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Abstract
Objective
To assess the predictive value of the initial clinical and paraclinical features in the differentiation
of inflammatory myelopathies from other causes of myelopathy in patients with initial diagnosis
of transverse myelitis (TM).

Methods
We analyzed the clinical presentation, spinal cord MRI, and CSF features in a cohort of 457
patients referred to a specialized myelopathy center with the presumptive diagnosis of TM.
After evaluation, the myelopathies were classified as inflammatory, ischemic/stroke, arterio-
venous malformations/fistulas, spondylotic, or other. A multivariable logistic regression model
was used to determine characteristics associated with the final diagnosis and predictors that
would improve classification accuracy.

Results
Out of 457 patients referred as TM, only 247 (54%) were confirmed as inflammatory; the
remaining 46% were diagnosed as vascular (20%), spondylotic (8%), or other myelopathy
(18%). Our predictive model identified the temporal profile of symptom presentation (hy-
peracute <6 hours, acute 6–48 hours, subacute 48 hours–21 days, chronic >21 days), initial
motor examination, and MRI lesion distribution as characteristics that improve the correct
classification rate of myelopathies from 67% to 87% (multinomial area under the curve in-
creased from 0.32 to 0.67), compared to only considering CSF pleocytosis andMRI gadolinium
enhancement. Of all predictors, the temporal profile of symptoms contributed the most to the
increased discriminatory power.

Conclusions
The temporal profile of symptoms serves as a clinical biomarker in the differential diagnosis of
TM. The establishment of a definite diagnosis in TM requires a critical analysis of the MRI and
CSF characteristics to rule out non-inflammatory causes of myelopathy.

Classification of evidence
This study provides Class IV evidence that for patients presenting with myelopathy, temporal
profile of symptoms, initial motor examination, and MRI lesion distribution distinguish those
with inflammatory myelopathies from those with other causes of myelopathy.
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Glossary
AUC = area under the curve; AVF = arteriovenous fistulas; AVM = arteriovenous malformations; CCR = correct classification
rate;CI = confidence interval;Gd+ = gadolinium enhancement; IDI = integrated discrimination increment; IM = inflammatory
myelopathy; LE = longitudinally extensive;MS =multiple sclerosis;NMOSD = neuromyelitis optica spectrum disorder;NRI =
net reclassification improvement; OCB = oligoclonal bands; OM = other causes of myelopathy; OR = odds ratio; SM =
spondylotic myelopathy; TM = transverse myelitis; VM = vascular myelopathy.

Transverse myelitis (TM) is an inflammatory disorder affecting
the spinal cord. TM is recognized to be a heterogeneous syn-
drome, which manifests with motor, sensory, and autonomic
symptoms attributable to spinal cord dysfunction.1,2 The term
TM has been applied broadly to myelopathic syndromes in the
setting of autoimmune, demyelinating, infectious, and post-
infectious disorders. The diagnosis of TM presents a challenge
to the clinician as the list of possible differential diagnoses is
extensive and non-inflammatory myelopathies with neoplastic,
vascular, compressive, ormetabolic etiologic origin oftenmimic
TM.3–5 While CSF pleocytosis or lesion enhancement on MRI
have been widely used to define inflammatory myelopathies,
similar features have been reported in non-inflammatory
myelopathies.3,4,6,7 The overlap of clinical, MRI, and CSF fea-
tures among the wide spectrum of myelopathies may lead to an
erroneous diagnosis of TM, and subsequent unwarranted
treatments with potentially harmful immunosuppressive ther-
apies and delays in adequate therapeutic measures.8,9

We performed a detailed evaluation of different types of
myelopathies and determined the value of the clinical features,
the temporal profile, spinal cordMRI, and CSF characteristics
for establishing a more accurate diagnosis in a group of over
450 patients presenting with myelopathy.

Methods
Study design and patient population
We retrospectively analyzed the clinical presentation, initial
neurologic examination, and characteristics of the initial MRI
and CSF profile in 457 out of 575 patients referred to a spe-
cialized myelopathy center for a newly established diagnosis
of TM from 2010 to 2015. A total of 118 patients were
excluded due to lack of complete or verifiable information
regarding their initial presentation. Patients referred for rea-
sons other than presumed TM, including those with a pre-
viously established etiologic diagnosis (e.g., multiple sclerosis
[MS], neuromyelitis optica spectrum disorder [NMOSD],
spinal vascular malformations) were not included. We
recorded demographic characteristics, medical history, and
information on the clinical presentation including the tem-
poral profile, initial symptoms, and the neurologic examina-
tion. CSF analysis and MRI features including lesion
topography at the initial assessment were analyzed. As clini-
cally indicated, patients underwent additional studies in-
cluding serologic and imaging studies (e.g., spinal angiogram)
(see e-Methods, http://links.lww.com/WNL/A10).

Definitions
The final diagnosis was classified as inflammatory myelopathy
(IM), vascular myelopathy (VM), spondylotic myelopathy
(SM), or other causes of myelopathy (OM) (table 1). The
temporal profile from symptom onset to nadir neurologic
dysfunction was classified as hyperacute (<6 hours), acute
(6–48 hours), subacute (>48 hours–21 days), or chronic (>21
days). Nadir was defined as the point of worst neurologic
function, before improvement or plateau, based on history
and neurologic examination. Features of the initial pre-
sentation were confirmed during the clinical visit interview.

