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ABSTRACT

Back ground: NMO is an autoimmune disorder of the Central nervous system, dominated by inflammation of the Optic nerve and the Spinal cord.
Though recent development of different modalities for the treatment of autoimmune disorders, Neuromyelitis Optica recurrent attacks well
respond to intravenous methyl prednisolone.

Case presentation: Here we report a case of neuromyelitis optica ,in which a young male patient had a first presentation as Bilateral sudden loss
of vision due to optic neuritis at the age of 16 years and second remission at the age of 32 years without any spinal cord effected symptoms and
recovered well with only Intravenous methyl prednisolone who is Anti-MOG (Myelin oligodendrocyte glycoprotein) Antibody positive and Anti-
Aquaporin-4 Antibody negative ,a Monophasic NMO.

Conclusion: Treating Neurologists and Ophthalmologists using Intra venous methyl prednisolone in acute attack with all precautions can save
vision and reduce incidence of Optic atrophy after acute attacks.
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INTRODUCTION:

Devic's disease is also called neuromyelitis optica or NMO; it is a
condition often confused with multiple sclerosis. Devic's disease is
often characterized by immune attacks on the optic nerve and the
spinal cord. Patients may experience these attacks at the same time or
at different times. They may also have just problems with the optic
nerves alone or just problems with the spinal cord alone and still have
Devic's disease. Recent research has suggested that Devic's disease is
probably a different disease in which there is a specific immune attack
on a molecule known as aquaporin 4. Our understanding of Devic's
disease is changing quickly at the present time due to new research in
this important disorder like NMO with aquaporin-4 antibodies, NMO
without aquaporin-4 antibodies (or not tested).

Early in the course of the disease, it may be difficult to distinguish
between NMO and multiple sclerosis because both may cause optic
neuritis and myelitis as symptoms. However, the optic neuritis and
myelitis tend to be more severe in NMO; the brain MRI is more
commonly normal, and the spinal fluid analysis does not usually show
oligo clonal bands in NMO, which are features that help to distinguish
it from MS.

In most cases of NMO, the initial symptoms of vision loss or paralysis
improve with standard treatment with high dose corticosteroids, and
partial recovery of vision, motor, sensory, or bladder function occurs.
However, in recurring cases, NMO frequently causes significant
permanent disturbances of vision and/or spinal cord function leading
to blindness or impaired mobility.

Some patients with NMO have only recurrent myelitis or only
recurrent optic neuritis. NMO occurs in individuals of all races. The
prevalence of NMO is approximately 1-10 per 100,000 individuals.
For acute attacks, the standard treatment is high-dose intravenous
corticosteroids, typically methylprednisolone. Plasma exchange may
be effective in patients who experience acute severe attacks that do not
respond to intravenous corticosteroids.

In 2020, Uplinza (inebilizumab-cdon) and Enspryng (satralizumab-
mwge) were approved for the treatment of NMOSD in adult patients
with the same AQP4 for long-term suppression of the disease, a variety
of immunosuppressive drugs like Corticosteroids, azathioprine,
mycophenolate mofetil and rituximab .

Case presentation:
We report a case of 32yrs old male presented with the complaint of
mild pain in the left eye followed by sudden loss of vision in both the

eyes, left eye more than right eye without any comorbidities. Patient
had similar complaints at the age of 16 years and was treated with 3
doses of Intravenous methyl prednisolone and his vision recovered
completely. He was not thoroughly investigated in the past.

On examination of the patient vision reduced to perception of light in
the left eye and right eye has 20/30.There is reduced color vision and
contrast sensitivity in left eye. Relative afferent pupillary defect is
present in left eye. Left eye was diagnosed as optic neuritis on fundus
examination.
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Humphrey Visual field testing showed left eye diffuse visual field loss
with complete scotoma. Visual evoked potential showed prolonged
latency of p100 and N 145 in left eye.

Picture 3: VEPof RE and LE, Prolongation of p100 in LE
He consulted neurologist and he advised MRI of the brain with and
without contrast. MRI of the brain is normal. MRI with contrast
showed left optic nerve is mildly hyper intense with effacement of
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perioptic space and diffusion restriction. No significant post contrast
enhancement of optic nerve was seen.

Picture4: MRI of Optic nerve with contrast

Patient was advised serum Anti-MOG antibody and Anti aquaporin 4
antibodies to differentiate Multiple sclerosis and Neuromyelitis Optica

L] i - e | AN LT |
L
oyt Ll T Tetihe B bbb Ve
L TOOFRCTEN, WTRORY, 00 § [roe——
s
e oy T g L]
L Sl
: o
e chca il
1 T ot ¥ o . U e e b e 3 L
- 1 i s e kS
S ot
(o -
W ey e 4 2V e e 3 D3 o8 P e AU f—
oo, s ¥ b o
o o e e < ] b 4] 8 e
L
e MO i 1 Rl Parveery
s 5 - ol Ol e ™
ey o o e NS Sy 1 N NN ¢ R WS e
il ' i g
T frnel Lt { puteg T eport st vl o i bl o,

AR

PictureS: Lab reports of Anti-MOG antibodies and Anti aquaporin -
4 antibodies

Anti-MOG antibodies are positive in Monophasic NMOSD and Anti
aquaporin 4 antibodies are absent in Multiple sclerosis. In this patient
Serum sample confirmed Anti-MOG (MYELIN OLIGODENDROCYTE
GLYCOPROTEIN) Antibody, suggestive of Neuromyelitis Optica
(NMO). After 16 years of similar complaints, remission of the disease
occurred at the age of 32 years. He was treated with 5 doses of
Intravenous methyl prednisolone one gram in 100ml of Normal saline
by neurologist. After that patient was shifted to oral steroids 1mg /kg
and tapered in 2 months as no other complaints were present.He
responded well to the treatment and vision recovered completely in
right eye and left eye near normal with improved color vision after 2
weeks of the treatment. Patient was advised rituximab weekly 1
injection for 4 weeks to prevent further remission of NMO.

CONCLUSION:

Use of Intravenous methyl prednisolone in acute attacks of optic
neuritis before differentiating Multiple sclerosis and Devic's disease
can save vision and prevent complications. As Neuromyelitis Optica
is seen in young individuals right time of administration of intravenous
steroids prevents permanent damage to the optic nerve in acute attacks
and recurrences may occur in future.
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