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Abstract
Spinal schistosomiasis although rare is a well-described entity. We report an unusual manifestation of ectopic
spinal schistosomiasis involving T6/T7 with spinal cord compression in a patient on treatment for a suspected
TB of the spine. The patient had T6/T7 vertebral destruction with complete paraplegia. This patient was treated
at a rural hospital for spinal tuberculosis without neurological improvement and was diagnosed with spinal
schistosomiasis by both histopathological means as well as serology. In areas endemic for schistosomiasis and
tuberculosis, in patients with paraparesis irrespective of the level of the spinal lesion, schistosomiasis should be
looked for as a differential diagnosis, especially in patients with poor response to an anti-TB treatment regimen.
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Introduction
Africa is by far the most affected by schistosomiasis with
85% of the estimated 193 million global cases occurring on
the continent.1 The disease is endemic in several provinces
in South Africa. Although the most common presentation is
urinary tract schistosomiasis, a diagnosis is easily made in
the laboratory (microscopy and serology). Spinal schistoso-
miasis is well described in the literature and probably 

under-diagnosed2 as in South Africa paraparesis is com-
monly caused by tuberculosis far more frequently than
schistosomiasis. 

We therefore report a rare case of spinal schistosomiasis in
which a patient presents with radiological features typical of
spinal tuberculosis with poor response to anti-tuberculous
therapy. We also review the current literature on spinal
schistosomiasis.
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Case presentation
A 61-year-old male presented at a local hospital
(Limpopo province) with progressive loss of motor and
sensory function in the lower limbs and loss of urinary
and bowel sphincter control. An initial clinical diagnosis
of tuberculosis of the spine was made but the patient did
not respond to six months of anti-tuberculous therapy.
The patient was referred to us as a tertiary hospital due to
failure of neurological recovery.

Physical examination revealed an elderly male in good
general condition without visceromegaly. The patient was
conscious and co-operative. Further assessment showed
Frankel A neurological status trunk and lower limbs, with
upper motor neuron lesion signs, motor and sensory level
at T6. There was no urinary or bowel sphincter control.

Laboratory investigations were done. Haematological
investigations were unremarkable except for a mildly
raised erythrocyte sedimentation rate (ESR) of 16 mm/hr.
There was no evidence of eosinophilia. The HIV ELISA
was found to be non-reactive. Radiological examination
confirmed T6/T7 vertebral body destruction with disc
space narrowing and kyphotic deformity (Figure 1).
Magnetic resonance imaging showed destruction of the
vertebral bodies with paravertebral soft tissue mass and
spinal cord compression anteriorly (Figure 2).

Anti-tuberculous treatment was continued on the basis of
the clinical findings. Surgical intervention was indicated as
the neurological condition remained un-changed for six
weeks. Anterior cord decompression and stabilisation were
performed through a right-sided thoracotomy. Intra-opera-
tive findings were highly suggestive of spinal tuberculosis
(cold abscess and granulation tissue). Biopsy materials were
sent for microscopy culture and sensitivity as well as 
histology. These failed to identify Mycobacterium tubercu-

losis on the Ziehl-Nielson stain and there was no growth on
culture. Histopathological results revealed areas of a non-
caseating granulomatous inflammation with multiple for-
eign body giant cells as well as numerous Schistosoma

haematobium ova with lateral spines (Figures 3 and 4).
Serological results using indirect haemagglutination assay
(IHA) showed a titre of 1:128 and an immunofluorescence
assay (IFA) result that was positive for both IgG and IgM.
No bilharzia ova were identified in the urine.

In addition to anti-tuberculous treatment, praziquantel 
40 mg/kg and prednisone 20 mg bid daily for two days were
added. The patient continued with his spinal rehabilitation
programme but with no neurological improvement. The
IHA titre repeated after two months was 1:32. The IFA was
positive for IgG but negative for IgM antibodies, indicating
good response to anti-bilharzia medication.

Figure 1. X-ray of the thoracic spine showing
T6/T7 vertebral collapse

Figure 2. T2 weighted MRI image showing
T6/T7 vertebral collapse with cord compres-
sion anteriorly
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Discussion
Schistosomiasis is endemic to Africa, South America and
most parts of Asia. Schistosoma mansoni, Schistosoma

japonicum and Schistosoma haematobium are the species
significant to humans and the most widely distributed. The
typical manifestations are urogenital, intestinal and hepa-
torenal. The involvement of other organs especially the cen-
tral nervous system is uncommon.3 It is thought that the
gravid worms or ova travel via anastomoses from the portal
circulation to the internal vertebral plexus of Batson which
is valveless. Retrograde spread via the vertebral vein to the
spinal cord is postulated. S. mansoni and S. haematobium

with their lateral and terminal spines are thought to enable
the attachment of these ova in the spinal cord rather than the
brain as occurring with S. japonicum. Adult worms and ova
have been well demonstrated in vertebral vessels. The pres-
ence of ova is the cause of the pathological change of gran-
uloma formation.4 The extent of the granulomatous lesion
depends on the degree of infestation and the immune
response of the host. Initially the inflammatory response is
reversible; however, with chronic untreated disease, the
pathology is associated with collagen deposition and fibro-
sis with a poor prognosis.5

Spinal schistosomiasis is a rare but it is a well described
entity in South Africa.6 It is probably under-diagnosed as
reported in the literature.7 Through our literature search, no
similar case of vertebral schistosomiasis has been described.
The clinical and radiological manifestations in our case
overlapped that of tuberculosis so significantly that an orig-
inal diagnosis of tuberculosis spondylitis was accepted. A
mid-thoracic location as in our case is commonly seen in
tuberculosis. Features of vertebral collapse and gibbus for-
mation with intervertebral disc destruction are well
described in tuberculosis as seen in our case. Moreover,
granuloma formation is a feature of both schistosomiasis
and tuberculosis. Paraspinal soft tissue abscesses with
epidural extension to displace the cord are also typical find-
ings of tuberculosis.8

Conclusion
As the clinical and radiological manifestations of spinal
schistosomiasis may be similar to that of tuberculosis of
the spine, clinicians should have a high index of suspicion
in patients who present with paraparesis from areas
endemic to schistosomiasis so as to improve clinical out-
comes. The threshold for investigations should be lowered
to exclude a treatable cause of paraparesis. A diagnostic
biopsy is therefore essential before presumptive treat-
ment.9 Our patient may have had a better outcome if diag-
nosed and treated for schistosomiasis earlier.

The content of this article is the sole work of the authors.

No benefits in any form have been received or will be

received from a commercial party related directly or indi-

rectly to the subject of this article. Informed consent was

obtained from the patient.
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Figure 3. Schistosoma egg (arrow) and gran-
uloma in the vertebral body biopsy tissue

Figure 4. Histological specimen (H & E)
showing chronic inflammatory cells, numer-
ous giant cells and bilharzia ova
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