Statistical analysis
Our analysis had 2 aims: to (1) assess descriptively how
specific characteristics are associated with myelopathies of
different etiologies and (2) derive a subset of predictors that
improve the prediction accuracy of identifying etiologic origin
of a given myelopathy. For the first stage, we grouped char-
acteristics into 5 sets of potentially relevant predictors:
demographic/medical history (age, sex, ethnicity, smoking
status, obesity, hypertension, diabetes, dyslipidemia, autoim-
mune disease, infection in the last 30 days, vaccination in the
last 90 days), clinical presentation (temporal profile, presence
of motor, sensory, or bladder/bowel symptoms, new onset
back pain, worsening by exercise), neurologic examination
(motor examination, sensory abnormality, presence of urinary
retention or abnormal rectal tone, reflexes), MRI (sagittal
lesion location and extension, gadolinium enhancement [Gd+
], multifocality, axial lesion topography), and CSF (pleocy-
tosis, protein, immunoglobulin G index, and oligoclonal
bands [OCB]). For each group of predictors, we fit a multi-
nomial regression model where we considered each mye-
lopathy type as an outcome. Models for MRI and CSF
features were adjusted for time to MRI or time to lumbar
puncture.

Our second objective was to evaluate, after accounting for
Gd+ and pleocytosis, whether a subset of predictors would
improve accuracy in discriminating the different myelopathy
categories. We focused on estimation of the multinomial-
generalized integrated discrimination increment (IDI),
a measure of separation of the predicted probabilities for each
type of event, and the net reclassification improvement
(NRI), the proportion of participants correctly vs incorrectly
classified between 2 models, as measures that estimate
prediction increment of new variables15 (see e-Methods,
http://links.lww.com/WNL/A10). Statistical analyses were

Neurology.org/N Neurology | Volume 90, Number 1 | January 2, 2018 e13

http://links.lww.com/WNL/A10
http://links.lww.com/WNL/A10
http://neurology.org/n


Table 1 Definitions of diagnostic categoriesa

Myelopathy A clinical syndrome characterized by motor, sensory, or autonomic symptoms
attributable anatomically to spinal cord dysfunction

Inflammatory myelopathy Myelopathy meeting the diagnostic criteria for known specific inflammatory disorders
including MS,10 NMOSD,11 sarcoidosis,12 and rheumatologic myelopathies13 when other
alternative etiologies were ruled out; or meeting criteria for idiopathic TM2

Vascular myelopathy related to ischemic disease (strokes)

Definite • Myelopathy

• MRI hyperintense lesion in a defined vascular territory or watershed areab on T2-
weighted images

• Vascular abnormality demonstrated on spinal angiogram explanatory of the clinical
presentation

• Exclusion of other etiologies

Probable • Myelopathy

• MRI-hyperintense lesion in a defined vascular territory or watershed area on T2-
weighted images

• Spinal angiogram negative or not available

• Positive DWI or known stroke risk factors or mechanism explanatory of the clinical
presentation (i.e., severe hypotension, hypercoagulable state)

• Exclusion of other etiologies

Possible • Myelopathy

• MRI hyperintense lesion in a defined vascular territory or watershed area on T2-
weighted images

• Spinal angiogram and DWI negative or not available

• No identifiable risk factor or mechanism

• Exclusion of other etiologies

Vascular myelopathy associated with AVM/AVF

Definite • Myelopathy

• MRI hyperintense lesion in the spinal cord on T2-weighted images

• Angiogram proven AVM or AVF

• Exclusion of other etiologies

Probable • Myelopathy

• MRI hyperintense lesion in the spinal cord on T2-weighted images

• MRI vasculature abnormality consistent with AVF or AVM (prominent flow voids)

• Spinal angiogram not available

• Exclusion of other etiologies

Spondylotic myelopathy Myelopathy withMRI hyperintense lesion in the spinal cord on T2-weighted images in the
region of spine degenerative changes such as disc herniation, spondylolisthesis, cervical
stenosis, or osteophyte mass effect, and where other causes were ruled out

Other myelopathiesc Non-inflammatorymyelopathies not meeting criteria for the above diagnostic categories

Abbreviations: AVF = arteriovenous fistulas; AVM = arteriovenous malformations; DWI = diffusion-weighted imaging; MS = multiple sclerosis; NMOSD =
neuromyelitis optica spectrum disorder; TM = transverse myelitis.
a For a diagnosis to be made, all the conditions in the definition need to be met.
b Arterial territory supplied by sources flowing in opposite directions; includes the upper thoracic region, isolated graymatter, and the posterior lumbosacral
watershed area.14
c Includes myelopathies of metabolic, neoplastic, infectious, and unknown etiology.
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implemented with R, version 3.2.2 (https://www.r-project.
org/). This study provides Class IV evidence that for patients
presenting with myelopathy, temporal profile of symptoms,
initial motor examination, and MRI lesion distribution dis-
tinguish those with inflammatory myelopathies from those
with other causes of myelopathy.

Standard protocol approvals, registrations,
and patient consents
The institutional review board at Johns Hopkins Hospital ap-
proved the study and waived patient consent (IRB00115274).

Results
Patient population
A total of 457 patients (58% female, median age 46 years,
interquartile range 33–56 years) with the presumptive di-
agnosis of TM were analyzed (table 2 and tables e-1, e-2, and
e-3, http://links.lww.com/WNL/A9). After thorough as-
sessment of the clinical, MRI, and CSF features, final di-
agnoses were reclassified as IM in 247 (55%) patients, VM in
92 (20%) patients (62 ischemic/stroke and 30 arteriovenous
malformations [AVM]/arteriovenous fistulas [AVF]), SM in
35 (8%) patients, and OM in 83 (18%) patients. For the VM
ischemic/stroke category, the diagnosis was definite in 13,
probable in 26, and possible in 23 patients. For 28 patients
with AVM/AVF, the diagnosis was definite; 2 patients with
prominent flow voids on MRI and a compatible clinical
profile declined angiography and were classified as probable
VM-AVM/AVF.

