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Fig. 1 Coronal and axial MRI of the cervical spine.

(A) Gadolinium-enhanced T,-weighted coronal images (1.5 T, TR 600 ms, TE 21.0 ms) showed bilateral nerve root hypertrophy with prominent

enhancement. (B) Gadolinium-enhanced T,-weighted axial images through C4 (1.5 T, TR 550 ms, TE 9.2 ms). Cervical cord was severely

compressed by enlarged and enhanced nerve roots.
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Fig. 2 Clinical course.
The patient received inadequate treatment after being diagnosed with chronic inflammatory demyelinating polyradiculoneuropathy (CIDP), and
his lower limb weakness and numbness had progressed. At 76 years of age, he developed severe lower limb spasticity as well as bladder and
rectal incontinences due to compression of the cervical cord by enlarged nerve roots. These symptoms showed marked improvement after
cervical laminectomy followed by repeated steroid pulse therapy and IVIG. PSL: prednisolone, CSA: ciclosporine-A, CPA: ciclophosphamide,
AZP: azathioprine.
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Fig. 3 Intraoperative gross findings for enlarged nerve roots.

(A) Massively enlarged bilateral nerve roots at C5(*1) and C6(*2)
are observed. (B) Schema of (A). Dotted lines indicate approximate

boundaries of enlarged nerve roots.

FIETH D Z & 2 ML LBEBAHR A A 1T o 72,

AN O IR BN AL £ 1) a3 (67 L 5 v o B o0 U R 5 0 A
T, KRR CRMEREOFHRILESALND %
£, Wb 5 distal demyelinating symmetric phenotype T &



60 : 606 it AR AR

60 % 9 5 (2020 : 9)

Fig. 4 Histopathological findings of the C5 dorsal root.

(A) Toluidine blue-stained epon-embedded semi-thin section showed severe reduction of myelinated nerve fibers and scattered small onion

bulbs with massive edema. Bar = 50 um. (B) Immunohistochemical of CD3 cells showed diffuse CD3 positive cell infiltration in the dorsal root.

Bar = 50 pm. (C) Electron micrograph. The lymphocytes (arrows) were obsereved close to the onion bulb. Bar = 5 pm.
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Abstract

Chronic inflammatory demyelinating polyradiculoneuropathy
with myelopathy due to massively enlarged nerve roots

Toshihiko Maeda, M.D.V, Motoharu Kawai, M.D.", Eri Ishiguchi, M.D.?,
Masatoshi Omoto, M.D.?, Jun-ichi Ogasawara, M.D." and Takashi Kanda, M.D."

D Department of Neurology and Clinical Neuroscience, Yamaguchi University Graduate School of Medicine

We report a 77-year-old man who presented with numbness and weakness of the feet bilaterally, that had progressed
over 13 years. He was diagnosed with chronic inflammatory demyelinating polyradiculoneuropathy (CIDP) on the basis
of nerve conduction studies and a sural nerve biopsy; however, he was inadequately treated and his weakness had
progressed. At 76 years of age, he developed spasticity in the legs as well as bladder and rectal incontinences. Gd-
enhanced MRI revealed severe compression of the cervical cord by massively enlarged nerve roots. A cervical
laminectomy was performed to decompress the cervical cord. A fascicular biopsy of the C5 dorsal root showed a
prominent lymphocyte infiltration and edema. Repeated methylprednisolone pulse therapy and IVIg ameliorated the
weakness. We concluded that the main cause of nerve root hypertrophy in this patient was active inflammation.

(Rinsho Shinkeigaku (Clin Neurol) 2020;60:603-608)
Key words: chronic inflammatory demyelinating polyradiculoneuropathy, spinal nerve root hypertrophy, myelopathy




