the whole
gray matter of the C2 level (b); C7
level (¢); T5 (d); and T12 level (e)

afebrile and motor ability of her upper extremities was re-
stored. The second cerebrospinal fluid study performed on
the eighth day of hospitalization revealed 16-folds increased
coxsackievirus Bl through polymerase chain reaction.
Although pain with dysesthesia below T5 dermatome and
flaccid paraplegia remained, she could sit alone in bed and
eat by herself upon discharge.

Coxsackievirus can cause diseases among a wide spectrum,
such as meningitis, myocarditis, hepatitis, hand-foot-mouth
disease, sepsis, severe neonatal illness, and in some cases
death [1-4]. In previous reports, coxsackievirus A5 and 9
and coxsackievirus B2 to B5 were recognized as the cause
of meningitis and acute transverse myelitis [1-5]. However,
there is no report of coxsackievirus myelitis involving the
entire spinal cord; moreover, there are few reports of signifi-
cant infections caused by coxsackievirus in immunocompe-
tent adults; almost all of the coxsackievirus B1 patients had
been children or neonates [1, 3, 4]. In this case, the virology
test through polymerase chain reaction revealed
coxsackievirus B1, which was likely the cause of the whole
gray matter lesion of the entire spinal cord.

Some authors suggest immunotherapy including steroids,
intravenous immunoglobulin, and plasma exchange for acute
flaccid myelitis [5]. However, as virology tests are often
regarded as not cost-friendly, clinicians may take a passive
approach rather than a more proactive one. In this case, the
poor outcome of myelitis can be due to the late initiation of
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immunotherapy as the time of the first infusion of intravenous
immunoglobulin was 8§ days after admission, and acute flaccid
myelitis was considered on the following day. Although there
have been no verified treatments for acute flaccid myelitis thus
far, early consideration of acute flaccid myelitis may lead to
early initiation and active trial of immunotherapy, rather than
using unnecessary treatments (e.g., acyclovir) and expect bet-
ter prognosis.
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