Demographics and medical history
The majority of patients were Caucasian in all categories.
Relative to the inflammatory group, AVM/AVF and SM were
more likely with increasing age (for AVM/AVF odds ratio
[OR] per 10 years increment: 1.78; 95% confidence interval
[CI] 1.34–2.44; for SM, OR 2.04; 95% CI 1.5–2.88). AVM/
AVF and SM were more common in men than in women (for
VM-AVM/AVF: OR 5.04; 95% CI 1.81–14.07; for SM: OR
3.09; 95% CI 1.29–7.35). A history of autoimmune disease
was less frequent in the VM-ischemic/stroke group compared
to IM (OR 0.25; 95% CI 0.07–0.89) and while a history of
a preceding infection was more frequent in IM, this was not
statistically significant in multivariate analysis (figure 1 and
table e-1, http://links.lww.com/WNL/A9).

Temporal profile
IM presented more often with a subacute temporal profile
(55%). Relative to IM, VM-ischemic/stroke exhibited more
frequently a hyperacute profile (89%; OR 35.19; 95% CI
8.92–138.90) in contrast to VM-AVM/AVF, SM, and OM,
which were significantly more likely to exhibit a chronic pat-
tern (83%, 86%, 61%, respectively; all OR > 3).

Initial symptoms
The presence of acute excruciating back pain at onset was
associated with the VM-ischemic/stroke group relative to IM

(OR 7.30; 95% CI 2.21–24.11); bladder/bowel dysfunction
and symptom worsening with exercise were associated with
the VM-AVM/AVF relative to IM (for bladder/bowel dys-
function: 4.12; 95% CI 1.37–12.44; for worsening with ex-
ercise: 13.99; 95% CI 2.02–97.11).

Neurologic examination
While weakness was present in the majority of patients,
a higher frequency was seen in the VM group (98%, table 2).
In participants with VM-ischemic/stroke and VM-AVM/
AVF, flaccid weakness was substantially more common rela-
tive to IM (all OR >10). Hyporeflexia was more frequent in
the VM-ischemic/stroke group (63%) relative to other types.
Participants with SM or OM were less likely to have com-
promised sphincters relative to IM (for SM: OR 0.30; 95% CI
0.09–0.99; for OM: 0.37; 95% CI 0.18–9.80). A sensory level
was more frequently seen in the VM-ischemic/stroke and
VM-AVM/AVF groups (79%, 70%) as compared with the IM,
SM, and OM groups (50%, 51%, and 49%, respectively). In all
categories the most frequent sensory level was thoracic.

MRI characteristics
Longitudinally extensive myelopathy (LE; 3 or more vertebral
levels in length) was observed in all groups but most fre-
quently in the VM group (ischemic/stroke 60%, AVM/AVF
70%). For VM-ischemic/stroke, this was significantly more
frequent when compared to IM (OR 3.87; 95% CI
1.15–13.02). Almost half of the IM and SM lesions (44% and
46%, respectively) exhibited LE. The likelihood of multifocal
lesions was higher in the IM group relative to any other my-
elopathy category. All of the reclassified myelopathies were
less likely to have Gd+ (all OR <0.50) relative to IM; however,
notably, this finding was not specific as 21% of the VM-
ischemic/strokes, 60% of the VM-AVM/AVF, and 46% of SM
patients category were also enhancing.

The pattern of lesion distribution for each diagnostic category
in both axial and sagittal views is shown in figure 2. The IM
lesions affected more frequently the posterolateral spinal cord
relative to all other myelopathy groups (all OR <1.0), and were
located more often in the cervical and upper thoracic spinal
cord (C1-T6). Lesions in the VM-ischemic/stroke group were
more frequently anterior (67%); these lesions were involving
more commonly the cervical cord and the lower thoracic spinal
cord. SM lesions tended to locate in the central spinal cord
(77%; OR relative to IM 4.59; 95% CI 1.50–14.0) and to be
more frequently cervical. Lesions involving the conus medul-
laris were more common in VM-AVM/AVF than IM (OR
19.23; 95% CI 3.35–110.38); these lesions were less likely to
involve the posterior cord relative to IM (OR 0.19; 0.04–0.76)
and were more frequently central (77%).

CSF features
The laboratory profile of the initial CSF obtained after the
onset of symptoms was available for 390 patients. Pleocytosis
was observed more frequently in the IM group (57%); how-
ever, it is worth noting that pleocytosis was also present in
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Table 2 Clinical features of 457 patients with myelopathy by diagnostic categorya

Category Inflammatory (n = 247) Ischemic/stroke (n = 62) AVM/AVF (n = 30) Spondylotic (n = 35) Other (n = 83)

Demographics/medical history

Age, y, median (IQR) 42 (31–54) 47 (27–58) 56 (42–68) 53 (46–63) 47 (36–56)

Male 91 (37) 25 (40) 23 (77) 22 (63) 33 (40)

Caucasian 169 (68) 49 (79) 23 (77) 28 (80) 71 (85)

Arterial hypertension 56 (23) 21 (34) 12 (40) 12 (34) 25 (30)

Diabetes mellitus 19 (8) 12 (19) 3 (10) 3 (9) 9 (11)

Current smoker 35 (14) 13 (21) 2 (7) 7 (20) 10 (12)

Autoimmune disease 43 (17) 3 (5) 2 (7) 2 (6) 7 (8)

Infection in last 30 d 50 (20) 8 (13) 4 (13) 0 (0) 14 (17)

Vaccine in last 90 d 17 (7) 2 (3) 1 (3) 1 (3) 8 (10)

Initial symptoms

Hyperacute (<6 h) 9 (4) 55 (89) 2 (7) 0 (0) 5 (6)

Acute (6–48 h) 35 (14) 6 (10) 2 (7) 3 (9) 13 (16)

