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PENDAHULUAN

~ Mielopati - istilah u/ menggambarkan setiap defisit
heurologis yang berhubungan dengan sumsum tulang
belakang.

“ Myelopati paling sering disebabkan oleh kompresi
sumsum tulang belakang oleh osteofit atau ekstrusi
diskus pada vertebra servikalis.



DEFINISI

- Mielopati =2 defisit neurologis yang berhubungan dengan
kerusakan pada sumsum tulang belakang. Mielopati
dapat terjadi sebagai akibat dari proses ekstradural,
intradural, atau intramedulla.



KLASIFIKASI

Table 2. Nunck's Classification

Nurick's Neurologic status

score
() Root sign/symptoms, normal cord function
I Cord pathology, gait intact/employed
11 Mild gait dysfunction/employed
111 Gait dysfunction/unemployed
AY Moderate to marked gait dysfunction/ambulation

with help
V Marked gait dysfunction/wheelchair bound




Mielopati Kompresif

Degeneratif

Trauma:

-Lesi tulang
-Herniasi diskus
-Perdarahan epidural
Infeksi (abses)

Tumor :

-Extradural : benigna dan maligna
-Untradural : intra dan ekstra
medular

Malformasi arteri vena

Mielopati non kompresif
Myelitis transversal infeksius:
-Virus: zoster, Eipstein Barr, herpex simplex, sitomegalovirus,
enterovirus, Coxsackie B,herpes virus
tipe 6, HIV dan AIDS, HTLV | and II
-Bakteri : staphylococcus aureus, streptococcus, mycobacterium
-Spirosit : sifilis
-Jamur : Cryptococcus, aspergillus
Ensefalitis akut:
-penyakit demyelinisasi
-Sklerosis multipel
-Neuromyelitis optic
-Penyakit Eale
Vaskuler:
-Trombosis arteri spinalis
-Vaskulitis sistem saraf pusat
Substansi toksik
-Arsenik, triortokresil fosfat, nitrit oksida, metotreksat
-radiasi
-Luka bakar listrik
Degeneratif:
-Sklerosis lateral primer
-Paraparesis spastik familial
-Atasia spinoserebellar
-Neurodegenerasi
-Ataksia Friedrich
Metabolik :
-Defisiensi vitamin B12
-Defisiensi vitamin E
-Penyakit hati dan ginjal kronik
-Defisiensi heksosamidase
Paraneoplastik

adenovirus,
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Karakteristik
Klinik

cCord
Swyndrome

Central

ANterior Cord

Swyndrome
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Sequard
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cord

Swyndrome
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Sering

TJaranng

TJaranng
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paralisis
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bilateral
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Sering hilang
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tractus
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biasanya
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Lainnya
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PEMERIKSAAN PENUNJANG

Pemeriksaan radiologis

Dianjurkan melakukan pemeriksaan posisi standar (anteroposterior,
lateral) untuk vertebra servikal, dan posisi ap dan lateral untuk
vertebra thorakal dan lumbal.

Pada kasus-kasus yang tidak menunjukkan kelainan radiologis pd
foto polos > CT SCAN dan MRI sangat dianjurkan.



Cervical Myelopathy

e TS

Y
Diagnosis I

4

Determine number of spinal levels involved

7

If <3 of 4 levels?

* Anterior cervical
discectomy and fusion and

arthroplasty

If >3 or 4 levels:*

with laminectomy or
laminoplasty

Figure 4. Treatment algorithm for cervical myelopathy
* Assuming normal cervical alignment and no other complicating features. If alignment is abnormal
and in more complex situations, a combined antenor/postenor approach may be necessary

vV

* Posterior decompression




I Clinical presentation: Acute myelopathy ]

[ MRI of entire spine with gadolinium ]
I Compressive lesion? ]
1
1
No Yes
v
I Confirmm myelitis I I Neurosurgical consultation

I Intramedullary cord lesion? ]
)

r L)
No Yes
v
Reconsider myelopathy diagnosis Gadolinium-enhanced lesion on MRI2
Consider acute presentation of Plcocytosis on CSF examination?
metabolic or degenerative Increased IgG index on CSF exami-
myelopathy nation?
Consider repeat MR in 2-7 days T
. .
No Yes
v v

Consider noninflammatory
myelopathies

Consider repeat MRI ‘
in 2—-7 days

Dectermine cause of myclitis

Test for infection

Tes: for systermic inflarm-
matory or autoimmune
disease

Test for cancer

1

r L)
Negative Positive
v
Further evaluate pattern Specific diagnosis

of myelitis

and therapy

I

r 1
Partial Tm Longitudinally extensive TM
Demyelination on brain MRI MRI of brain: neuromyelitis optica
Oligocional bands or increased spectrum disorder pattern, normal,
126G index in CSF or not meeting MS criteria
Visual evoked potentials abnormal Positive for NMO-1gG (aquaporin-4
antibodies)

l I

r L r )
Yes All negative No Yes
v
[ High risk for MS ] [ Low risk for MS ]r I Reconsider history] Neuromyelitis optica
I spectrum disorder
[ Antecedent infection l [ Antecedent vaccination ]
1 1
r L r L
No Yes No Yes
v v v

I Idiopathic TMmM l [ Postinfectious TMm ] [ Idiopathic TM ] lPoslvaccination T™ ]
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