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Abstract

Multiple sclerosis can often present with nonspecific symptoms leading to
difficulty in establishing a diagnosis early in the disease process. Early diagnosis
and treatment is of importance due to the associated decrease in disability for
those that get treatment sooner. Here we present a case with a patient the
presented with changes in vision and paresthesias. Her initial workup from the
neurologist was negative and further workup was delayed until her symptoms
worsened. After worsening symptoms, MRI revealed that multiple sclerosis was
the cause of her symptoms.
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Case Presentation

A 40-year-old African American female with a past medical
history of anxiety presented to a family medicine clinic with blurry
vision in her left eye and intermittent left arm numbness. Prior to
presenting to the clinic, she was seen by optometry, and she reported
a normal eye exam. She was prescribed steroid eye drops, which
had minimal improvement in her symptoms. She had recently
started sertraline 25 mg for anxiety, but she was unsure of whether
her symptoms started prior to this. She had a normal physical exam
including neurological exam. Initial work up included comprehensive
metabolic panel, hemoglobin Alc, and CT scan of the head without
contrast and were all normal. She followed up 3 months later for her
wellness exam with continued symptoms of intermittent left arm
and leg numbness. She was referred to neurology. The neurologist
noted that the leg numbness was mostly in the evening and improved
with stretching. She had a normal neurological exam at this time.
The neurologist diagnosed her with restless leg syndrome advised
the patient to stretch. Further testing included a B12 level which
was normal and an MRI of the brain without contrast. The MRI
showed nonspecific patchy white matter disease. The differential
in the radiologist report included early microangiopathic disease,
migraines, vasculopathy, prior trauma and demyelination. The report
noted that additional workup/follow-up should be based on clinical
grounds. The neurologist felt that this finding was nonspecific and
did not feel that these findings were related to her symptoms. No
further evaluation, treatment were planned by the neurologist. The
patient inquired about the findings and was not given was told the
same. The patient continued to have symptoms and then reached out
to her family medicine doctor and expressed her concerns. At her
next family medicine visit, she was referred back to neurology again
for further evaluation. At the next neurology visit, her paresthesias
seemed to be worsening. She was noted to have increased reflexes in
her lower extremities and decreased vibratory sensation in her big
toes bilaterally. Otherwise, her exam was normal. An MRI of the
cervical and thoracic spine showed scattered cervical cord lesions
with subtle cord expansion, but without associated enhancement.
The MRI of the thoracic spine showed patchy signal abnormality

in the lower thoracic cord at T11 without associated enhancement.
These findings were worrisome for a demyelinating process. The
patient was referred to a demyelinating specialist. Further workup
was significant for positive anti-nuclear antibody, positive speckled.
Lumbar puncture was significant for oligoclonal bands (13) and CSF
I/Albumin ratio (0.33), IgG index (1.38) establishing the diagnosis
of relapsing remitting multiple sclerosis. And she was started on
disease modifying therapy. The time from initial presentation to
her diagnosis which was 7 months. The patient was initially denied
approval for treatment from her insurance company and is still in the
process of getting her treatment approved.

Discussion

Multiple sclerosis can be difficult to diagnose due to non-specific
clinical presentations. It tends to be more common in areas in
temperate zones in northern Europe, Russia, Canada, and northern
states of the USA [1]. Some of the clinical features of multiple
sclerosis include repeated attacks separated in time, multiple CNS
sites affected, and progressive neurological impairment [1]. Urge
incontinence, retro orbital neuritis, diplopia, nystagmus, intranuclear
ophthalmoplegia, spastic paraparesis, or spastic-ataxic gait are among
other signs and symptoms of multiple sclerosis [1]. Lhermitte’s sign
is an early sign of multiple sclerosis [1]. Lhermitte’s sign is an early
sign of multiple sclerosis and occurs when the patient feels an electric
shock going down the spine that can be provoked by forceful flexion
of the neck [1]. Sensory disturbances are common and occur early in
the disease, particularly a decrease in vibratory sensation [1]. Because
multiple sclerosis affects multiple CNS sites and the symptoms may
be intermittent, it may be difficult to diagnose and the diagnosis
may be delayed. The time from initial presentation to diagnosis by a
specialist is commonly greater than 5 months [2].

This patient initially presented with blurry vision, which may
have been a sign of retro orbital neuritis and intermittent limb
numbness. However, she did report a normal eye exam. She was
referred to a neurologist within the first few months of presentation.
However, even the neurologist did not suspect multiple sclerosis on
his initial evaluation. It was the patient’s worsening of symptoms that
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prompted further work up leading to her eventual diagnosis. She
had nonspecific findings on her brain MRI, and there was not a clear
explanation of her symptoms after her initial neurology consultation.
In this case, there should have been continued exploration of the
patient’s symptoms after the initial workup. The timing of detection
is important in multiple sclerosis since earlier treatment with disease
modifying therapy is associated with decreased disability compared
to a delay in therapy [3]. So with that being said, it is important when
seeing patients with nonspecific symptoms, to keep your differential
diagnosis broad and to continue to continue to investigate the cause
of a patient's symptoms if a diagnosis is not clear and the patient is still
symptomatic. This patient is has still not started disease modifying
treatment due to insurance denial for Mavenclad (cladribine), but she
is in the process of having the denial appealed leading to a further
delay in her treatment.
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