Subacute (>48 h–21 d) 136 (55) 0 (0) 1 (1) 2 (6) 14 (17)

Chronic (>21 d) 67 (27) 1 (2) 25 (83) 30 (86) 51 (61)

Motor symptoms 167 (68) 61 (98) 27 (90) 27 (77) 63 (76)

Sensory symptoms 224 (91) 56 (90) 26 (87) 31 (86) 68 (82)

Sphincter symptoms 113 (46) 37 (60) 22 (73) 16 (46) 34 (41)

Back pain 42 (17) 43 (69) 9 (30) 6 (17) 18 (21)

Worsened by exercise 4 (2) 6 (10) 7 (23) 1 (3) 1 (1)

Neurologic examination

Weakness 160 (65) 61 (98) 28 (93) 26 (74) 58 (70)

Spastic tone 53 (21) 4 (6) 9 (30) 19 (54) 24 (29)

Flaccid tone 16 (6) 33 (53) 6 (20) 1 (3) 6 (7)

Sensory abnormality 199 (81) 56 (90) 25 (83) 30 (86) 64 (77)

Vibration/proprioception 104 (42) 28 (45) 17 (57) 21 (60) 36 (43)

Light touch 107 (43) 39 (63) 18 (60) 17 (49) 34 (41)

Pain/temperature 139 (56) 51 (82) 18 (60) 20 (57) 41 (49)

Sensory level 124 (50) 49 (79) 21 (70) 18 (51) 41 (49)

Sphincter involvement 60 (24) 37 (60) 9 (30) 5 (14) 14 (17)

Hyporeflexiab 39 (16) 39 (63) 9 (30) 4 (11) 6 (7)

Hyperreflexia 131 (53) 10 (16) 16 (53) 25 (71) 47 (57)

MRIc

LE 110 (44) 37 (60) 22 (73) 16 (46) 33 (40)

Gd+ 168 (68) 13 (21) 18 (60) 16 (46) 22 (26)

Multifocality 88 (36) 3 (5) 2 (7) 3 (1) 14 (17)

Central pattern 107 (43) 25 (40) 23 (77) 23 (66) 28 (34)

Continued
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a substantial proportion of VM-AVM/AVF (35%) and VM-
ischemic/stroke (17%). Moreover, 43% of the patients who
met the criteria for IM did not exhibit pleocytosis. Elevated
protein was more frequently observed in the VM-AVM/AVF
and SM group (74% and 45%, respectively). OCB were al-
most exclusive of the IM group, although they were only
present in 45% of patients tested. Participants with VM-
ischemic/stroke were less likely to have pleocytosis or OCB
relative to IM (all ORs <1).

Prediction model for identifying diagnostic
category of myelopathies
Our predictive model selected the following predictors as
characteristics that improve discriminatory power for identi-
fying the correct diagnostic category of a given myelopathy:
temporal profile of symptoms, motor examination findings,
conus medullaris involvement, and presence of posterior
spinal cord lesions (table 3). By including these 4 additional
characteristics, the correct classification rate (CCR) increased
from 67% to 87% and the multinomial area under the curve
(AUC) increased from 0.32 to 0.67, suggesting marked
improvements in the correct classification of a given mye-
lopathy. NRI (34%) and IDI (38%) values associated with this
predictor set are also notable as both the CCR and AUC are
sensitive to the differences in the prevalence of underlying
outcomes. This suggests improved classification and more
succinct separation in prediction of diagnostic categories of
given myelopathies, relative to only considering Gd+ and

pleocytosis (typically used to define IM). Of all the predictors
considered, the temporal profile contributed to the largest
changes in IDI, NRI, and CCR relative to the traditional
model (Gd+ and pleocytosis). By including the temporal
profile only (and no other predictor), the CCR is 0.68 and the
multinomial AUC is 0.39.16 Relative to the null model (no
predictors), inclusion of the temporal profile results in an
improved integrated discrimination index of 15% (12%–19%)
and improved net reclassification index of 15% (2%–28%)
(table e-4, http://links.lww.com/WNL/A9). Results of our
sensitivity analyses (derivation of a prediction model only
considering demographics, clinical presentation, and neuro-
logic examination and no additional MRI findings) were con-
sistent. Relative to a model considering Gd+ and pleocytosis,
with the inclusion of motor examination findings and the
temporal profile of symptoms, the CCR increased from 67% to
81% and themultinomial AUC increased from 0.32 to 0.60. IDI
(26%) and potentially NRI (22%) similarly suggested im-
proved discriminatory power associated with the inclusion of
the temporal profile and motor examination findings.

Discussion
The broad differential diagnosis of TM makes it necessary to
develop strategies that accurately distinguish among the dif-
ferent etiologies of myelopathy. Our study, which is the
largest known cohort evaluating patients with presumed TM,

Table 2 Clinical features of 457 patients with myelopathy by diagnostic categorya (continued)

Category Inflammatory (n = 247) Ischemic/stroke (n = 62) AVM/AVF (n = 30) Spondylotic (n = 35) Other (n = 83)

Anterior pattern 61 (24) 42 (67) 3 (10) 9 (26) 16 (19)

Posterior pattern 134 (54) 12 (19) 6 (20) 14 (40) 35 (42)

Lateral pattern 118 (48) 10 (16) 3 (10) 13 (37) 33 (40)

Cervical lesion 173 (70) 29 (47) 7 (23) 26 (74) 37 (44)

Upper thoracic (T1–T6) 116 (47) 24 (39) 12 (40) 9 (26) 28 (34)

Lower thoracic (T7–T12) 108 (44) 28 (45) 23 (77) 4 (11) 30 (36)

Conus medullaris 10 (4) 8 (13) 10 (33) 1 (3) 7 (8)

CSFd

Pleocytosis (>5 cells/μL) 128/224 (57) 10/57 (17) 8/23 (35) 2/20 (10) 10/66 (15)

Protein >45 mg/dL 103/224 (46) 21/57 (37) 17/23 (74) 9/20 (45) 19/66 (29)

Oligoclonal bands 85/188 (45) 1/44 (2) 0/17 (0) 1/15 (7) 8/50 (16)

IgG index >0.7 54/166 (32) 3/35 (9) 1/14 (7) 1/18 (5) 2/41 (5)

Abbreviations: AVF = arteriovenous fistulas; AVM = arteriovenous malformations; Gd+ = gadolinium enhancement; IgG = immunoglobulin G; IQR = inter-
quartile range; LE = longitudinally extensive.
Values are n (%).
a Percentages include all participants in each category as the denominator.
b Information for reflexes available for 444/457 patients.
c MRI data were obtained from first MRI available after onset of symptoms: 67 were done in <2 days, 74 were done from 2 to 5 days, 58 from 6 to 10 days, 72
from 11 to 30 days, and 186 were done >30 days after onset of symptoms.
d Percentages based on the total of patients tested. CSF data were obtained from first CSF evaluated after onset of symptoms: 53/390 were obtained in <2
days, 62/390 were obtained from 2 to 5 days, 58/390 were obtained from 6 to 10 days, 45/390 were obtained from 11 to 30 days, and 172/390 were obtained
>30 days after onset of symptoms.
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demonstrated that only 54% of the patients referred as TM
had a confirmed inflammatory etiology. While this may reflect
to some degree a referral bias, it also reflects the confusion
surrounding the term “transverse myelitis” among clinicians
in the community. The use of this term is challenging since
inflammatory myelopathies do not always present in agree-
ment with the “classic” definition of the syndrome, as uni-
lateral, asymmetric, and chronic presentations can occur,17

signs of upper motor neuron disease are often not present
acutely, and sensory levels are frequently absent.1,9 In addi-
tion, the term TM is often used by clinicians to describe
involvement of the spinal cord in different pathologic con-
ditions even without clear evidence of inflammation, an ap-
proach that delays proper diagnosis and treatment. Hence, it
is critically important to identify clinical biomarkers that help
establish a correct etiologic diagnosis.

In our analysis, the clinical features distinguishing IM from other
causes of myelopathies at first presentation included the

temporal profile of symptoms (initial onset to nadir dysfunc-
tion), the initial motor examination findings, and the pattern of
lesion distribution on MRI. Since the temporal profile was the
most helpful predictor in improving the diagnostic accuracy, it
could be used in the clinical setting to guide the diagnosis of
myelopathy. A subacute presentation suggests an inflammatory
etiology, as described previously,2,9 while a hyperacute pre-
sentation suggests a spinal cord ischemic stroke. A chronic
evolution suggests a vascular lesion, such as VM- AVM/AVF,
a chronic SM, or other causes of myelopathy. These findings are
in agreementwith previous descriptions of spinal cord stroke,18,19

compressive myelopathies,4,5 and vascular malformations.7,20

Another important factor to consider is the medical history. In
our cohort, a history of sudden back pain orworsening by exercise
pointed towards a vascular etiology, which is in accordance with
previous descriptions.1 Conversely, a prior diagnosis of systemic
inflammatory disorder suggests an inflammatory myelopathy.
Several systemic disorders are known to potentially cause

Figure 1 Individual clinical predictors for each diagnostic category

Odds ratio estimates and 95% confidence intervals (CI) are shown for each diagnostic category relative to the inflammatory group; statistically significant
associations (p < 0.05) are highlighted in red. AVF = arteriovenous fistulas; AVM = arteriovenous malformations; Gad+ = gadolinium-enhanced lesions; IgG =
immunoglobulin G; LE = longitudinally extensive lesions; OCB = oligoclonal bands; R = reference group; VM = vascular myelopathy.
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Figure 2 Spinal cord MRI lesion patterns in patients with myelopathies

(A) Heatmap representationof lesiondistribution frequency for eachdiagnostic category. The y axis represents sagittal localizationbased onusing the vertebral levels
(C2–L2) and the x–z axes represent the axial distribution of the lesion as affecting the anterior, central, lateral, or posterior regions of the spinal cord. Frequency for
each localization ranges from 0% (yellow) to 100% (bright red). (B) MRI examples in the different myelopathy diagnostic categories. (B.a) Cervical spine MRI from
a patient with idiopathic inflammatory myelopathy reveals signal intensity abnormality in T2-weighted sequences and enhancement in the postero-lateral region of
the cervical cord (T1-weighted + gadolinium [Gad]). (B.b) Cervical spine MRI from a patient with vascular myelopathy (VM)–ischemic/stroke shows an anterior signal
intensity abnormality in T2-weighted sequences in both sagittal and axial views, which appears unenhanced in T1-weighted sequences + Gad. (B.c) Thoracic MRI in
apatientwithaVM–arteriovenous fistula (AVF) seenasa longitudinal extensivemyelopathyanddiffuse intra-axial enhancement in thecentral cord; thereareenlarged
vessels in the dorsal surface of the cord (arrow). (B.d) Cervical spineMRI in a patient with spondylotic myelopathy shows signal intensity abnormality in T2-weighted
sequences and patchy enhancement (T1 + Gad) in the central cervical cord. AVM = arteriovenous malformations.
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myelitis, such as Sjögren syndrome, systemic lupus eryth-
ematosus, and sarcoidosis,1,13 making a thorough medical history
crucial.

The assessment of lesion distribution on MRI is also extremely
important. The axial pattern may provide meaningful in-
formation about the underlying pathogenic mechanism. For
instance, MS would preferentially affect the myelinated tracts in
the posterolateral spinal cord. Similarly, a lesion affecting a dis-
crete vascular distribution or a spinal cord watershed area would
be highly suggestive of an ischemic stroke. Venous congestion
and venous hypertension in the setting of VM-AVM/AVF or
compression of the vasculature in SM would more frequently
affect the central cord region. The classification of LE vs non-LE
lesions was less helpful; while non-LE was suggestive of IM, the
differential diagnosis of LE lesions remained broad, and included
inflammatory etiologies (NMOSD, sarcoidosis, rheumatologic
and idiopathic myelitis) as well as VM and SM lesions.

Regarding MRI and CSF findings traditionally considered to
be associated with IM, such as pleocytosis, elevated CSF
protein, and Gd+, our cohort showed that these features were
not specific to the IM group. This is highlighted by the low
diagnostic accuracy in our model when considering only Gd+
and pleocytosis to differentiate IM from other myelopathies.
Moreover, previous studies described Gd+ and CSF pleocy-
tosis occurring in vascular6 and spondylotic myelopathies.5 A
recent study of 56 patients with spondylotic myelopathy
showed CSF pleocytosis in 12.5%, elevated CSF protein in
70%, and Gd+ lesions in up to 80% of patients.4 The high
frequency of these CSF and MRI features in non-
inflammatory myelopathies may account for their frequent
misdiagnosis as TM. Part of the difficulty in making this dis-
tinction arises from the common assumption that all CNS
inflammation is due to a primary inflammatory disorder. Any
injury to the CNS has the potential to cause a secondary in-
flammatory response that may manifest with some degree of
pleocytosis or disruption of the blood–brain barrier, causing

Gd+; in addition, hemodynamic changes in the lesion such as
vasodilation and “luxury perfusion” may also result in Gd+.21

This situation is well-illustrated by Gd+ in ischemic brain
strokes within 1 week of onset.22 Thus, evidence of a Gd+
lesion on MRI or CSF pleocytosis is not definitively diagnostic
of a primary inflammatory disease, and immunosuppressive
therapy may not be warranted. Instead, these findings should
be considered with the temporal profile and clinical pre-
sentation of the myelopathy, motor examination findings, and
MRI lesion distribution (particularly, the axial pattern). Taking
these features into account can increase significantly the correct
diagnostic classification of myelopathies.

The term TM should be used with caution as IMs do not
always present with a “transverse” sensory level and non-IM
may mimic inflammatory disorders. This highlights some of
the limitations of the 2002 acute TM criteria,2 which require
a clear sensory level and bilateral findings to diagnose TM and
additionally rely on CSF pleocytosis and MRI Gd+ to define
inflammation; the criteria could perhaps be improved by not
using the word “transverse,” not requiring bilateral findings or
a sensory level, and emphasizing the importance of the tem-
poral profile and consideration of non-inflammatory myelo-
pathies even in presence of CSF pleocytosis or MRI Gd+. It
would be less confusing to describe the myelopathic syn-
drome as being caused either by a primary inflammatory or
non-inflammatory etiology, the latter secondary to a specific
pathologic process. Once a diagnostic category is established,
a critical analysis of ancillary tests, including brain MRI and
spinal angiography, as indicated, is necessary to define the
specific etiology before assigning the label of idiopathic TM.

This study is limited by its retrospective nature. By analyzing the
inflammatory group as a category, this study may not reflect
important differences among specific etiologies within the in-
flammatory group such as MS vs NMOSD or NMOSD vs sar-
coidosis myelopathy as has been shown previously. In addition,
as a major referral center, cases that pose a diagnostic challenge

Table 3 Results for top discriminatory model to predict the myelopathy diagnostic categorya

Variable
Integrated discrimination
increment (95% CI)

Net reclassification
improvement (95% CI)

Correct
classification rate

Multinomial
AUCb

Lesion enhancement + pleocytosis — — 0.67 0.32

+ Temporal profilec 0.16 (0.12–0.19) 0.14 (−0.01 to 0.27) 0.77 0.54

+ Motor examination findings 0.10 (0.06–0.14) 0.05 (−0.11 to 0.21) 0.70 0.46

+ Posterior cord lesion 0.03 (0.01–0.04) 0.07 (−0.05 to 0.19) 0.68 0.37

+ Conus medullaris lesion 0.02 (0.00–0.04) 0.08 (−0.05 to 0.20) 0.69 0.37

All of the aboved 0.38 (0.28–0.47) 0.34 (0.08–0.61) 0.87 0.76

Abbreviations: AUC = area under the curve; CI = confidence interval.
a Model was derived in the training set; values displayed are derived from fitting the model with the selected characteristics in the testing set.
b In the multinomial extension, a noninformative value is 1/M!, where M is the number of outcome categories. In this case, M = 5 and a non-informative
multinomial AUC is 1/5! = 1/125 = 0.008.
c Multinomial model includes lesion enhancement, pleocytosis, and individual selected characteristic (e.g., [lesion enhancement, pleocytosis, temporal
profile] or [lesion enhancement, pleocytosis, motor examination]).
d Multinomialmodel including lesion enhancement, pleocytosis, temporal profile,motor examination, conusmedullaris lesion location, posterior cord lesion.
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are overrepresented in our cohort; therefore, the percent of IM
may not be reflective of what is seen in the community.

Myelopathies may encompass a wide differential diagnosis
that requires a thorough diagnostic workup with consider-
ation of inflammatory and non-inflammatory etiologies. The
temporal profile of symptoms might serve as a potential
clinical biomarker in the differential diagnosis of myelo-
pathies, which should be considered in conjunction with
a critical analysis of MRI and CSF characteristics.

Author contributions
Paula Barreras: study design, acquisition of data, analysis and
interpretation of the data, study coordination, drafting and re-
vising of the manuscript. Kathryn C. Fitzgerald: statistical anal-
ysis, analysis and interpretation of the data, revising the
manuscript. Maureen A. Mealy: acquisition and interpretation of
the data, revising the manuscript. Jorge A. Jimenez: study design,
acquisition of the data, revising the manuscript. Daniel Becker:
examination of patients, revising the manuscript. Scott D.
Newsome: examination of patients, interpretation of data, re-
vising the manuscript. Michael Levy: examination of patients,
interpretation of data, revising themanuscript. PhilippeGailloud:
study design, interpretation of the data, revising the manuscript.
Carlos A. Pardo: conception and design of the study, obtaining
funding, study supervision, examination of patients, analysis and
interpretation of the data, drafting and revising the manuscript.

Study funding
This work was supported by The Bart McLean Fund for
Neuroimmunology Research, Johns Hopkins Project Restore,
and the Transverse Myelitis Association.

Disclosure
P. Barreras, K. Fitzgerald, M. Mealy, and J. Jimenez report no
disclosures relevant to the manuscript. D. Becker has received
research support from NIH, TMA, PVA, Novartis, Sanofi-
Genzyme, Mallinckrodt, and Biogen; participated in scientific
advisory boards for the Multiple Sclerosis Society, Novartis
Pharmaceuticals, Sanofi-Aventis, and TEVA Pharmaceuticals;
and has received speaker honoraria from TEVA Pharma-
ceuticals, Novartis, Sanofi-Genzyme, Mallinckrodt, and
Acorda. S. Newsome has received research support (paid di-
rectly to the institution) from Biogen, Novartis, Genentech,
and the National MS society, and has participated in scientific
advisory boards for Biogen and Genentech. M. Levy currently
receives research support from the NIH, Maryland Tech-
nology Development Corporation, Sanofi, Genzyme, Alexion,
Alnylam, Shire, Acorda, and Apopharma; received personal
compensation for consultation with Alexion, Acorda, and
Genzyme; and serves on the scientific advisory boards for
Alexion, Acorda, and Quest Diagnostics. P. Gailloud has

served on the Scientific Advisory Board for ArtVentive
Medical, holds Stock Options in ArtVentive Medical, has re-
ceived Consulting/Speaker Honoraria from Codman Neu-
rovascular, and has the following patents: EOS device,
Endovascular closure device, Embosphere/Embogel, Liquid
embolic agent and dissolvent. C. Pardo currently serves on the
Scientific Advisory Board of the Transverse Myelitis Associ-
ation and receives research support from the NIH, Medi-
mmune Oncology, Chugai Pharmaceuticals, and the Bart
McLean Fund forNeuroimmunology Research, JohnsHopkins
Project Restore. Go to Neurology.org/N for full disclosures.

Received May 12, 2017. Accepted in final form September 21, 2017.

References
1. Beh SC, Greenberg BM, Frohman T, Frohman EM. Transverse myelitis. Neurol Clin

2013;31:79–138.
2. Transverse Myelitis Consortium Working Group. Proposed diagnostic criteria and

nosology of acute transverse myelitis. Neurology 2002;59:499–505.
3. Bazerbachi F, Maiser S, Clark HB. Giant thoracic schwannoma masquerading as

transverse myelitis. QJM 2013;106:759–761.
4. Flanagan EP, Krecke KN, Marsh RW, et al. Specific pattern of gadolinium en-

hancement in spondylotic myelopathy. Ann Neurol 2014;76:54–65.
5. Bee YJ, Lee JW, Park KS, et al. Compressive myelopathy: magnetic resonance imaging

findings simulating idiopathic acute transverse myelopathy. Skeletal Radiol 2013;42:
793–782.

6. Matsubayashi J, Tsuchiya K, Shimizu S, et al. Posterior spinal artery syndrome
showingmarked swelling of the spinal cord: a clinico-pathological study. J Spinal Cord
Med 2013;36:31–35.

7. Lee YJ, Terbrugge KG, Saliou G, Krings T. Clinical features and outcomes of spinal
cord arteriovenous malformations: comparison between nidus and fistulous types.
Stroke 2014;45:2606–2612.

8. Lee CS, Pyun HW, Chae EY, Kim KK, Rhim SC, Suh DC. Reversible aggravation of
neurological deficits after steroid medication in patients with venous congestive
myelopathy caused by spinal arteriovenous malformation. Interv Neuroradiol 2009;
15:325–329.

9. Schmalstieg WF, Weinshenker BG. Approach to acute or subacute myelopathy.
Neurology 2010;75(suppl 1):S2–S8.

10. Polman CH, Reingold SC, Banwell B, et al. Diagnostic criteria for multiple sclerosis:
2010 revisions to the McDonald criteria. Ann Neurol 2011;69:292–302.

11. Wingerchuk DM, Lennon VA, Pittock SJ, et al. Revised diagnostic criteria for neu-
romyelitis optica. Neurology 2006;66:1485–1489.

12. Zajicek JP, Scolding NJ, Foster O, et al. Central nervous system sarcoidosis: diagnosis
and management. Q JM 1999;92:103–117.

13. Birnbaum J, Petri M, Thompson R, Izbudak I, Kerr D. Distinct subtypes of myelitis in
systemic lupus erythematosus. Arthritis Rheum 2009;60:3378–3387.

14. Gailloud P, Gregg L, Galan P, Becker D, Pardo C. Periconal arterial anastomotic circle
and posterior lumbosacral watershed zone of the spinal cord. J Neurointerv Surg
2015;7:848–853.

15. Li J, Jiang B, Fine JP. Multicategory reclassification statistics for assessing improve-
ments in diagnostic accuracy. Biostatistics 2013;14:382–394.

16. Li J, Fine JP. ROC analysis with multiple classes and multiple tests: methodology and
its application in microarray studies. Biostatistics 2008;9:566–576.

17. Frohman EM, Wingerchuk DM. Transverse myelitis. N Engl J Med 2010;363:
564–572.

18. Novy J, Carruzzo A, Maeder P, Bogousslavsky J. Spinal cord ischemia: clinical and
imaging patterns, pathogenesis, and outcomes in 27 patients. Arch Neurol 2006;63:
1113–1120.

19. Wong JJ, Dufton J, Mior SA. Spontaneous conus medullaris infarction in a 79-year-old
female with cardiovascular risk factors: a case report. J Can Chiropr Assoc 2012;56:
58–65.

20. Jellema K, Canta LR, Tijssen CC, van Rooij WJ, Koudstaal PJ, van Gijn J. Spinal dural
arteriovenous fistulas: clinical features in 80 patients. J Neurol Neurosurg Psychiatry
2003;74:1438–1440.

21. Liu HS, ChungHW, ChouMC, et al. Effects of microvascular permeability changes on
contrast-enhanced T1 and pharmacokinetic MR imaging after ischemia. Stroke 2013;
44:1872–1877.

22. Karonen JO, Partanen PL, Vanninen RL, Vainio PA, Aronen HJ. Evolution of MR
contrast enhancement patterns during the first week after acute ischemic stroke.
AJNR Am J Neuroradiol 2001;22:103–111.

Neurology.org/N Neurology | Volume 90, Number 1 | January 2, 2018 e21

http://n.neurology.org/lookup/doi/10.1212/WNL.0000000000004765
http://neurology.org/n


SOURCE ARTICLE NPub.org/l73d2c

Clinical biomarkers differentiate myelitis from
vascular and other causes of myelopathy
Paula Barreras, MD, Kathryn C. Fitzgerald, ScD, Maureen A. Mealy, RN, BSN, Jorge A. Jimenez, MD,

Daniel Becker, MD, Scott D. Newsome, DO, Michael Levy, MD, PhD, Philippe Gailloud, MD,

and Carlos A. Pardo, MD

Neurology® 2018;90:19. doi:10.1212/WNL.0000000000004765

Correspondence

Dr. Pardo

cpardov1@jhmi.edu

Study funding/potential competing interests
The study was funded by the Bart McLean Fund for Neuro-
immunology Research, Johns Hopkins Project Restore, and
the Transverse Myelitis Association. Several authors report
receiving research funding, personal compensation, and/or
advisory committee appointments from various pharmaceuti-
cal companies, medical device manufacturers, and scholarly
associations. Go to Neurology.org/N for full disclosures.

Study question
Which clinical and paraclinical features of patients diagnosed
with transversemyelitis (TM) can differentiate those who have
inflammatorymyelopathies from thosewith non-inflammatory
myelopathies?

Summary answer
The temporal profile of symptoms is the most powerful bio-
marker for differentiating inflammatory and non-inflammatory
myelopathies.

What is known and what this paper adds
TM is a highly heterogeneous inflammatory syndrome; non-
inflammatory myelopathies are often misdiagnosed as TM.
Gadolinium enhancement in MRI and CSF pleocytosis have
been used to define inflammation in TM. This study shows
that these features are nonspecific and that the subacute onset
of symptoms, the absence of flaccid weakness, and the pres-
ence of multifocal (cervical and thoracic, and posterior lateral)
lesions on MRI suggest an inflammatory etiology.

Participants and setting
The study examined 457 of 575 patients who had been di-
agnosed with TM and referred to a specialized myelopathy
center between 2010 and 2015. The other 118 were excluded
due to incomplete or unverifiable information.

Design, size, and duration
This study retrospectively analyzed patient records, including
demographic characteristics, medical histories, temporal
symptom profiles, initial symptoms, and results from neuro-
logic, MRI, and CSF examinations. The final diagnosis was
classified as inflammatory, vascular, spondylotic, or other causes

of myelopathy. Multinomial regression modeling was applied
to determine characteristics associated with each final diagnosis
and predictors that would improve classification accuracy.

Main results and the role of chance
Of the 457 myelopathies evaluated, 247 (54%) patients had
a confirmed inflammatory etiology. Compared to inflammatory
cases, vascular myelopathies related to ischemic strokes were
more likely hyperacute (odds ratio [OR] 35.19, 95% confi-
dence interval 8.92–138.90), and other non-inflammatory
cases were more likely to exhibit chronic patterns (ORs >3).
Adding the temporal profile, initial motor examination features
and MRI pattern of lesion distribution to the multinomial
predictive model provided greater predictive power than only
considering CSF pleocytosis and MRI gadolinium enhance-
ment. Of all predictors, the temporal profile contributed the
most to the increased discriminatory power.

Bias, confounding, and other reasons for caution
The study is limited by its retrospective nature. The study also
grouped all inflammatory myelopathy cases together, not ac-
counting for important distinctions between various types of
inflammatory myelopathies.

Generalizability to other populations
This study examined cases at a major referral center, and
therefore, diagnostically challenging cases were probably
overrepresented in the cohort. The frequency of inflammatory
myelopathies may not reflect that found in the general patient
population.

Variables considered
Correct
classification rate

Multinomial area
under the curve

MRI lesion enhancement
and pleocytosis

0.67 0.32

+ Temporal profile 0.77 0.54

+ Motor exam findings 0.70 0.46

+ Posterior cord lesion 0.68 0.37

+ Conus medullaris lesion 0.69 0.37

All of the above 0.87 0.76
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